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ABSTRACT

The Moral Dilemmas of Nighttime Breastfeeding: Crafting Kinship, Personhood
and Capitalism in the U.S.

by
Cecilia Tomori

Co-Chairs: Gillian Feeley-Harnik and Thomas E. Fricke

This dissertation addresses the cultural construction and negotiation of moral dilemmas
that arise from the embodied practices of breastfeeding and sleep in the U.S. I argue that
the heated debates that surround both breastfeeding and infant sleep arrangements
originate from the intertwined social histories of biomedicine and capitalism that have
simultaneously led to a valuation of the properties of breastmilk for health and the
erosion and stigmatization of breastfeeding’s intercorporeal praxis. I investigate the
consequences of these conflicting cultural trends through a two-year ethnographic study
of middle class parents committed to breastfeeding. In particular, I focus on the embodied
moral dilemmas that stem from cultural concerns about personhood and the
intercorporeal aspects of nighttime breastfeeding in parent-child kin relations that are
amplified by contradictory medical guidelines for breastfeeding and infant sleep. First, I
address the role of childbirth education courses for mediating these biomedical stances by
situating them within different moral frames for kinship, personhood, and capitalism that

parents consume and negotiate. Next, I explore the gendered embodied effects of stigma
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arising from the cultural contradictions of breastfeeding and infant sleep on mothers, and
men’s role in mitigating these effects through their “kin work.” Finally, I examine how
participants reckon with these moral dilemmas in their nighttime practices within the
context of cultural expectations for kin relations, personhood and capitalism embodied in
space and time. Using the ethnographic study of lived experiences of my participants as
the core of my analysis, I illuminate how breastfeeding and sleep arrangements
simultaneously participate in producing kin relations, persons, and embodied inequalities
through their engagement with local-global political economic relations. Yet within these
constraints, [ argue that the moral ambivalence engendered by the embodied practices of
nighttime breastfeeding also produces emergent moralities that foster modes of
engagement in kinship and personhood that subtly renegotiate the divisive effects of
capitalism in everyday life. This is the first book-length ethnography of breastfeeding in
the United States and will make significant contributions to the anthropology of
reproduction and kinship studies, women’s and gender studies, family studies, and studies

of health, morality and capitalism.
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INTRODUCTION

Overview

This dissertation is an anthropological study of nighttime breastfeeding in the
United States as a morally complex site for the (re-)production of personhood, kinship
and capitalism. My research comprises a fresh direction for investigating the challenges
and tensions that arise in light of the global trend toward increasing biomedicalization' of
the body and of reproduction, in particular (cf. Ginsburg & Rapp 1995; Davis-Floyd &
Sargent 1997; Clarke et al 2003, Lock & Nguyen 2010; Browner & Sargent 2011). As the
body has come under intense medical scrutiny, experts have become medical and moral
authorities on every aspect of producing children (see above and Apple 2006, Murphy
2003). Furthermore, in late-capitalist U.S. society bodily processes are increasingly
considered new realms of “health,” open to discourses of risk management and neoliberal
forms of governance (cf. Kirkland & Metzl 2010, Lupton 1995, Rose 2006, Murphy
2000). Much of the expert attention is focused on maternal bodies and behavior that are
seen as particularly important in shaping the health of children, and ultimately the nation
(cf. Ginsburg & Rapp 1995, Lock & Kaufert 1998, Browner & Sargent 2011). Scholars
have documented that mothers themselves have actively participated and continue to
participate in bringing about, resisting, internalizing, and negotiating medical authority,
their positions shaped by their own sociohistorical, cultural, and political economic

contexts.

' Throughout the dissertation I use the term “biomedicalization” to and “biomedicine” to refer to the rise in
global prominence and local manifestations of a particular system of medicine that arose in Western Europe
in the 17™ and 18™ centuries. Lock and Nguyen (2010: 57-82) describe these changes, their antecedents,
and contemporaneous modes of medicalization elsewhere in the world and use the term “medicalization” in
these descriptions. Throughout their text, however, they carefully distinguish “biomedicine” as a specific
medical system. Clarke et al 2003 employ “biomedicalization” to distinguish a more recent period in
medicalization characterized by the rise of technoscience in contemporary medicine. In contrast, I use the
term biomedicalization even in the context of earlier historical periods to specify the medical system to
which I refer in an effort to distinguish it from the professionalization of medicine undertaken in ancient
Egypt or 19™ century Japan, for instance.



The heated debates that surround many topics we now consider “health issues,”
including breastfeeding and infant sleep, reflect the specific structural challenges,
complex social relations, and moral dilemmas in which these bodily processes are
embroiled. Anthropological analysis reveals that reproductive processes are not only
central to ever-expanding regimes of health, but also are at the heart of key cultural
concerns about what it means to be a mother, partner, child and a family; what really
matters in the relationships between parents and children; and how these relationships
participate in more far-reaching political economic webs that reproduce inequalities. My
research addresses how middle class white American mothers and their partners navigate
the moral tensions entailed in the embodied practices of breastfeeding and sleep in
culturally specific ways that ultimately transform persons, kin relations, and forms of
capitalism. This is the first book-length ethnography of breastfeeding in the United
States and will make significant contributions to the anthropology of reproduction and
kinship studies, women’s and gender studies, family studies, and studies of health,

morality and capitalism.

1. The problem of breastfeeding and infant sleep in the United States

The landscape of childbearing has been dramatically transformed in the United
States over the course of the last two centuries (see Chapter 1 for a detailed discussion of
these changes). By the middle of the twentieth century childbirth had almost completely
moved from the home to the hospital, breastfeeding was mostly replaced by artificial
formula milk® feeding, and infants who slept in cradles next to parents’ beds or shared a
bed with them now routinely slept in cribs in separate rooms. Furthermore, each of these
processes was overseen by medical experts, who were increasingly isolated from one
another in their respective specialties. Similar transformations took place in Europe,
Canada, and Australia, and these changes were later echoed in other parts of the world

(Davis-Floyd & Sargent 1997). These events, which comprised part of what social

? The terms “artificial formula milk,” and “artificial baby milk” have been used by breastfeeding advocates
to draw attention to the origins of these products and to denaturalize them in common discourse. I follow
these efforts by incorporating these terms into the text, but also rely on “infant formula” as a reflection of
common usage.



scientists have characterized medicalization or more specifically biomedicalization’, were
brought about in the context of transformations that propelled the rise of industrial
capitalism and technological production (Lock & Nguyen 2010). Furthermore,
biomedical regimes for childbearing and infant care were later instilled in colonial
settings driven by concern surrounding low fertility rates (Lock & Nguyen 2010). These
transformations have had long lasting consequences. In the U.S. 99% of births take place
in hospitals, with frequent medical interventions, including a third of babies delivered via
Cesarean section (MacDorman et al 2008, Declerq et al 2007). Pediatric advice
continues to promote solitary sleep, with the vast majority of parents following this
advice (McKenna, Ball and Gettler 2007).

In recent decades the U.S. and similar settings have witnessed a “resurgence” of
breastfeeding initially driven by grass-roots efforts that were later bolstered and mostly
displaced by international and government-led health initiatives that promoted
breastfeeding in an effort to improve maternal and child health and reduce health care
costs (Wright & Schanler 2001, Grummer-Strawn & Shealy 2009, Crowther & Tansey
2007). These public health campaigns drew on rapidly accumulating scientific evidence
that established the superiority of breastfeeding compared with artificial formula feeding
as well as the health consequences of not breastfeeding, which were translated into
slogans that emphasized the benefits of breastfeeding and encouraged mothers to
breastfeed to improve their children’s health. Although these efforts have led to a sharp
rise in breastfeeding shortly after birth, significantly fewer mothers follow the medical
recommendation of exclusive breastfeeding for six months and continuing to breastfeed
while supplementing with other foods for at least one year. In the United States, 75% of
women begin breastfeeding, a rate that drops to 43% by 6 months (and a much lower rate
of 13% for exclusive breastfeeding) and then to 23% by 1 year postpartum (CDC 2010a).
Furthermore, these overall rates conceal considerable racial, ethnic, and class differences
among women (CDC 2010b). The U.S. stands out among wealthy industrial nations for
its resistance to implementing structural changes that enable and support breastfeeding,
such as access to health care, paid parental leave, subsidized and on-site childcare, and

tighter regulation of the infant formula industry (Calnen 2007 & 2010, Galtry 2000, 2001

? See footnote 1.



& 2003, Galtry & Callister 2005, Li et al. 2005). These discrepancies put women in a
paradoxical position where they must make infant feeding decisions in a climate that
valorizes breastfeeding but that does little to support it.

Indeed, a growing body of literature in the above settings criticizes breastfeeding
advocacy for presenting breastfeeding as a matter of individual responsibility and a
morally superior form of infant feeding (cf. Wolf JB 2007, 2011; Hausman 2003, 2011;
Stearns 2010, 2009; Rosin 2009; Kukla 2005, 2006; Blum 1999; Carter 1995; Murphy
1999, 2000, 2003, 2004; Lee 2007, 2011; Lee, Macvarish & Bristow 2010; Knaak 2006,
2010; Wall 2001; Schmied & Lupton 2001; Lupton 2000). Feminists have been
particularly vocal in voicing their objections to the patriarchal implications of such a
strategy and expressed serious concern about breastfeeding promotion based solely on the
biomedical properties of breastmilk (see Chapter 1). More recently some critics have
questioned the scientific basis of breastfeeding advocacy and argued that such efforts
established a climate where breastfeeding is a moral imperative, ultimately contributing
to an ideology of “total motherhood” that is characterized by a single-minded focus on
minimizing risks for children (cf. Wolf JB, Lee 2011, and Chapter 1 for a detailed
discussion).

Yet, media controversies surrounding breastfeeding (including ones generated by
the above criticism) reveal a much more complex moral terrain wherein breastfeeding
continues to elicit considerable anxiety (cf. Hausman 2003, 2011). Breastfeeding is one
of the most controversial topics discussed on parenting sites, and testimonials reveal a
wide range of feelings towards both one’s own and others’ practices of breastfeeding that
include profound discomfort, revulsion, and disgust (cf. Babble.com, Parenting.com).
Breastfeeding mothers are routinely asked to leave restaurants, art museums, airplanes
and other public spaces because of concerns over others’ exposure to their nude breasts
and the sight of children nursing at the breast, which is viewed as sexual (cf. Hess 2011,
Foster 2010, Gram 2009). Reports of breastfeeding children beyond one year generates
concern about the mothers’ inappropriate, potentially incestuous, relations with her child
(cf. Gowen 2009, Cook 2010). Breastfeeding a child who is not biologically related to the
mother also arouses considerable disgust, as in the recent case of Salma Hayek nursing a

child in an orphanage she visited in Sierra Leone (cf. Kaplan 2009). Even breastmilk, the



substance with ostensibly possesses precious biological qualities, generates suspicion and
visceral negative response, for instance when breastmilk is expressed in the workplace
and put in a communal refrigerator (fertilethoughts.com 2009). The fact that
breastfeeding and breastmilk can also generate sexual arousal and play a role in
pornography as well as in other sexual practices (cf. Foss 2011; Giles 2003; Bartlett
2005, 2010) contributes to perceptions of the sexual qualities of breastfeeding as
inappropriate or transgressive.

The contradictions inherent in these cultural constructions of breastfeeding have
been recently captured in the news of the advertisement of ice cream that was made of
human milk in London, given the title “Baby Gaga” (Chappell 2011, Bowcott 2011).
While eating ice cream made of the milk of another lactating being, the cow, is culturally
thoroughly accepted, most expressed shock and disgust when hearing about this product.
Lady Gaga, the singer-performer who frequently engages in activities aiming to
transgress social norms, including recently donning a dress made of raw cow’s meat, sent
a letter to sellers of the ice cream that described their product as “nausea-inducing”
(Bowecott 2011) and may sue the sellers for encroaching on her trademark name
(Chappell 2011).* Lady Gaga’s revulsion reflects the difficulties that arise when milk
from human lactation is manipulated in the same fashion as milk from cows.
Furthermore, the production and marketing of breastmilk ice cream and debates over
trademarks raise the issue of how breastfeeding figures into capitalist relations that I
explore below. It is important to note, however, that although such negative discourses
are prominent, alternative discourses about breastfeeding do exist alongside them. One of
the mothers who donated her milk for the Baby Gaga ice cream, for instance, drew on
Lady Gaga’s own song, “Born This Way,” an anthem celebrating human diversity
through the multiplicities of sexualities, ethnicities, races, etc. to respond to the
controversy (Hiley 2011). After an astute analysis of the contradictory cultural attitudes
towards breastfeeding, including its sexual and nourishing capacity, Hiley concludes:

“Perhaps I should consider counter-suing for defamation myself. It's not my fault that my

* Giles (2003) argues that it is precisely the animalistic aspects of breastfeeding that causes much of the
concern about breastfeeding, in both its capacity to nourish and to participate in sexual relations. While
Giles also uses historical and some instances of cross-cultural comparison in her argument, I have a
different take on these examples, since what defines categories such as human/non-human/animal/other
being, is always negotiated in culturally specific ways.



milk is considered by some to be disgusting: as the Lady herself might put it: I was just
born this way.” Hiley’s appropriation of Lady Gaga’s lyrics serves as a reminder of the
importance of contested, plural sensibilities in all ethnographic contexts.

Aside from a sense of disgust and inappropriate or transgressive sexuality,
breastfeeding and breastmilk are also considered a threat to health. Breastfeeding has
been portrayed as inadequate or insufficient, potentially causing malnutrition, disease
(e.g. Ricketts), starvation and even death (Hausman 2003). Moreover, breastmilk is
considered a conduit for dangerous pharmaceuticals, illegal drugs, alcohol and
environmental toxins (Hausman 2003, 2011). Most poignantly, breastfeeding is a vector
of potentially lethal infections, including HIV and the West Nile virus (Hausman 2011).
In fact, the British health department initially seized the Baby Gaga ice cream over
concerns about Hepatitis contamination (BBC 2011). Thus, the moral status of
breastfeeding is a complicated matter that warrants further research.

While the majority of media attention has focused on controversy surrounding
public breastfeeding behavior, nighttime breastfeeding has recently emerged as another
major area of moral concern. There are growing indications that breastfeeding parents
frequently bring their babies into their beds at night (cf. Kendall-Tackett et al 2010).
Although this form of co-sleeping’ has not returned in step with rising breastfeeding
rates, the recent National Infant Sleep Position Study has revealed that between 1993 and
2000 the portion of infants who slept with their mothers for all or part of the night
doubled, reaching nearly 50% (Willinger et al. 2003). Experts attribute this increase at
least in part to rising breastfeeding rates (Willinger et al. 2003, McCoy et al. 2004,
Kendall-Tackett et al 2010). The practice is perhaps driven by women who are employed
in wage labor outside their home, who are away from their children during the daytime,
and who attempt to reduce fatigue by avoiding having to get up to breastfeed at night
(Harmon 2005, Kendall-Tackett et al 2010). Bed-sharing, however, is highly

controversial in the U.S. because of concerns over its perceived negative effects on

> A note about the term “co-sleeping.” “Co-sleeping” is the term my participants as well as most media
reports on this subject use to describe bed-sharing sleep arrangements. McKenna et al (cf. 2007) have
argued that because sleeping in a proximal configuration - within arms’ reach - is possible on other
surfaces, these two terms should be separated in order to specify the context of each arrangement. I follow
his suggestion in my own usage throughout this paper, specifying the configuration of co-sleeping, but
retain participants’ original language in quotations.



children’s “independence,” disruptions to parental sexual relations, and interruptions to
parents’ sleep. Mainstream medical advice reinforces these perceptions with added
concerns about the increased risk of Sudden Infant Death Syndrome (SIDS) in early
infancy (AAP Task Force on SIDS 2005), and the necessity of lengthy, uninterrupted
sleep for optimal health for both children and adults (cf. Bell & Zimmerman 2010,
Fallone et al. 2002), while a small group of breastfeeding experts advocate for a more
open-minded approach to this issue. Parental concern over sleep arrangements is
evidenced by the enormous amount of discussion of these issues on the internet parenting
sites, news media and childcare books and magazines. As more parents attempt to
breastfeed, more are also likely to confront cultural prohibitions and mainstream medical
advice, intensifying debates about breastfeeding and sleep.

Although controversies around infant feeding decisions have generated
considerable media and scholarly attention (cf. Hausman 2003 & 2011), comparatively
little ethnographic research exists on how those who plan to breastfeed actually negotiate
this treacherous moral landscape (see below). Furthermore, aside from the notable efforts
of biological anthropologists to draw attention to the important relationship of
breastfeeding and sleep arrangements, sociocultural anthropologists and other qualitative
researchers have devoted little attention to the exploration of these issues. My research
addresses this scholarly lacuna by drawing on insights from a longitudinal ethnographic
study of breastfeeding families in a Midwestern city. Through this work I identify
nighttime breastfeeding as a site of intense embodied moral struggle that engages
biomedicalized perceptions of the body, ideologies of personhood and kin relations, as
well as capitalist regimes of labor, space and time. My study documents a contested
cultural terrain wherein the abstract and idealized concept of breastfeeding enjoys a high
moral status while the actual praxis of breastfeeding inevitably confers moral corruption,
resulting in profound embodied dilemmas for breastfeeding mothers and their partners.
Examining the moral dilemmas of nighttime breastfeeding through this broader,
comparative anthropological lens reveals the complexity of sociocultural and political
economic dynamics obscured by the polarized debates surrounding breastfeeding and

sleep arrangements.



2. Making kinship and personhood with “new/old” reproductive technologies

Anthropological studies of gender and reproduction have been central to the
recent analytical push to reorient understandings of kinship (see Franklin & McKinnon
2001 for a detailed discussion). This recent work in the new kinship studies has
challenged scholars’ Euro-American assumptions about classic divisions between
categories of “nature” and “culture” through careful ethnographic and theoretical
considerations of the processes by which relatedness and personhood is made and
unmade (cf. Franklin & McKinnon 2001, Carsten 2004, 2000, Strathern 1992, 2005). A
key insight derived from this literature is the mutual constitution of kinship and
personhood; that is, persons are produced through their engagement with others as well as
their material surroundings (e.g. houses, food, land, etc.), and kin relations
simultaneously arise from these engagements (cf. Carsten 2004 for a detailed discussion).
Investigations of new reproductive technologies have played a particularly important role
in this process, since the process of engaging with these technologies often reveals
previously hidden understandings of taken-for-granted relations as well as new
possibilities for making kinship (cf. Franklin & McKinnon 2001). Furthermore, how kin
relations and personhood might be understood in the context of a pregnancy conceived
via assisted reproductive technologies depend on local understandings that intersect with
global movements of technologies and ideologies. Susan Kahn’s (2000) research in Israel
among ultra-orthodox Jews serves as one case study that illuminated these complex
intersections of state interests in reproducing Jews, rabbinic negotiations of religious
texts, kinship ideologies and practices and new reproductive technologies. In one telling
example, Kahn showed how non-Jewish donor sperm could circumvent religious
concerns about adultery and incest, and thereby help to overcome male infertility via
artificial insemination. In this case, paternity from non-Jewish sperm donors was simply
not recognized, enabling the incorporation of the new technology of artificial
insemination into ultra-orthodox reproductive practices.

In contrast to above examples, breastfeeding appears to be a rather “old”
reproductive technology, with ancient roots going back to the origins of mammals, which
at best plays a minor role in personhood and kin relations. On the surface, neither infant

feeding nor sleep belong to the study of kinship or reproduction, since they do not figure



into mainstream American conceptualizations of these processes. After all, contemporary
Euro-American discourses emphasize breastfeeding solely between biological mothers
and their children, people already conceptualized as kin. Moreover, sleep in this cultural
context is considered a time of removal from social life (cf. Williams 2005), thereby
limiting its potential social role. Yet, upon closer examination, these assertions reveal
highly specific cultural ideologies about kinship, personhood, breastfeeding and sleep
that limit our conceptualization of these processes.

Janet Carsten (2004) astutely described how anthropologists have tended to set up
a dichotomous analysis of “western,” Euro-American bounded conceptions of
personhood® and kinship determined by “biology” against “non-western” notions of
personhood that are constituted through relations. Indeed, historical and ethnographic
research in Euro-American settings demonstrates that what is understood by “biology,”
“biogenetic substance,” or “shared blood” is far more complex than initially appears (cf.
Feeley-Harnik 2001, Heath et al 2004, Weston 2001).

Carsten argues that such dichotomies derive from the reliance on legal and
philosophical constructions of personhood and kinship, instead of closer ethnographic
study. Carsten acknowledges that both bounded individualism and biogenetic kinship
have a strong presence in everyday lives in the “west,” but that careful ethnography
reveals that these ideologies co-exist with other, more relational and processual ones. For
instance, in her own work on Scottish adoptees, Carsten found a sense of incompleteness
and longing for the kin from whom they were separated (103-107). Carsten argues that
these sentiments indicate “a notion of personhood where kinship is not simply added to
bounded individuality, but one where kin relations are perceived as intrinsic to the self ...
[a] sense that something was missing in their own personhood.” (106-107). Sallie Han’s
(2009a, 2009b) research on pregnancy in the American Midwest follows precisely this
line of work, showing how middle class fatherhood is constituted through a variety of
kin-making activities, including working on the house and the nursery in preparation of
the baby’s arrival, and engaging in “belly talk” — reading, singing, and talking to their

baby-in-the-making in the womb, while touching and caressing their partners’ bellies.

% See also Carrithers and colleagues’ (1985) volume on the concept and social construction of the category
of the person.



In light of these discussions, breastfeeding and sleep appear to provide a new, and
heretofore unexplored perspective on American kin- and person-making practices.
Furthermore, building on recent research in biological anthropology, considering
breastfeeding and sleep together offers new possibilities for how these practices figure
into reproduction. Finally, due to historical changes that have nearly eliminated and
thoroughly transformed its practice in the U.S., breastfeeding may appear to be quite a
new reproductive technology for women who lack the cultural knowledge to facilitate it.
Together, these perspectives suggest important possibilities for the exploration of kin-
and person-making through the new/old reproductive technologies of breastfeeding and
sleep. Let us consider these arguments in further detail.

Breastfeeding and sleep arrangements of parents and children, although touched
upon in ethnographies as part of social life, have received little overall attention in
anthropology (Van Esterik 2002,” Ball et al. 1999, McKenna, Ball and Gettler 2007). The
works that have devoted significant attention to breastfeeding have examined the process
from a diverse set of perspectives and have shown that breastfeeding is a complex
biocultural process, whose practice and significance varies in historically and culturally
specific ways with significant implications for the survival and well-being of children and
mothers (Van Esterik 2002, Liamputtong 2011, Shaw & Bartlett 2010, Stuart-Macadam
& Dettwyler 1995, Maher 1992, Dettwyler 1988, Whitaker 2000, Parkes 2001, 2003,
2004).

Cross-cultural studies indicate that breastfeeding can play a critical role in
establishing kinship relations. Dettwyler (1988), for instance, shows that women in Mali
in a patriarchal setting are not considered related to the children to whom they give birth
until they breastfeed them. Those women who do not breastfeed their children risk
forfeiting their maternal relationship. Milk kinship is well-known in Islamic settings,
where women who nurse children become related to them and the children who nursed
from one woman become milk siblings who cannot marry (cf. Parkes 2001, Dettwyler

1988, Khatib-Chahibi 1992). On the island of Langkawi in Malaysia, breastfeeding is one

7 Van Esterik’s work on breastfeeding (cf. 1989, 2002, 2010) stands out among cultural anthropologists as
it integrates theoretical and applied perspectives grounded in comparative ethnographic research with
careful engagement with scientific data, as well as feminist discussions. Women’s studies scholar Bernice
Hausman (2003) has revisited Van Esterik’s (1989) arguments to develop her own approach to
breastfeeding (see Chapter 1).
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component of an intricate set of feeding relations — including feeding food cooked at the
hearth and nourishment gained from the mother’s blood during pregnancy — through
which children are incorporated into kin groups (Carsten 1995, 1997, 2004; see also
Wright 1993, Zeitlyn & Rowshan 1997, Lambert 2000). The relationship between wet-
nurses and children in the U.S., particularly with regard to many cases of documented
closeness as well as concerns about the passing on of a wet-nurse’s undesirable
characteristics through the act of breastfeeding (cf. Golden 1996), suggests that
historically breastfeeding has also played an important role in the construction of kinship
and personhood in the United States.

These sentiments linger in contemporary concerns about emotional states being
passed on to children through breastfeeding (cf. en.allexperts.com 2009). Recently, some
women in the U.S. and in similar settings where wet-nursing has been replaced by
formula feeding, have returned to the practice of nursing one another’s babies and/or
sharing their breastmilk (cf. Pleshette 2008, eatsonfeets.com 2011). There are hints in the
emerging literature that some of these exchanges are conceived of in terms of kin
relations both among women and among women and children, such as in the case of
“milk mamas” — a term used by some to refer to women who have shared their milk with
children other than their own biogenetic offspring. Donating breastmilk can also be a part
of the process of forging a form of relatedness to children who receive this milk — some
women describe that they feel a special emotional bond to the children who are recipients
of this milk, even if the recipients are constructed in their imaginations because meeting
the children is not a possibility. In my study all children were breastfed by their
biological mothers, and therefore this study design is not suited for the examination of the
above issues arising from cross-nursing and milk donor scenarios. Nevertheless, my
study does offer an important opportunity for investigating the role that the embodied
process of breastfeeding has in the configuration of kin relations and the production of
persons. Because breastfeeding is a culturally problematic, and relatively unfamiliar
process for my participants, the challenges of “fitting” breastfeeding into the context of
kinship relations provides important insights. As we will see below, sleep offers a

particularly interesting lens into this process.
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The social characteristics of sleep are well-documented historically and across
cultures (cf. Worthman 2008). Cross-cultural comparisons reveal that in most cultures
children sleep with adults (usually mothers) and siblings (McKenna, Ball and Gettler
2007, Barry & Paxson 1971, Wolf et al. 1996, Jenni 2005). Sleep plays an important role
in forging and reinforcing kin as well as community relations (cf. Caudill & Plath 1966,
Wolf et al. 1996, Whittemore & Beverly 1996, Gottlieb 2004, Yang & Hahn 2002,
Worthman 2008) For instance, Caudill & Plath (1966) argued that in Japan children are
considered separate beings at birth that need to be brought into kin relations through the
act of sleeping together. In this case, co-sleeping produces important kin ties as well as a
social, interrelated person (see also Ben-Ari 1996 on Japanese nap-time). Although
pediatric advice in Euro-American cultures has emphasized the importance of solitary
sleep in the last 150 years, there is considerable diversity even in these cultures in parent
attitudes and practices of infant sleep (Ball 2007). For instance, frequent room-sharing
has been documented in Italy (Wolf et al 1996) and bed-sharing into the school years is
common in Sweden (cf. Welles-Nystrom 2005). Ethnographic studies also document the
prevalence of the close interrelationship and matter-of-fact acceptance of night-nursing
and co-sleeping (cf. Gottlieb 2004, Morelli et al. 1992, Dettwyler 1988, Super &
Harkness 1982). In many settings when children are weaned, often when the mother is
pregnant with the next child, the child moves to sleep with another adult or sibling (cf.
Morelli et al. 1992, Whittemore & Beverly 1996). The relationship between breastfeeding
and sleep in Euro-American settings has not been adequately explored in ethnographic
studies, but appears to be variable (Ball 2009).

The U.S. stands out as one of the only areas surveyed where there are particularly
strong cultural prohibitions against co-sleeping and even against babies staying in the
same room with parents (cf. McKenna, Ball and Gettler 2007, Ball & Klingaman 2007,
Small 1998, Spock & Rothenberg 1992, Ferber 1986). Here, solitary sleep practices also
seem to play a significant role in shaping the personhood of children and their
relationship with parents, but with a different goal in mind — to produce a self-reliant,
“independent” child (McKenna, Ball and Gettler 2007, McKenna et al. 1993, Wolf et al.
1996, Keller & Goldberg 2004). Yet, despite the prominence of pediatric advice that

condemns co-sleeping, there is evidence that some U.S. cultural groups adhere to
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alternative ideologies of sleep. Abbott’s (1992) study of Appalachian families in Eastern
Kentucky, for instance, documents a long history of socially valued bed-sharing and
room-sharing that remained in place at her time of her research. Abbott argues that these
practices play an important role in producing a sense of connectedness and belonging in
the community. African Americans also practice higher rates of proximal sleep and bed-
sharing with children, and in this case the cultural value of independence is not opposed,
but instead emerges through a sense of community (Wolf et al 1996). Nonetheless, the
ethnographically documented relationship of breastfeeding and co-sleeping seems mostly
absent in these example. Abbott does not discuss breastfeeding in relation to sleep
arrangements, and among African Americans bed-sharing often takes place without
breastfeeding (Willinger et al 2003, McCoy et al 2004). Viewing these findings in a
historical context, it appears that the domains of proximal sleep and breastfeeding have
become culturally separated in most of the U.S.

A growing literature examines the interrelationship of breastfeeding and sleep, led
by biological anthropologists James McKenna, Helen Ball, and their colleagues. These
scholars have drawn on physiological data from sleep laboratories and participant homes,
survey and interview data, cross-cultural evidence, as well as non-human primate data
and other evidence from studies to human evolution, to argue that the evolution of
breastfeeding and sleep are interlinked processes. According to this research, mother-
child co-sleeping is a highly adaptive behavior that entails a complex set of physiological
relationships between the child’s and the mother’s body that plays a critical role in
facilitating breastfeeding as well as in the thermo- and respiratory regulation of the infant
(cf. McKenna, Ball and Gettler 2007, Gettler & McKenna 2011, McKenna et al. 1999,
McKenna et al. 1997, McKenna 1993, McKenna 1986, Mosko et al. 1996, Mosko et al.
1993, Richard & Mosko 2004). These studies document the mutual regulation of sleep,
wherein babies’ and mothers’ sleep is coordinated and mothers respond to subtle cues of
babies and breastfeed them without either one fully awakening (cf. McKenna, Ball and
Gettler 2007). Ball & Klingaman’s (2007) recent work suggests that breastfeeding
mothers who practice bed-sharing adopt a specific physical position without any
instruction. This side-lying position, with the arms encircling the baby who is facing the

mother’s breast, creates a sleep environment that maximizes breastfeeding and other
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physiological contact between the mother and the child, while also protecting the child
from external hazards, including those common in western sleep environments, such as
pillows and blankets. McKenna suggests that breastfeeding with co-sleeping may reduce
Sudden Infant Death Syndrome (SIDS) and has other psychosocial benefits for mothers
and children (see above references, and also McKenna & McDade 2005). McKenna, Ball
and colleagues have used their findings to challenge prevailing medical advice about
infant sleep and have advocated for an integrative approach towards breastfeeding and
sleep (cf. Ball & Klingaman 2007, McKenna & Ball 2010).

Together, cross-cultural and biological anthropological research indicates that the
neglect of sleep practices in relation to breastfeeding is due to specific Euro-American
cultural assumptions about solitary sleep as the standard for human infants. These
assumptions have taken root over the course of the last two centuries in conjunction with
transformations in childbirth and infant feeding practices that resulted in the dominance
of artificial milk feeding (see Chapter 1). The notable dearth of research that considers
infant feeding and sleep arrangements together in the U.S. is likely a reflection of these
historical developments. Thus, my study takes an integrated approach towards these two
processes and considers them in relation to kinship and personhood.

Comparative studies provide insight into the difficulties breastfeeding poses for
established norms of sleeping in the U.S. In Morelli et al.’s (1992) comparative study of
middle class U.S. mothers and Mayan Guatemalan mothers, the latter co-slept with their
children until weaning, while most of the U.S. women did not feel comfortable with
feeding their babies in the parental bed. Of those breastfeeding, nighttime feedings were
considered disruptive and inconvenient and mothers diminished or discontinued them by
6 months of age. These findings may reflect the particular historical moment when
breastfeeding was once again becoming more common, but was practiced in new
sociohistorical circumstances of prevailing solitary sleep practices as well as highly
scheduled feedings (see Chapter 1).

The sexual relationship between parents and the fear of potentially incestuous
sexual relations between mother and child is one documented aspect of kin relations that
also appears to play a role in avoiding co-sleeping and breastfeeding (cf. Lozoff, Wolf &
Davis 1984, Shweder et al 1995). In many other settings postpartum sex taboos prohibit
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sex between spouses during the period of breastfeeding (cf. Gottlieb 2004). Sexual
relations with a man during lactation may be associated with harming the child through
“spoiling” or the “drying up” of the mother’s breastmilk (cf. Yovsi & Keller 2003, 2007,
Mabilia 2005). But most Euro-Americans, perhaps due to the sexualization of the breasts
(Dettwyler 1995, Stearns 1999) appear to diverge from others in their concern about
incest. Co-sleeping when combined with breastfeeding appears to reinforce the
incestuous potential of breastfeeding, especially when practiced beyond the first few
months of the child’s life. Crook’s (2008) historical study, for instance, documents
Victorian era English concerns about the incestuous intermingling of working class
bodies in shared sleeping spaces. He argues that these moral concerns about inappropriate
sexuality between parents and children was a major motivation for designing housing that
provided separate bedrooms for children that were also segregated by sex. Shifts in
marital relations towards a prioritization of romantic love to the exclusion of children in
England as well as in the U.S. may have played an important role in the development of
these concerns (see Wolf JH 2001, Abbott 1992). Finally, the spread of Freudian
psychoanalytic frameworks highlighted problematic sexuality in personal development,
especially in relation to familial interactions. Thus, there was growing concern about the
potential witnessing of sexual acts in the parental bed and consequent incestuous Oedipal
fantasies (Lozoff, Wolf & Davis 1984, McKenna & McDade 2005).

At the same time, there is also evidence that the increase in breastfeeding rates
can shift cultural perceptions about sleep practices. Ball et al.’s (1999) recent prospective
study of sleep arrangements in Britain suggests a similar intended pattern of sleep to
Morelli’s and colleagues’ (1992) earlier findings: nearly all parents planned to have their
babies sleep in the same room but not in the same bed as them for a few weeks, followed
by moving them to a separate room. Contrary to expectations, however, although very
few parents shared a bed with their babies habitually every night, the authors documented
that a large portion of infants slept with their parents regularly for part of the night or at
least occasionally. Thus, co-sleeping was more common than both what parents’ planned
and what researchers expected based on Euro-American ideologies of solitary sleep for
children. Significantly, this study also documented the strong association between

breastfeeding and co-sleeping (Ball 2003). Both parents in the sample reported that it was
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“right” for them to bring their baby to bed while breastfeeding and that this practice
reduced the fatigue of nighttime feedings (Ball, Hooker & Kelly 2000). Similar trends
have been documented by Willinger et al (2003), which indicate a rise in bed-sharing
rates among breastfeeding parents as well as by Kendall-Tackett et al (2010). My study
provides insight into how parents confront the dilemmas posed by the “novel” process of
breastfeeding as well as related difficulties in configuring family sleep arrangements and
documents these negotiations over the course of an entire year after birth. I argue that, in
navigating these dilemmas over time, parents and their children ultimately reconfigure
kinship and personhood in substantial ways. In sum, my study provides an in-depth, long-
term, and relational view into the negotiation of breastfeeding and sleep that has been

heretofore been lacking in the anthropological literature.

3. Reproducing capitalism, remaking embodied inequalities

Infant feeding and sleep practices in the contemporary U.S. are both constituted
through capitalist ideologies and participate in reproducing capitalism. While neither
breastfeeding nor co-sleeping stand outside capitalism, I argue that their embodied,
relational practices disrupt many interrelated dimensions of capitalist forms and practices
— from the organization of spatiotemporal regimes underpinning labor practices, the
interests of multinational pharmaceutical companies that market infant formula,
biomedical approaches to women’s and children’s bodies, to the gendered organizations
of the family and the cultivation of parents’ and children’ personhoods. I suggest that
these conflicts are experienced on many different levels, but perhaps most profoundly in
the form of the embodied moral dilemmas that I will describe below, in section 4. In
order to follow these diverse trails of political economy in breastfeeding and sleep, my
investigation addresses a wide array of topics from the gendered dimensions of the
division of labor to local-global political economic interactions.

First, breastfeeding and related sleep practices take place in a society that is
integrally linked to global capitalist systems of labor, production and economy. Within
this system, families participate in capitalist labor practices that attempt to maximize the
labor potential of workers and make only minimal accommodations for women’s

reproductive labor, contributing to gendered inequalities in both the paid labor realm as
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well as in the household. Following Rubin (1975), Yanagisako & Collier (1987),
Yanagisako (2002), and di Leonardo (1987), and others (see Creed 2000 for a review), I
anchor my analysis of political economy in the everyday negotiations of kinship. These
scholars insist that the gendered dynamics of kinship are foundational to understanding
the division of labor and economic interrelationships that lead to inequalities both within
and beyond the household. Recent scholarship, such as Jessica Smith Rolston’s study of
mining in the American Midwest (2008, 2010), has highlighted the ties between
household and wage-labor economies through the simultaneous gendered production of
kinship both at home and at work. Although my study centers around participants’
homes, where the majority of breastfeeding (especially nighttime breastfeeding) takes
place, I also pursue an integrated approach to kinship, gender, and political economy in
order to consider breastfeeding and sleep arrangements within the context of these
mutually constitutive domains.

Second, throughout my discussion I keep in mind that that while structural
differences are essential in producing social divisions, these divisions are also constituted
by embodied practices and ways of feeling. Scholars have approached these dimensions
through multiple lenses. Drawing on insights about class relations in England as well as
elsewhere, Raymond Williams (1977) described “structures of feeling,” wherein he is
“concerned with meanings and values as they are actively lived and felt” or
“characteristic elements of impulse, restraint, and tone: specifically affective elements of
consciousness of a present kind: in a living and interrelating continuity” (132). In a
slightly different approach, Yanagisako (2003) has shown how gendered “sentiments”
within kinship can shape capitalist firms in Italy. Although E.P. Thompson does not use
this language, he also offers insight into embodied dimensions of capitalist labor through
a historical lens of examining orientations to temporality that I explore in Chapter 6.
Finally, Max Weber’s (1958) classic work on the Protestant ethic explicitly links these
insights to the moral dimensions of life in multiple ways, such as in his discussion of how
efficient use of time was valued simultaneously as a source of wealth and a moral good
(see Chapter 6). These felt, embodied senses of capitalism permeate the chapters. Thus,

my orientation to structural as well as embodied dimensions of political economy guide

17



my discussion of key approaches I employ in the study of local and global political

economic relations within which breastfeeding and sleep are entangled.

a) Stratified reproduction and intersectionalities of race, class and gender

In their introduction to the pivotal volume, “Conceiving the New World Order:
The Global Politics of Reproduction,” Faye Ginsburg and Rayna Rapp (1995) outlined
their goal to reorient the study of reproduction to the center of anthropological theory. In
this effort, the authors identified one major research direction as the study of “stratified
reproduction,” which they defined following Shellee Colen as “the power relations by
which some categories of people are empowered to nurture and reproduce, while others
are disempowered” (3). The framework of stratified reproduction encompasses close
attention to the structural as well as cultural and political aspects of inequalities and has
been adopted widely in the study of reproduction (cf. Browner & Sargent 2011 for a
recent discussion).

The concept of stratified reproduction dovetails with theories of intersectionality
that argue for an integrated examination of the effects of class, race and gender and their
complex, interactive effects in daily life. Leith Mullings and colleagues (see Mullings and
Schulz 2006, Mullings 1997, Mullings & Wali 2001) have been particularly important in
promoting this perspective to address the multiple, compounding dimensions of
oppression on health. Mullings’ analytical approach, originating from a historical
materialist tradition associated with the writings of Karl Marx and infused with critical
perspectives on gender and race, has already served to illuminate complex problems, such
as the issue of poor birth outcomes in Harlem (Mullings & Wali 2001) and other
similarly challenging issues (cf. contributions in Mullings & Shulz 2006, and Kelly 2009,
Hankivsky et al 2010). Complementing these approaches, Dorothy Roberts’ work (1997,
see also Roberts 2010 a & b) originating from close study of American law, addresses the
intimate interrelationship of reproduction, forms of production and political power.
Roberts’ focus on the practice and consequences of slavery highlights the central role that
controlling captive women’s reproduction played in producing more slaves who, in turn,
provided the labor (both reproductive and other forms of labor) that sustained the

institution of slavery. Furthermore, Roberts’ comparative historical analysis demonstrates
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the wide-ranging legal controls that continue to seek to regulate Black women’s
reproduction after the value of their reproduction diminished once slavery collapsed.
Together, these works provide a frame for considering the production of inequality in the
practice of breastfeeding and related sleep practices that I develop in greater detail in
Chapter 1.

The inequalities in these realms are most apparent in the racial disparities in
breastfeeding and SIDS rates. Although the rate of breastfeeding among African
Americans has been increasing, and recently made significant gains (Wright & Schanler
2001, Grummer-Strawn & Shealy 2009), African American women today still initiate
breastfeeding at significantly lower rates than other U.S. women (approx. 60% compared
with 75% of all U.S. women) and these rates diminish to 28% (v. 43%) at six months and
13% (v. 22%) at 12 months postpartum (CDC 2010b). Furthermore, considerable
variation exists among states, with lower rates of breastfeeding among African
Americans in Southeastern states (CDC 2010c). These disparities contribute in
substantial ways to poorer health outcomes among both mothers and children (cf. Phillip
& Jean Marie 2007, CDC 2010b). The lack of breastfeeding may also play a role in
disproportionately higher incidence of SIDS among African American babies, who die of
SIDS at twice the rate than their counterparts (U.S. DHHS 2011, Hauck et al 2003,
McKenna & McDade 2005). Examining the roots of these racial disparities in
breastfeeding rates as well as the often problematic public health campaigns that aim to
reduce them, will serve as a comparative analytical frame for investigating the practices
of the primarily white, middle class participants in my study.

I suggest although the framework of intersectionality has focused mostly on the
compounding effects of multiple sources of oppression for African American women, it
can also be employed to highlight the construction of the privilege for white middle
class families. Although I will argue that stigma surrounding the practice of breastfeeding
and related sleep practices extend into privileged social groups, white middle class
parents’ ability to navigate this stigma and other obstacles make their breastfeeding
possible. In turn, these families materially benefit from the embodied health
consequences of this privilege. With regard to the racial aspects of this privilege, John

Hartigan’s research (cf. 1999, 2005) shows that the racial category of whiteness can be
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both marked and unmarked, depending on people’s ability to follow middle class
gendered norms. Comparative studies of breastfeeding confirm that white working class
women indeed have a more problematic relationship with breastfeeding due to various
factors, including more hostile and demanding work environments as well as differences
in family support for breastfeeding (cf. Gatrell 2011, Blum 1999, Murphy 1999, 2003).
The implications of the complex intersections of race, class and gender, such as that
followed in Hartigan’s work on “white trash” (2005), however, have yet to be adequately
explored in relation to infant feeding and sleep practices. In the case of my participants,
together with wealth, education, and (mostly) heteronormative family relationships, their
whiteness constitutes part of a constellation of privilege that enables them to breastfeed
and negotiate complexities that arise from this practice.

Hartigan’s research points to some of the hidden class dimensions of cultural
constructions of “whiteness.” Sherry Ortner (2006, 2003) has argued that the
concealments of the dynamics and effects of social class are pervasive both in popular
American discourses as well as in the social sciences. Ortner (2006) draws on her
ethnography of the trajectories of the Weequahic high school class of 1958 in New Jersey
as well as other sources to elaborate upon Marx’s pivotal insights about the relations of
production in capitalism. Based on her findings, Ortner concludes that class continues to
play a foundational role in the production of social difference and inequalities in the U.S.
Ortner examines the concept of class at length, and shows how the folk category of the
“middle class,” which includes the majority of Americans, includes considerable
fragmentation resulting from economic changes in late-capitalism that have significantly
widened the gap between wealthier and poorer Americans. These inequalities are
concealed due to the strategic use of “middle class” to reduce stigma associated with
certain forms of labor (labeled “blue collar” or “working class™) and in order to avoid
being labeled as overly wealthy (labeled “upper middle” or “upper” class). In her analysis
of the class of ’58, Ortner demonstrates the virtual disappearance of the working class,
the considerable shrinkage of the middle of the “middle class,” and the expansion of the
professional-managerial “upper middle” class. While the members of the class of ’58
have moved up compared with their parents, coupled with the simultaneous expansion of

poverty and inequities, these trends reflect the erosion of possibilities for others. Ortner
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argues that while similar trends have been observed elsewhere, in the U.S. the growth of
inequalities is hidden by cultural ideologies about opportunity and moral responsibility
for success.

Although my study is limited in its ability to fully explore the above issues,
attention to social class informs my discussion of the history of childbirth, breastfeeding
and sleep (see Chapter 1). Additionally, my study contributes to the documentation of the
diversity within the “middle class” and differences in families’ abilities to raise their
children according their desires. Furthermore, my study provides insights into how
parents’ ideals for how to raise their children are themselves shaped by middle class
cultural norms and consumption practices. For instance, I describe the selection of a
home, as well as the furnishings deemed necessary for purchasing prior to the baby’s
arrival (cf. Han 2009, Clarke 2004, Layne 2000, Taylor 2000). I also investigate the
class-based differences in the selection and use of maternity services, with a special focus
on childbirth education classes. Using the insights of scholars of consumption and
material culture (cf. Miller 1987, 1998, 2001; Layne 2000) I argue that these material
practices not only constitute class, but also have important implications for the relational
constitution of personhood (see Chapter 2).

Finally, the gendered influence of capitalism in biomedicalized approaches to
women’s reproduction offers another avenue for the exploration of intersectional
production of stratified reproduction as well as personhood. In her book, “The Woman in
the Body” Emily Martin® (1987) famously described the powerful ways in which
metaphors of the body as a machine, and women’s bodies as deficient versions of male
machine-bodies that require constant regulation, have permeated our understanding of
menstruation, childbirth, and menopause. Martin showed that these metaphors have
material consequences in the biomedicalized approaches towards each of these bodily
processes that result in the authoritative regulation of women’s bodies, dehumanizing
medical treatment and an alienation of women’s bodies from themselves. These

consequences are experienced differently across divisions of social class and race, with

¥ Martin has since documented how shifts in capitalist regimes of labor towards an emphasis on
“flexibility” are also associated with different understandings of the body, specifically the immune system
(1994). The notion of “flexible bodies” remains to be explored in depth in the realm of
childbirth/breastfeeding.
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poor women of color facing the compounding effects of oppression. At the same time,
Martin also observed instances of struggle, contestation, and successful subversion of
these power structures. For instance, she noted how some women evaded medical
intervention in childbirth and how others responded with anger when they were
mistreated by physicians or nurses. Martin, echoing Mullings, was hopeful that through
these experiences of oppression women could also gain a critical perspective that might
be able to challenge the dominance of this capitalist system of medicalization that
governs women’s reproduction. Martin’s work is elegantly taken up by Millard (1990),
who discusses the effects of the clock in childbirth and pediatric advice and later by
Fiona Dykes who addresses capitalism at length in her work, including in metaphors of
“supply” and “demand” in breastfeeding (2005), and approaches to temporality in
McCourt’s recent edited volume (2009) (I discuss this work in Chapter 6).

Robbie Davis-Floyd’s study of American childbirth practices (2004 [1992])
originates from a symbolic anthropological framework that lacks close engagement with
political economic dynamics, but when considered in relation to Martin’s work, adds
another important dimension to understanding women'’s lived experiences of highly
capitalistic forms of medicine. Davis-Floyd examines how the cultural values of
technology, science, patriarchy and institutions embraced by what she terms the
“technocratic model” of childbirth are communicated through biomedical practices. She
argues that these practices ultimately constitute a rite of passage that transforms women
into mothers. Later work has taken up this theme for the production of fatherhood as well
(see Reed 2005 and Chapter 4). These studies have clear implications for how persons are
constructed through embodied relations in capitalist systems.

Davis-Floyd, similar to my own study, focused on middle class mothers and
expanded Martin’s insights about middle class mothers’ internalization and acceptance of
patriarchal capitalist biomedical systems of reproduction. In fact, Davis-Floyd found that
most of her participants believed that routine medical interventions in childbirth were not
only acceptable, but necessary and beneficial. Only a minority of women struggled with
these approaches and even fewer delineated contrasting ideologies of childbirth.
Although Davis-Floyd was not very optimistic about the potential of these alternative

ideologies to subvert the technocratic model, she did note the presence of a group of
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women who recognized some of the problematic aspects of the technochratic model and
hoped that through similar recognitions (and concerted activism) more holistic models
would gain greater ground. When she revisited her earlier work in the second edition of
the book (2004), however, she found that many biomedical interventions had become
significantly more acceptable (e.g. induction, epidural analgesia, Cesarean section) with
the expansion of a humanistic model of medicine, wherein women are treated in less
obviously authoritarian fashion and there is a much greater emphasis on increasing
women’s comfort. In Chapter 1, I explore the historical roots of this process whereby
biomedical approaches to childbirth have become normalized, arguing that wealthier
women throughout this history were important agents in bringing about these changes.
Furthermore, similar to Davis-Floyd, I document the differential ability of white middle
class parents to negotiate, contest and subvert mainstream biomedical approaches in
childbearing. In sum, throughout the ethnography I keep a comparative, intersectional
lens in mind and show how middle class reproductive practices of breastfeeding and

sleep arrangements participate in and produce stratification and inequality.

b) Local-global (bio)political economic relations in “global assemblages”

So far I have focused on the analysis of political economic relations, reproduction
and inequality in the specific local context of the U.S. Yet, the capitalism that infuses my
study is of a decidedly global character. Collier and Ong (2005) trace the origins of
global forms of capitalism in Max Weber’s writings, where he argued that although
capitalism arose out of a very specific cultural context of ascetic Protestantism, it
ultimately became a global phenomenon through “decontextualization and
recontextualization, abstractability and movement, across diverse social and cultural
situations and spheres of life” (11). Collier and Ong argue that such global phenomena
converge into “global assemblages” with other, heterogeneous elements that enable their
perpetuation across a variety of domains (13). Multinational economic treaties, industry
regulations, and state policies can all constitute global assemblages that sustain global
political economic relations and enable the continued reliance on capitalist forms of
economy. My participants in the American Midwest participate in these global

assemblages through various means, most clearly through their employment in multi-
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national corporations, their consumption of goods produced through networks of multi-
national corporations, and their political activities as well as through the less obvious
ways in which they engage with state policies, laws and administrative regulations (e.g.,
budgetary policies that are linked to complex global relations). Some of these less
apparent linkages have become somewhat more visible through the recent global
financial crisis, especially in media analysis that highlighted the relationship of mortgage
financing practices, banking systems, and global financial markets (cf. Krugman 2010).

Ong and Collier (2005) highlight the study of technoscientific global assemblages
and their relationship to human bodies as a particularly fruitful area of study, taken up by
a number of contributors in their volume, such as in the case of the commodification of
organs (Scheper-Hughes), the study of the global biopolitics of HIV (Nguyen), stem cell
research (Franklin) and in the notion of biological citizenship (Rose & Novas, see
below), to name just a few. Although Lock and Nguyen (2010) do not employ the
terminology of “global assemblages,” their characterization of biomedicine dovetails with
Ong’s and Collier’s discussion. Lock and Nguyen point out that biomedicine was, in fact,
global from its early history, through its historical role in colonialism. They suggest that
biomedicine played a critical role in responding to the threats of colonial epidemics,
infertility and hunger, resulting in an increasingly biologized understanding of these
phenomena that could be managed through bureaucratic interventions. Lock and Nguyen
suggest that global biomedicine continues to carry these historical legacies within itself in
the postcolonial world, resulting in the perpetuation of global inequalities.

Within studies of globalization, particular attention is paid to the rise and impact
of neoliberal economic reforms (cf. Ong & Collier 2005, Ferguson 2005, Edelman &
Haugerud 2005) Ong and Collier describe neoliberalism as a highly mobile global form
that has entered in diverse global assemblages in its movement (Ong & Collier 2005: 13-
14). Originating in the U.K. and the U.S., neoliberal reforms involve new fiscal policies
that have undercut social welfare initiatives while putting increasing responsibility on
individual citizens to succeed in a “free market” environment that is in fact structured by
corporate interests (cf. Ong & Collier 2005, di Leonardo 2008). These policies have had a
profound influence on the practice of capitalism and have resulted in creating greater

global inequalities (cf. diLeonardo 2008; Navarro 2007; Rose 1996, 2005; Rose &
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O’Malley 2006). Ortner’s ethnography above serves as one case study of the effects of
such policies.

Nikolas Rose (1996, 2007) employs a Foucauldian analysis to argue that the shift
to neoliberalism represents a change in forms of governance that ultimately restructure
the relationship of the state and its citizens. The shift in national and international
approaches to health from a focus on disease to the maintenance of health through
optimal practices has been a major part of this transition. Public health initiatives rely on
bureaucratic state apparatuses that collect statistical data about various “risks” to health.
Citizens are provided with guidelines so that they can make informed decisions about
avoiding or minimizing these risks. By internalizing these forms of governance, citizens
cultivate “technologies of the self” through which they apply internal monitoring and
regulation and ultimately become morally responsible for their health. Rose argues that
such technologies of the self have led to a growing focus on the body and its biological
characteristics and have fundamentally transformed how people understand themselves.
The intense focus on the body, or “somatization,” is paralleled and enhanced by
biomedical research that aims to enhance health and create new possibilities for living (as
well as products and profits, as we will see below).

Although my description highlights the unequal power relations between the state
and its citizens, a key insight of Rose’s work is the active participation of people within
these regimes. Indeed, Rose’s discussion of biological citizenship (see Rose & Novas
2005, Rose 2007), which draws upon and expands Petryna’s (2002) analysis of the
consequences of the Chernobyl nuclear disaster in Ukraine as well as Rapp and
colleagues’ (2001) discussion of “genetic citizenship” in the context of prenatal testing
technologies, emphasizes that people use these new technologies of the self to suit their
own needs. Building on Sarah Franklin’s (1997) use of “hope technologies” in her work
on assisted reproduction in the U.K. and Carlos Novas’ (2006) discussion of the
economies of hope, Rose argues that through the use of new biomedical technologies
people try to realize their hopes for their own lives as well those if others. For instance, as
Inhorn has shown (2010, 2003), the growth of infertility treatment clinics in the Middle
East is motivated by couples’ deep-seated desire for children. At the same time, there are

other economies of hope involved in these processes, including the profit-seeking hopes
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of multinational corporations. Both public and private bodies — including government
research institutions, universities, pharmaceutical companies, and biotech companies —
participate in the extraction of value from biological materials, contributing to the
development of “bioeconomies and “biocapital” (Rose 2007, see also Franklin & Lock
2003 and contributions therein).

Rose asserts that the production of “biocapital” and the circulation of new
technologies that facilitate it engender moral dilemmas and ethical debates that have been
primarily regimented through the field of bioethics, and institutionalized within
biomedicine and state administrative policies’ (see De Vries et al 2007 and contributors
therein on sociological perspectives on this process). But Rose contends that these
debates extend far beyond the field of institutionalized bioethics, and belong to the larger
field of “somatic ethics” because they concern how we comprehend and negotiate our
“corporeal existence” (257). Rose builds on Weber’s famous phrase “the Protestant ethic
and the spirit of capitalism” to coin “somatic ethics and the spirit of biocapital” (252-259)
in order to demonstrate that intrinsic link between the moral and ethical questions that
arise from navigating new regimes of biocapital and the emergence of biocapital itself (I
take up these themes in section 4).

The implications of the global assemblages of neoliberalism and biocapital have
only recently begun to be explored in reproduction, and much less so the realm of
breastfeeding and sleep (although see Wolf-Meyer 2008 on sleep). There is growing
scholarship on neoliberal discourses of “risk” and moral responsibility in breastfeeding
promotion efforts (cf. Blum 1999; Kukla 1996; Murphy 2000, 2003, 2004; Knaak 2010;
Lee 2007, 2008, 2011; Lee, Macvarish & Bristow 2010; Knaak 2010; Wolf JB 2007,
2011). While I find these contributions valuable in many respects, I suggest that they do
not adequately address other ways in which neoliberal regimes intersect with infant
feeding practices. For instance, there are important indications that discourses of “risk”
simultaneously portray breastfeeding as a way to reduce the risk of maternal and child
illness, but also as contributing to increased risk in the case of transmitting infection,

particularly HIV, and environmental and pharmaceutical toxins to infants (cf. Hausman

? Including in our own Institutional Review Boards here at the University of Michigan as well as at all other
research universities.
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2011). I address these issues in greater detail in Chapter 1. Furthermore, the neoliberal
systems of the production of biocapital have not figured into the above discussions that
emphasize the negative consequences of breastfeeding promotion efforts. I argue that this
is a significant oversight, in light of the deep historical connections between biomedicine
and capitalism as well as extensive research on how global assemblages that facilitate
biocapital follow in the footsteps of colonial legacies and make the world’s poor
significantly more vulnerable to exploitation (cf. Cohen 2005, Petryna 2009, Bharadwaj
2010).

Although this area of research has just begun to be explored by scholars interested
in breastfeeding, it is clear that the recent scientific valuation of the properties of
breastmilk have tremendous commercial implications. These new developments I
describe below build on earlier systems of commercial wet-nursing as well as the more
recent rise of the infant food industry that has successfully marketed commercial
substitutes for breastfeeding derived from cow’s milk, and more recently soy beans, since
the late 19 century. First, commercial wet-nursing for fees ranging up to $1000/week
has made a recent reappearance in some wealthy circles (cf. Tathoo & Ostry 2010,
Stearns 2010). Second, there is growing interest in the marketing of human breastmilk for
mothers who cannot or choose not to breastfeed (Shaw 2010). Technoscientific
innovations increasingly enable multinational pharmaceutical companies to provide
products that mimic various properties of human breastmilk. For instance, formula
companies have recently added genetically engineered components to infant formula
based on growing knowledge of the composition of breastmilk (Shiva 1997, Institute of
Medicine 2004). Furthermore, other companies such as Prolacta, have exploited the
global humanitarian discourse of charity to solicit breastmilk donations for African
orphans, most of which is then used to design expensive nutritional supplements for
premature and ill babies sold to hospitals (cf. Hassan 2010). Finally, researchers in China
recently reported (Gray 2011) that they have successfully inserted human genes into cows
so that they can produce milk with “the same properties as human breastmilk.” The report
includes quotations from the scientific report of this research including "Our study
describes transgenic cattle whose milk offers the similar nutritional benefits as human

milk” and "The modified bovine milk is a possible substitute for human milk. It fulfilled
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the conception of humanising the bovine milk."

The commercial exploitation of the biological properties of breastmilk illustrates
the consequences of the complex interaction of the global assemblages of capitalism and
technoscientfic biomedicine. The human bodies entailed in producing the knowledge and
technologies necessary for this research are erased in both the case of manufacturing
infant formula with genetically engineered components and in the case of transgenic
cows producing “human-like” milk. Furthermore, the product that has now been
transformed into a commodity has been reconfigured both as a triumph of technological
innovation and simultaneously “renaturalized” to make it appear more human (e.g. the
“humanization of bovine milk”) (cf. Yanagisako & Collier 1994, Hassan 2010). The
products of this research participate in furthering already deep inequalities with wealthy
consumers purchasing “human-like” milk while poor women are neither supported in
breastfeeding nor can afford safe alternatives. Finally, as Barbara Katz Rothman (2008)
cautioned, the focus on breastmilk as a biomedicalized and commodified “product”
extracts the substance of breastmilk from the context of the breastfeeding relationship and
erodes the actual practice of breastfeeding for all families. I discuss the implications of
these issues with specific attention to the biomedicalization of breastfeeding in the U.S.
in Chapter 1.

In conclusion, although my small ethnographic study examines the experiences of
families in a highly specific setting, local-global capitalist political economic relations
permeate participants’ everyday (and everynight) lives in many different ways.
Throughout the chapters of the dissertation, I aim to keep these political economic
relations and their manifestations in focus, showing that as families struggle with
breastfeeding and sleep arrangements, they simultaneously transform their kin relations
and personhood, and participate in the reproduction and remaking of capitalism(s). The
mutual, relational co-construction of kinship, personhood, and capitalism constitute a
main theme of the dissertation. In the above analysis I evoked morality multiple times,
especially in the role of moral responsibility in neoliberal governance and the
moral/ethical dilemmas posed by the global assemblages of capitalism and

technoscientific biomedicine. In the following section, I approach these relationships
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from a different perspective, leading me to the framework of embodied moral dilemmas

and transformations of moral imaginations.

4. Embodied moral dilemmas, emergent moralities and moral imaginations

In his classic Moral Imagination in Kaguru Modes of Thought (1986), T.O.
Beidelman argues for an understanding of morality that is negotiated and emerges out of
social interaction: “Much of Kaguru imagination delves into the murky ambiguous
interstices between . . . different situational definitions of the person, of social roles,
values, and beliefs, implicitly contrasting these definitions not only with more public and
artificial versions of the self but with the even more complex individual that each of us
also is” (1986: 9). In my own study, I am similarly concerned with the “murky
ambiguous interstices” of social life and the emergent moralities that stretch and reshape
the moral imagination. Using Mauss’ concept of the habitus, I argue that the
ethnographic study of embodied moral dilemmas, such as those that arise in negotiating
breastfeeding and family sleep arrangements, provides unique insight into these moments
and illuminates the complex local-global interactions and transformations of processes of
kinship, personhood and capitalism.

Marcel Mauss in his essay, “The Techniques of the Body,” suggested that bodily
“habits” or habitus that may seem exclusively biological, such as the way people walk,
“do not vary just with individuals and their imitations; they vary especially between
societies, educations, proprieties and fashions, prestiges” (Mauss 1935: 101). By
establishing that “body techniques” (Mauss 1935: 101) or the ways in which people use
their bodies, are acquired through socialization, Mauss opened the way for the
investigation of bodily practice as a “social fact” (Durkheim [1895] 1982). Mauss’
approach is particularly remarkable in its multi-dimensionality, since he considered
embodied experiences, the processes by which people acquire body techniques, and their
social uses and effects within the same framework. Since Marcel Mauss’ seminal essay
considerable attention has been devoted to bodily practices and embodiment in
anthropology and related disciplines (cf. Bourdieu 1977; Foucault 1978; Martin 1987,
1994; Scheper-Hughes & Lock 1987; Lock 1993; Csordas 1990, 1994, 2002; Turner
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2008, Young 2000, 2005). Breastfeeding and sleep, and their interrelationships, have
figured only marginally in these discussions.

Despite the burgeoning literature on embodiment, Talal Asad (1997) argued that
anthropology could further benefit from a re-examination of Mauss’ original arguments.
Asad returns to Mauss’ concept of the “habitus,” suggesting that through this concept
Mauss sought to “define an anthropology of practical reason. The human body is not to
be viewed simply as the passive recipient of ‘cultural imprints’ that are ‘clothed in local
history and culture,” but as the self~developable means for achieving a range of human
objects — from styles of physical movement . . . through modes of emotional being . . . to
kinds of spiritual experience” (47—48). Asad’s emphasis helps direct attention to the
social, relational way in which people acquire habitus and his emphasis on practical
reason opens Mauss’ work to diverse analysis that includes a moral component (see
discussion below, and Crossley 2007 for a recent sociological discussion of Mauss’ work
in sociological investigations of embodiment). To investigate the moral dilemmas
engendered by breastfeeding and sleep, I follow Asad’s call and first examine the ways in
which these body techniques contribute to differentially enculturated modes of being and

then link this discussion to morality.

a) Embodiment in breastfeeding and sleep

A growing body of literature, written primarily by feminist sociologists and
women’s studies scholars, focuses on the complex and contradictory embodied
experiences of breastfeeding in Europe, North America, and Australia. In these settings
breastfeeding is a body technique learned primarily in hospitals under the supervision of
medical personnel and then practiced primarily at home in the first few weeks after birth.
Medical supervision then shifts to the baby, primarily through monitoring elimination
patterns and weight gain (cf. Whitaker 2000). Furthermore, most women in these areas
experience breastfeeding as a relatively short-term practice, lasting a few weeks or
months, with artificial milk feeding quickly integrated and becoming the dominant mode
of feeding by around 3 months postpartum (CDC 2010a). These studies suggest that
while women often expect their embodied experiences to mimic the idealized maternal

sentiments depicted in breastfeeding promotional materials, many experience
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ambivalence, negative, painful, revulsive and mechanized/disembodied sensations that
often lead to cessation of breastfeeding (Shaw & Bartlett 2010, Johnson et al 2010,
Avishai 2011 & 2007, Hausman 2007, Gatrell 2007, Crossley 2007, Kelleher 2006,
Dykes 2005, Bartlett 2005, Shaw 2004, Van Esterik 2002, Schmied & Lupton 2001,
Schmied & Barclay 1999, Stearns 1999 and 2009, Britton 1998, Blum 1999, Murphy
1999, Beasley 1996). There is growing attention to how women experience expressing
their milk using breastpumps that are becoming increasingly important in scientifically
managed breastfeeding, especially in cases of premature and ill babies and when women
return to work (cf. Stearns 2010, Bartle 2010, Avishai 2011, 2007, 2004). Sexual feelings
during breastfeeding can be particularly disruptive to the maintenance of the separation
between the sexual and nurturing aspects of the maternal body (cf. Campo 2010, Traina
2000, see also Hausman 2003). At the same time, women can also experience sensual and
welcome sexual pleasure, comfort, empowerment and a sense of closeness and
connectedness to their children (cf. McBride-Henry & Shaw 2010, Avishai 2011 & 2007,
Stearns 2009, Bartlett 2005, Schmied & Lupton 2001). Avishai has recently argued
(2011, 2007) that women do not necessarily experience breastfeeding in dichotomous
“positive” or “negative” frames, instead they may encounter several different, often
contradictory experiences at the same time and over the course of the breastfeeding
process.

Considerably less attention has been paid to women’s experiences of
breastfeeding in other cultural settings, albeit with some notable exceptions (cf. Maher
1992 and contributions therein, Scheper-Hughes 1993, Zeitlyn & Rowshan 1997,
Yimyam et al 1999, Gottlieb 2004, Mara 2005, Tsianakas 2007, Gottschang 2007,
Hashimoto & McCourt 2009, Liamputtong 2011 and contributions therein). Perhaps most
famously, Nancy Scheper-Hughes (1993) documents the struggle of poor Brazilian
women living in a shantytown to garner adequate sustenance for themselves and their
families and their reports of feeling spent, exhausted, and unable to make breastmilk for
their children. Scheper-Hughes describes nervoso, a state of stress and anxiety, which
prevented women in a poor shantytown of Brazil from producing breastmilk for their
children—with enormous consequences for the children’s health and survival. Scheper-

Hughes’ ethnography is exceptional both in its attention to the embodied dimensions of

31



experience as well as in her astute historical and political economic analysis. Scheper-
Hughes describes the appropriation of land for the growing of sugarcane that resulted in
the mass eviction of poor people, who used the land as their primary source of
sustenance. The poor were then forced to live in shantytowns with little opportunity for
earning money for food and with limited access to clean water. In combination with the
promotion of infant formula by Nestl¢é that followed the path of USAID distribution of
powdered milk, women came to believe that they are not capable of producing adequate
breastmilk for their children. Scheper-Hughes’ work, therefore, serves as an important
guide for a political economically oriented, social and relational study of embodiment
and breastfeeding.

The embodied dimensions of sleep have been gaining recognition thanks mainly
to the work of a small number of scholars, most especially historian Peter Ekirch (2005)
and sociologist Simon Williams (see especially 2005, 2007, and 2011) and some others
(see Steger & Brunt’s 2003 and 2008 edited volumes, and Williams’ & Crossley’s 2008
special issue in Body and Society for the best examples). Peter Ekirch’s (2005) masterful
study of the culture of sleep in Western Europe between circa 1500 and 1750 provides a
much-needed historical dimension to this work. Through the use of diverse sources
Ekirch shows that early western European experiences of sleep differed dramatically
from contemporary Euro-American ones in several key ways, of which I highlight just a
few. First, Ekirch shows the widespread polyphasic practice of sleep, wherein sleep took
place in multiple chunks, some during the daytime and some during the night. Similar
polyphasic sleep patterns are documented in cross-cultural studies, such as in the case of
Mediterranean practices of “siesta” and Japanese practices of napping. Second, Ekirch
documents the complex social interactions during the night, including sexual relations,
interactions with children, and bodily elimination. Ekirch is careful not to romanticize
historical accounts of sleep as somehow more “peaceful” or closer to “nature,” showing
that nights were filled with many disruptions as well as dangers (including sickness,
violence and fire).

Williams (cf. 2005) asserts that sociologists have neglected the study of sleep
because they considered it to be a time away from social life. Instead, Williams argues

that sleep should be regarded as an important social practice that can be examined at on
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three mutually intersecting levels of analysis: the individual/(non)experiential,
social/interactional, and societal/institutional levels. Although Williams’ effort to
reposition sleep as an important domain of social analysis is foundational, I argue that in
the realm of sleep that I describe, the individual/(non)experiential level (here Williams is
negotiating the lack of conscious awareness of some of these embodied aspects of sleep)
and the social/interactional levels cannot be separated. In practices of co-sleeping, the
embodied dimensions are inherently social and relational. Therefore, I posit a
modification to Williams’ discussion to argue for a relational mode of examining the
embodied qualities and experiences of sleep. This approach also accommodates insights
from biological anthropology about the physiological interrelationship of mothers’ and
infants’ bodies during sleep and breastfeeding, incorporating the material qualities of the
interactions of slumbering and nourishing/feeding bodies that move between different
degrees of awareness'* (cf. McKenna, Ball and Gettler 2007).

Thus far, biological anthropologists have undertaken the bulk of research in
breastfeeding and sleep practices, and have incorporated some ethnographic dimensions
to their work (cf. Ball et al 2006; Ball 2009; Klingaman 2009; McKenna, Ball and Gettler
2007). Through their integrative approach, these scholars have shown the subtle ways in
which bodily interactions are both shaped by and influence their cultural and material
environments. For instance, I described above the important finding that breastfeeding
parents bring their babies into their beds without having planned to do so in advance,
thereby exemplifying how embodied interactions can transform social practices the
material environments in which these practices take place, as well as parents’ attitudes
towards these embodied aspects of raising children (Ball et al 1999). Ball and colleagues
(2006) have also documented substantial effects of even seemingly minor differences in
postpartum sleep arrangements on breastfeeding. For instance, infants in the U.K.
randomized to sleep in free-standing hospital bassinets breastfed significantly less
frequently than infants randomly assigned to side-car cribs attached to the bed or in the
bed with an attached rail during their hospital stay. Importantly, those assigned to the

hospital sleep arrangements that offered unhindered interaction between mothers and

' Williams has since discussed children’s sleep in his later work (2007), and has moved towards a more
fully relational model, but not quite to the same degree as what I propose. This is likely because of
differences in our disciplinary orientations.
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babies had significantly higher rates of exclusive breastfeeding even after 16 weeks,
indicating that early sleep arrangements play an important role in the establishment and
maintenance of breastfeeding. These findings, in turn, may also help explain women’s
reports of insufficient milk, a main reason women stop breastfeeding (see Ball &
Klingaman 2007). This work provides an excellent example of the ways in which the
very biology of human bodies is constituted in particular local circumstances, creating
“local biologies” that reflect their cultural, political economic, and historical
circumstances (Lock 1993, Lock & Nguyen 2010).

Alma Gottlieb’s (2004) ethnography of the culture of infancy among the Beng in
West African captures some these sensibilities from a cultural perspective as she
considers the interactions between infant feeding and sleep practices. Gottlieb
demonstrates her ethnographic strength in both drawing upon her own experiences of
parenting to illuminate a particular domain of life that is usually left unexamined, while
simultaneously subjecting her experiences to a rigorous comparative ethnographic
analysis that enables her to see both Beng and her own approaches in their full cultural
depths. Furthermore, drawing on the work of Margaret Mead, Gottlieb’s lens is
sharpened by attention to mothers, grandmothers and other caregivers as well as the
children themselves in their interactions. Although mothers are the focus of my own
study, Gottlieb’s sensitive approach to children and their social lives informs my work.
In Gottlieb’s account, it is through this comparative analytical framework that we learn
about different embodied dimensions of Beng babies’ lives, including their nighttime co-
sleeping and breastfeeding. Gottlieb shows that in the context of religious ideologies
wherein parents must convince and entice their children to fully leave the afterlife and
remain with them, the challenges of nighttime disruptions, including crying and frequent
nursing, are addressed in a simple, matter-of-fact way, with little concern. In contrast,
Gottlieb suggests that within the context of Euro-American middle class ideologies,
separate spaces similarly convey important values. Gottlieb states “at the sociological
level, the lesson conveyed by a bassinet, cradle, or crib that is placed in its own room at
some point in the infant’s first year is in keeping with the American-capitalist morality
lesson that individuals ought to make their own way in the world on the basis of their

own courage and efforts” (184). Ben-Ari (2008) offers an analysis of some of these
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middle class lessons based on an overview of previous ethnographic work and parenting
books, which similarly attends to relationship between parents and children and
expectations for children’s personhood. A full-scale ethnographic investigation of these
themes, however, has not been undertaken. My study could be considered the
comparative ethnographic investigation of just such an “American-capitalist morality
lesson,” its confrontation with the embodied experience of nighttime breastfeeding, and
the transformative consequences for kinship, personhood and capitalism. In this final
section, I explore the moral dimensions that permeate the embodied experiences of

nighttime breastfeeding.

b) Embodied moral dilemmas

1) Moral and ethical issues

In order to develop my approach towards embodied moral dilemmas, first I must
address distinctions in terminology and their related theoretical assumptions about
morality and ethics that are debated in anthropological discussions (cf. Heintz 2009,
Sykes 2009, Lambek 2010, Zigon 2008, Faubion 2011) and that warrant attention in my
own analysis. There are several underlying tensions behind these debates that point to
problems with both terms. First, as Heintz (2009) points out, morality is associated with
Durkheim’s work, which many have argued tends to collapse categories of the social and
the moral, and overemphasizes social rules. On the other hand, the terminology of ethics
tends to be associated with Weber as well as with terminology in moral philosophy,
which many find too abstract and overly focused on rational thought (as opposed to
action).

Heintz uses the term morality following Beidelman’s direction, to reflect the
construction of ways of being and distinctions between right and wrong through social
interaction (3). Jarrett Zigon (cf. 2007) similarly employs morality for his larger analytic
project, but incorporates ethics within that scheme via Foucault, who distinguishes
between a set of rules (morality) and a person’s capacity to act on oneself or “the
conscious practice of freedom” (ethics) (I will return to this issue below). Others have
found the terminology of ethics more useful and veer away from using morality

altogether. For instance, Michael Lambek (2010) draws on Aristotelian notions of virtues
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to argue for an ethics that neither replicates the rigid objectification of social rules, nor
does it remove ethics from the realm of action, which would duplicate mind/body
dichotomies. In fact, Lambek gives a more subtle reading of Durkheim as well,
acknowledging both his totalizing tendencies as well as his recognition of struggle,
ambivalence, and conflict (12). Lambek sees Weber’s use of ethics as particularly helpful
for understanding how particular orientations towards the world in one cultural and
historical setting can spread to others, in this case facilitating the rise of a certain form of
capitalism. At the same time, he finds that in articulating these orientations Weber
presents an overly dichotomous model of rationality and nonrational “affectual,
traditional or habitual orientation” (24). Lambek advocates for a (Aristotelian)
modification via Maclntyre, and argues that for an understanding of a concept of tradition
that is “an historically extended, socially embodied argument, and an argument precisely
in part about the goods which constitute that tradition” (Maclntyre 1984:222 cited in
Lambek 2010:24). Via Maclntyre, Lambek arrives at a fully social approach to ethics that
incorporates attention to individual negotiation and conflict within traditions.

Foucault’s contribution to morality and ethics has generated considerable debate
among the above scholars (as well as many others). On the one hand, Foucauldian
notions of ethics have gained ascendency through the studies of governmentality, such as
Rose’s approach discussed above. For Zigon, Foucault’s distinction between morality and
ethics is foundational in order to elaborate his theory in which ethical work constitutes a
mode of conscious reflection and transformation of the self (and thereby plays a critical
role in the construction of the moral person). Others, however, have differed from Zigon
in their reading of Foucault and find Zigon’s distinctions untenable (Faubion 2010,
2011). Faubion uses a similar conception of Aristotelian virtues to that of Lambek’s in
order to argue for an ethics grounded in praxis, although one that differs from Lambek’s
direction. Faubion finds Foucault’s work on ethical freedom (which draws on Weber)
helpful in illuminating the dynamics of production and reproduction ethical values. In
contrast, while Lambek sees Foucault’s approach to ethics useful for articulating the
construction of the self, Lambek ultimately finds Foucault lacking because he does not

ground his theory in social relations and practices.
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Similar to Beidelman and Heintz, I employ the term “morality” and “moral
dilemmas,” rather than ethics, in order to emphasize the social construction of morality.
At the same time, my take on morality is similar to that of scholars who articulate with
theories of ethics. In particular, I resonate with Lambek’s notion of ethics due to his
emphasis on the construction of ethics in and through social praxis, his attention to
agency and conflict, and his argument that ethics takes place at the intersections of
conscious/unconscious, reflexive/embodied experience. Furthermore, I share Lambek’s
concerns about the lack of ethnographic grounding in Foucault’s work that makes his
concepts too easily applied across domains and ethnographic settings without adequate
examination of the local circumstances. Finally, while I do not accept Zigon’s sharp
distinction of the ethical from other aspects of morality, I find his work useful for
elaborating the embodied dimensions of a morality that strongly resembles Lambek’s
concept of “ordinary ethics.” After this lengthy departure, I shall now return to my

(theoretically enriched) approach to embodied moral dilemmas.

11) From moral ambivalence to embodied moral dilemmas

Michael Peletz (2001) has argued that, while moral contradictions and
ambivalence in kinship was long recognized and documented, recent work in kinship
studies has developed a much more sustained interest in these issues. Peletz suggests that
ambivalence is not only central to the construction of kin relations, but also serves as
excellent entry point for studying the emergent properties of human sociality. Moments
of ambivalence and their negotiation reveal the dynamic intersections of multiple
different cultural, political economic, and emotional domains that produce uncertainty,
contestation, and potential change. My own study of moral dilemmas is similarly
anchored in kinship, since I view breastfeeding and related sleep arrangements as
important kin- and person-making processes. Moreover, the negotiations of breastfeeding
and sleep in my study entail navigating different aspects of kinship obligations in the
context of parents’ obligations to children, one another, and others (including biomedical
experts, relatives, co-workers, etc.). Similarly to Peletz’s analysis, the negotiations of
moral ambivalence about breastfeeding and sleep have far-reaching implications for the

dynamics of kinship, personhood, and local-global political economic relations.
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In his recent work, Jarrett Zigon (2007, 2008, 2009, 2010 a&b, 2011) has drawn
on a diverse set of literatures, including that of embodiment, kinship, and personhood, to
develop a comprehensive analytical scheme for considering the processes that construct
moral personhood. Zigon argues for a multi-dimensional model towards morality that
distinguishes between institutional, public discursive, and embodied dispositional
domains. In Zigon’s view, “embodied dispositions” (2008: 164) of morality resemble
Mauss’ concept of the habitus in that these are largely unconscious, unreflexive ways of
being that enable people to make moral decisions without having to think about them.
Zigon argues that ethics are articulated in moments of “moral breakdown” (2008:165)
when a person is confronted with a particular situation, that propels her to reflect upon
and objectify these embodied dispositions. Such moments of “ethical dilemmas” (2008:
165) engage all three different dimensions of morality and ultimately lead to
transformations of personhood. While each of the three dimensions of morality constrain
this process, a person’s interactions with these realms reconfigures them as well. In this
sense, through their social relationships, persons are continually “working” on themselves
while also remaking public discourses and institutions. Although I will not adhere to the
schematic distinction between morality and ethics (for reasons that I detailed above), |
find Zigon’s effort to produce a relational, interactive, and processual perspective on
morality that integrates the corporeal realm compelling and helpful for my own purposes.

Zigon’s interest in “moral breakdown” and subsequent ethical reworking echoes
and elaborates upon Peletz’ notion of “ambivalence” in useful ways. In Zigon’s (2011)
own ethnography in Russia, people infected with HIV through injecting drug use
participate in rehabilitation programs run by the Russian Orthodox Church cultivate
ethical stances through which they attempt to rework themselves as moral persons. Zigon
describes the unanticipated larger consequences of this process of ethical labor, wherein
the newly acquired moral qualities of personhood makes participants more compatible
with and better integrated into the neoliberal state to which the Church stands in
ideological opposition.

While Zigon’s work is sensitive to the many possible causes of moral breakdown,
his evocation of Mauss’ habitus to ground morality in the socially-constructed, lived

body is particularly well-suited to explore moral breakdown engendered by issues of
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health, illness, and conflicts over biomedicine and discusses several specific examples
from moral concern about HIV (Farmer 2002) and organ transplantation (Lock 2002, see
also Sharp 2006). Within the study of reproduction, there are many excellent examples of
the study of such moral challenges, especially surrounding the new reproductive
technologies. For instance, Rayna Rapp’s (1999) work on amniocentesis examines the
“moral breakdown” engendered by the new technologies of amniocentesis that force
women to consider their fetuses in terms of statistical calculations of risk for genetic
diseases and ultimately make decisions about whether they will terminate their pregnancy
via abortion. Rapp’s study stands out for its careful and wide-ranging consideration of the
moral uncertainties entailed in every level of negotiating amniocentesis, from the
laboratory, genetic counselors, physicians, and mothers themselves, while paying close
attention to how these moral ambiguities are negotiated in culturally specific ways
structured by social class, education, race and ethnicity, and gender. Rapp describes the
participants in her study as “moral pioneers” — exploring the moral quandaries generated
by emerging prenatal testing technologies. I suggest that the new biomedicalized
frameworks for breastfeeding and infant sleep generate similar dilemmas, that are
sometimes considered matters of life and death, making parents and children in my study
into moral pioneers as well.

Many examples of “moral breakdown” and ensuing ethical debates discussed by
Zigon, including the ethnographic example from Rapp’s work I cited above, are
prompted by ethical dilemmas that arise from new regimes of biopolitics that I described
in the previous section. Zigon’s own approach is significantly more ethnographically
grounded and elaborated than that of Nikolas Rose’s in his articulation of “somatic
ethics” and attends to a wider range of moral issues, some of which intersect with
neoliberalism in specific ways. This broader scope, together with the greater attention to
the specific local elaborations of morality, makes Zigon’s orientation more useful for my
own purposes. At the same time, Rose’s use of “somatic ethics” seems less invested in
the analytical separation of ethics from other modes of morality, and on that specific
point I support Rose’s direction.

Marcia Inhorn’s work on infertility in the Middle East adds a further important

embodied dimension to my study of moral dilemmas. In “Quest for Conception,” her first
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ethnography of infertility in Egypt, Inhorn (1994) drew on Erving Goffman to identify
stigma associated with infertility as a major motivation for engaging in the costly, and
often questionable medical infertility treatments even for poor women. Situating her
discussion in the nexus of complex interrelationships of kinship, gender, religion, and the
relationship of global and local medical approaches, Inhorn elaborated on these themes in
her later work (1996, 2003, 2004) and documented the enormous, gendered forms of
suffering that results from the stigmatization of infertility. Although infertility treatment
was itself viewed as stigmatizing as a result of its association with the undesirable, and
potentially morally corrupting state of infertility, participating in such treatment offered
the possibility of having much-desired children, who might ultimately enable infertile
couples to overcome the stigma of infertility. Inhorn’s research formed a pivot for
ethnographic research into infertility, leading to greater recognition of the significance of
stigma and its consequences in the daily lives of infertile people around the world (cf.
Inhorn & Van Balen 2002).

Stigma offers an important way of connecting moral dilemmas to embodied
effects through social awareness and interaction. Stigma affects the embodied
experiences of those who are stigmatized, through both a person’s own awareness of their
undesirable status as well as through the negative social interactions she experiences if
her stigmatized status becomes known. Furthermore, association with a stigmatized
person may result in the stigmatization of those involved in these interactions. Thus,
stigma poses a significant moral threat both to the infertile as well as to others around
them, resulting in the ostracization of the stigmatized. Recent scientific research has
explored the embodied aspects of such interactions, indicating that a visceral disgust
reaction is a form of embodied moral judgment (Schnall et al 2008). Arthur Kleinman has
been particularly important in advocating for a similar sense of embodied, social morality
that heavily draws on the concept of stigma (cf. 1997, with Hall-Clifford 2009).
Kleinman has recently collaborated with others to argue for a sociocultural integration of
stigma theory and moral experience in light of recent trends that have, in sharp contrast to
Goffman’s approach, increasingly treated stigma in an individualistic manner (Yang et al
2007). The enactment of stigma also complicates Zigon’s dichotomies between embodied

moral dispositions and conscious ethics, and indicates the necessity for a theory of
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morality that better reflects the interactional, intercorporeal, and emergent qualities of
moral experience and the formation of a “sociosomatic” moral personhood that is
simultaneously “physical-emotional-social-cultural” (Yang et al 2007: 1531).

In my own study, I drawn on stigma theory to explain the some of the embodied
difficulties mothers experience during breastfeeding that originate from moral judgments
that emerge in social interactions and whose effects become internalized. I argue that this
stigma becomes part of the habitus that comprises the body techniques of breastfeeding
and sleep. The relational, intercorporeal nature of breastfeeding and sleep illustrate social
aspects and consequences of stigma that have heretofore been unexplored. Finally, the
analytic framework of stigma can link local moral concerns to global relations. Recent
biomedical advice for HIV positive women to replace breastfeeding with formula feeding
(cf. Van Hollen 2011) and/or promote abrupt early weaning in developing nations where
breastfeeding has been traditionally valued, has resulted in the stigmatization of women
who do not breastfeed (Moland & Blystad 2008, Van Esterik 2010, Descleaux & Alfieri
2010, Hausman 2011). These local processes of stigmatization surrounding breastfeeding
tie into the global moral frameworks of public health advocacy, of which disease
prevention and breastfeeding promotion are a part. I will argue that such frameworks
propagate a contradictory image of breastfeeding as a source of moral value and moral

danger.

1i1) Negotiating local-global moral relations

Recent ethnographic work on local-global moral relations provide further insight
into the specific connections between local moral worlds and the moral qualities of global
assemblages I described above. Jessaca Leinaweaver’s (2008) ethnography of child
circulation in Peru eloquently describes the moral complexities that arise when different
moral understandings of kinship collide with one another. Leinaweaver shows how the
circulation of children among the largely poor, indigenous Peruvians makes these
children appear “abandoned” and therefore eligible for legal adoption, including
international adoption, in the eyes of the Peruvian state. Local histories of violence and
the marginalization of the indigenous population facilitate the state’s lack of attention to

the role such circulation plays in deeply rooted local kinship practices. Within this local
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moral kinship system children circulate for multiple reasons, including the lack of
parental household resources, relatives’ social and moral need for accompaniment from
children, as well as the opportunities a different household might offer for the learning of
new skills.

Signe Howell (2009), employing a Foucauldian analytic strategy via Miller and
Rose (1990), examines the process by which international adoption treaties, such as those
encountered by Leinaweaver, serve as powerful forces for the global spread and
enforcement of “western” moral ideologies of personhood and kinship using case studies
in India, Ethiopia, China and Romania. Howell’s discussion provides evidence for Rose’s
argument that children are now “the most intensely governed sector of personal
existence” (1999: 123 cited in Howell 2009:82) and demonstrates the important role
moral assumptions play in global assemblages, and their significance within the powerful
domain of law."' In the context of my own study, similar moral frames of personhood and
kinship are being propagated through international and national public health
breastfeeding advocacy, which emphasize individual moral responsibility for children’s
health and mother’s primary role in meeting this moral obligation (cf. Gottschang 2007).
At the same time, as Howell also indicates in her work, my study reveals that “western”
concepts of personhood are more complex, contested, and emergent than they appear and
that the local negotiations of global(izing) moral frameworks can foster alternate modes
of sociality.

Karen Sykes’ (2009) and Johan Ranayasagam’s (2009) work both feature such
examples. Sykes describes how in the wake of violent conflict that left Bougainville clans
with extremely limited ability to care for children, these clans and New Irelanders worked
together so that they could ensure the provision of social services for Bougainville
children. Bougainville clan members formally surrendered children, and New Irelanders
used the institution of legal adoption to ensure the health and education services were
provided to these children. Thus, Sykes argues that the local value of moral obligation to

children was used to compel the state to fulfill its moral obligation of the provision of

' Although Zigon’s ethnographic example of drug rehabilitation that I described above does not concern
children, it provides another illustration of how moral qualities of global assemblages such as neoliberal
politics that emphasize individual moral responsibility can take hold through and as a consequence of local
conditions. In Zigon’s work, Orthodox Russian notions of moral responsibility unexpectedly bolster
neoliberal ideologies.
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social services. Finally, Ranayagasam infuses Charles Taylor’s moral philosophical
concept of moral frames with some key sociological insights to argue that the moral
frames that individuals adopt in relation to others and the state can serve as ways of
contesting and altering state ideologies. Ranayasagam draws his theoretical insights from
his ethnography of contemporary Uzbekistan, demonstrating how a local mahalla
leader’s own moral frames can influence others in the community to develop moral
frames that contrast to those offered by the state. These examples serve as important
reminders for careful attention to emergent notions of morality in the context of
navigating the moral dilemmas of breastfeeding and sleep.

In the chapters that follow, I situate my analysis of moral dilemmas in the context
of similar negotiations of complex, intersecting constraints I outlined in previous
sections. Without romanticizing the freedom entailed within these myriad structuring
factors (cf. Abu-Lughod 1990), I demonstrate that the relational, embodied practices of
breastfeeding and sleep play a significant role in cultivating emergent moral sensibilities

that stretch the moral imagination and transform kinship, personhood and capitalism.

5. The ethnographic study

This research arose from my findings in a previous pilot project that I undertook
in 2003 with Institutional Review Board approval to learn about the experiences of
breastfeeding in Green City, a small Midwestern city that I will describe in greater detail
below. In that pilot study of breastfeeding mothers, participants repeatedly returned to the
topic of sleep in relation to their breastfeeding practices, which prompted me to design a
larger ethnographic study to investigate these issues in greater depth. Although my
research had a strong focus on nighttime breastfeeding, I aimed to situate my findings in
this area within the larger context of breastfeeding. Thus, while my nighttime emphasis is
apparent throughout the chapters, several chapters have a broader focus.

In contrast to public health studies that have focused on the barriers to
breastfeeding in poor communities and among racial and ethnic minorities with low rates
of breastfeeding, I chose to explore how middle class families negotiate these
experiences. The attention to middle class families served multiple different purposes.

First, middle class families provided a sample who would possess the resources necessary
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to breastfeed for the medically recommended 6-12 months, enabling me to observe how
breastfeeding is incorporated into the experiences of everyday lives and relationships
over a sustained period of time (instead of the brief weeks or few months of breastfeeding
carried out by the majority of Americans). I had hoped, and indeed found, that this length
of time would also enable me to develop closer relationships with participants that would
yield deeper insights into how they negotiated sleep in relation to breastfeeding,
especially in light of the controversies that surround infant sleep practices that might
make participants reluctant to discuss these arrangements. Second, I wanted to examine
elements of social class that might be otherwise left unexplored in relation to
breastfeeding, such as how these families mobilize their resources and divide labor in
order to breastfeed and how these negotiations figure into the makings of social class as
well as gender. Making these processes more visible would shed light on the subtle
privileges middle class parents might take for granted, thereby exposing the larger
inequalities of which disparities in breastfeeding rates are a part. Finally, I sought to
explore middle class families as trend-setters (cf. Avishai 2007, Leavitt 1986, Wolf
2001). Based on my research into the history of childbirth in the U.S. I knew that
wealthier families played an important role in inviting physicians into the domain of
childbirth, a transition that eventually transformed childbearing for all women in the U.S.
(see Chapter 1). In a similar fashion, families’ negotiations of the conflicting medical
approaches to breastfeeding and sleep would potentially have implications for many
others.

Initially, I had planned to undertake a comparative study of two groups of parents:
one that planned to bring their babies into their beds, and another that did not. These
goals were shaped by indications in my preliminary research that such groups might exist
in the Green City area. However, I was not able to find parents who planned to bring their
children into their beds. While four couples included the possibility of such arrangements
within their plan, and one couple made these plans more explicit, none made a full
commitment to such a plan and all purchased additional sleep equipment. Therefore, I
altered my study to accommodate my participants’ plans and practices. My attempts at
finding a group of participants who planned to bring their babies into their beds are also

reflected in the greater number of participants I recruited from one particular childbirth
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education site (“Holistic Center”’). Based on my research, I anticipated finding more
couples with explicit bed-sharing plans in courses at this site and therefore attended

additional childbirth education sessions there to carry out my objective.

a) The field site

I conducted my research in Green City and the surrounding area. Green City is a
city of approximately 110 thousand people located within commuting distance of a large
Midwestern city that was a major center of the auto industry as well as other industry
earlier in the 20™ century, but that has gone into significant economic decline. According
to the 2000 census the population of Green City was three quarters white, about 12
percent Asian, and 9 percent African American with a median household income of
approximately $46,000 (compared with approximately $44,500 in the state and $42,000
in the U.S.) (U.S. Census Bureau 2000). Green City and its immediate vicinity is home to
many higher educational institutions, including two large public universities, a large
community college as well as some smaller private institutions, and its population is
highly educated, with nearly 9 out of 10 of its residents possessing some level of
education beyond high school (compared with 51% in U.S.) and 4 out of 10 having
master’s, professional or doctorate degrees (8.9% in U.S.) (U.S. Census Bureau 2000).

Green City is well-suited to examine the relationship of breastfeeding and sleep
arrangements because of its comparatively high breastfeeding rates (~85% initiation rate
v. 67% in the state and 72% in the U.S. at the time of my research) (CDC 2010a), the
presence of a large community of alternative birthing practitioners and supporters, as well
as a significant number of breastfeeding support organizations, some of which support
co-sleeping. Green City has two large health systems—a university-affiliated system and
a private system with approximately 4000 annual births each. Green City is known
locally as well as throughout the state for its resources in childbearing that cater to
different philosophies of childbirth and approaches to breastfeeding and parenting. Both
hospitals have affiliated certified nurse-midwifery practices in addition to the traditional
obstetrics/gynecology practices. Furthermore, Green City has a strong community of
home-birth midwives. This is particularly notable, since home births are extremely rare in

the United States, composing only approx. 0.6% of all births (MacDorman et al 2010).
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Previous research indicates that those participating in alternative birth practices may also
consider co-sleeping with their babies, contributing to a diverse sample of sleep practices
in the study (cf. Bobel 2001).

To complement these local resources, families can attend several different
childbirth education courses that are reimbursed by major insurers (see Chapter 2),
choose from a large selection of trained professional birth support personnel (doulas) who
assist both low- and higher-income populations, hire pregnancy massage providers and
lactation consultants, and shop in stores that supply a variety of goods relating to
childbearing as well as other related services. Finally, in addition to hospital-based
lactation consultant programs, Green City possesses a large chapter of La Leche League
International (LLLI), an international non-profit breastfeeding support organization.
During the period of my research five local LLLI groups met on a regular basis in various
locations across the city. My previous research revealed that in addition to Green City
residents, parents from surrounding areas frequently utilize these groups. Since LLLI
supports co-sleeping as an approach for accommodating infants’ frequent need to
breastfeed at night (cf. Elias et al 1986, LLLI 2007), this resource is often considered
helpful to those exploring alternative sleep arrangements that differ from mainstream
recommendations. The wealth of these services reflects the presence of educated middle
class consumers in the area, who are adequately covered by health insurance, and can
locate and purchase additional resources as they see necessary.

In sum, Green City was ideally suited for investigating parental practices such as
long-term breastfeeding and a variety of sleep arrangements that are relatively less
common in the greater U.S. population, as well as for learning how middle class parents
incorporate these practices into their lives. Green City provided the center of the majority
of my fieldwork activities, as it was the center for childbirth education resources,
hospitals, and work for most of my participants. However, following my participants also
took me out of Green City to neighboring areas, primarily to Neighbor City, where three
participating families lived and to three other communities that were located closer to the
larger metropolis I described above. Nevertheless, families in Neighbor City had
substantial work and educational ties to Green City, and the three latter families regularly

relied on various Green City services, particularly in the realm of healthcare. In Chapter 2
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I provide more detailed information how these families were connected to Green City
through childbirth education service, and in Chapter 5 I discuss details of the

neighborhoods and communities in which my study participants resided.

b) Fieldwork activities

A key question in pursuing this research was how to gain knowledge about
practices that occurred during the night, in participants’ bedrooms. Biological
anthropologists have employed laboratory research that included videotaping mothers
and infants sleeping together and apart as well as the collection of physiological data
during these periods (see McKenna, Ball and Gettler 2007 for a review). These
researchers have also conducted videotaping in hospitals and families’ homes,
complemented by survey questionnaires and interviews. As a sociocultural
anthropologist, many of these techniques were neither possible, and some were not
necessarily desirable for developing a better sense of the sociocultural context in which
nighttime breastfeeding and sleep arrangements were practiced. Other ethnographers,
such as Alma Gottlieb (2005), learned about nighttime practice by living in the same
community with their participants and overhearing and witnessing how they dealt with
nighttime awakenings, and later discussed these arrangements in greater depth during the
daytime. Similar to the majority of my participants I lived in Green City with my own
family, but due to far less proximal housing arrangements as well as differences in the
social practices of sleep, I could not interact with participants during the night. One
option would have been to live with a specific family, or alternate living arrangements
among families. This option was not feasible due to my own family commitments. While
this approach would have offered certain advantages, it would have also limited my
ability to gather ethnographic data about a larger group of families over a longer period
of time. By selecting childbirth education courses as the focal points for my recruitment, I
was able to simultaneously situate my study in important local sites where groups of
expectant parents gather, while also entering into long-term participant-observant
relationships with my core group of participants. Although these study methods
prevented me from physically sharing the experiences of nighttime, the richness of

interactions during the remainder of the day nevertheless enabled me to gather unique
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insights into the night. I complement my ethnography with data from biological
anthropologists in order to compensate for my lack of physical observations of nighttime
interactions.

Fieldwork relationships were foundational to my ability to learn about
breastfeeding and sleep practices, especially in light of fears of negative judgment about
controversial sleep practices and various challenges to breastfeeding (see below). I
learned that it was primarily during the day that participants reflected on their nighttime
experiences, discussed them with their spouses, and devised various plans for what they
were going to do. These activities were not simply prompted by my presence or
questions, although this additional sharpening of reflection was certainly a part of our
interactions. But more often, participants reported their reflections along the way and
their conversations with others that shaped their understanding. This kind of reflexivity is
itself a characteristic of middle class conduct, and is shaped by my participants’
educational experiences wherein reflexivity is encouraged, as well as middle class self-
help literature and therapeutic discourses. Although I paid close attention to the
conversations | had with my participants, I also devoted considerable time to learn about
other aspects of practice, including where and how participants slept and fed their
children, how they conducted themselves in our interactions, and the material cultural
practices in which they engaged.

Upon gaining Institutional Review Board approval, I conducted two years of
fieldwork between 2006 and 2008, with brief follow-up work at a one of the local
hospitals (“University Hospital”) in 2009. During the fieldwork period I attended courses
at two large childbirth education centers that also served as my recruitment sites for core
participants (see Chapter 2 for a detailed discussion of these courses). I centered my
study around pregnant women who were becoming first-time mothers'? who planned to
breastfeed for the medically recommended 6-12 months (see below for selection criteria
and details about participants) and their spouses, and later their children. My focus on
first-time mothers enabled me to document women’s first bodily encounters with the

practice of breastfeeding. Depending on the timing of these courses during their

"2 Here I mean “mothers to living children.” The term “mother” is a problematic distinction, since several
participants had suffered pregnancy losses prior to their first live births.
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pregnancy, I followed participants from the second or third trimesters through at least the
end of their child’s first year of life. Breastfeeding mothers constituted my primary
participants, around whom I built the study. Therefore, I met with them much more
regularly than with spouses. Spouses participated in different ways. Some were able to
and wanted to be part of our meetings on a regular basis, while others could not do so or
were not as interested in setting up more regular meetings. I always met participants at
their level of interest, staying attuned to their wishes. Thus, I spent considerable time
with some spouses, while I met others less frequently, during their lunch break or at a
weekend or evening meeting.

During the fieldwork period I undertook extensive participant observation,
supplemented by additional methods described below. Participant observation was based
primarily in the participants’ homes, although some meetings took place at local cafes
and restaurants, at workplaces as well as in participants’ neighborhoods. Participant
observation included spending time with and participating in activities with the family.
During these occasions we shared food and conversation, and participants attended to
their regular activities. Much of this time included participants caring for their children,
including breastfeeding, bottle-feeding, and later feeding of other foods, diapering,
changing, burping, bathing, playing, and soothing (among others). I went for walks, held
babies, washed dishes, and otherwise tried to be a helpful participant in these daily
activities.

In order to make sure that I kept track of participants regularly over the course of
the year, I conducted semi-structured interviews loosely scheduled around the targets of
within a few weeks of birth, at three months, six months, nine months and twelve months
(see Appendix 1). Nearly all of these interviews were audiotaped.'> However, I remained
flexible in order to honor personal needs for recovery from childbirth as well as the
vicissitudes of everyday life — primarily sickness, conflicting schedules, and work
demands. I tried my best to impose as little as possible on participants’ lives so that they
did not feel like our meetings were yet another chore amidst the many others engendered

by caring for small children, work, family obligations and other demands.

13 A few interviews were not recorded because of initial discomfort with the recorder (that was no longer a
concern later on during fieldwork) and due to recorder malfunction.
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During our first more formal meeting I collected basic sociodemographic data and
elicited information about participants plans for birth, breastfeeding and sleep
arrangements, and their reasons for making these plans. Furthermore, I asked about
participants’ families, employment practices and plans for after their babies’ birth. In
these conversations I cast my net broadly to get a sense of the context of participants’
plans. Over the course of later meetings I also elicited information about the experiences
of the previous night, assessed present breastfeeding and sleep arrangements and
discussed plans for the future. I incorporated a sleep/feeding log documenting parents’
and children’s location in the house and any feedings and awakenings during the previous
night in some of these discussions, depending on whether participants wished to fill one
out (see Appendix 2). The potential use of the log originated from Ball and colleagues
(1999) study, but it was not systematically implemented in my own work. Indeed, the log
yielded different kinds of ethnographic insights explored in Chapter 6. Of the larger
group of participants, I had selected a smaller group, who were willing to have more
frequent meetings and conversations. These participants tend to feature more in my
discussions, although I draw on examples from others and incorporate what I learned
from every participant in the main arguments of the dissertation. Within this smaller
group, I also carried out some videotaped observations.

Over time I came to know my participants and their families quite well, and even
interviewed some of these family members. During fieldwork I listened to many difficult
and heartbreaking experiences, and shared tears as well as celebrated joy and laughter
together. Many participants have kept in touch with me since the study’s conclusion and
have sent me their birth announcements for their second child as well as updates about
their lives and several former participants said that they missed our conversations and
wished that we would be able to continue our meetings even after many months have
passed since our last study meeting. In turn, I also found that I grew quite accustomed to
meeting with participant families and felt a part of them, albeit to different degrees.
Despite this sense of connection fieldwork remained quite challenging, due to both the
pragmatic challenges of juggling visits to many different families at once as well as the
work of learning about each person and family and their unique pattern of engagement

with me.
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Beyond following the core participants, I interviewed and talked informally with
local childbirth educators, doulas, midwives and lactation consultants, trained as a
postpartum doula, observed local hospital childbirth and breastfeeding practices, attended
local birth-breastfeeding related events, and kept informed of media coverage of
childbirth, breastfeeding, and infant sleep issues. In all these ways, I sought to learn as
much as I could about the experiences of breastfeeding for the core participants while
also situating this knowledge in larger contexts. At the same time, by anchoring the study
to the core participants’ lives, I hoped to provide a contrasting and complementary
perspective to those of medical professionals and public health researchers who may only
encounter families for short periods of time, often in the brief and specific context of

medical interactions.

¢) A brief overview of core participants’ characteristics

The core participants of the study were 18 middle class first-time mothers, 15 of
their spouses, and their children. An overview of the couples, the characteristics of their
births, breastfeeding and sleep arrangements over the course of the study can be found in
the Appendix (see Appendix 3 and 4). Although all spouses were supportive of the study
and were happy to talk to me in childbirth education classes as well as in informal
interactions during the course of the study, three spouses chose not to formally participate
due to their extensive work commitments (see Appendix 4). All names in the study as
well as that of the city itself, have been changed in order to protect participants’
confidentiality.

All expectant mothers planned to breastfeed for 6 months to a year in accordance
with the guidelines of the American Academy of Pediatrics (AAP Work Group on
Breastfeeding 2005). Nearly all participants were Euro-American, highly educated,
heterosexual married couples and resided in or near Green City (See Appendix 3 and 4).
The one same-sex couple in my study married in a ceremony not recognized by the state.
All but one couple in my study gave birth at the above two local hospitals and many
experienced typical medical interventions for childbirth, with the significant exception
that participants used lower than expected rates of epidural anesthesia (only 8 of 18

mothers received epidural anesthesia, which is given in over 90% of births at local
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hospitals. This result likely reflects the high percentage of couples in the study and in
many of the childbirth education courses I attended throughout my fieldwork, who
desired an unmedicated birth and systematically sought out resources in order to pursue
this goal. All participants succeeded in breastfeeding their children to at least 6 months,
and all but two continued to 12 months and many beyond. Of these two women, one
stopped at 8 months due to a serious medical condition that required taking prescription
medication with potentially serious side-effects for her baby. The second received
pediatric advice for the cessation of night-nursing, which contributed to her stopping
breastfeeding by 9 months. All but one family brought their babies into their bed during
the night at least for short periods of time. Nearly all families practiced more sustained
bed-sharing over the course of the study, by itself, or in combination with other sleep
arrangements. At 12 months postpartum, 10 couples still practiced partial or complete
bed-sharing. Compared with the U.S. population, most of these couples were part of the
minority (22%) who breastfed at one year postpartum, and of an even smaller group who
slept in bodily proximity to their children (CDC 2010a, Willinger et al 2003, McCoy et al
2004).

d) Positionality and fieldwork interactions

My own position in fieldwork was complex, as is the nature of ethnographic
research. In many senses, I build on a long legacy of feminist ethnographers who have
studied reproduction in the U.S. after encountering various aspects of reproduction
through their own experience (cf. Rapp 2001; Ginsburg & Rapp 2005; Davis-Floyd 2004
[1992]; Layne 1997, 2003). At the same time, I did not grow up in the U.S. and therefore
did not return to examine reproduction there with fresh eyes, nor have I conducted
previous ethnographic research elsewhere, as is common in the discipline. My own
trajectory originates in Hungary, where I was raised until I entered high school on the
East Coast of the U.S., learning English during these years when I still spent considerable
time in Hungary and prepared to return there after completing my exams. By the time I
entered fieldwork, however, I had gone to college in the U.S., got married to an

American, birthed, breastfed and cared for two young children and had become a
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permanent resident here. Throughout this process I had increasingly become not only a
Hungarian living in the U.S., but a Hungarian American.

This brief account reflects the growing diversity of persons and life experiences
ethnographers bring to anthropology. Unlike in the times of the discipline’s origins,
women (including mothers) now constitute a significant voice in anthropology, although
they continue to face many gender-based barriers, especially as related to their
responsibilities of caring for children (cf. Brondo et al 2009, Wasson et al 2008). With
anthropology’s growing incorporation of feminist approaches and reflexive ethnography,
women have also increasingly incorporated their experiences of motherhood into their
research (cf. Brown & De Casanova 2009, Barlow & Chapin 2010, and see above
references). Furthermore, ethnographers also increasingly represent a diversity of sexual,
racial, ethnic, class, religious and geographic histories. This diversity, as well as greater
attention to the various ways in which similarity and difference is evoked in social
interaction, has prompted anthropologists to question dichotomies between “native”
anthropologists who have been described as studying “their own” culture and other
anthropologists, who have followed disciplinary traditions to study “other” cultures (cf.
Narayan 1993, Jacobs-Huey 2002, Bunzl 2004). Following this work as well as that of
others who have reflected on the politics and experiences of fieldwork experiences (see
Ambruster & Laerke 2009 for a recent review of these discussions), I begin with a few
reflections about my engagement in the research I undertook.

My own personal history figured into my ethnographic interactions in multiple
ways. First, [ was already a mother of young children when all the mothers and all but
one of the spouses were expecting their first children. Second, I was an anthropologist
studying reproduction. These are clearly interlinked domains; my own experiences were
foundational for developing my commitment to study breastfeeding as an anthropologist.
Furthermore, I was a mother-anthropologist with an explicit position that breastfeeding is
an embodied process worth caring about and supporting. While I did not advocate
breastfeeding, I was clear in my interactions with participants that I supported
breastfeeding. At the same time, my own perspective on breastfeeding is a socially
situated one — I was fully aware of the many obstacles to breastfeeding, empathized with

participants’ challenges in breastfeeding, their use of formula, and decision to stop to
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breastfeeding. I took a similar approach to sleep arrangements, again empathizing with
the various difficulties participants encountered regardless of where they all slept each
night.

The above orientations positioned me as someone who is knowledgeable about an
area of life that my participants looked forward to with great anticipation, but to which
they had little exposure in their everyday lives. Even those familiar with children through
babysitting had not had a great deal of exposure to very young children. There was also a
sense in which I was treated as an “expert,” someone who possessed scholarly knowledge
that included certain aspects of medicine related to childbirth, breastfeeding and sleep, as
well as embodied experience through having my own children. In this sense, I was
probably most regarded similarly to a “breastfeeding expert,” someone knowledgeable
and supportive about breastfeeding and related challenges. I was aware of these roles, and
was careful to position myself as a friendly, supportive observer, rather than an expert. I
am aware that these efforts mitigate, but do not erase this element in our interactions.
Nevertheless, I did not share my own experiences of motherhood nor my anthropological
knowledge without explicitly being asked to do so. Participants did, inevitably ask many
questions about both these realms of my life (as well as others), and during these
occasions I answered honestly but without offering more than what I felt was necessary.
Throughout, I was most careful to be supportive and caring, and avoided judgment. I
believe that the results of this careful engagement are reflected in the openness of my
participants to share their difficulties, dilemmas, and worries without fearing my
disapproval.

Despite the potentially limiting effects of being seen as an expert, my own
reproductive history greatly also facilitated these field interactions. Most prominently, we
shared experiences of having children and breastfeeding them. While having “succeeded”
in breastfeeding could be a source of anxiety for struggling mothers, several participants
noted that they felt that knowing such a mother helped them feel more reassured about
their ability to breastfeed. Furthermore, my physical comfort with breastfeeding was an
important part of enabling my fieldwork. In a cultural climate where breastfeeding in
public is shunned, mothers did not have to worry about exposing their breasts during

breastfeeding in my presence (as affirmed by the lack of covering during these feedings
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as well as their comments). Furthermore, many mothers spent their early weeks and
months at home, partly due to the difficulty of nursing discreetly in public when just
learning how to breastfeed as well as the challenges of bundling up young babies in the
cold winter, and putting them in and out of car seats for transportation. For these mothers,
I was welcome company and conversation partner. Consequently, I spent a great deal of
fieldwork with mothers breastfeeding babies right next to me, from the beginning
moments when they were just learning how to breastfeed and often struggled to latch on
their babies to times when babies became increasingly interested in their surroundings
and would happily unlatch in the middle of feeding and smile at me with breastmilk
dripping down their cheeks. Such moments are rare in public spaces in the U.S. and
would have been impossible to witness without participants’ comfort with me. This sense
closeness was further facilitated by our similarity in race, age, and education and my
fluency in English that did not reveal my foreign roots.

There was a complex gendered element to these interactions. My study centered
around breastfeeding mothers, I spent most of my time with mothers, and shared many
aspects of my embodied experiences with them, all of which enhanced our mutual sense
of closeness. At the same time, I was cautious not to assume that my own embodied
breastfeeding and sleep experiences were the same as those of my participants. While my
early breastfeeding experience with my first son was challenging, leading me to nearly
abandon breasfeeding altogether in the first days, I did not encounter many of the
difficulties my participants faced and breastfed both of my sons for several years. My
own sleep arrangements were also similarly quickly worked out with our children co-
sleeping in our bed for similar lengths of time. These statistically uncommon practices in
the U.S. were supported among my anthropologist colleagues and supervisors, who
encountered similar arrangements. Furthermore, as is clear in the literature on
embodiment I reviewed in the above sections, embodied experience always takes place
within specific cultural and interpersonal contexts, making what appear to be “similar”
experiences to be open to radically different interpretations. Thus, I paid close attention
to participant accounts in order to avoid misrepresentation based on my own embodied

assumptions.
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In many regards, I was also a stranger in my participants’ world. I grew up in a
different culture, speaking a different language, in a different part of the globe that
experienced dramatic transformations of the fall of the Soviet-linked socialist regime and
the establishment of a new form of democratic, capitalist government. Both my native
country and my own family within it possessed considerably fewer economic resources
than the families in my study. I had children at a much younger age, with considerably
less preparation and financial resources than participants in my study. I approached
childbirth and breastfeeding with the same set of expectations I had developed in
Hungary, where most women simply went to obstetricians for their care and were told
what to do. I did not know about Lamaze classes or any other classes outside hospital
courses that physicians recommended nor did I understand why anyone would want to
take them. While I assumed that I would breastfeed, as I had heard (although rarely seen)
others do in Hungary, I had neither a specific goal for breastfeeding, nor was I aware of
the “health benefits” of breastfeeding. At the time when I had my first son, I did not
know what the acronym of SIDS stood for and had never heard of parents sleeping in the
same bed with their children. I acquired more of this knowledge over time, largely
through academic study. These experiences distinguished me from my participants and
helped to position them in the role of experts as I learned about aspects of middle class
American culture that I had not personally encountered, or had only read about in books
while taking graduate seminars.

With the passage of time, however, both male and female participants’
perceptions of me shifted from a more expert-stranger positioning towards a kind of
kinship brought about by the intensity of my participation in participants’ family lives.
These kinds of relationships and the appreciation I developed for both differences and
similarities between my participants and myself constitute some of the most treasured

aspects of fieldwork.

6. Overview of the dissertation chapters
The first two chapters address the role of biomedicine in breastfeeding and infant
sleep using historical and ethnographic approaches. In the first chapter, I examine areas

of struggle over authoritative knowledge in the history of biomedicalization and within
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contemporary biomedical approaches to breastfeeding and infant sleep to illuminate the
complex and contradictory ways in which biomedicine is implicated in these processes. I
explore the consequences of these complexities for U.S. feminist discussions of
breastfeeding and lay the groundwork for the analysis of embodied moral dilemmas
participants encounter in their experiences of breastfeeding. The second chapter explores
the above themes through a comparative study of the role of childbirth education courses
in mediating the heterogeneity of biomedical approaches to breastfeeding and infant sleep
practices. I suggest that childbirth education that includes breastfeeding courses is a
privileged good that comprises a part of middle class consumption practices that
constitute “good” parenthood. Moreover, I show how the consumption of specific kinds
of childbirth education courses provides different moral frameworks for parental and
children’s personhoods, kin relations, and capitalism. Through their negotiations of
biomedical authority in breastfeeding and infant sleep practices, parents engage with
these moral frameworks based on their own histories and experiences.

The next two chapters address the gendered negotiation of the moral dilemmas of
breastfeeding, keeping nighttime concerns in focus. In the third chapter I provide
ethnographic insight into middle class breastfeeding mothers’ experiences of the
contradictions between the simultaneous moral valorization of the health effects
breastfeeding and the continued moral concern over its actual praxis. Mothers’ accounts
reveal that these moral contradictions engender modes of stigmatization, which can have
profound embodied consequences even for those who achieve relatively greater success
in meeting biomedical breastfeeding recommendations. In the fourth chapter I examine
men’s contributions to breastfeeding and document their manifold support without which
breastfeeding would not have been sustainable for most mothers in the study. I argue that
men’s vital support for breastfeeding constitutes an important kin-making process that
simultaneously helps overcome structural and cultural barriers to breastfeeding, and
mitigates the effects of stigmatization. Furthermore, this “kin work” plays an important
part in the construction of fathers’ personhoods and the fashioning of social class.

The final two chapters bring nighttime embodied moral dilemmas to the forefront
of analysis through a phenomenological and political economic discussion of the

sociotemporal dimensions of nighttime breastfeeding. The fifth chapter investigates the
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house as a primary site for consolidating and renegotiating middle class cultural
ideologies of personhood and kinship. My ethnography illustrates how the moral
dilemmas encountered through the spatialized embodied practices of nighttime
breastfeeding disrupt cultural expectations for children’s personhood and kin relations. I
argue that parents’ negotiations of these dilemmas gave rise to emergent moralities that
significantly reshaped persons, kin relations, and the house itself. In the sixth and last
chapter, I describe how couples’ experienced and navigated disjunctures between their
expectations of temporality that were heavily shaped by the multiple, intersecting
influences of capitalism, and the embodied realities of nighttime breastfeeding. I argue
that parents’ embodied experiences of moral ambivalence manifest in their difficulties
with specific sleep arrangements, facilitated the cultivation of new kinds of habitus that
reshaped personhood, kinship and subtly reworked the effects of capitalism in families’
everyday lives.

I conclude these chapters with a brief summary of key findings, their significance
for anthropology and for the local-global landscapes of breastfeeding, and reflections
upon the future role of anthropological research into breastfeeding and related sleep

practices.
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CHAPTER 1
STRUGGLES OVER AUTHORITATIVE KNOWLEDGE AND (CONSUMER)
“CHOICE” IN BREASTFEEDING AND SLEEP IN THE U.S.

Introduction

Brigitte Jordan’s (1993 [1978], 1997) comparative ethnographic work on
childbirth in the Yucatan, the Netherlands, Sweden, and the United States proved
foundational for the study of reproduction. Drawing on her ethnographic insights filtered
through the lens of anthropological theory of the 1970s, Jordan constructed and later
elaborated on the concept of authoritative knowledge, a system of knowledge that is
valued to the exclusion of other ways of knowing. According to Jordan, authoritative
knowledge is embedded in a system of power relations that make this knowledge appear
natural and consensual (1997:57). Jordan argues that the global spread of biomedical
systems of obstetrics, that she terms “cosmopolitical obstetrics” constitutes “biomedical
colonization,” in which technology plays a particularly important role. Jordan asserts that
“technology, by determining what is to be taken as authoritative knowledge, in turn
establishes a particular regime of power — a power that must be counterbalanced by a
new respect for the legitimacy of indigenous traditions and indigenous ways of giving
birth” (1993:215) Attention to authoritative knowledge has yielded many important
insights about the global inequalities engendered and reinforced by biomedicine,
demonstrating the stratification of reproduction in diverse ethnographic settings (see
Davis-Floyd & Sargent 1997). At the same time, recent work has highlighted the
heterogeneity and multiple power relations within local origins and manifestations of
biomedicine, in indigenous systems of knowledge and social relations, and in their
intricate interactions (cf. Lock & Kaufert 1998, Ginsburg & Rapp 1995, Lock & Nguyen
2010, Browner & Sargent 2011).

In an excellent ethnographic example, Cecilia Van Hollen (2003) has shown the

complex ways in which biomedical birth in colonial India developed contemporaneously
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with European and American systems of biomedical birth, in specifically local ways
simultaneously entangled in the interests of British empire and precolonial approaches to
childbirth and midwifery. Van Hollen was careful to situate her analysis at the nexus of
these multiple, intersecting realms of power relations that concern gender, class, race, and
colonialism to provide a thoroughly grounded explanation for why women not only
accept but seek painful injections to induce labor, while rejecting anesthesia. Following
in Van Hollen’s and others’ path, in this chapter I paint a complex portrait of biomedical
approaches to breastfeeding and infant sleep. Throughout, I focus on struggles over
authoritative knowledge, between biomedical approaches and women, within
biomedicine itself, and among feminist critiques of biomedical involvement in
breastfeeding. I argue that focusing on such moments of tension enables us to better
understand the complex moral dilemmas U.S. families face when they embark on the
journey of breastfeeding.

This chapter provides three inter-related frames for understanding the difficulties
families in the U.S. face when they attempt to breastfeed their children. In the first
section I describe the dramatic historical transformations that have led to the
biomedicalization and fragmentation of childbirth, breastfeeding and sleep into separate
domains; the near-extinction of breastfeeding and co-sleeping in the U.S. by the middle
of the 20™ century; and the more recent “resurgence” of breastfeeding along with an
unanticipated rise of co-sleeping. Despite the many detrimental effects caused by
biomedicalization, I argue that biomedicine’s relationship with breastfeeding (and with
women) has not been monolithic, and that understanding this heterogeneity has important
implications for present-day dilemmas faced by breastfeeding parents. The heterogeneity
of biomedical conceptions of breastfeeding is further explored in the second section
through the lens of contestations of biomedical authority in the realm of infant sleep
recommendations between two groups of medical experts: those who approach sleep
through the lens of its relationship to breastfeeding, and those who enter the topic through
the specialty of sleep medicine. These debates, reflected in pediatric research and advice,
provide insights into the larger cultural concerns that make breastfeeding practice a
divisive issue in contemporary biomedicine. Finally, I turn to feminist debates

surrounding the role of biomedicine in breastfeeding. I argue that the lack of appreciation
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for the complex ways in which biomedicine is implicated in infant feeding leaves some
critics in a paradoxical position of opposing neoliberal biomedical regimes of public
health advocacy, while reinforcing ideologies of neoliberal, thoroughly biomedicalized,
capitalist consumer personhood. I conclude that an anthropological intervention, through
its attention to embodied social relations in their historical, political economic, and
sociocultural context offers an alternative to these polarized debates. Together, these
analytic frames enable us to better understand the dilemmas faced by expectant mothers

and their families and offer possibilities for interpreting their implications.

1. The rise of biomedical authority in breastfeeding and infant sleep in the U.S.
a. Biomedicalization and the decline of breastfeeding and co-sleeping

1. Breastfeeding

Until the middle of the 19™ century, most women breastfed their children until the
second summer in the child’s life or at least for a year (Salmon 1994, Wertz & Wertz
1989)'*. The domain of infant feeding and care was part of a complex of childbearing-
related knowledge that mothers shared among one another and that they learned from
midwives who attended them in childbirth (cf. Leavitt 1986, Wertz & Wertz 1989, Ulrich
1990). Midwives played a particularly important role since they cared for women
throughout pregnancy, birth and in the postpartum period and often also served as local
healers (cf. Ulrich 1990, Wertz & Wertz 1989, Fraser 1998). Their knowledge of
breastfeeding was set within the context of the larger continuum of women’s reproductive
lives, the raising of children, and family circumstances."” Throughout the early history of
breastfeeding in the U.S., not every woman breastfed her biological child. Other lactating
mothers breastfed babies whose mothers were unable to feed them due to illness or death
(cf. Ulrich 1990, Golden 1996, Schwartz 1996). More prosperous women often hired
wet-nurses to feed their children, a practice that had a long history among the wealthy in
Europe and that was associated with high infant mortality rates both for wet-nursed

children as well as children born to wet-nurses (Golden 1996, Hrdy 1999). Slave-owning

'* American Indian women breastfed longer than women of European ancestry, to at least two years (cf.
D’Emilio and Freedman 1988).

"> While initiating breastfeeding remained common throughout the century, patterns of breastfeeding
differed from current medical recommendations since many breastfeeding women added thin gruels,
mashed table foods, and later other foods to children’s diet from the early months onward (Wolf2001).
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families in the South also used enslaved women of African ancestry to breastfeed their
babies (Schwartz 1996).

Breastfeeding was associated with a wealth of perceptions and beliefs that not
only recognized its importance to growing children and keeping them healthy (cf.
Schwartz 1996, Ulrich 1990), but also regarded it as a moral obligation for women.
Religious leaders, such as the Puritan minister Cotton Mather of the 17" century, often
emphasized breastfeeding’s moral and spiritual significance, considering breastfeeding
(and childbirth) a sacred duty through which women fulfilled God’s will (Golden 1996,
McMillen 1997).'° At the same time, breastfeeding was also fraught with dangers since it
was believed to confer the physical, moral, and psychological characteristics of the
breastfeeding woman, particularly in the case of wet-nursing (Golden 1996, McMillen
1997). For instance, Puritans of the 17" century warned against the dangers of having
red-headed women as a temporary wet-nurse because of these women could be witches,
whose milk would harm the child (Cone 1981). Similar sentiments were later echoed in
concern over the transmission of undesirable moral characteristics from immigrant and
poor wet-nurses in 19" century America (Golden 1996).

Complex intersecting causes underlie the dramatic transformations in the patterns
of infant feeding in the U.S. beginning the mid-nineteenth century. During the 19" and
early 20" centuries, male physicians began to attend a growing number of middle-class
women’s births, offering forceps and other interventions in emergencies, and anesthetics
for pain in labor'’” (Leavitt 1986, Wolf 2009). Since many women had a large number of
children and many died in or shortly after childbirth (Leavitt 1986 estimates a lifetime
mortality rate of 1 in 30), women increasingly accepted the presence of physicians during
birth. The acceptance of physicians’ supervision of childbirth in wealthier circles was
also reinforced by the perception of upper-class women as fragile and weak, unable to
tolerate the pain of labor, lacking the strength and endurance to give birth (Leavitt 1986)
and to produce nourishing milk to breastfeed their children (Golden 1996). Physicians’

' The religious significance of motherhood in the U.S. has its roots in Judeo-Christian traditions, which
was amplified in Christianity by the role of Mary, a human woman who gave birth to and breastfed the
baby Jesus, considered to be the son of God. The figure of the Virgin Mary inspired a proliferation of
devotional practices that continue to bear significance to many Christians today (Ward 2000).

17 See also Ulrich (1990) for an earlier example of such intervention and its consequences based on Martha
Ballard’s diaries from 1785-1812, who practiced midwifery in Maine.
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growing involvement in birth facilitated increasing supervision of childbirth and
childrearing, leading to increased medical management of infant feeding that was further
cemented by the transition to hospital birth beginning in the early 20" century, especially
after 1920, and ensuing protocols that interfered with breastfeeding (Wertz & Wertz
1989, Leavitt 1987).

Historian Rima Apple (1987) argues that physicians’ interest in regulating infant
feeding practices, coupled with commercial interest in manufacturing infant formulas, led
to the steep declines in breastfeeding by the 1950s. Physicians advocated a rational,
scientific approach to childbirth and breastfeeding, marked by strict time schedules,
measurement, and an array of medical interventions, necessitating intensive medical
supervision. Apple suggests that physicians’ models for managing infant feeding
emerged out of changing social circumstances associated with increasing industrialization
that valued “scientific motherhood,” mothers who could rationally and efficiently address
tasks associated with their children and households. Janet Golden’s (1996) work on wet-
nursing reinforces and adds another dimension to this argument, since the replacement of
wet-nurses with infant formula was partly driven by concerns about wet-nurses’
questionable moral qualities, actively heightened by physicians.'®

Although physicians’ influence on replacing breastfeeding with formula milk
derived from cow’s milk is clearly significant, historian Jacqueline Wolf (2001) presents
convincing evidence that women in the late nineteenth century already began weaning
their children within the first three of four months, due to a variety of other reasons. First,
the increasing sexualization of the breast in the rise of nineteenth century notions of
romantic love among middle and upper class people may have made some women
uncomfortable with the idea of breastfeeding and the possibility that children’s nursing
would destroy the beauty of their breast. Other reasons included the above-mentioned
notions that wealthier women were weakened, possibly by the stresses of urban life, and
these mothers were beginning to doubt their ability to birth and successfully breastfeed
their children (cf. also Leavitt 1986, Golden 1996). Illnesses — including those of

psychological origin — and other potentially harmful characteristics of women were

' The systematic vilification of wet-nurses parallels that of midwives in physicians’ efforts to
professionalize and displace these women (cf. Leavitt 1986, Borst 2000, Fraser 1998).
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thought to pass to breastmilk, thereby threatening the quality of the milk (Wolf 2001).
Furthermore, immigrant women and other poor women who migrated to urban areas in
search of work also weaned their children early if they initiated breastfeeding at all, due
to labor conditions that did not accommodate breastfeeding. Finally, 19" century and
early 20" century public health efforts to address high rates of infant mortality associated
with early weaning and increasing bottle-feeding unintentionally contributed to further
demise of the practice. Physicians became involved in programs to distribute “clean
milk,” pasteurized cows’ milk in sealed bottles at milk depots for the urban poor as well
as in efforts to produce an alternative to human milk. The distribution of cow’s milk
undermined breastfeeding by implying that “clean milk” was free of harmful infections,
whereas mother’s milk was not.

Historians agree that eventually, and especially with the rise of the ideology of
“scientific motherhood,” women embraced infant formula. Apple (1987) suggests that
formula was highly suitable for the scientific management model for mothering, since it
could provide an alternative source of nutrition that could be controlled by the physician,
rather than accommodating the complex interactions of maternal and infant physiology
and psychology. Formula was produced, measured and provided in exact amounts and at
specified times to the infant according to physicians’ instructions, whereas determining
the amount and composition of milk consumed by the breastfeeding child presented
numerous challenges. Formula offered a modern, scientific and rational method of
feeding babies compared with the “irrational” patterns of on-demand nursing often
practiced by immigrants and ethnic minorities (Hausman 2003, Litt 2000, Fraser 1998).
In addition, formula presented an ideal alternative to the perceived dangers of wet-nurses
(Golden 1996). With formula that was produced under scientific, hygienic circumstances,
there would be no more worries about the transfer of disease, alcohol, and lower class or
immigrant moral qualities to the child.

The growing consolidation of physicians’ authority in childbirth also facilitated
this shift. Despite early public health efforts following the 1921 Sheppard-Towner Act to

improve maternity care services, these initiatives were soon overtaken by physician
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efforts to increase their clientele.'” These efforts began to erode the authority of midwives
in poor, immigrant, and African American communities (cf. Fraser 1998). White
physicians increasingly supervised the activities of these midwives through young, white,
medically trained nurses, eventually limiting the care that they could provide altogether.
Their activities also led to the elevation of biomedical approaches to birth as the golden
standard, and the simultaneous stigmatization of midwifery and associated practices in
these communities as “backward” and inferior, associated with racialized notions of
poverty (cf. Fraser 1998, Litt 2000, Golden 1996). Since breastfeeding was part of the
midwifery model of care (cf. Leavitt 1989), these efforts had tremendous implications for
breastfeeding and contributed to its decline.

The scientific management of breastfeeding and childbirth created additional need
for formula. Physicians encouraged long periods between feedings and a minimization of
physical contact between mother and child in order to reduce the risk of infection, which
led to inadequate stimulation of the breasts and production of an “insufficient milk
supply,” one of the very problems scientific management aimed to resolve (Apple 1987,
Millard 1990, Hausman 2003). Thus, while physicians still considered breastfeeding a
superior source of infant nutrition, the rational management model heavily undermined
women’s actual ability to breastfeed. This trend was reinforced and strengthened by the
near-complete hospitalization of birth necessitated by the use of anesthesia, medical
equipment, and the large number of staff trained to use these tools, which relocated the
first few days of infant feeding under the complete supervision of the medical staff
(Leavitt 1986, Apple 1987). Finally, increasing commercial interest in formula
production spurred heavy advertisement, growing physician endorsement and mass
distribution of samples of formula (Apple 1987). All of the above factors resulted in an
ever-increasing number of women never initiating breastfeeding, and breastfeeding rates
plummeting in the first three decades of the 20™ century. From the 1920s through the

1970s even beginning breastfeeding was rare; resulting in only about one in five women

' Based on Wisconsin case studies from 1870-1920, Borst (1995) argues that the decline of midwifery
there was driven by the acceptance of a scientific model of medicine that was emerging in the late 19™-
early 20™ centuries rather than simply by physician efforts to push midwives out of practice. In Wisconsin,
women increasingly called upon family physicians for childbirth, leading to a decreasing demand for
midwives by the first decades of the 20™ century. It was obstetricians around 1920, rather than family
physicians, who began a more concerted effort to delimit and eliminate midwifery on a national scale. This
argument parallels that of Jacqueline Wolf’s (2001) about the decline of breastfeeding.
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putting the baby to breast in the hospital and even fewer in the weeks beyond by 1970
(Wolf JH 2006).

ii. Infant Sleep
Although the history of infant sleep has generated considerably less attention than

that of childbirth and breastfeeding, we know that advice and practices related to infant
sleep underwent similarly fundamental changes during the late 19" and early 20™
centuries. By the 1920s children’s sleep, which was mostly viewed as unproblematic in
early American history, became a subject of intense concern for middle class parents
(Stearns et al 1996). As in the case of childbirth and breastfeeding, these changes were
linked to the rise in the prominence of medical experts in every realm of childbearing as
well as other social changes detailed below. Medical experts directed considerable
attention towards lengthening the sleep of young children in order to improve their
health. Furthermore, physicians began to recommend that parents no longer place their
infants in cradles next to their own or their nurses’ beds. Instead, infants were to be laid
in cribs — beds with railings to contain children — located in separate room (Stearns et
al 1996). These recommendations for separate sleep were also extended to older children,
who usually shared a bed with siblings. Stearns and colleagues argue that the change
from shared sleep arrangements to solitary ones was perhaps the most important reason
for the growing frequency and intensity of concern about “sleep problems” that appeared
in popular magazines and pediatric advice.

In addition to the changes in medical attitudes towards children’s sleep
arrangements, Stearns and his co-authors identify several other factors that played a role
in this transition, including changes in middle class attitudes towards marriage and
sexuality that Wolf (1991) also noted; declining fertility rates that placed greater
emphasis on the health of each child (see also Zelizer 1994); the rising cost of domestic
servants that made them far less available for middle-class families who previously relied
on them; new sources of noise in urban centers where the population increasingly
concentrated that led to greater stress and disruptions during the night; and the need to

conform children’s rhythms to the schedules dictated by factory labor.
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Prominent medical experts in the early twentieth century, such as Emmet Holt
who was also a major proponent of cow-milk based infant formula, emphasized the
establishment of regular bedtime routines and the minimization of nighttime contact
between parents and children (Stearns et al 1996). The most extreme versions of this
emphasis derived from behaviorist theories of child development advocated by John
Watson in the 1920s and 1930s, who argued that children needed to be trained to adopt a
rigid schedule suitable for their parents and to ensure their future health that minimized
human contact during nighttime hours. Although such approaches were not adopted by
parents in their entirety, the importance of schedules left its mark on subsequent
parenting advice, such as that of the influential Benjamin Spock, who emphasized
solitary sleep and regularity but included greater flexibility and accommodation of the
child’s needs as perceived by her mother. By the mid-20" century, solitary sleep for
children surrounded by loving bedtime rituals became the unquestioned norm for healthy
child development. Nighttime separation accommodated a philosophy of minimizing
nighttime feedings as well, facilitating the physical as well as ideological erasure of the
previous relationship between breastfeeding and proximal sleep arrangements (McKenna,
Ball and Gettler 2007).

In sum, male physicians and women themselves both actively participated in
medical experts’ rising prominence, with significant consequences. First, authoritative
knowledge about childbearing and childcare that previously resided with mothers
themselves, and in the hands of local knowledgeable women, now rested in the hands of
primarily male physicians. Physicians’ efforts to professionalize and to gain access to
more patients virtually eradicated local midwives and enabled the rise of obstetrics and
pediatrics as medical specialties. While wealthy women initiated these changes, middle
class and poor women also eventually shunned midwifery and associated practices, such
as breastfeeding and proximal sleep arrangements, as they became associated with
“backwardness” and with poverty. With the removal of childbirth from the home to the
hospital, out of view of other women in the community, knowledge about childbirth and
breastfeeding was no longer easily accessible. Solitary sleep and the emphasis on
minimal interruptions during the night reinforced hospital routines that undermined

breastfeeding and contributed to its demise. Thus, artificial formula feeding and solitary
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sleep practices took root in the context of related social transformations that ultimately
resulted in mutually reinforcing effects experienced on an embodied level. These new

embodied norms provided the expectations for subsequent generations of parents.

b. The emergence of breastfeeding advocacy and the “resurgence” of

(biomedicalized) breastfeeding

Grassroots maternalist movements in the 1950s, most prominently marked by the
formation of La Leche League (LLL) in 1956 as well as other organizations and public
health groups, began to challenge dominant medical practices surrounding childbearing
and formed the basis for a greater interest in breastfeeding (Weiner 1994). Many of these
organizations contested the prevailing norms of scientific motherhood, its rigid schedules,
reliance on expert advice, and the turn away from “natural” ways of bearing and raising
children (ibid). In sharp contrast to the behaviorist developmental advice, breastfeeding
for many months and multiple years, including during the night, facilitated by sleeping
close to one’s young children, were embraced by the League. According to historian
Lynn Weiner, the overwhelming response to LLL’s philosophy originated from the
particular post-WWII U.S. historical climate. First, pronatalism became particularly
prominent in the 1950s, resulting in a significant rise in the number of children per
woman and an intensive focus on children. Thus, the strong maternalist sentiment
conveyed by the League resonated with many others. The League’s understanding of
women’s far-reaching influence through the rearing of children that ultimately had the
potential to transform human beings worldwide bore the marks of 19" century ideals of
“sacred motherhood” (ibid: 1370). The League’s discussion of women’s “natural” role as
mothers appealed to religious groups and others with more conservative moral beliefs
about the family who retained some of these older ideals. Simultaneously, this emphasis
on the “natural” as something shared by all humans regardless of race or class differences
also attracted those involved in the later 1960s and 1970s movements that challenged
dominant cultural paradigms, e.g. the “hippie movement” which also shared an interest in
a return to the “natural” and in social and political equality. Since its creation, the League
has negotiated and continues to negotiate the series of inter-related tensions between

maternalism and feminism; religiosity and secularism; scientific evidence and maternal
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sentiment, that are all part of this historical legacy. I will address the feminist dilemmas
arising from the first set of tensions in the third section of the chapter.

The League captures the complicated relationship between challenging certain
aspects of medical authority while also simultaneously relying on medical expertise to
promote breastfeeding. The founding mothers of LLL frequently consulted and were
influenced by physicians from the inception of the organization through familial
connections as well as well through physicians involved in the natural childbirth
movement (Weiner 1994). Gregory White, founder Mary White’s husband, and his
mentor, Herbert Ratner, a Chicago health commissioner, both physician supporters of
breastfeeding and childbirth without medication, played a particularly important role in
shaping and working with the League. Thus, the founders, while also critical of
inaccurate and uninformed advice about birth and breastfeeding from medical authorities,
were always closely connected to medicine and male expertise, albeit with physicians
who espoused the minority alternative perspective within medicine (Ward 2000). At the
same time, the founders were also aware of the challenges of presenting such information
because arguing for breastfeeding on the basis of scientific evidence presented the
possibility of refuting their claims using alternative sources of evidence. The tension
between presenting scientific information and support for mothering through
breastfeeding remains embedded in the structure of the organization, especially since the
rise of evidence-based medicine meant a massive proliferation of studies overwhelmingly
in support of breastfeeding. Over the course of the second half of the 20" century and up
to the present day, the League has not only played a critical role in offering knowledge
and mother-to-mother support through its free groups run by trained volunteers, but also
educated physicians and other medical providers about breastfeeding (Weiner 1994). The
organization maintains ties with and is recognized as an authority on breastfeeding by
other national and international health organizations, such as the World Health
Organization (LLLI 2011).

Beginning in the 1970s, following the accumulation of scientific studies
highlighting the health differences between breastfed and formula-fed children, major
international and national public health efforts began to bolster grassroots advocacy (see

Wright & Schanler 2001, Grummer-Strawn & Shealy 2009). The first major
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consolidation of international collaboration developed in response to growing concern
about infant malnutrition and death caused by the introduction of infant formula to poor
nations resulted in the 1981 International Code of Marketing of Breastmilk Substitutes.
Although the U.S. Surgeon General held a workshop in 1984 on how to establish better
breastfeeding support and promotion in multiple realms, no major structural changes or
public health initiatives were implemented and the workshop was followed by a
significant decrease in breastfeeding rates, whose origins remain unclear (Grummer-
Strawn & Shealy 2009, Wolf JH 2003). International health advocacy took shape in 1991
in the World Health Organization/UNICEF Innocenti Declaration on the Protection,
Promotion, and Support of Breastfeeding, which relied on extensive scientific research to
recommend exclusive breastfeeding for 4-6 months, and breastfeeding to be continued
through the second year of life (Wright & Schanler 2001).

While slower to act than many other wealthy industrial nations, the 1990s marked
the first major efforts to raise breastfeeding rates in the U.S., beginning with establishing
breastfeeding objectives in 1990 through Healthy People, the 1998 National Breatfeeding
Policy Conference that established the United States Breastfeeding Committee (USBC),
and concluding with the Department of Health and Human Services establishment of the
Blueprint for Action on Breastfeeding in 2000 (Grummer-Strawn & Shealy 2009). In the
meantime, the American Academy of Pediatrics released a policy statement on
breastfeeding and human milk in 1997, and incorporated recent research to recommend 6
months of exclusive breastfeeding and an additional 6 months of continued breastfeeding
along with supplementary foods. Notably, although this recommendation left
breastfeeding beyond the 1-year recommendation an option for mothers, as long as it was
mutually desired by them and their children (AAP Work Group on Breastfeeding 1997),
the guidelines did not adopt the WHO recommendation of breastfeeding for 2 years. This
work was paralleled by a renewed rise in breastfeeding, especially in initiation rates.

From 2001 onward, there were more systematic efforts to implement the goals of
the now decade-old Innocenti Declaration in multiple realms, including in the
organization of the workplace, public education, professional education, the healthcare
system, and in support services for breastfeeding (Grummer-Strawn & Shealy 2009).

Within the healthcare system, the international Baby Friendly Hospital Initiative has
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made significant headway, with 4% of U.S. births now taking place at BFHI certified
hospitals that have undergone systematic evaluation for their implementation of standards
established to support breastfeeding (CDC 2010c). State legislation that ensures the
protection of breastfeeding in public has also substantially increased. Significant changes
have been implemented in the Women, Infants and Children (WIC) program to support
breastfeeding, although this work remains underfunded. Furthermore, some progress was
made in the work domain through provisions in the 2010 federal health care bill for
employer-provided lactation breaks and spaces as well as an IRS deduction for the use of
breast pumps (USBC 2011, see Conclusion). The largest changes taken place in the area
of public education and professional education, with the result that more people are aware
that breastfeeding plays an important role in health and more health workers are trained
to provide appropriate information and skills about breastfeeding. In sum, government-
led initiatives that are tied into global public health efforts now lead the way in
breastfeeding promotion in the U.S. based on scientific research. Although grassroots
organizations continue their advocacy efforts, the majority of families learn about
breastfeeding in the context of health, often from medical providers.

The cultural landscape of breastfeeding U.S. and the role of breastfeeding
promotion remain complex (Grummer-Strawn & Shealy 2009). While advocates have
been working for decades to provide structural and cultural support for breastfeeding,
there is considerable reluctance to implement such changes on the legislative level and to
fund even existing initiatives. Paid maternity leave, on-site childcare, job security after an
extended leave remain elusive for most women. Lactation spaces and breastpumps are
also lacking at most workplaces, although there has been much more of an effort on this
front in the workplace due to significantly lower health costs for breastfed children than
in enabling women to actually breastfeed their children through the above-mentioned
more expensive measures (see below). Although the number of lactation professionals
has risen, especially in hospitals, lactation support is not available to most women after
their hospital discharge. Physicians and nurses also continue to lack adequate knowledge
about breastfeeding and are influenced by the formula industry’s ongoing influence (see
below). Survey reports indicate that the majority of physicians now recommend the AAP

endorsed timeline for breastfeeding, but many do not believe that the “benefits of
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breastfeeding outweigh the difficulties or inconvenience’’ (Grummer-Strawn & Shealy
2009: S36). These findings are echoed by larger cultural trends among American adults,
who report an overall recognition that breastfeeding has beneficial health consequences
(although lack more specific knowledge), yet a growing number (nearly a third) also
agreed that formula feeding is as good as breastmilk. Furthermore, in 2004 over a third of
those surveyed still indicated that that breastfeeding should be carried out in a private
space, reflecting ongoing moral concern about the visibility of breastfeeding in public.

Commercial interests of formula manufacturers, a 4 billion dollar industry in the
U.S., continue to play a major role in shaping infant feeding decisions through direct
marketing as well as their involvement in health care institutions, advocacy efforts, and
legislation. Although the U.S. endorsed the Code in 1994, it has not taken a particularly
active role in enforcing it, enabling infant formula manufacturers to continue to violate it
(Walker 2007). Most women receive “gift bags” by formula companies that include
highly problematic information about breastfeeding as well as free samples of formula
upon their discharge that influence breastfeeding rates, and disproportionately affect
poor, minority women (cf. Rosenberg et al 2008, Declerq et al 2009). Such materials are
not allowed in Baby Friendly hospitals. Formula advertisement is pervasive in parenting
magazines, internet sites and stores that cater to pregnant women and new mothers. The
formula industry also provides significant financial support to the AAP and is one of the
most effective lobbies in Washington (Kassirer 2007, Brody 2010, Wolf JH 2006). These
links have significantly undermined public health efforts to promote breastfeeding, as in
the case of the National Breastfeeding Advocacy Campaign that focused on highlighting
the risks of not breastfeeding, which was significantly curtailed due to the successful
lobbying efforts of the formula industry (Wolf JH 2006).

The public health treatment of breastfeeding among African American women
offers a complex contemporary case study for how even efforts that aim to reduce
inequality by improving health outcomes can contribute to the reproduction of embodied
inequalities through the legacies of pervasive racism. While earlier in the twentieth
century African American women breastfed at higher rates than white women, these rates
were reversed due to the expanding interventions of biomedicine as well as women’s own

decision to turn away from breastfeeding because of its association with poor, racial and
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ethnic minorities (Apple 1987, Litt 2000, Hausman 2011). Comparatively lower rates of
breastfeeding have made African American women a target of contemporary
breastfeeding interventions (cf. Phillip & Jean Marie 2007, CDC 2010b). In one of the
ads of the National Breastfeeding Advocacy Campaign of 2003-2005, for instance, an
African American pregnant woman riding a mechanized bull was used to draw a
comparison between avoiding risks during pregnancy to the risks of formula feeding (see
Hausman 2011). Although white women were also featured in similar activities in the
campaign, the images of African American women build on and perpetuate stereotypic
racialized images of African American mothers as irresponsible, ignorant, and dangerous
(cf. Roberts 1997, Wolf JB 2011, Hausman 2011, Kukla 2006). Several other factors
contribute to these gendered, racial sterotypes in relation to African American infant
feeding and sleep practices. While bed-sharing is generally considered highly problematic
in the medical community, especially when practiced among smokers (cf. AAP Task
Force on SIDS 2005), without co-current breastfeeding bed-sharing lacks the potentially
redeeming qualities that generate support for it at least among some experts (see section 3
below). Thus, African American mothers who do not breastfeed but bed-share are
particularly affected by safe sleep campaigns that employ similar risk-based messages as
the breastfeeding campaign mentioned above (cf. Kendall-Tackett et al 2010). Finally,
race figures into when breastfeeding itself is considered dangerous, through the use of
drugs, alcohol, cigarettes, and through infections such as HIV (Reich 2010, Hausman
2011).

In the context of the history of slavery, including the practice of forced wet-
nursing of white owners’ children (cf. Schwartz 1996), as well as the continued
restrictions on African American women’s reproduction and the stigmatization of African
American families (cf. Roberts 1997, 2010), it is not surprising that many African
American women remain skeptical of public health interventions that promote
breastfeeding (Blum 1999). Sharing concerns about public health efforts’ perpetuation of
racist, classist, and sexist ideologies, some scholars have argued against breastfeeding
advocacy (cf. Wolf JB 2011). In contrast to these views, I draw on Leith Mullings’ (1997,
see also Krieger 2010) insights about using anthropological and related research in

service of the systematic exploration and elimination of the embodied effects of
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inequalities. I argue that supporting and enabling women to breastfeeding and sleep
safely close to their babies must be a shared priority in this process. I develop these
insights further in the sections below as well as in the conclusion.

The recent Department of Health and Human Health Services “Call to Action to
Support Breastfeeding” (U.S. DHHS 2011) attempts to refocus public health advocacy to
reduce barriers to breastfeeding rather than simply promoting its health “benefits”* or
highlighting the “risks” of not breastfeeding. As Surgeon General Regina M. Benjamin
stated in the press release: “Many barriers exist for mothers who want to breastfeed. They
shouldn’t have to go it alone. Whether you’re a clinician, a family member, a friend, or
an employer, you can play an important part in helping mothers who want to breastfeed.”
Dr. Benjamin focused on five key areas for enhancing breastfeeding support: 1)
community mother-to-mother programs; 2) the health care system, especially through
increasing the number of Baby Friendly Hospitals; 3) clinician training and provision of
advice on breastfeeding; 4) employer-established paid maternity leave and lactation
programs; and 5) the family. Although the shift towards supporting breastfeeding is
significant, it remains to be seen how these directions will be implemented in actual
policies, especially in light of recent budget concerns and the lack of a federal initiative
on paid family leave.

To sum up, while advocacy efforts resulted in significant increases in
breastfeeding, breastfeeding today takes place within a thoroughly biomedicalized
context. Although it is tempting to describe the “resurgence” of breastfeeding as a return
to previous historical practices, the cultural conceptualizations of breastfeeding present a
dramatic departure from its practice in the 19™ century, making breastfeeding a novel
reproductive process in many aspects. This transformation took place in the context of
larger, global expansions of the role of biomedicine in all areas of life. Breastfeeding has

figured into these transformations in multiple ways, through the biomedicalization of

*% The emphasis of “benefits” has problematic implications since it assumes that formula feeding is the
norm beyond which breastfeeding offers “extra,” but not necessary, positive effects (cf. Riordan 2005).
Lactation consultants and others have worked to reorient this language to establish breastfeeding as the
norm to which formula feeding is compared, pointing out that artificial milk substitutes have harmful
effects compared with breastfeeding. Thus, while the emphasis on the benefits of breastfeeding benefits
aimed to encourage breastfeeding, it has the paradoxical effects of undermining efforts to establish
breastfeeding as the human norm for feeding babies.
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childbirth and through the biomedicalization of the care of children. At the same time,
this transformation was never monolithic and biomedicine continues to have a complex
and contradictory relationship to breastfeeding (and infant sleep, as we shall see below).

At present in the U.S. nearly all breastfeeding is initiated after hospital births with
very high rates of interventions, including a 32% Cesarean section rate that is expected to
continue to rise (MacDorman et al 2010). Despite efforts to transform medical practice,
just as in the early history of the biomedicalization of childbirth, hospital routines and
treatment continue to undermine successful breastfeeding (cf. Dykes 2005, Declerq et al
2009, U.S. DHHS 2011). Furthermore, due to the rise of medical experts and the near-
disappearance of breastfeeding during the twentieth century that I documented in the
previous section, families have little experience with the practice of breastfeeding
compared with accumulated cultural experience with artificial milk feeding. Medical
experts are the main sources of authoritative knowledge on breastfeeding, but they
communicate their contradictory stance of promoting breastfeeding without necessarily
believing that it is worth the effort, all the while maintaining ties to and enabling the
formula industry to accrue high profits. Finally, public health efforts that aim to increase
breastfeeding operate primarily within the biomedical framework have had considerably
less success at shaping government policies that would lead to the necessary structural
changes that support and enable breastfeeding. This is evident in the recent political
controversy surrounding the new health care bill as well as in Michelle Obama’s effort to
promote breastfeeding as part of her larger campaign to reduce childhood obesity (see
Conclusion). Thus, although advocacy efforts have succeeded in greatly increasing
breastfeeding initiation rates, breastfeeding rates plummet within just a few weeks after
birth and formula feeding remains by far the dominant way of feeding children in today’s
United States (CDC 2010a). These trends place the U.S. far behind many other wealthy
nations who have had greater success in protecting and promoting breastfeeding (U.S.
DHHS 2011).

In addition to the above difficulties, the practice of breastfeeding continues to be
hindered by pediatric sleep advice that encourages solitary, uninterrupted sleep for
children. In the following section I shift my attention from the expansion and

complexities of biomedical authority over breastfeeding and infant sleep, to the
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contestations of authoritative knowledge within biomedicine itself prompted by conflict

between breastfeeding and pediatric sleep medicine.

2. Contestations of authoritative knowledge in sleep medicine and breastfeeding

medicine, and in pediatric advice

Compared to the recent efforts to promote breastfeeding, there has been no return to
previous models of shared and proximal sleep arrangements for children. In fact, the
solitary model of sleep has remained firmly in place and equated with “normal” and
“healthy” development despite its relatively recent appearance in history and
considerable cross-cultural evidence that such arrangements are unusual among human
cultures. Pediatric sleep researchers have directed their attention to addressing the
growing number of sleep disorders that they identified over the course of the 20" century.
Since the 1970s, much of this attention has focused on Sudden Infant Death Syndrome
(SIDS), initially called “crib death,” a syndrome identified by process of elimination from
other sleep-related deaths whose etiology remains shrouded in mystery. Research
findings on the association of the prone sleep position (on the stomach) prompted public
health campaigns beginning in the 1990s that encouraged parents to place their infants on
their backs (McKenna et al 1997), an effort that significantly reduced SIDS rates. During
this time, despite the initial name of the disorder, bed-sharing was also identified as a
“risk factor” for SIDS, further providing medical impetus for solitary sleep advice. The
relationship between breastfeeding and bed-sharing was simply not considered by these
researchers, since the culture of formula-feeding and solitary sleep were so deeply
entrenched (McKenna et al 1997, McKenna & McDade 2005). As in the case of infant
feeding practices, commercial interests also play a role here, through the children’s
furniture industry that includes the makers of cribs and related accessories, who have a
vested interest in promoting solitary sleep.

Although co-sleeping has not returned in step with rising breastfeeding rates, the
recent National Infant Sleep Position Study has revealed that between 1993 and 2000 the
portion of infants who slept with their mothers for all or part of the night doubled,
reaching nearly 50% (Willinger et al 2003). This increase may be partly driven by the
frequency of co-sleeping among breastfeeding parents (Willinger et al. 2003, McCoy et al
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2004). Mothers employed outside the home, who are away from their children during the
day, may especially attempt to reduce fatigue by avoiding getting up to breastfeed at
night (Harmon 2005, Kendall-Tackett et al 2010). This shift in sleeping patterns has
caused medical experts to consider the relationship of breastfeeding and sleep
arrangements once again after the relationship between these two domains was virtually
severed in the early 20" century. So far, however, such reconsiderations seem to be fairly
one-sided, with breastfeeding experts advocating for a more nuanced approach to sleep
that incorporates the interrelated physiology of breastfeeding and mother-infant sleep,
and sleep experts mostly remaining within the bounds of the dogma of solitary sleep.

The rift between breastfeeding and SIDS experts dates back to the beginnings of
SIDS research and cuts to the core of the premier pediatric association, the American
Academy of Pediatrics (AAP). Guidelines on infant sleep have been closely watched by
those interested in breastfeeding from their inception. McKenna and colleagues, as well
as other researchers, have identified a number of major problems in the ways in which
SIDS data are collected and analyzed (cf. McKenna, Ball and Gettler 2007). Due to
prevalent bias against proximal sleep arrangements between adults and children, deaths
that took place when adults and children shared a sleep surface (or even after they have
done so but the child was in a crib at the time of death) were often characterized as
caused by bed-sharing regardless of differences in the sleep surface or other
circumstances, such as alcohol or drug impairment. As a consequence, rigid
recommendations against bed-sharing were issued. These guidelines failed to account for
the substantially different physiological interactions between breastfeeding mothers and
babies and formula fed babies, and ignored the potential relationship between different
infant feeding approaches and SIDS.

Over time, however, evidence was accumulating that breastfeeding as well as a
proximal sleep environment between mothers and children also contribute to a substantial
decrease in SIDS rates (cf. Gettler & McKenna 2010). Research showed that breastfed
babies are significantly more arousable than their formula-fed counterparts (cf. McKenna,
Ball and Gettler 2007). Moreover, there are no indications that sharing a bed with an
infant in the absence of smoking, alcohol and other drugs, on a firm surface, and with

care in avoiding the use of soft bedding, results in increase of SIDS (cf. Blair et al 2010,
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Blair 2010). All of this evidence is consistent with biological anthropologists McKenna,
Ball and colleagues’ research suggesting that maternal-child nighttime interactions in the
context of breastfeeding play an important role in the development of the architecture of
human infant sleep. While the relationship between breastfeeding and SIDS was
discussed in the AAP’s 2005 breastfeeding guidelines (AAP Work Group on
Breastfeeding 2005), breastfeeding was still not explicitly recognized to play an
important role in the reduction of SIDS in the AAP’s guideline on SIDS issued in the
same year (AAP Task Force on SIDS 2005). Only the recommendation of proximate
sleep arrangements, while continuing to avoid bed-sharing, was incorporated into these
latter guidelines. A flurry of letters to the editors and press releases questioned the 2005
SIDS guidelines. Writing on behalf of the Section on Breastfeeding, Eidelman and
Gartner (2006) faulted the guidelines for failing to take into account the potential
negative consequences of such a prohibition on breastfeeding (see also Bartick 2006,
Gessner & Porter 2006, Pelayo et al. 2006). Similar critiques were issued by other
breastfeeding experts and advocates, including cautions against the AAP
recommendation to provide pacifiers at bed-time, which can be potentially detrimental to
breastfeeding. Nancy Wight, President of the Academy of Breastfeeding Medicine, wrote
that the guidelines represent a “truly astounding triumph of ethnocentric assumptions
over common sense and medical research” (Wight and McKenna 2005). Despite these
responses, AAP SIDS guidelines have remained unchanged at the time of this writing.”'
In addition to conflicts over SIDS, considerable debate surrounds continued
medical recommendations for long periods of uninterrupted sleep and for parents’ role in
actively “training” infants to “sleep through the night” at an early age. A recent article by
Henderson and colleagues (2010), entitled “Sleeping Through the Night: The
Consolidation of Self-regulated Sleep Across the First Year of Life” published in the
journal of the AAP’s journal Pediatrics, demonstrates the continued prevalence of these
historically and culturally specific ideologies of infant sleep development. The papers’
first sentences read as follows: “Infants' sleep/wake patterns consolidate from birth and

throughout the first year of life. The developmental task of sleeping through the night is

*! Although the AAP SIDS panel is unlikely to shift its stance on bed-sharing, it seems likely that the
promotion of breastfeeding is going to be included as a way of reducing SIDS rates in the next set of
guidelines (see Hauck et al 2011).
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attained when sleep changes from an even, multiphasic, diurnal distribution at birth to
consolidated, uninterrupted sleep during the night.” Having claimed without citing any
data that such consolidation of sleep patterns is the normative pattern of infant
development, the authors move onto problematizing infants who do not follow such a
pattern in the next sentence: “The failure of an infant to sleep through the night,
particularly in concert with their parents' own sleep, is a common parental concern”
(2010:1081). The paper then uses data on infant sleep that do not distinguish between
different kinds of infant feeding patterns or sleep location to argue that consolidation of
sleep among infants begins at 1 month and that this evidence can be used to guide
parents’ approaches towards infant sleep.

McKenna’s and Ball’s (2010) letter of response to the study reflects their
frustration with the paradoxical stance of the AAP that claims to advocate breastfeeding
but continues to ignore breastfeeding’s important relationship to sleep in its sleep advice.
They argue that the assumption that human “infants can and should sleep ‘through the
night’ from a very young age” undermines nighttime breastfeeding, which plays a critical
role in both successful lactation as well as in nourishing infants, and ignores potential
dangers associated with infant sleep environments that hinder arousal that may be pivotal
for infant survival. They also note that although the authors do not directly encourage
“sleep training,” they shape parental expectations and plans that lead to the use of such
methods. They cite a 2010 Chicago Tribune article entitled “When should an infant sleep
through the night? Sooner than you think” that uses the study to recommend sleep
training based on Henderson and colleagues’ article beginning 1 month. While
breastfeeding experts and breastfeeding-sleep researchers continue to challenge the kind
of research exemplified by the above article and the resultant sleep advice meted out to
parents, pediatric sleep advice remains dominated by the paradigm of uninterrupted
solitary infant sleep.

The kind of sleep advice reflected in the Tribune article mentioned above is
amply represented by sleep advice books written by medical experts. Perhaps most well-
known among these experts is Dr. Richard Ferber’s book “Solve Your Child’s Sleep
Problems” (2006), first published in 1985, that advocates leaving children in their cribs

for increasing lengths of time without feeding them or responding to their cries. Ferber’s
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advice relies on scientific work and professional experience derived from pediatric sleep
medicine, a medical specialty that addresses sleep problems among children (he is
director of the Center for Pediatric Sleep Disorders at Children's Hospital Boston). This
specialty has thus far paid minimal attention to the relationship of breastfeeding and
children’s sleep or to the historical and cultural context out of which it emerged
(McKenna, Ball and Gettler 2007, Jenni & O’Connor 2005). In his discussion of co-
sleeping in the newly revised edition of the book Ferber argues that the evolutionary
history or the wide-spread cultural practice of co-sleeping has little relevance in modern
society. Furthermore, in contrast to biological anthropological work that demonstrates the
intricate physiological relationship between breastfeeding mothers’ and babies’ bodies,
Ferber (2006:41) claims that most children sleep nearly continuously throughout the
night, and are not “conscious of where they are or who else is or is not with them.” It is
little wonder that breastfeeding is only mentioned twice in the entire book, once in
relation to the timing of the introduction of the pacifier, and the second time to discuss
sleep disruptions caused by “too much feeding” by children under two who are “still
breastfeeding or using the bottle” (137, my emphasis). Equating breastfeeding to the
norm of formula feeding allows Ferber to omit any further discussion of potential
physiological interactions between breastfeeding and sleep, making nighttime
breastfeeding (along with any other feeding) a part of an undesirable, problematic
behavior that must be eliminated.

By presenting solitary, continuous sleep as the norm for “modern” children,
Ferber is able to advance his argument that echoes Holt’s and Watson’s pediatric advice
put forth nearly a century ago (Stearns et al 1996, McKenna, Ball and Gettler 2007). For
instance, Ferber advocates sticking with his approach even if the child vomits from
crying. In such a situation, he recommends going in and quickly changing the sheet and
pajamas but cautions “But do so quickly and matter-of-fact, then leave again. If you
reward him for throwing up by giving him too much attention, he will only learn that
vomiting is a good way for him to get what he wants. Occasional vomiting will not hurt
your child, so don’t feel guilty. Like the crying, it will soon stop.” (102) Although
passages such as these have led many parents to accuse Ferber of promoting a cruel

approach to taking care of children, his book remains tremendously popular. The recent
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edition is in 66™ place among parenting books on Amazon.com and received 400 positive
reviews compared with about 100 negative reviews. Furthermore, major elements of the
Watsonian approach continue to be promoted in the majority of sleep advice (Ball &
Klingaman 2007), albeit in somewhat tempered forms. These approaches all use a form
of habituation to extinguish nighttime crying and feeding.

At the same time, with the increases in breastfeed rates prompted by medical
findings of the benefits of breastfeeding for both children and mothers, parents are
increasingly bringing their children into their beds (Willinger et al 2003, McCoy et al
2004, Kendall-Tackett et al 2010). Some of these parents have turned to a minority group
of medical experts for sleep advice who have taken a contrasting approach from the
above prevailing trends. Most of these experts can be characterized as ascribing to the
philosophy of Attachment Parenting (AP), a philosophy of parenting based on
psychological research on the significance of early, secure attachments to caregivers in
child development and later adult well-being. According to the principles of attachment
parenting, being responsive to the child’s needs and providing consistent loving care
enables children to form secure attachments (Attachment Parenting International 2008).
The term “attachment parenting” was first used by Dr. William Sears, who has authored
numerous books (as single author as well as with his wife and son), and is the current
leading advocate of this parenting approach. Parents adhering to principles of “natural
parenting” or “natural family living,” a term used in Mothering Magazine, tend to
embrace attachment parenting and often rely on Dr. Sears’ publications for expert advice
(cf. Warner 2005). Breastfeeding is a centerpiece of this approach, although Dr. Sears
argues that parents who do not breastfeed can also practice attachment parenting
principles (Attachment Parenting International 2011). Nevertheless, Sears’ work and
attachment parenting is often associated only with breastfeeding advocacy, partly due to
the La Leche League’s use of this material (LLLI 2011).>* This approach to parenting
encourages breastfeeding on-demand throughout the day and night, carrying children

close to mothers’ and partners’ bodies, and supports proximal sleep arrangements,

*? Despite these commitments, Sears has come under criticism from LLLI and other breastfeeding
advocates in 2001 due to undisclosed commercial ties to formula manufacturers, including displaying
banner ads for commercial formula on his website that violated the International Code on the Marketing of
Breastmilk Substitutes (Granju 2001).
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including bed-sharing, and child-led weaning. Sears does not advocate bed-sharing as the
only recommended sleep arrangement, but cautions against methods that leave children
without any reassurance for long periods of time and raises the possibility of harmful
effects from raised stress levels. Just as mainstream pediatric sleep experts, Sears derives
his authority from his status as a physician and employs scientific research to support his
position, although he also relies on his own and his wife’s experiences of breastfeeding
and sleeping with their six children. Attachment parenting has been subject to
considerable criticism from feminists due to its implicit romanticization and
“naturalization” of women’s domestic roles, the assumptions of privilege that enable the
maintenance of attachment parenting practice in daily life, and its questionable use of
science to justify its approach (cf. Warner 2005, and criticisms of La Leche League’s use
of AP in Faircloth 2010a, Bobel 2002, Hausman 2003, Ward 2000 and the following
section). Despite the issues raised by critics, Sears continues to provide the most common
alternative resource on caring for children from a perspective that thoroughly
incorporates the embodied experiences of breastfeeding. It is difficult to assess the
number of parents who practice attachment parenting, although the rates of breastfeeding
and bed-sharing indicate that this group constitutes only a small minority of parents.>’

In sum, medical experts devote considerable attention to infant sleep and
dominate sleep advice for children. Within the community of such experts, however,
there are significant differences between those who approach breastfeeding and infant
sleep as fundamentally related, and those who view infant sleep as a separate topic.
Breastfeeding and breastfeding-sleep researchers attempt to reorient paradigms for
“normal” infant sleep as one that should be always examined in the context of infant
feeding and sleep location, while infant sleep researchers tend to search for ways to
address what they see as sleep problems and pathologies. Furthermore, pediatric sleep
advice relies on the well-established authority of physicians to promote ideologies of

solitary sleep with little consideration for the impact of such advice for breastfeeding.

¥ Sears” The Baby Book, which includes both breastfeeding and sleep discussions is #10 on the Amazon
parenting list, with over 700 positive reviews. We cannot easily compare this position to Ferber’s book,
however, since The Baby Book is not only a book focused on sleep. There are considerably more popular
books that follow a more “moderate” version of the controlled crying approach on the list, and nearly all of
them aim to reduce/eliminate night-feedings. Further research needs to be undertaken to evaluate the use of
on-line sleep advice that is a growing source of information for parents.
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The most prominent voices among those who contest such mainstream sleep advice
consider breastfeeding central to parenting, and similarly rely on medical authority to
make their case, albeit with the important modification of personal experience that
incorporates breastfeeding. The above discussion reveals that even within biomedicine,
where breastfeeding is ostensibly considered important, there are heterogeneous, and
contradictory approaches towards infant sleep practices. Together with the insights
gleaned from the historical section, the divisions among breastfeeding and sleep experts
provide a complex portrait of the role of biomedicine in breastfeeding and infant sleep
practices. In the final section below, I discuss how feminists have wrestled with these
issues and offer possibilities for moving beyond polarized debates about the role of

biomedicine in breastfeeding and sleep.

3. Feminisms, biomedicine, and the matter of infant feeding “choice” in the U.S.

In the following discussion, I examine U.S. feminist responses to biomedical
engagement in breastfeeding. No such parallel feminist debate surrounds infant sleep
arrangements, primarily because infant sleep has not been conceptualized in relation to
women’s bodies in this setting, although there have been feminist critiques of parenting
approaches that encompass co-sleeping practices (cf. Warner 2005). Due to the lack of
sustained feminist attention to co-sleeping, I center my discussion around breastfeeding
and return to implications for sleep at the end.

Although breastfeeding has not generated nearly as much feminist attention as
other realms of reproduction, such as abortion rights, public health advocacy efforts have
prompted a growing feminist response. In line with the historical focus of this chapter, I
focus on U.S. feminist work, although these debates clearly circulate across national
boundaries and have become prominent in Canada, the U.K., Australia, and New
Zealand. Nevertheless, in attending to U.S. perspectives, I aim to “localize” these
discussions and anchor them to the histories out of which they arise. These debates
center on contestations of authoritative knowledge in biomedicine’s relationship with
breastfeeding. I argue that the diversity of feminist positions on biomedical approaches to
breastfeeding reflects the heterogeneity of the history and contemporary involvement of

biomedicine in breastfeeding. I will conclude with a discussion of the use of “choice” in
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feminist discussions and argue for a move away from this language towards an
anthropological approach grounded in attending to embodied social relations.

La Leche League embodies a particular kind of feminist voice, one that is built on
maternalism, and arose out of the context of the 1950s Catholic Family Movement (cf.
Ward 2000, Hausman 2003). Although the League specifically decided to form a secular
movement that transcended religious divides, it continued to espouse ideologies of
breastfeeding as part of a larger “sacred motherhood” narrative that had deep religious
roots and that also promoted specific notions of the family unit based on a white, middle
class, married, heterosexual couple with a male wage-earner and a woman in a primarily
domestic role. Although the League challenged many aspects of the domestic division of
labor, due to its dominant maternalist narrative and difficulties of accommodating
working women and different models of families, the League is at odds with many other
feminists (cf. Blum 1999, Hausman 2003 for a discussion).

As I discussed in the first section of the chapter, the La Leche League has had a
heterogeneous and sometimes contradictory relationship with biomedicine from its
formation due to its efforts to challenge prevailing medical norms while also relying on
medical experts and later on growing scientific evidence to promote breastfeeding.
Today, La Leche League International remains committed to the ideal of promoting the
larger goal of mothering through breastfeeding, in which biomedical research plays an
important role. At the same time, the League also relies on a range of other scientific
materials as well as accounts drawn from personal experiences of breastfeeding to
promote its agenda. For instance, the League has featured McKenna’s research on
nighttime breastfeeding and sleep, as well as Katherine Dettwyler’s evolutionary
approach to hominid weaning patterns. These biological anthropological perspectives
have been marginalized within mainstream medical guidelines. Furthermore, the League
uses science, including biological anthropological research, to support a return to a
“natural” or “instinctive” kind of parenting of which breastfeeding is an important part,
thereby naturalizing its highly culturally specific model of breastfeeding, gender and
kinship (cf. Hausman 2003). As I have argued elsewhere (Tomori 2005), in League

discourses the language of the “heart” serves as an important way of channeling an
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embodied sense of morality that also encompasses these scientific and biomedical
components.

A growing number of physicians and public health advocates of breastfeeding are
aware of the gendered dimensions of breastfeeding as well as the problematic
involvement of biomedicine in breastfeeding and aim to correct these issues from within
the biomedical paradigm. These breastfeeding advocates primarily focus their efforts on
accumulating rigorous scientific evidence that supports breastfeeding, educating and
training medical professionals, and building advocacy and intervention efforts that
materially change women’s lives. Many breastfeeding advocates are also critical of the
problems of equating breastfeeding with particular moral ideologies of motherhood but
nevertheless believe in the continued importance of breastfeeding promotion. A group of
interdisciplinary advocates explicitly embrace feminist approaches to breastfeeding and
consider appropriate breastfeeding advocacy and the removal of barriers to breastfeeding
a matter of “reproductive health, rights, and justice” (Labbok, Smith, Taylor 2008). **
According to this approach the support of breastfeeding demands attention to the multiple
levels of “socio-ecological” context within which it is situated, ranging from the
individual/family, to socio-cultural, organizational, and policy levels. Thus, the reduction
of racial/ethnic, gender, and socioeconomic inequalities is necessary to make
breastfeeding possible, and breastfeeding itself can be a vehicle of reducing inequalities
among women and their families through its health effects as well as its social impact
through valuing women’s and children’s rights. Although the efforts of this group have
been most prominent in interdisciplinary collaboration, below I will highlight select
perspectives from breastfeeding scholars, some of whom partake in these collaborative
efforts but nevertheless represent distinct feminist perspectives.

Social historians of childbirth, breastfeeding, and wet-nursing have taken pro-
woman and pro-breastfeeding positions that are cautious about the involvement of

biomedicine in breastfeeding based on the undermining of women’s authority and

** Physician-researcher Miriam Labbok and public health scholar Paige Hall Smith have made considerable
efforts to engage with scholars and practitioners across a wide variety of disciplines by hosting an annual
Breastfeeding and Feminism Symposium through the University of North Carolina, Greensborough’s
Center for Women’s Health and Wellness, and the Carolina Global Breastfeeding Institute of the University
of North Carolina, Chapel Hill since 2005. This symposium is unique in bridging research and experience
from biomedicine, public health, the social sciences and humanities as well as policy. Insights from the
Symposia have also been incorporated into the recent Call to Action on Breastfeeding (U.S. DHHS 2011).
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detrimental effects on women’s reproduction (cf. Apple 1987, Golden 1996, Wolf JH
2001). Historian Jacqueline Wolf has taken a particularly active role in translating her
historical insights for public health and health worker audiences (2003, 2008) as well as
for feminist scholars (2006).> Wolf argues that women should take a much more active
role in lobbying for their right to breastfeed as well as for children’s rights to be
breastfed. She believes that women deserve to have access to full information about the
health consequences of formula feeding for children as well as for women so that they
can make an informed decision about breastfeeding. Furthermore, historical study can
inform women about how artificial milk feeding became normative practice and assist
feminist critique of commercial interests in infant feeding, such as in the industry’s
campaign to undermine the National Breastfeeding Advocacy campaign in the middle of
the last decade. Finally, Wolf suggests that by advocating for breastfeeding feminists can
also open up other social issues for discussion, including employment practices, parental
leave and childcare, and undermine the pervasive sexualization and objectification of
women through their breasts. Neither Wolf’s historically-informed, nor the previous
socially-enriched public health approaches wish to promote traditional gender roles or an
uncritical stance towards biomedicine.

Other feminists are more explicit in their challenge of the biomedicalization of
breastfeeding, and potential biological reductionism, but maintain a biosocial view that
recognizes the unique biological contribution of women to reproduction. Women’s
studies scholar Bernice Hausman®® (2003), drawing on anthropologist Penny Van
Esterik’s earlier work (1989), has advocated for a feminist position that values, and
recognizes breastfeeding as a potentially liberating opportunity to incorporate
relationality into feminist ideals of a traditionally more individualist concept of
autonomy. This concept of relationality not only encompasses the intercorporeal
relationship between mother and child, but also espouses a broader, ecological approach
that includes other social relationships and human-environmental interactions. Thus,

Hausman walks a narrow line in her argument between a strong critique of medicalized

* Jacqueline Wolf is a regular participant and contributor of the aforementioned Breastfeeding and
Feminism Symposia series.

*% Bernice Hausman is a regular participant, contributor, as well as a member of the planning committee of
the Breastfeeding and Feminism Symposia series.
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approaches to breastfeeding that reinscribe patriarchal gender roles, deepen inequalities
along the lines of social class and race, and assert medical expert authority over women,
while also relying on scientific evidence to make a concerted effort to enable all women
to breastfeed their children. Hausman has recently (2011) elaborated on her approach and
on the concept of choice, to which I will return below.

Feminists who reject the use of biomedical research to support breastfeeding but
wish to nonetheless advocate for breastfeeding find themselves in a challenging position.
Thus, feminist sociologist Barbara Katz Rothman®’ seeks to articulate a position that
advocates for breastfeeding without buying into medicalized ideologies for doing so
(2008). For Rothman, medicalization is too intimately tied up in the unholy triumvirate of
patriarchy, capitalism, and technology and their role in the construction of race and
gender (including how feminist arguments about breastfeeding themselves are made
through these relations). She ultimately argues that, similar to replacing unmedicated
childbirth with surgical and interventionist birth, something important would be lost if
breastfeeding was no longer practiced. Rothman argues that breastfeeding advocacy on
the basis of health agendas masks these other, relational aspects of breastfeeding that
resist easy characterization and cannot be replaced even if artificial supplements were
perfected.

Sociologist Linda Blum’s (1999) challenge of public health advocacy for
breastfeeding builds on some of the same sociological analyses of medicalization and its
gendered, classes, and racialized consequences that inform Rothman’s work. Blum
specifically attends to British sociologist Pam Carter’s (1995) discussion of breastfeeding
in her own study that mounted a significant critique of breastfeeding on the grounds of
essentialism. Blum’s work sits at a critical juncture in the U.S. feminist literature, where
biomedicalization of breastfeeding is not only critiqued, but the use of artificial milk
feeding seem significantly less consequential. Indeed, Blum critiques Scheper-Hughes
(1997, see Introduction) for her analytic focus on the consequences of not breastfeeding
for Alto children’s lives (and deaths) instead of more attention to the larger context in
which most of these children would have died regardless of breastfeeding (1999:46 see
also Hausman’s 2003:189-223). Hausman (2003) suggests that this rhetorical move then

*" Rothman has contributed her perspective at the Breastfeeding and Feminism Symposium.
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enables Blum to regard the health implications of breastfeeding as fairly inconsequential
in the U.S. Blum argues that while breastfeeding can potentially serve as a feminist
practice that challenges biomedical ideologies, it can also be a mode of acquiescing to
governmental regimes of surveillance, coercion and control. In the case of marginalized
women, especially African American women who have been historically sexualized and
exploited through the institution of slavery and subsequent racism, resistance to
breastfeeding advocacy is both a logical and a feminist response.

Carter’s and Blum’s stances have been recently elaborated by philosopher
Rebecca Kukla (2006), journalist Hanna Rosin (2009), and women’s studies scholar Joan
Wolf (2007, 2011 see also Hausman’s 2007, 2009 and 2011 discussion thereof). Kukla
questions the ethics of breastfeeding promotion on the basis of a series of arguments that
concern the constraints on women’s ability to “choose” breastfeeding. Kukla argues that
the language of “choice” obscures the circumstance of women’s decisions, wherein
breastfeeding is a difficult, if not impossible undertaking for many. Furthermore, Kukla
argues that the risk-based approach of the National Breastfeeding Advocacy Campaign
imposed moral responsibility for making the decision to breastfeed onto individual
women. Kukla asserts that this advocacy strategy causes a “distortion in mothers’ moral
perception” (1996:176) that causes women to locate blame in themselves and ultimately
limits their autonomy. As Hausman also points out (2011: 78) Kukla employs the
language of the “benefits” of breastfeeding that present breastfeeding as something
“extra,” beyond the norm, and implies that these “benefits” are only marginal and do not
warrant the above moral impositions on mothers.

Finally, Hanna Rosin and Joan Wolf are also concerned with the moral obligation
of breastfeeding and the consequences of this responsibility for women, but they do so by
more explicitly challenging scientific claims that support breastfeeding. Rosin is
primarily concerned with the patriarchal implications of imposing this responsibility on
mothers, although she also makes claims about larger issues of inequality (see Chapter 4).
Wolf argues that breastfeeding advocacy constitutes an important part of a neoliberal
construction of biomedicalized risk culture that embraces an ideology of “total
motherhood,” where mothers operate as solely concerned with managing and minimizing

risk for their children. Both Rosin and Wolf, the latter much more intensively, review the
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medical literature on breastfeeding and conclude that in industrialized settings the
benefits of breastfeeding are minimal and therefore do not warrant public health
advocacy. Both authors suggest that medical efforts to promote breastfeeding rely on
science that is not rigorous and vastly overstates the health effects of breastfeeding. They
reject the significance of breastfeeding in women’s and children’s physiology and
consider the decision of breastfeeding a “choice” that should be made by women and
their families on their own, without the imposition of government-led advocacy.

Hausman (2003, 2009, 2011) argues that the assumption of breastfeeding having
only marginal health effects underlie Blum’s, Kukla’s, Rosin’s, and Joan Wolf’s
arguments. If this assumption was found to be incorrect, however, it would make these
feminist arguments significantly less tenable. It is beyond the scope of this dissertation to
enter into the specific details of research on breastfeeding, but in agreement with many
others who have reviewed this work, my own reading of the research leaves me quite
convinced of the substantial health consequences of not breastfeeding (see U.S. DHHS
2011 for a review). I also agree with numerous critics of Rosin and Joan Wolf, that these
authors make significant errors and omissions in their approach to the literature, and
consequently reach incorrect conclusions (cf. Hausman 2009, and responses to JB Wolf
by Hopkins 2007, Heinig 2007).

Furthermore, a social historical assessment of the growing prevalence of artificial
milk formulas makes it quite difficult to see these products simply as a triumph of
“human ingenuity,” as Joan Wolf suggests (2011: 150). Indeed, it is striking to observe
the ideological erasure of how breastfeeding came to be replaced with a substance
manufactured from the body of another lactating animal with the addition of various
bioengineered additives derived from diverse sources. While Joan Wolf’s critique of the
science is the sharpest among these feminists, I suggest that all of them embrace a rather
uncritical, “technocratic” (to borrow Davis-Floyd’s term 2004 [1992]) perspective on
infant formula that is highly problematic. First, this perspective downplays the political
economic, historical, and sociocultural forces that have made formula possible and
continue to enable its enhancements and global circulation. Second, they do not devote
adequate attention to the heterogeneity of biomedicine’s relationship with infant feeding:

the rise of science and biomedical research that underlies both the production of infant
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formula and the science behind breastfeeding advocacy as well as the substantial debates
about breastfeeding within biomedicine. Therefore, I argue that although these critics aim
to oppose biomedical authority, in fact they embrace a form of biomedical authority that
is deeply entwined in neoliberal global assemblages of capitalism.

This argument leads to my final discussion of the language of “choice” and
“autonomy.” These terms have been employed by proponents and critics of breastfeeding
promotion. Bernice Hausman eloquently demonstrates how the notion of “informed
choice” in breastfeeding has actually led to the conception of breastfeeding and formula
feeding as essentially equivalent (see 2003, 2011). Furthermore, Hausman, along with all
feminist critics mentioned thus far, finds advocacy efforts that position women as
individuals who can freely choose breastfeeding without any regard to their social
circumstances unacceptable. Hausman draws on historian Rickie Solinger’s (1998, 2001)
work on reproduction in the U.S. to argue that the language of choice, instead of
producing a greater set of possibilities, actually distinguishes those who possess the
privileges of making these “choices,” thereby contributing to greater inequalities. To
further this argument, we need to examine the concept of “choice” in the context of
ideologies of personhood that portray people as discrete, rational decision-making entities
that have been propagated in the global spread of neoliberalism (see Introduction).
“Choosers,” in this sense, are distinguished by their social position not only to engage in
certain activities but also in patterns of consumption that are constitutive to their
personhood.

Anthropologist Christa Craven’s (2010) ethnography of homebirth midwifery
movement in the U.S. shows how deploying neoliberal consumerist choice rhetoric in a
social movement can lead to reinforcing historical inequalities along the lines of social
class and race. Returning to my earlier discussion of the feminist critics above, I find the
references to the constraints placed on choice and autonomy by breastfeeding advocacy
efforts without adequate exploration of other political economic elements shaping these
choices (e.g. commercial interests, physician entanglement in these relations, etc.)
especially worrisome. Using the discourse of a supposedly freer choice, it seems to me,
does not produce greater freedom, but instead contributes to the production of a particular

kind of consumer, thoroughly immersed in local-global capitalism and the perpetuation of

90



the inequalities of production and reproduction. Ironically, this consumer is itself a
product of the very neoliberal ideologies critiqued by Blum and Joan Wolf.

To conclude, I maintain that a more complex, relationally grounded analysis
similar to Van Esterik’s and Hausman’s, that attends to the heterogenous landscape of
biomedicine’s interactions within society, offers a way forward for feminist discussions.
Furthermore, examining the embodied aspects of these interactions can provide insight
into both the qualities of relational experience emphasized by Rothman (2008) and the
lived experiences and local biologies of inequalities (cf. Mullings 2006, Lock 1993). This
approach opens up the possibility for engagement with a form of biomedicine that is
similarly oriented, and that fosters an ecological model of interrelationships (Van Esterik
1989), ameliorates the embodied consequences of inequalities, and ultimately serves as a

vehicle of greater social justice.

Conclusion

Through the three interrelated frames focusing on points of tension and
contention, I have shown that a historically oriented sociocultural analysis of
biomedicine’s involvement in breastfeeding and infant sleep can help develop a nuanced
perspective that resists simple dichotomies. I have suggested that anthropological
analysis is particularly well-suited to the study of complex problems, such as the multiple
ways in which biomedicine has become involved in and has transformed our
understandings and lived experiences of these bodily processes. Such an investigation
must consider specific local manifestations of biomedicine through ethnographic and
comparative study of social relations instead of presuming its existence as a monolithic
category.

The historical transformations in childbearing that I outlined above form the
background for understanding the present-day moral dilemmas confronted by my
participants. Whereas breastfeeding continues to be entangled in images of idealized
motherhood, buttressed by new scientific claims for its superiority, the everyday aspects
of practicing breastfeeding remain mired in the legacy of cultural ideologies that enabled
artificial formula milk feeding to supplant breastfeeding during the 20" century. Thus,

families face a paradoxical situation in which the idea of breastfeeding is publicly
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valorized, but its practice is nonetheless stigmatized, and constrained by innumerable
barriers. In the subsequent chapters I explore how families navigate these quagmires and

the embodied moral dilemmas that arise from them.
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CHAPTER 2
MAKING BREASTFEEDING PARENTS IN CHILDBIRTH EDUCATION
COURSES

Childbirth education courses have become a mainstay of preparations for middle
class couples expecting their first baby. These courses constitute an essential American
rite of passage through which women and men become mothers and fathers, respectively
(Davis-Floyd 2004 [1992], Reed 2005, see Chapter 4). In this chapter, I will demonstrate
that this rite of passage, however, comes with a price tag. High quality childbirth
education that includes breastfeeding courses is a consumer good that middle class
expectant parents seek out and to which they devote considerable resources of time and
money in an effort to ensure that they undergo the best possible preparation for having a
baby. As such, these courses comprise a part of middle class consumption practices in the
process of preparing to become “good” parents, who provide the best possible start for
their baby (cf. Layne 1999, Bryant et al 2007, Avishai 2007, Bryant 2010). Although the
selection of childbirth education courses is mainly driven by distinctions among
approaches to childbirth, learning about breastfeeding in order to pursue the medically
endorsed and morally superior option for infant feeding fits neatly into this package of
goods (see Chapter 1). In this chapter I will explore how participating in childbirth
education shapes expectant parents’ personhood and produces particular kinds of
breastfeeding parents.

Davis-Floyd’s (2004 [1992]) analysis of popular childbirth education courses
revealed important differences in the content of these courses and their transformative
power to socialize expectant mothers into particular ideologies of childbirth that affected
their birthing experiences. Similarly, I will argue that childbirth education significantly
affects how parents practice breastfeeding. Expectant parents learn specialized
knowledge about breastfeeding that is contextualized by other realms of knowledge about

birth and sleep in childbirth education that intimately affect breastfeeding. Moreover, I
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will suggest that in the process of sharing knowledge about the bodily processes of
childbearing, childbirth education courses also offer models of parental personhood for
participants. By attending these courses, participating in exercises, and purchasing the
recommended materials, participants engage in a socialization process towards these
models of parental personhood.

Using ethnographic evidence from two local childbirth education organizations in
Green City that both support breastfeeding, I will show how each organization constructs
different models of personhood for expectant parents. Holistic Center presented
breastfeeding in the context of “natural parenting” that explicitly critiques mainstream
American cultural approaches towards childbearing. “Natural parenting” is part of a
larger social movement that traces its roots to the 1960s, which radically critiques
capitalist regimes of living, is strongly anti-consumerist, and is highly skeptical of
medical approaches to the body (cf. Bobel 2002). These ideologies also fit in with
growing trends towards “ethical consumption” wherein purchasing decisions are
evaluated within the context of social responsibility, as in purchasing fair-trade coffee or,
selecting appliances that reduce their environmental impact (cf. Barnett et al 2010, Wilk
2001, 2009). The curriculum and material culture of this organization focused on
normalizing breastfeeding as a cultural practice within the context of birth and the daily
experiences of parenting. In contrast, Family Center advocated for breastfeeding
primarily as a health benefit. As such, breastfeeding was presented as a “choice” that
couples could make a part of their informed decision-making. Thus, breastfeeding’s ties
to other realms of childbearing and the daily experiences of breastfeeding as part of
parenting were only minimally explored or, in the case of controversial practices, such as
co-sleeping, avoided altogether. Hence, breastfeeding was an optional “add-on” to fairly
conventional parenting practices.

I will show that each organization attracted different clientele, although with
considerable overlaps between their populations. Couples selectively embraced different
aspects of the models that they were offered, resisting reductionist characterizations.
Nonetheless, amidst the intensifying public health advocacy for breastfeeding, the two
organization’s distinct approaches to breastfeeding in establishing different models of

parenthood warrant additional attention. Chapters 5 and 6 offer evidence that the actual
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practice of breastfeeding, especially nighttime breastfeeding, directly challenges
mainstream cultural conventions of space and time strongly shaped by capitalist
ideologies. In contrast, feeding babies with artificial milk substitutes grew out of
capitalist ideologies of modernity, regularity, and efficiency. The heated moral debates
about infant sleep practices therefore not only reflect distinct approaches to breastfeeding
but also to human relationships in a late-capitalist era. Childbirth education organizations
play a central role in socializing parents into different approaches to breastfeeding
through which couples negotiate competing ideologies of personhood, kinship and
capitalism. Nevertheless, these organizations themselves are part of a capitalist political
economical landscape of stratified reproduction, where privileged “choosers” can
mobilize resources through the exercise of their consumer choices, while “beggars” who

lack these privileges cannot do so*® (Solinger 2001, Craven 2010).

1. Childbirth education as a privileged good

Per the recruitment criteria of the study, all study participants enrolled in some
form of childbirth education at two major local sites in Green City. All but one family
partook in a childbirth education course series (see below), and nearly all completed a
breastfeeding class as well as part of a “package” of courses that also included newborn
or infant care. Childbirth education courses for most of my participants constituted the
main source of in-depth knowledge about the process of having a baby. In addition,
participants talked with maternity providers, read (on-line or physical books and
magazines) and talked with family and friends to learn more. However, few participants
had access to the knitty-gritty details of giving birth or breastfeeding one’s baby from
others who experienced having a baby in the recent past. The few exceptions were those
who had sisters to whom they were particularly close (e.g. Kate, Leslie and Corinne).
Even in these cases, the bulk of specific information originated from childbirth education
courses.

These expert-led courses have replaced guidance from older, experienced kin

because breastfeeding knowledge has been lost in the generations who practiced feeding

**I borrow these terms from Rickie Solinger’s book Beggars and Choosers: How the Politics of Choice
Shapes Adoption, Abortion, and Welfare in the United States (2001).
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with artificial milk substitutes (cf. Avishai 2007, Hausman 2003). The knowledge gap is
widened by American patterns of age segregation where prior to becoming parents
couples often lack exposure to caring for young children. The difficulty of getting
detailed information is compounded by cultural taboos that surround certain “polluting”
aspects of having a baby (e.g. the parts of labor that involve blood or urine and feces, or
breastfeeding in front of others, for instance) as well as by the intense moral scrutiny to
which the process of having a baby is subjected (cf. Battersby 2007). Finally, although
maternity care providers do possess privileged knowledge into many aspects of birth and
breastfeeding, they have little time to share this knowledge with expectant parents.
Rather, couples are expected to take a childbirth education course recommended by the
provider or by the informational materials the provider gave to the families. These
courses then become key institutions for acquiring knowledge about childbirth,
breastfeeding and infant sleep.

Participants in my study took part in childbirth education courses at one of two
local organizations. These courses were the ones most commonly attended by participants
who were planning a birth at the university-affiliated hospital in Green City. The other
local hospital in the past had a working relationship with Family Center, but since this
hospital is part of a larger regional network of hospitals, shortly before my study began
the network decided to institute and promote its own childbirth preparation courses. Thus,
most of those delivering at this hospital attended that hospital’s own courses instead of
the other courses in the area. The participants in my study who chose obstetricians at
University Hospital often referred them to Family Center, whereas certified nurse-
midwives frequently recommended Holistic Center. In addition to these larger
organizations, Green City had several other childbirth education options, including local
chapters of national organizations that promote childbirth with minimal to no medical
interventions.”’ Furthermore, individual home birth midwives and doulas offered their

own private sessions and/or courses in the community. Thus, Green City residents had an

¥ For instance, expectant parents could also choose courses based on Robert Bradley’s (2008 5" ed.) book
“Husband-Coached Childbirth” that advocate no or minimal medical intervention in birth or based on Pam
England’s and Robert Horowitz’s (1998) “Birthing From Within” book that also advocates for minimal
intervention but with more attention to scenarios when such intervention can be helpful. Both of these
courses were offered through individual certified instructors rather than through a larger, center-like
location and neither were reimbursed by insurance plans.

96



abundance of options for formal childbirth education in the community available for
those who had the resources to locate and pay for these services.

The wealth of childbirth education resources in Green City stood in stark contrast
to other nearby communities, reflecting their socioeconomic differences (see Chapter 5).
Neighbor City, for example, did not have the same community resources but because of
its proximity, Green City’s abundance of courses on weeknights as well as on weekends
fulfilled these needs. Rachel and Nathan, Corinne and Jacob, and Kate and Joshua chose
to attend Green City’s courses. Their decision was partly based on their providers’
recommendations and on their sense of the philosophy of the courses. All of these
couples selected birth providers at Green City’s University Hospital. Rachel and Nathan
and Kate and Joshua chose the midwifery service, while Corinne and Jacob chose an
obstetrician there. Although the courses at Green City’s other hospital, that I will call
Private Hospital, were geographically closer to each of these couples, their choice to
deliver at University Hospital made it less likely that they would attend the other
hospital’s courses. Rachel and Nathan chose Family Center, while Corinne and Jacob and
Kate and Joshua chose Holistic Center because of their sense that it was particularly
supportive of childbirth with minimal interventions. Despite the proximity of Neighbor
City to Green City, unlike these three couples, those with transportation limitations,
financial and time limitations and those who did not have adequate educational resources
would not have been able to participate in these courses.

Most other nearby cities and suburbs fared far worse, since in the absence of local
childbirth education options, expectant parents were funneled into hospital-based courses.
These courses have been critiqued in previous research on childbirth education for their
emphasis on simply producing “good patients” instead of truly educating parents on
optimal practices and the reduction of unnecessary medical interventions (cf. Morton &
Hsu 2007, Davis-Floyd 2004 [1992], Rothman 1981). The three expectant parents who
enrolled in my study from beyond Green City and Neighbor City were aware of this lack
of services in their communities and chose to take courses in Green City despite the
lengthy commute to such courses for some of them. Each of these three couples

researched childbirth education options and used their midwives’/physician’s
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recommendations, friends’ opinions as well as their sense of the superior quality of these
resources to ultimately attend courses in Green City.

Two of these three couples in my study planned to deliver their children at one of
the two hospitals in Green City instead of in their own communities because of their
belief that these hospitals provided higher quality care. Kristen’s and Daniel’s choice of
Green City’s Private Hospital was partly driven by the fact that their own community did
not have a closer hospital and therefore driving to Green City did not require going out of
the way. They chose to attend courses at Family Center partly based on their
obstetrician’s recommendation, and partly because Kristen’s familiarity with Family
Center’s philosophy from her mother, who also attended similar courses and was a
proponent of making informed decisions in childbirth as well as in breastfeeding. In
contrast, for Paula and Matthew the decision to go to Green City’s University Hospital
necessitated a significantly longer drive that they felt was necessary to receive the highest
quality care in the area that supported their desire to give birth with midwives and with
minimal interventions. The midwives’ recommendation to attend Holistic Center as well
as hearing that Holistic Center was supportive of “natural childbirth” — childbirth with
minimal to no medical interventions — influenced their decision to attend this site. The
third couple, Lynn and Gary, opted to deliver their child at a hospital closer to their home
that offered an alternative birth center within the hospital, which was staffed by midwives
for those intending to give birth with minimal medical interventions. Lynn was told by
the midwives at that hospital to consider the courses at Holistic Center because they were
the best in the area for those planning a “natural birth.”

Each childbirth preparation site I attended in Green City offered traditional 6-7
week series of evening childbirth preparation courses that lasted 2-2 %2 hours each. The
structure of these courses presented significant challenges for expectant parents.
Expectant parents with stable, daytime work and ample time in the evenings free of other
necessary commitments had a far better chance of being able to participate in lengthy
multi-week courses (see Morton & Hsu 2007). In an effort to provide alternative options
for busy parents, each site in my study also offered condensed courses that could be taken
over the course of one of two weekends (one Saturday at Holistic Center or two

consecutive Saturdays at Family Center of 6-8 hour sessions with breaks for lunch and
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snacks). Ofthe 17 couples in my study who attended the childbirth education series, all
but one couple attended the 6 or 7 week option rather than the condensed weekend series.
Rachel’s shift schedule as a health care worker that included evenings and nights and
Nathan’s coursework and part-time work made it too difficult for them to attend an
extended series and therefore they selected the condensed course. The rates for childbirth
preparation courses were $235 at Holistic Center and $146 at Family Center. Several
major insurance plans covered the cost of these courses, making them more affordable for
participants holding such policies. Holistic Center also offered financial assistance for
qualified applicants.

Childbirth education courses formed the core of offerings, to which classes could
be added on breastfeeding and newborn/infant care. At each site, participants could
purchase a “package” of classes at a slight discount that included both breastfeeding
classes (1 or 2 sessions of 2-3 hours each) and infant care classes (2-3 sessions of 2-3
hours each). Through these offerings, each site aimed to broaden its appeal to different
parents, some of who wished to take the full array of classes while others wished to select
only a particular course. Parents usually had to pay out of pocket for these courses
(Breastfeeding/Infant Care courses were $60 each at Holistic Center and $49/$65,
respectively, at Family Center).

Researchers have noted that while participation in childbirth education classes had
declined overall, participation remains high among white, older, wealthier, educated, and
married women (Lu et al 2003). Although I did not conduct a formal survey of childbirth
course participant sociodemographic characteristics,”’ my observations during my
participation in these courses reflect similar findings. In the courses I observed (including
childbirth education series, infant care courses, and breastfeeding courses), the majority
of participants were married (as evidenced by wedding bands), white couples in their late
20s and early 30s. There was one same-sex couple, Petra and Julia, in the courses |
attended who were married in a ceremony not recognized by the state. They were the

only couple in my study who did not participate in the childbirth preparation course

*Such investigation would have been helpful but was not possible because of concerns over the privacy of
those attendees who were part of my observations through fieldwork at the research sites, but did not opt to
become core participants of my research, and the level of comfort for expectant parents in the courses.
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because they did not feel comfortable being the only same-sex couple amidst all
heterosexual couples. Their experience reflects the heteronormative conventions of these
courses (cf. Reed 2005). I encountered only a few single mothers during my observations.
Based on introductions at the beginning of class and in informal conversations during
breaks, most participants held white-collar jobs and were well-educated. All of these
trends reinforce the notion that more privileged groups are over-represented in these
classes.

Part of the sociodemographic trends among participants could be explained by the
composition of Green City since it reflects the geographic disparities in the region.
Because Green City has a significantly more educated and wealthier population, these
trends are apparent in the courses. Indeed, I noted the relatively high portion of foreign-
born participants in these courses (from Europe, the Middle East, and a few from other
countries in Asia and in Latin America), compared with other studies of childbirth
education conducted using nationally representative demographic samples (cf. Lu et al
2003). This trend reflects Green City’s university’s international reach, making this city
exceptionally globally diverse in the state.

There were also, however, notable absences of certain groups based on Green City
demographics. For instance, Asians, who constitute 12% of Green City’s population were
under-represented (U.S. Census Bureau 2000). For some Asian couples language barriers
may constitute a significant barrier, since it is often the men in many couples arriving
from Asia who come to work at the local University while their wives may not have as
much experience with English. In one class I observed one such couple from Korea,
where the husband translated for his wife. But it is also possible that there are different
conventions that surround birth in various ethnically Asian groups. In several Asian
nations pregnant women are expected to follow doctors’ instructions and not have a plan
of their own. In China and many areas of Korea women face Cesarean section rates of
50-75%, essentially establishing surgical birth as a norm to which pregnant women not
only submit but often welcome (Betran et al 2007, Harvey and Buckley 2009, Davis-
Floyd et al 2005, Lee et al 2009). In these contexts, the need for childbirth education may
not be assumed to be necessary since women and their families are simply expected to

rely on the authoritative instructions of the obstetrician.
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Another notable absence was the lack of African American participants in the
courses that I observed (although I did encounter an African American couple in a course
during my observation period in which I did not participate due to scheduling conflicts).
Although Green City has a small Black population of approximately 9%, over 30% of
Neighbor City’s population is Black (U.S. Census Bureau 2000). Because Green City
serves as the local hub of childbirth education, one would expect a larger number of
Black participants. Although Blacks may be disproportionately affected by lack of access
due to higher rates of poverty, I believe that another factor underlies this absence.
Because childbirth education courses were started by and are run by educated white
women, there may also be a sense that childbirth education courses are not inclusive and
not directed to meet the needs of Black families. Furthermore, there is a long tradition of
white women and men being in authoritative positions over Black women’s reproduction
that may also deter Black expectant parents from participation (Roberts 1997). Similar
arguments have been made by other researchers who have noted the underrepresentation
of Blacks in other studies (cf. Lu et al 2003).

In addition to these larger trends, I detected more subtle differences in the
demographics of the two locations at which I conducted my observations. At the more
mainstream childbirth education location I call Family Center, I observed a wider array of
professions, some of which included blue collar workers (e.g. a truck driver), and a
woman who expressed serious concern about being able to continue working once her
baby was born due to job insecurity and the amount of time she had to take off.*' In
contrast, at Holistic Center the few blue-collar workers I met were men married to
college educated white-collar administrators. For instance, Gary was a welder, who was
married to Lynn, a project manager. I did not hear any concerns about job security in the
discussions during or after classes, although these concerns may have been simply kept
private. I also had a sense that participants at Holistic Center were slightly more
educated, since many of them conducted research about childbirth prior to selecting their
course and they had to do extra work to locate this resource in contrast to the larger, and

nationally recognized option of Family Center.

3! Although both Kristen and Daniel were laid off during the course of my study, their positions were both
white collar, secure jobs, when they took their childbirth education courses at Family Center. They were the
most affected by the consequences of the financial crisis that was unfolding towards the end of my study.
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One of the major differences between the two sites was the larger proportion of
women at Holistic Center who mentioned that they planned to take more extended time
off or not return to work after having their baby. In similar conversations, I also noted
that several men planned to take lengthier leaves as well. In contrast, when an instructor
in the breastfeeding course at Family Center asked participants about their plans for after
the baby is born, all women responded that they were planning to return to work.
Furthermore, only a couple of men I met mentioned planning a longer leave. Based on
their jobs, couples planning for longer leaves and employment breaks did not seem to be
significantly wealthier than other couples. Instead, it seemed likely that these families
were prepared to live on a lower total income than those where both partners returned to
work. The ideology of cutting back on work-time in order to spend more time with
children is aligned with the intensive model of parental engagement that “natural
parenting” philosophies espouse (Bobel 2002).

Some of the sociodemographic differences I observed at each childbirth education
site derive from the specific clientele of each organization. Attendees at Holistic Center
were primarily clients of midwives and were led to Holistic Center by their provider or
through the same research into birth options with minimal medical intervention that led
them to select midwives in the first place. They desired education that supported their
birth plans as well as their strong commitment to breastfeeding. Because having a
midwife and a deep interest in breastfeeding is not the cultural norm in the U.S., the
families who could locate and take advantage of these community resources were likely
to have distinguishing sociodemographic characteristics as well — probably most
prominent in the area of educational attainment. In contrast, fewer of those at Family
Center were interested in birth with minimal medical interventions. Similarly, not all
chose to breastfeed their babies. Most were clients of obstetricians rather than midwives.
Since they were more representative of mainstream cultural choices, these clients likely
reflected a wider range of sociodemographic characteristics than their counterparts at
Holistic Center.

Despite distinguishing characteristics in the profiles of the two sets of clients,
there was also some variability in who came to each course. First, there were clients who

selected providers — both midwives and physicians — at Private Hospital in Green City
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but chose not to take that hospital’s own courses, enrolling instead in either Holistic
Center’s of Family Center’s courses. Jocelyn and Samuel, for example, chose a
midwifery service at that hospital, and courses at Family Center. Second, there were
clients at Holistic Center who were cared for by physicians, and clients at Family Center
who were cared for by midwives. For instance, Corinne selected a physician but chose to
attend Holistic Center’s courses because of her strong interest in “natural birth” and
breastfeeding. Finally, the degree of interest in course offerings and commitment to each
organization’s philosophy was variable among participants. For example, Jocelyn and
Samuel were strongly committed to natural birth but were enrolled in Family Center
courses. Similarly, Johanna was open to the possibility of using anesthesia in labor but
was strongly committed to breastfeeding, and she and her husband enrolled in courses at
Holistic Center. Each organization’s staff was aware of this diversity, and wished to
provide a respectful climate that offered learning opportunities for different clients.

To sum up, based on the contrasts in the availability of childbirth education by
location and on the sociodemographic profile of the participants, it is clear that high
quality childbirth education is a privileged good. Both organizations reflect a bias
towards older, white, wealthier, more educated, heterosexual, married couples. Although
books, television, and websites offer a wealth of information, many parents find it
difficult to evaluate the credibility of this information. Those with fewer educational
resources are at a particular disadvantage in being able to access materials such as
scientific articles or expert discussion that evaluates childbearing practices. In addition to
these outcomes, being able to locate and participate in extensive educational resources for
childbirth and beyond reflect middle class consumption practices. Consuming these high
quality services not only likely produces better outcomes in multiple aspects of
childbearing (cf. Lu et al 2003) but also constitutes part of the rites of passage of
becoming middle class parents. Therefore, the process of selecting these courses and
making the extensive commitment to participate in them reflects couples’ efforts to
become good parents for their baby.

The differences I have noted between the two childbirth education sites point to
more subtle dynamics of social class at work at the two sites. These issues warrant

additional attention in larger studies since they may provide a more specific portrait of
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how families select childbirth education courses as well as differences in knowledge and
access about specific resources that may have a significant impact on how participants
ultimately approach different aspects of childbearing. The decisions expectant parents
make about their childbirth education courses matter not only in the actual content of
knowledge they can access at these sites, but also because the ways in which this
knowledge is contextualized within larger frames of social relations plays an important
role in parents’ socialization. Parents negotiated their personhood in relation to the
experiences they acquired in childbirth education and their socialization transformed
and/or reinforced ideologies of parenting, and ultimately contributed to developing
parents’ personhood. In the following section I discuss the different models of parenting
each organization offers in their childbirth education courses, with particular attention to

the role of breastfeeding.

2. Learning to breastfeed in childbirth education courses

High quality childbirth education courses include courses not only on childbirth
preparation but also on breastfeeding and newborn care. Breastfeeding education is
situated within the larger context of the educational goal of these institutions, which
retain a primary emphasis on childbirth. The legacy of the history of childbirth education,
which emerged in the context of the natural childbirth movement that challenged routine
medical interventions in birth (see Chapter 1), is apparent in the structure of the courses
that devote 6-7 weekly sessions to birth compared with one or two sessions to
breastfeeding and newborn care each. Thus, although breastfeeding is considered an
important part of childbirth education, it receives considerably less attention compared
with the enormous emphasis on preparing for childbirth.

Both physicians and hospital-based midwives recommend that pregnant women
and their partners attend childbirth education courses. Many of these providers also
recommend that those intending to breastfeed attend a breastfeeding course. Due to the
history of breastfeeding in the U.S., breastfeeding beyond the first few months remains
fairly limited. First-time mothers and their partners may never have seen a baby
breastfeeding and because birth takes place at the hospital and the next few weeks are

most often spent at home, even fewer have first-hand experience with a breastfeeding
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newborn. Breastfeeding courses have been developed by childbirth education
organizations in order to provide basic knowledge that enhances breastfeeding success as
well as to support women in the process. As breastfeeding initiation rates have risen,
breastfeeding courses have become a growing part of the business of childbirth
education.

In Green City, three organizations provide the bulk of private options in
breastfeeding education, of which I was able to observe two.>” In addition, those
receiving public health insurance assistance through Medicaid receive breastfeeding
education as well. Both of the above organizations provide high quality childbirth
education that advocates for women and their partners to make informed decisions in
childbirth and in caring for their children. Despite the similarities between the two
organizations and their support for breastfeeding, however, they had distinct approaches

towards childbearing.

a) Holistic Center

In searching for Holistic Center for the first time, one enters a side-street in a
quiet, old residential neighborhood in Green City near one of the local elementary
schools. If arriving during the summer months, the house in which the Center is located is
not easily visible while driving near the lush trees that line the street. Walking up to the
Center one passes single-family homes on each side. The Center is located in a house,
too, that could be easily mistaken for a family home until one sees the small signs on the
door. The Center shares its space with a local lay midwifery practice. Since the end of my
fieldwork, it has also developed a breastfeeding center and houses a massage therapy
practice. In the past, the site also hosted an organization that provided doulas for those
who could not afford them that has now moved to a different location.

Upon entering the door, the visitor enters the classroom area where cushions,
chairs, and couches are spread in a semi-circle prepared for the class that is about to
begin. On the walls hang slings for sale made in Guatemala by women with whom the

home birth midwives work during their summers. Bookshelves in the corner display a

**I did not explore this program because of my focus on breastfeeding parents who had sufficient resources
to carry out the recommended length of breastfeeding.
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large number of books primarily devoted to “natural birth,” breastfeeding and caring for
the newborn as well as the whole family using non-medical resources, such as herbs,
homeopathy and massage. The rooms on the left house the office of the director as well
as the home birth midwifery practice, while the room in the back provided space for the
doula service volunteers. This area included a supply cabinet for pregnancy tea packets
and a table filled with snacks and drinks provided by doulas in training who also
observed these courses as part of their preparation. Plaster of Paris "’belly casts” of
pregnant women'’s bellies and breasts were displayed on the upper part of the wall. A
small bathroom and kitchen completed this part of the space.

On a chilly winter evening I attended one of the childbirth education courses
offered here. Couples filed in and started filling the semi-circle of seats. Nearly all were
white and in their late twenties to early thirties. Most had wedding rings on their ring
finger. The couples were casually dressed, with little to no make-up on women and hair
that was minimally styled. Men primarily wore jeans and a sweater and women were
similarly dressed in pregnancy pants and loose fitting clothing. Introductions revealed
that many participants were interested in learning more about “natural childbirth,”
minimizing medical interventions, and avoiding a Cesarean section for their births.
Dressed in a long, flowing skirt and a sweater, the instructor told participants that one of
the primary aims of the course was “cultural deprogramming;” to help unlearn what
people have learned about childbirth and then learn a new way to think about the process.

The theme of challenging mainstream ideologies about childbearing reverberated
in all the other sessions of the above course as well as the breastfeeding and newborn care
courses at Holistic Center. In the breastfeeding course one of the aims was to discuss the
cultural obstacles to breastfeeding and to help participants identify ways to overcome
them. Similarly, in the newborn care course, participants were told that whereas they may
encounter many “checklists” of how to prepare for having a baby, particularly in what to
purchase, most of the recommended “gear” is unnecessary. The course instead focused on
interactions between mother, partners and infants and the daily experiences of having a
baby. All of these goals were manifest in different aspects of the courses, from the

materials selected in class presentations to the objects that surrounded participants.
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Together, they offered an alternative path for parenting as well as for fashioning persons
and families.

The courses’ structure replicated the history of the natural childbirth movement in
its heavy focus on childbirth (7 weeks) and significantly less attention on caring for
children (2-3 weeks). Furthermore, breastfeeding was addressed in a separate course from
“newborn care,” reflecting the history of breastfeeding in the United States where
breastfeeding has become a “choice” one makes, not a default norm. Issues about infant
sleep as well as soothing babies were addressed primarily in the newborn care course,
despite the interrelationship of breastfeeding with these topics. Indeed, the fragmentation
of the three courses and their overemphasis on birth could make it challenging for parents
to integrate what they learned in their actual experiences that were physically and
temporally contiguous.

At the same time, this organization systematically countered the fragmentation of
themes in courses by incorporating breastfeeding into every course. Breastfeeding was
not considered merely “optional” at this childbirth education organization, rather it was
assumed that those who wished to learn about minimizing medical interventions in
childbirth or “natural” childbirth were also going to breastfeed their children. That is,
breastfeeding more or less automatically followed “natural childbirth.” Breastfeeding was
also discussed in the childbirth preparation course, often as a default. When feeding was
mentioned, the word “breastfeeding” was usually used. Being able to have unrestricted
skin-to-skin contact with the newborn and breastfeeding whenever the baby desires was
one of the major benefits that was cited for having a birth with minimal to no medical
interventions. This trope was reinforced when the final shots of videos and slideshows
included a newborn baby latched on the breast of the mother, or resting near the bare
breasts of the mother. The visual display of naked bodies with breasts exposed and
newborn babies near them or in the process of breastfeeding underlined breasts as organs
primarily for feeding babies rather than as sexual objects.

The daily practice of breastfeeding was also incorporated into childbirth education
through discussion as well as in the inclusion of a time-allocation activity in the final
session of the childbirth preparation course, where couples were asked to individually

map out their daily schedule after the birth of their babies (I return to this activity in
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Chapter 4). This activity helped participants to visualize the time and labor of
breastfeeding, and also facilitated couples’ planning for the radical reorientation of time
and division of labor that they were about to face. Throughout the discussion it was
simply assumed that mothers would be breastfeeding, which was indeed the plan of all in
the room. The only time I heard of women not breastfeeding was when I participated in a
postpartum doula training at Holistic Center and heard of situations where for various
reasons the mother was not able to breastfeed — after a difficult and/or surgical birth, for
instance, or in the case of grave maternal or infant illness.

In the breastfeeding course, the instructor once again emphasized the connection
between birth and breastfeeding. She mentioned the importance of selecting a provider
that supports a “low tech birth” in light of the rising Cesarean section rates both
nationally and locally. She told participants that the new hospital being built in Green
City will be equipped with surgical suites to meet the demand for a 50% Cesarean section
rate’® and that the rising Cesarean section rates will have serious negative implications
for breastfeeding. Furthermore, she cautioned that medications used in labor would also
likely impact the readiness of babies to breastfeed, reducing their alertness and desire to
nurse. These points situated breastfeeding within the context of Holistic Center’s
overarching critique of biomedicalized childbirth practices.

The instructor incorporated a full discussion of co-sleeping (meant in the specific
sense of bed-sharing) into the newborn care course. She acknowledged that sleep is a
highly controversial topic in the medical community, “probably the most controversial
topic in the class,” and in the parenting community as well. She explained that sleeping
next to the baby is common in many cultures and does not necessarily lead to an increase
in SIDS. She said, “I am not suggesting that you have to co-sleep — it may or may not be
for you” but emphasized that research supports this practice and that there is more
information about it in the packet of resources for the course. The packet contained an
article from Mothering Magazine in which anthropologist James McKenna, a leading
researcher of co-sleeping whose work I discussed in the Introduction and Chapter 1,
authored a referenced summary of current research on co-sleeping that situates

contemporary debates in an evolutionary biological context (McKenna 2002). The

3 The Cesarean section rate in 2006 was 31.6% (MacDorman et al 2008).
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instructor also mentioned that “even” the American Academy of Pediatrics (AAP)
recently recommended that “it’s important to at least have the baby in the room [with the
parents]”. This statement is another example of the critical approach this organization
takes towards medical institutions. In this case, the AAP was not simply used as an
authoritative reference, but instead positioned in relation to anthropological research that
challenged mainstream medical practices. Such a move assumed a sophisticated
understanding of research evidence and its uses in biomedicine.

Material in the newborn care course similarly emphasized the primacy of
breastfeeding by referring to the practice of breastfeeding as something that mothers will
be doing, rather than something that some mothers might do. For example, when
newborn potential health problems were discussed, the instructor spent considerable time
explaining common misunderstandings that surround jaundice — a yellowing of the
baby’s skin and eyes due to the breaking down of bilirubin — and breastfeeding. The
instructor made a strong case that jaundice, rather than requiring supplementation with
artificial milk substitutes, is an illness caused by “not enough” breastfeeding and that
more breastfeeding is the solution to the problem.**

The relationship of breastfeeding and sleep was also reinforced in later
discussions. The instructor explicitly discussed the controversy surrounding co-sleeping
and breastfeeding and referred back to McKenna’s work featured in Mothering Magazine
to suggest that co-sleeping while breastfeeding need not be harmful and is, in fact, the
biological norm for children. The article in the Newborn Care packet (Donohue-Carey
2002) referred to the work of biological anthropologist, Katherine Dettwyler (cf. 1995),
as well as McKenna’s to argue that breastfeeding and sharing a bed go hand in hand and
are beneficial practices. Furthermore, the article challenged the Consumer Product Safety
Commission’s recommendation against co-sleeping (CPSC 1999). Additionally, the
packet included an article from Midwifery Magazine (Quinn 2002) that used research
conducted in Great Britain and New Zealand to argue that chemicals used to treat crib
mattresses and bedding that, in the presence of a common fungus, could be converted into

toxic gases that caused Sudden Infant Death Syndrome. Adrianne and Doug, both

** Treating newborn with infant formula supplementation continues to be a routine procedure at many
hospitals despite evidence that it is not necessary and that the introduction of formula is disruptive to
breastfeeding and potentially harmful for children (cf. Gartner 1994).
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scientists by profession, followed up on this research and used a special cover on their co-
sleeper’s mattress in order to prevent the formation of this fungus and the escape of
potentially harmful gases.

The materials parents were encouraged to purchase underlined the kind of
parenting philosophy the organization was inculcating. After purchasing the services of a
doula and picking up some pregnancy tea (a blend of nettles and raspberry leaves long
used by midwives), parents purchased other products that signaled their interest in
alternative approaches to parenthood. Some of these were available on site at Holistic
Center, while parents could purchase additional items at other locations.

Slings featured at the top of the list, having recently become more mainstream due
to their marketing and distribution in large chains, such as Target and Wal-Mart. This
mainstreaming is largely due to the success of Dr. William Sears’ books, the leading
proponent of “attachment parenting” (see Chapter 1), who has endorsed some of these
products. Mothers were encouraged to make use of slings to carry their children and to
support them during breastfeeding, the slings enabling them to keep their children close
to their bodies and their breasts as sources of continually available nourishment and
comfort while also freeing them to do other activities. Fathers were similarly told to carry
their children close to their bodies in slings and similar carriers. Slings were mentioned in
both the breastfeeding class as well as the newborn/infant care class where “sling or baby
carrier” was listed as the third necessary item after “tiny nail clippers” and “low light or
night light.” Since participants were surrounded by slings hung on the walls of the room,
these slings served not only as material reminders of this particular object’s significance
in parenting, but also became signifiers of the parenting philosophy promoted at Holistic
Center.

The absence of certain objects and their replacement with alternative options
similarly reinforced ideologies of parenting promoted at this site. For instance, in her
discussion of necessary objects in preparation for the baby’s arrival, the instructor did not
mention purchasing a crib. The crib appeared as an “optional” item on the sheet entitled
“Baby equipment — What’s REALLY needed?” in the packet. In contrast, in nearly all
such checklists in magazines, on-line publications and parenting books, cribs appear as a

one of the first items parents need to buy for their baby. In omitting discussion of cribs
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and relegating them to an optional status, the instructor countered mainstream
conventions and referred parents back to the discussion of controversies surrounding co-
sleeping in the earlier portion of the course. Furthermore, directing participants to
Mothering Magazine also connected them to resources advertised in that magazine for
parents who chose not to have their children sleep in cribs. Interestingly, co-sleepers™
were not listed on the baby equipment sheet in the packet, although they were one of the
important objects featured in Mothering Magazine advertisements and were also
mentioned as possible options for sleeping close to one’s child in the course itself. Dr.
Sears has also endorsed co-sleepers as an object useful for parents practicing attachment
parenting (see Chapter 5 for more details on co-sleepers). The omission of the co-sleeper
from the list is likely due to Holistic Center’s promotion of a minimalist philosophy that
critiques the purchasing of potentially expensive and unnecessary equipment (cf. Bobel
2002).

Finally, the newborn care course devoted a large time slot to the discussion of
cloth diapers. The instructor invited the owner of a local cloth-diapering store who taught
the class how to diaper a baby using stuffed animals and gave a presentation on the
different kinds and varieties of cloth diapering options that are available. The packet
featured an advertisement for cloth diapers as well as disposable diapers without
chemicals considered harmful for the baby. Cloth diapers were promoted as both
environmentally friendly as well as safer and at least as effective as disposable diapers. In
addition, while the investment in cloth diapers can be initially quite high, depending on
the style of the cloth diapers one uses (the more convenient styles that resemble
disposable diapers and that are adjustable in sizing can be pricy at about $20/diaper), the
owner of the store emphasized that the total cost of cloth diapering is ultimately lower
than that of disposable diapers. The presentation, practice session, and discussion took
nearly an hour, reflecting the proportionally high level of care and attention paid to the
issue of diapering and selecting the most appropriate materials for this task. The attention
to diapering practices reflected Holistic Center’s interest in reducing the use of

potentially harmful materials on babies that dovetailed with concerns about potentially

** Co-sleepers are three-sided bassinets that are adjustable to the level of the parental bed and attach to it,
thereby providing easy access for breastfeeding while maintaining a separate sleep surface (see Appendix
5. Fig. 3.)
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harmful medical interventions. Purchasing reusable diapers fit into this Center’s
ideologies of reducing overall consumption of children’s products. Furthermore, the
instructor situated purchasing cloth diapers as an act of care for the child’s body as well
as for the environment (cf. Wilk 2001, Miller 1998).

In contrast to the birth preparation course that focused more on the selection of
providers and negotiating the process of birth in a critical manner, the newborn care
course shifted in emphasis to the discussion and purchasing of various materials in
preparation for the baby. It was primarily in this class that parents could use objects that
would be used to care for a baby and materially consolidate their parenting decisions. The
socialization of the courses in which parents participated therefore not only conveyed
information that actively shaped decisions about birth and caring for children, but also
served as an introduction to a material culture associated with these decisions. These
objects, carefully selected to surround the baby’s body, in turn, become signifiers of
specific parental personas. I was witnessing the making of the “natural parent” — one who
espouses “natural birth,” extended breastfeeding, baby-carrying, co-sleeping, and cloth-
diapering, among other characteristics. In this model breastfeeding was situated amidst a

series of other signs that consolidated around a specific persona of a breastfeeding parent.

2) Family Center

This significantly larger organization hosted courses at three different locations in
Green City: one in a room within University Hospital’s medical center, another at a
community center, and the third was located next to the main office of the organization
within an office building occupied by a number of other organizations. Each of these
locations were found in non-residential settings, with the medical center location being
the most institutional and one that placed the course clearly within the medical
framework for birth among the three. Upon entering the main building, a visitor can find
an office with the director’s area and the front office staff area where the bookshelf filled
with resources for expectant parents is housed. The second room contained cushions and
a few chairs spread around the room. This larger organization not only offered childbirth
preparation, breastfeeding, and infant care courses, but also provided an assortment of

additional classes, including a new mother support class, a miscarriage support class, and
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playgroups. Accordingly, the closet housed a wide variety of teaching tools, posters with
information about the stages of labor, diapers and stuffed animals/dolls that were used to
practice breastfeeding positions, diapering and bathing, and children’s toys — categorized
and labeled in large plastic bins that could be easily removed and replaced for each class.

The organization was directed by an energetic woman with four children who has
made a number of important changes to the organization since serving as the director.
Among them is an emphasis on having hands-on experience with childbirth, which was
not previously required for those who wished to become a childbirth instructor. The
childbirth courses were taught by instructors trained and certified by the parent
organization, and the breastfeeding course was taught by International Board Certified
Lactation Consultants (IBCLC).

Breastfeeding was promoted within each of the three courses in different ways,
which helped to mitigate the fragmentation of course content in the three courses to a
certain degree. The critical difference between the two childbirth education sites was that
at Family Center breastfeeding was presented as a “choice,” — for instance, an instructor
prefaced information about the benefits of breastfeeding with the statement “if you
choose to do that.” This discourse was intentionally used in order to be respectful of
participants who may not have chosen to breastfeed and suited the organization’s
emphasis on “informed choice” in all aspects of childbearing, wherein families were
encouraged to use the information provided in the childbirth education courses to make
their own decisions. In the childbirth preparation course, breastfeeding was mentioned as
having many “benefits.” The instructors also emphasized taking the breastfeeding course,
if participants were intending to breastfeed. These discourses replicate the rhetoric of
earlier breastfeeding promotion efforts that I discussed in Chapter 1. By presenting
breastfeeding as a choice that confers additional advantages (rather than the baseline for
comparison) as well as by downplaying the potentially harmful effects of routine medical
interventions in childbirth on breastfeeding, this framing also blunted the course’s larger
critique of institutional biomedical approaches to childbearing.

The breastfeeding course had a slightly different approach since the instructors
here could assume that participants uniformly wished to breastfeed. Nonetheless, the

course content included a section on the benefits of breastfeeding. One instructor chose to
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briefly review the “benefits” while the other simply assumed that those in the course were
already aware of these and went on to provide very specific information about the actual
process of breastfeeding. Not all instructors reviewed this section; one instructor, for
instance, skipped “benefits” to spend as much time as possible on the bodily skills that
ensure successful breastfeeding.

Breastfeeding was largely severed from other aspects of caring for a baby in the
infant care course. In this course breastfeeding was only mentioned on a few occasions,
once again as an option, not as a norm. The objects used in the course included several
related to formula feeding, such as a baby bottle and formula. These objects were used as
demonstration objects of common items used in the care of babies and the instructor
picked up and discussed each item as she presented the course. Because of the omission
of breastfeeding as a topic and the presence of objects related to formula feeding, formula
feeding appeared to be the norm in this course. Thus, one could get the sense that “infant
care” was the default way of caring for babies that included the assumption of formula
feeding, while the breastfeeding course was an “extra” — an additional course for those
engaging in this less common practice.

The isolation of discussion of breastfeeding from sleep arrangements furthered the
sense that support for breastfeeding within the organization was largely separated from
discussions of the day-to-day experience of parenting while breastfeeding. For instance,
sleep arrangements were not mentioned in the childbirth preparation course, with the
exception of when I was introduced at the beginning of class as a researcher interested in
sleep arrangements, including co-sleeping. When the instructor mentioned co-sleeping,
she wished to make this practice appear more normal by saying “it happens more than
you think™ but did not address this topic further in the course. My sense was that since
breastfeeding could not be assumed in this audience, she did not want to steer the
discussion in this direction.

In the breastfeeding course, sleep was mentioned in a way that did not reference
any specific sleep arrangements. Instead, the instructor encouraged as much “skin-to-
skin” contact as possible between mother and baby. She also told participants to keep the
baby close to them at night. In describing the specific details of how to get a baby to learn

breastfeeding well, she repeatedly emphasized unhindered contact between the bodies of
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mother and child from the first moments after birth through the learning process. The
instructor also encouraged participants to pay close attention to the baby’s early signs of
hunger, rather than waiting for them to cry. Throughout the course, the instructor
provided very detailed information about breastfeeding, including considerable time
spent on the bodily positions for breastfeeding and ascertaining that the baby latched
correctly to the breast and was transferring milk. This highly focused approach towards
the specific bodily skills for breastfeeding left little room for the daily experiences or
cultural context of breastfeeding, but enabled participants to draw their own conclusions
based on the information provided. If participants paid close attention to the instructor,
they might have noted that the approach towards caring for one’s baby she described is
facilitated by sleeping next to the baby either in a co-sleeper or in the same bed.
Therefore, avoiding an explicit discussion of sleep arrangements might have opened
possibilities for parents seeking their own paths in the context of the dominant cultural
model of sleeping apart from one’s baby without the instructor getting entangled in the
controversy around bed-sharing. The breastfeeding course’s approach, however, was
largely contradicted in the infant care course.

In the infant care course, the curricular assumption was that all parents would set
up a “nursery” in which there would be a crib and a changing table at the minimum. The
instructor briefly mentioned parents having bassinets in their rooms for the early weeks.
Detailed instructions were given about crib safety both in terms of structural safety to
prevent falls and getting stuck and in minimizing any padding or other materials that
might cause suffocation. Even the location of the crib was discussed in order to avoid
getting entangled in the strings attached to blinds, for instance. But other sleep
arrangements were not discussed and the relationship of sleep and breastfeeding was
simply not considered. The emphasis on sleeping in separate rooms and the omission of
breastfeeding from the discussion of sleep arrangements once again reinforced that
breastfeeding and bodily proximity at night were non-standard practices.

In conversation with Family Center’s director about this course, she noted that the
curriculum was developed by a previous generation of instructors who had not
necessarily breastfed or considered breastfeeding an important issue. The director was in

the process of making revisions to this curriculum in order to shift the assumptions of the
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course to include breastfeeding. At the same time, she was cautious that the organization
should not appear too pushy about the promotion of breastfeeding in order to respect
parents’ decisions and avoid alienating those who have chosen not to breastfeed. I was
empathetic to this position in light of the increasing moral pressure on women to
breastfeed in a cultural setting that offered little support for them (see Chapter 1). At the
same time, I wondered whether the organization could do more to transform cultural
perceptions of breastfeeding.

The lack of systematic integration of breastfeeding with sleep was reinforced by
the parent organization’s informational packet that includes cradles or bassinets as useful
items and then has an entire page and a half devoted to crib safety. Under the heading
“crib and proper mattress” there is a bullet point stating “Place your baby on his back in a
crib with a firm, tight-fitting mattress” and then later a sentence reinforcing this point
again: “Put your baby to sleep on his back in a crib with a firm, flat mattress.” This
section omits all discussion of sharing a bed with an infant. Under the later section
“Keeping Your Baby Safe” and within the page on “Sudden Infant Death Syndrome” the
packet states:

Bed sharing or co-sleeping with your infant may be hazardous under certain
conditions. Care should be taken to observe the recommendations outlined.
Parents who bedshare with their infants should not smoke or use drugs or alcohol
which may impair arousal. As an alternative, parents might consider placing the
crib near the bed to promote ease of breastfeeding and contact.

This latter discussion hints at the possibility that a parent might bring a baby to
bed, and indirectly it is implied that such an arrangement might promote “breastfeeding
and contact.” However, the reasoning behind such arrangements or their potential
beneficial effect is omitted. Instead, even the potential benefits are only considered in the
context of co-sleeping as a safety hazard that should be discouraged and replaced by a
crib placed “near the bed.” Since the packet originates from the parent organization of
this childbirth education facility, it illuminates the fundamental differences in different
organizations’ perceptions of how breastfeeding should be supported.

Despite the limited discussion of breastfeeding in the infant care course and the
lack of attention to the day-to-day aspects of breastfeeding, both the informational

content of the courses as well as the objects associated with parenting had considerable
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overlap. For instance, the infant care course emphasized the importance of baby-wearing
both as a generally beneficial practice and as an excellent way of soothing babies.
Although slings were not displayed in the classroom, the instructor’s advocacy for this
practice was clear. Similarly, she spent time identifying other resources for soothing
babies, which included infant massage. One of the practices also mentioned at Holistic
Center and listed it in their packet of resources. The same instructor also recommended
baby-care books by Dr. Sears. These overlaps were also notable in the birthing class,
especially in both courses’ emphasis on hiring a doula to attend childbirth. Finally, much
of the practical aspects of how to initiate and sustain breastfeeding were quite similar
because both organizations hoped to improve the care women received during childbirth
and they wished to support breastfeeding.

In sum, the boundaries in the socialization of parents between the two
organizations were permeable with significant overlapping areas. Nonetheless, different
kinds of parental models emerged from each organization. At Holistic Center, despite a
traditional curricular model that separated birth, breastfeeding, and infant care by course
and emphasized birth among these three topics, breastfeeding was integrated into each
course in relation to multiple topics. Furthermore, the daily experience of breastfeeding
was considered in great detail, explicitly addressing and challenging cultural conceptions
of breastfeeding, such as length of time of breastfeeding and sleep arrangements in
relation to breastfeeding. In contrast, at Family Center breastfeeding remained largely
segregated within the confines of the breastfeeding course, and largely separated
breastfeeding from its relationship with childbirth and sleep. Breastfeeding remained a
“choice,” not the norm, and in the infant care course the everyday material culture of a

non-breastfeeding norm overshadowed the daily practices of breastfeeding.

3. Consumption of Parenting Models

In the above sections I have argued that each of these courses constituted an
important part of middle class patterns of consumption in preparation for parenthood.
Participants with somewhat different interests gravitated towards each of the above sites;
the two groups selected different consumer options for childbirth education. The two

organizations then reinforced and shaped these interests towards their own specific
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models of childbearing/parenting. In this sense, each organization fulfilled expectations
participants had of them. On the other hand, I also witnessed how participation in
different childbirth education courses resulted in transformations in expectant parents’
views as well as cases where participants found that their own plans and practices were
misaligned with some aspects of the philosophies of the organization.

For instance, Angela and Oliver had initially thought of having a birth at the
hospital attended by midwives. However, upon listening to research about home birth at
Holistic Center and looking into the safety of home birth compared to hospital birth on
their own, they decided to switch to a local Certified Practicing Midwife (CPM) practice
for their care. Their decision was particularly important in light of the enormous
controversy surrounding the safety of home birth in the U.S. The U.K. has supported
women’s access to home birth, while the American College of Obstetricians and
Gynecologists (ACOG) has remained staunchly against home birth on the grounds of
safety (NHS 2007, ACOG 2008, Craven 2010). Most recently, ACOG issued a statement
about home birth that is more open to women making their own informed choices, but
cautions that such a choice entails putting their babies at significantly greater risk (ACOG
2011).*® Therefore, in switching to the care of home birth midwives, especially for their
first birth, this couple broke with major medical organizations. This change in providers,
in turn, influenced their expectations for breastfeeding and sleep.

In home birth care, the midwife remains with the client for a few hours after birth,
observing the new mother and baby and also providing breastfeeding support. Most often,
this early breastfeeding takes place in the couple’s bed and the midwife tucks in the mom
and baby together and leaves them to rest (cf. Davis-Floyd & Cheyney 2009). Although
Angela was ultimately transferred to the hospital for a Cesarean section, upon their return
to home, they continued in the same vein as their plans, aligning them with others who
practiced “natural parenting” and support home birth and birth with minimal
interventions, extended breastfeeding, and co-sleeping. They carried their baby in slings,

used cloth diapers, and researched routine medical interventions, such as immunizations.

%% This most recent statement as well as the research upon which it is based has generated enormous
controversy among birth advocates (cf. Declerq 2011).
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Other participants had come to Holistic Center with an interest in having a
“natural birth” but were unsure whether they would end up asking for anesthetics in
labor. Carol, for instance, attended Holistic Center’s courses because her husband’s
cousin had recommended it. In the beginning part of her pregnancy Carol received care
from a physician but due to a change in her insurance plan needed to make a switch and
had the opportunity to choose midwives at University Hospital. This switch was also
supported by the Center’s advocacy for midwives. Carol also had an interest in “natural
birth,” but did not want to make an explicit commitment to it. She wanted to leave room
to choose anesthetics, should she wish to do so during labor. At the same time, Holistic
Center’s course reinforced her desire for an intervention-free birth, which she was able to
accomplish with her husband’s support. Prior to enrolling Carol already developed the
sense that she would like to breastfeed and stay close to her baby at night, which was also
supported by her husband, Justin, and a doula. The Center’s curriculum once again
reinforced these plans and Carol practiced breastfeeding beyond a year and Carol and
Justin slept next to their son regularly for much of his first year. They carried their son in
a sling and also used cloth diapers. In each of the above two examples, participants
became more aligned with Holistic Center’s model of parenting than they had been prior
to participating in the courses.

While Family Center’s “informed choice” approach included advocacy for
minimally interventionist birth and breastfeeding through the discourse of “benefits,”
this advocacy remained confined within the frame that one’s choices in childbearing are
ultimately of equal value in the long run. Furthermore, both the discourse of benefits and
the material culture of infant care course mostly reinforced mainstream models of
parenting in which breastfeeding increasingly plays a part, albeit in a limited capacity,
isolated from birth and sleep arrangements. For instance, Kristen went into labor feeling
informed and empowered after Family Center’s courses and asked for an epidural during
labor, with which she was very comfortable. She was very also committed to
breastfeeding and therefore made sure that she had ample opportunities to breastfeed after
her daughter was born. Her husband was equally supportive of these efforts. She
breastfed their baby on demand as well, but the couple did not carry her in slings and

used disposable diapers. Their daughter slept next to Kristen for the first two months in a

119



bassinet but then was moved to her own room. These arrangements were not a source of
consternation or difficulty for the couple, they were simply assumed as part of a normal
transition. Kristen’s and Daniel’s experience reflected mainstream ways of birth/caring
for children, except for their exceptional commitment to breastfeeding. This commitment
was supported by their course at Family Center, but did not alter their birth plans,
nighttime sleep arrangements or the material culture of their parenting.

In a similar vein, Rachel wanted to keep her options open in birth and ultimately
ended up having multiple anesthetics in labor. Rachel and Nathan were very committed
to breastfeeding, a commitment that likely went far beyond that of most participants at
Family Center. Their own experiences of breastfeeding ultimately prompted them to
change their original separate sleep arrangements to sharing a bed with their baby as well
as to breastfeeding far beyond one year. Unlike participants at Holistic Center, however,
these arrangements did not arise in the context of previous mentions of them during
childbirth education, and they did not have support for these arrangements nor a
community of other like-minded parents with whom they could share their experience.
Similar to Kristen and Daniel, the material culture of caring for their baby was not altered
— they used disposable diapers and used a more conventional baby carrier instead of a
sling, nor did the shift in sleep arrangement result in the full embracement of “natural
parenting.”

Jocelyn and Samuel represent an example of expectant parents who embraced
“natural parenting” philosophies but selected Family Center. They did not wish for
medical interventions in labor, selected a midwife at the second Green City hospital for
their care, were thoroughly committed to breastfeeding and were open to sleeping next to
their baby when she was born. Although they differed from many other clients at Family
Center, they felt informed and supported in their decisions there. They ultimately gave
birth without anesthesia (albeit with other interventions), and slept close to their baby for
most of the year, used cloth diapers and carried her in a sling. Family Center enabled
them to embrace the advocacy that was a part of this Center’s curriculum. In sum, Family
Center supported and enabled alternative approaches to mainstream parenting ideologies
but did not challenge conventional models of parenting to a high degree. Jocelyn and

Samuel also serve as an example of a transformation they undertook upon reflecting on
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their first birth. Although Jocelyn gave birth without anesthesia with the support of her
husband and doula, she felt pressured by their midwife to accept Pitocin against their
wishes. This experience steered them towards hiring a home birth midwife for their
second birth, a philosophy strongly aligned with Holistic Center but omitted from Family
Center. Thus, this transformation was once again driven by the couple’s own strong
desires rather than motivated by discussions at Family Center.

The differential ability of Holistic Center to shape an alternative model of parental
personhood lies in the shared interest of participants towards “natural birth” and
breastfeeding, which enables Holistic Center to present a more cohesive model of
parenthood to a receptive audience. Furthermore, the Center encouraged participants to
take their courses in their second trimester while the majority of Family Center’s clients
took the course in their third trimester. Beginning the courses in the second trimester
offers greater opportunity to switch providers, locate doula services, and begin to
purchase items in preparation for the baby’s arrival. The early timing also enabled
Holistic Center to lay groundwork for a different philosophy of parenting and increase
the efficacy of its pedagogical goals; expectant parents have more time to absorb what
they learn and make decisions on the basis of their experiences.

Although Holistic Center offered a more unified model of “natural parenting,” it
is important to note that participants did not necessarily fully embrace every aspect of this
model. Just as the examples I cited above from Family Center demonstrated considerable
heterogeneity in childbearing approaches, Holistic Center’s clients selectively incorporate
different aspects of the model with which they are presented. For instance, Leslie and
Alex desired a birth with minimal intervention. They hired a doula to support them in the
process, but they were attended by a physician, and Leslie decided to ask for an epidural
during labor. She felt comfortable with this decision. The use of anesthetics did not
predict this couple’s relationship to other aspects of parenting. Their baby remained on or
close to his mother’s body for the majority of his first few months, with his dad also
participating in other attachment parenting decisions, such as bringing the baby into bed
with them where he remained for the duration of the study.

Similarly, Joy and Jonathan wished to have a birth without medications, and

selected a certified nurse-midwife as well as a doula as well to support them during birth.
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However, Joy remained ambivalent in her ability to cope with the pain of labor. They
were able to have a vaginal birth, but ultimately opted to accept Pitocin and an epidural.
Despite these decisions that did not align with the primary goals of the Center nor with
their own initial desires, they followed many aspects of natural parenting ideologies,
including “attachment parenting.” For instance, although they did not share their bed with
their baby, their son remained in their room very close to them for nearly the entire first
year and was breastfed on demand throughout the day. They held their baby during
nearly all of his waking hours and often carried him in a baby carrier. They also used
cloth diapers in a similar fashion to many others in their Center group.

Finally, Bridget’s experiences described in detail in Chapter 3 highlight that there
was a hierarchy of priorities in parenting approaches. For instance, although Bridget
planned to use cloth diapers as well as to breastfeed her baby for at least one year, when
she faced breastfeeding difficulties, she quickly discarded her commitment to cloth
diapers but persisted in breastfeeding. Thus, Bridget valued breastfeeding far more than
she valued the use of cloth diapers, reflecting that breastfeeding was a foundational, and

non-negotiable part of her construction of motherhood.

Conclusion

In this chapter I drew on ethnographic observations of childbirth education,
documenting middle class couples’ consumption practices in preparation for the birth of
their babies. Avishai (2007), drawing on Linda Blum’s earlier work (1999), has
suggested that these practices fit into larger patterns of middle class ideologies of
motherhood in which breastfeeding is framed as a “project” that requires an enormous
commitment of labor and resources in order to attain idealized notions of good mothers.
Avishai argued that “by framing breast-feeding as a project, these middle-class mothers
are able to access an otherwise potentially threatening, alien, or unintelligible embodied
practice” (2007:136). Indeed, my participants used these courses as pivotal resources in
order to accomplish breastfeeding in a culture that promotes breastfeeding but provides
little structural support for it. In an important departure from Avishai’s discussion that
focuses solely on mothers, in nearly all cases both members of couples participated in

these courses, reflecting their shared commitment to breastfeeding (see Chapter 4). In
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mobilizing their privileged ability to access high quality childbirth education (and later
lactation services), these couples acquired important knowledge about how to
successfully breastfeed their babies.

I have argued that in the process of participating in breastfeeding education within
the larger context of childbirth education expectant parents not only consume knowledge,
however, but also consume different models of parental personhood. At Holistic Center
breastfeeding was enmeshed with a model of “natural parenting,” while at Family Center
breastfeeding was an optional extension of more conventional parenting models.
Although there were numerous distinctions between these two models, the boundaries
between them were porous; although parents undertaking the “project” of breastfeeding
were attracted to the two childbirth education sites partly due to their different
philosophies toward parenting signaled by their approach towards childbirth, they
selectively embraced and were transformed by certain elements of parental personhood
models. The ethnographic data reveals the complexity of particular couples’ decisions,
practices, and purchases and resists stereotypical and reductionist media characterizations
of parents into separate “camps.”’ The participants in my study, like most first-time
middle class parents in the U.S., forged their own, unique paths based on their own
histories and experiences that did not fully fit either model presented by the childbirth
education organizations.

The role of breastfeeding within the two models of parenthood offered by the
childbirth education organization is particularly interesting. Despite the heavy emphasis
on birth in both organizations, in explicitly weaving breastfeeding into discourses about
childbirth as well as into conversations about caring for one’s baby, Holistic Center
consistently contextualized breastfeeding and highlighted the experience of
birth/breastfeeding/other aspects of caring for the baby as a unit. This approach
highlighted the relational elements of different aspects of having a child, while also
emphasizing the significance and lengthy duration of breastfeeding in the entire process

of childbearing. Practicing breastfeeding according to this model that emphasized

3T Recent literature on breastfeeding has also argued that the moralization of infant feeding practices
contributes to growing divisions among mothers (cf. Wolf JB 2011, Lee 2011, Faircloth 2010 a & b). While
such polarization is apparent in the media, especially in the comment sections, I did not encounter these
divisive patterns in my own ethnographic research.
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maternal-child closeness throughout the day and night over many months, however,
presented major challenges for participants, especially in the realm of sleep. The models
presented at Holistic Center made it easier for participants to ultimately embrace
unconventional sleep arrangements, but these arrangements nonetheless conflicted with
spatiotemporal moral orders (see Chapters 5 and 6). In contrast, the links between
breastfeeding and other domains of childbearing were downplayed at Family Center.
Some participants simply figured out ways to practice breastfeeding within the
constraints of the above conventions. Others struggled against the boundaries of these
conventions and selectively incorporated alternative models of parenting (see Chapters 5
and 6).

At the heart of these models of parenting is their relationship to capitalism.
Holistic Center not only provided a cultural critique of capitalist models of childbearing
(of which institutions of biomedicine are crucial), but of a capitalist way of life as a
whole. Family Center, in contrast, did not explicitly offer such a deep critique, and
worked largely within the accepted framework of capitalist ideologies (e.g. capitalist
labor practices that make breastfeeding difficult were rarely mentioned or challenged
except as something that is accommodated with breast pumps). Although the discourse
of “informed choice” attempted to relocate decision-making authority and aimed to open
new possibilities for educated consumers, the lack of social context for non-conventional
“choices” made it quite difficult to attain these alternatives in actual parenting practice. In
real life, “choices” are, of course, highly structured by cultural ideologies, socioeconomic
circumstances, and institutional practices (cf. Solinger 2001, Craven 2010). On the other
hand, while the Center’s broader critique is an important and valuable one, it failed to
acknowledge that it, too, was a childbirth education (and a parental) model to be
consumed, with specific recommendations for patterns of consumption, albeit ones that
differed from mainstream conventions. Moreover, while Holistic Center offered more
preparation for participants to attain non-mainstream options, in evoking the
“naturalness” of the childbearing options it promotes, it also curtailed participants’
decisions. Similar to the La Leche League’s naturalizing discourses about breastfeeding,
mainstream childbearing options in this context carry the formidable stigma of going

against “human nature” (see Chapter 1). Indeed, biological anthropology has been used in
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problematic ways to further such aims (cf. Hausman 2003). Thus, both Centers were
thoroughly steeped in capitalist patterns of consumption and, despite their best intentions,
both shaped their participants’ choices.

Chris Bobel (2002), drawing on her U.S. study of “natural mothers” who
advocated for unmedicated birth, extended breastfeeding, homeschooling and other
similar practices, has argued that critiques of consumerism such as those offered by
Holistic Center are hypocritical in their lack of recognition that they rely on privilege.
Bobel asserts that this privilege is asserted both in the knowledge and material privilege
required to able to participate in this alternative pattern of parenting. Bobel argues that
while “natural mothers” successfully critique consumerist capitalism and the reliance on
biomedical technologies (themselves intrinsically tied to capitalism), they ultimately
reinforce their privilege in doing so. Although Bobel does not extend her analysis further,
Christa Craven’s (2010) recent analysis of consumer choice rhetoric in home birth
advocacy offers additional insights. Although Holistic Center explicitly critiqued aspects
of capitalism, just as in the case of recent home birth advocacy movements, Holistic
Center’s approach relied on marketing this alternative set of consumer options. The
ability of persons to access these consumer “choices” depends on their privilege, thereby
furthering the stratification of reproduction. These critiques echo anthropological
discussions of “ethical consumption” trends outside reproduction, which similarly rely on
knowledge and resources that enable the purchasing of goods in a socially responsible
manner (Wilk 2001, Barnett et al 2010). Thus, it is important to note that critiques of
capitalism are themselves situated within increasingly neoliberal capitalist regimes of
consumer “choices.”

The stratification entailed in “consumer choices” reinforces the need for further
research in the social class differences in who accesses these choices. While my study is
limited in its capacity to illuminate these issues due to its small sample size as well as in
the lack of access to detailed sociodemographic profiles of the clientele at Holistic and
Family Centers, education appears to be an important distinguishing factor among the
largely middle class participants at these sites. As Bobel also noted in her emphasis on
knowledge, educational resources are key to parents’ ability to seek out and purchase

resources that provide alternatives for mediating the conflicted biomedical approaches to
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breastfeeding and sleep and negotiating the challenges presented by these embodied
processes after their babies’ birth.

In addition to the perpetuation of socioeconomic inequalities, Bobel also found
that the “natural mothering” ideology reinforced conventional gender roles, failing to
overturn the intimate ties of capitalism and technology to patriarchy (previously
discussed by Rothman cf. 1989). Women in her study disproportionately stayed at home,
attended to labor-intensive domestic chores, managed their children’s education, and
marginalized the participation of men in parenting. In line with Bobel’s findings, my
participants’ ability to practice breastfeeding “on-demand” and for several months, many
beyond one year, often relied on a male spouse’s steady income and willingness to spend
long hours at work in order to enable their partners to spend time with their babies during
lengthy maternity leaves or while not being employed at all. At the same time, my
decision to label Holistic Center’s philosophy “natural parenting” instead of “natural
mothering” reflects an important difference between Bobel’s and my own study. Nearly
always, it was couples, not simply mothers alone, who participated in these courses. By
focusing on couples, I learned that the majority of spouses in my study actively
participated in the breastfeeding process and in the entire process of
childbearing/parenting and divided the labor entailed therein (see Chapter 4). Greater
attention to mothers’ in the context of their relationships with their spouses, children, and
others thereby revealed a more complex portrait of participating families than that
outlined by Bobel.

On a final note, it is important to recall that although couples consumed different
models of parenting and shaped their own parental personas in their own unique ways in
the process, both patterns of consumption were important moral acts. Daniel Miller
(1998) in his study of shopping in North London argued that shopping is an act of
“lovemaking,” a sacrifice through which shoppers’ personhood and family relationships
were constructed and reinforced. The couples in my study partook in childbirth education
because they wanted to be prepared for the arrival of their children, thereby constituting
themselves as “good” middle class parents who will provide the best possible care for
them. Although Holistic Center had somewhat greater success in addressing some of the

cultural barriers to breastfeeding, the embodied practice of breastfeeding nevertheless led
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to unanticipated moral dilemmas for most parents in both childbirth education courses

that I explore in the following chapters.
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CHAPTER 3
DISPATCHES FROM THE “MORAL MINEFIELD” OF BREASTFEEDING

This chapter provides ethnographic insight into participant mothers’ experiences
of breastfeeding in a “moral minefield” (Murphy 1999:205). British sociologist Elizabeth
Murphy first used the concept of the moral minefield to describe the complex cultural
climate of infant feeding decisions in the contemporary U.K., wherein mothers use
diverse strategies to justify their feeding plans in order to avoid being seen as morally
deviant. Although Murphy’s work documented multiple forms of moral judgment that
surround both breastfeeding and formula feeding, she focused especially on how women
who do not plan to breastfeed and those who switch from breastfeeding to formula
feeding account for their decision. This focus was motivated by the emphasis in public
health discourses in the U.K and elsewhere in the context of global initiatives to promote
breastfeeding, as evidenced by the “breast is best” slogan as well as by health workers’
infant feeding advice. In this chapter I evoke Murphy’s concept of a “moral minefield” to
delve into the moral contradictions of breastfeeding in my own ethnographic setting.
Although their exceptional commitment and resources enabled the mothers in my study
to breastfeed, their embodied experiences revealed difficulties originating from the moral
danger of potentially not being able to breastfeed as well as from the moral hazards
associated with the actual process of breastfeeding. My study documents the effects of
this dual process of stigmatization (Goffman 1963) and the moral labor mothers
undertake in order to mitigate them (Ryan et al 2010, Stearns 2009).

I argue that, although spouses actively participated in many aspects of enabling
the breastfeeding process, mothers were disproportionately affected by the moral scrutiny
to which breastfeeding is subjected. Because in this cultural setting children are breastfed

solely by their biological mothers®® and because fathers are physiologically limited in

** With the exception of rare cases of cross-nursing and professional wet-nursing (cf. Shaw & Bartlett
2010)
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their capability to lactate, mothers are the target of breastfeeding promotion efforts as
well as most of the moralized discourses that surround breastfeeding. Consequently, the
labor of managing breastfeeding stigma becomes part of the larger set of gendered,
embodied work that women undertake for the sake of breastfeeding (cf. Stearns 2009). At
the same time, throughout the chapter I remind the reader that in my study spouses
provided crucial support for breastfeeding and often enabled them to continue to
breastfeed amidst the challenges they experienced, thereby sharing and alleviating some
of this labor (see Chapter 4).

Narrative accounts provide the primary source of evidence for exploring the
effects and experiences of stigmatization associated with breastfeeding. Along with Ochs
and Capps (1996), I view these narratives as inseparably tied to the construction of the
self, “grounded in the phenomenological assumption that entities are given meaning
through being experienced” (21). Narratives are self-fashioning devices par excellence
through which narrators produce “partial selves” that “access only fragments of
experience” (21). Thus, the conversations with me and sometimes with their spouses
illuminate how mothers produce their own partial selves as they attempt to reconcile the
moral contradictions in their breastfeeding experiences. Such conversations constitute an
important part of the fashioning of gendered moral personhood (cf. Zigon 2008) that
conforms to cultural expectations of “good motherhood.”

In the first section I explore the narrative erasure and de-emphasis of the
challenges mothers endure as they attempt to establish and sustain breastfeeding. Next, I
address the severe consequences of internalized moral pressures to breastfeed in the face
of potential breastfeeding “failure.” In the third section I turn to the climate of judgment
that compounds embodied challenges. Finally, I describe nighttime sleep practices in
relation to breastfeeding, which heightened the moral hazards of breastfeeding through
the possibility of infant death. In conclusion, even for families who possess adequate
resources to enable mothers to breastfeed, the embodied experiences of breastfeeding in
this “moral minefield” pose significant difficulties and disruptions for mothers’ moral

personhood.
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1. The Moral Labor of Erasing Embodied Struggles

Many mothers anticipated the challenges of breastfeeding during pregnancy and
aimed to prevent or mitigate them by taking breastfeeding classes. At the same time,
during the childbirth education classes I attended, mothers also described their
commitment to breastfeeding; they were prepared to compromise their sleep and feed
their children as often as necessary in order to breastfeed. These expectations reinforced
the sense that breastfeeding was a “project” that was to be carefully planned in order to
produce desirable health benefits for children (Avishai 2007). This “project” came with a
high bodily cost that needed to be endured in order to provide the best possible nutrition
for one’s child.

Although some challenges were anticipated, mothers were often surprised by the
degree of difficulties they experienced with breastfeeding. Mothers nursed their babies in
various states of exhaustion due to recovering from giving birth, sleep deprivation, and,
for many, breastfeeding difficulties. Furthermore, over half of the mothers experienced
pain as they worked to establish breastfeeding, struggling with engorgement, mastitis,
cracked and bleeding nipples, and babies who could not breastfeed. These difficulties
were often compounded or entirely caused by inadequate support for breastfeeding at the
hospital and from the general lack of cultural knowledge about and support for
breastfeeding. Participant mothers’ struggles and bodily discomfort associated with
breastfeeding echo those in Kelleher’s (2006) recent study of experiences of
breastfeeding among a racially and socioeconomically diverse sample of women who
gave birth in Toronto and in Boston. Kelleher (2006) also found that over half of her
participants experienced pain or discomfort during breastfeeding and argued for greater
scholarly attention to these negative embodied experiences. While some women in
Kelleher’s study gave up breastfeeding because of pain or discomfort, mothers in my
study persevered, relying on their spouses’ and other family members’ support as well as
drawing on professional services.

Although pain and embodied struggles emerged as a major theme in many of my
conversations, chronicling these experiences proved challenging. I found that mothers
repeatedly downplayed or erased their negative experiences in order to realign their

experiences with a positive image of breastfeeding that highlighted the ultimate value of
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breastfeeding. While ideologies of sacrifice are part of discourses of “good motherhood,”
mothers’ negative experiences disrupted idealized images of mothers who joyfully
breastfeed despite encountering obstacles. Mothers’ marked reluctance to discuss
negative embodied experiences drew attention to the social unacceptability of this issue
and the contradictions in moral tropes surrounding breastfeeding.

When I first sat down to talk with Petra shortly after the birth of her son, she told
me that in terms of breastfeeding: “I had no problems, I almost feel guilty about how easy
it was” [emphasis mine].” Petra, a tall, fair, lively woman nearing her mid-thirties,
always welcomed me with warmth and a smile, and carried an enthusiasm towards life
that was infectious. Thus, it took me some time to be able to really understand the
contradictions in her accounts. As I reflected on our conversation, however, it became
clear to me that Petra’s experience was far from “easy.” In fact, Petra had an abrupt
ending to her pregnancy because of signs of preeclampsia®’ and an induction before her
due date. Despite the emotional upheaval of an unexpected hospitalization and painful
contractions caused by the artificial induction hormone, Pitocin, Petra delivered their son,
Anders, without anesthesia with her partner, Julia’s, support and began to breastfeed him.

From the beginning of her pregnancy, Petra was absolutely determined to
breastfeed. After her baby’s birth, her son latched on to her breast without any difficulty.
However, as her milk came in, Petra’s breast became painfully engorged and she also
noticed that Anders was becoming jaundiced.*' She was encouraged to feed him more but
found it challenging to do so because he was “too sleepy to eat.” When she brought
Anders in to the pediatrician, she discovered that her son had lost 10% of his body weight
and feeding him became a major and immediate priority. Petra was determined not to
give Anders formula and was trying everything to persuade him to nurse. She said,

“That’s when I panicked, everything was there, all you have to do is to stay awake.” Petra

3% Fieldnotes, March 2, 2007.

* Preeclampsia, signaled by elevated blood pressure during pregnancy and protein in urine, is a condition
that carries significant risks of death for both mother and her fetus. Depending on the stage of the
pregnancy and the severity of the condition, preeclampsia is addressed with bed-rest, medication and/or
medical induction of labor in order to hasten the birth (Cunningham et al 2009).

*! Newborn jaundice is caused by the accumulation of bilirubin in the body that can be addressed by
providing additional breastmilk or infant formula, which facilitates the breaking down and removal of the
substance (Gartner 1994). Additional treatment, usually phototherapy, may be necessary in acute cases
(Maisels & McDonagh 2008).
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knew that one way to wake a sleepy baby was to strip off his clothes and wipe him with a
wet washcloth. Petra’s mother and her sister were both visiting to help with the new
baby, and both were worried about the baby’s inability to stay awake for feedings
because of fear that he would not be able to eat enough. At the same time, they were also
worried about waking Anders and discouraged Petra from using the washcloth to wake
her baby. With Julia’s ongoing and unfailing support, Petra remained adamant and tried
every strategy to wake her sleepy baby. Due to their persistent efforts, they were able to
keep Anders up so that he could eat frequently and he began to gain weight.

Thus, Petra’s initial statement of having had an easy time with breastfeeding
needs to be evaluated in the context of the intensity of the experiences of childbirth and
the breastfeeding difficulties she experienced. Petra worked hard to downplay these
difficult parts of her experience, even when her own description of her experiences
directly contradicted her characterization of the ease of breastfeeding.

Petra similarly downplayed her exhaustion from nighttime breastfeeding in our
first conversations, only hinting at it briefly in a brief comment that she was “doing fine,
except for the sleep-deprivation,” a state that she seemed to expect as part of the natural
course of events.*> Over time, with explicit questioning, I learned more about Petra’s
growing exhaustion and the various arrangements she and Julia devised in order to try
address it while also continuing to breastfeed (see Chapters 5 & 6). In fact, in all of our
discussions, Petra came across as having constructed a relentlessly positive view of her
breastfeeding experiences despite the challenges she encountered. Our conversations
suggest that these contradictions and selective erasures in Petra’s narratives emerged
partly from comparisons with friends who were unable to breastfeed due to medical
conditions. Petra was grateful for her ability to breastfeed and felt that her difficulties
were insignificant and did not warrant attention when compared to the challenges her
friends endured. These comparisons, however, also buttressed ideologies that
breastfeeding mothers should be joyful about their ability breastfeed regardless of the
difficulties they encounter. Petra, therefore, performed “moral work” in her narratives in

order to align herself with these social expectations (Ryan et al 2010).

* Fieldnotes, April 14, 2007.
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2. The Moral Hazards of “Failing” to Breastfeed

Some of my participants, like Petra’s friends above, faced the distinct possibility
that they would not be able breastfeed. Bridget’s experience below demonstrates the pain
and moral anguish some mothers endure in order to avoid the grave moral risks of
“failing” to breastfeed their children. I had already met Bridget during her childbirth
education course at Holistic Center, and learned that she was enthusiastically preparing
for the birth of her and Roland’s, first child. In her late twenties, with medium-long
brown hair that she often wore in a ponytail, Bridget projected a sense of purpose and
energy. When we met again at a local café seven weeks after the birth of her daughter,
Angelina, Bridget looked at ease with her transition to motherhood and breastfed
Angelina on and off during our long conversation. Based on my initial impression, I had
little reason to suspect that the journey to this day had been far from simple. The
following account draws heavily on our conversation on that sunny but still cold late
winter day.*

After having an unmedicated labor that went very smoothly, Bridget’s baby,
Angelina, was not initially interested in breastfeeding. When Angelina did begin to
breastfeed, she did not stay attached to the breast for very long. The staff at the hospital
noticed that Angelina was having difficulty and the nurses helped with the latch, and the
breastfeeding process seemed to be working at the time. In accordance with the
experiences of many others, however, upon returning home from the hospital the
situation deteriorated. Angelina had such strong (but ineffective) suction that Bridget was
getting “compression stripes” on her breasts and her nipples began bleeding.

The pain prompted Bridget to return to the hospital’s Labor & Delivery service
where she was seen by a lactation consultant who also concluded that Angelina was not
latching on correctly. The nurses offered Bridget a finger-feeding system to take home
that would allow her to rest her breasts.* This system entailed Bridget expressing her

milk using an electric pump as many times during the day and night as possible, and then

* Fieldnotes, March 28 2007.

* The finger-feeding system enables the infant to suckle breastmilk or infant formula from a tube attached
to an adult’s finger. Suckling on a finger resembles the suckling motion from the breast, helping infants
strengthen their suck in hopes of eventually transitioning them to nursing at the breast (Oddy & Glen
2003). This system requires a fairly complex set-up and clean-up after the feeding, and each feeding
session takes considerable time, often lasting one hour to an hour and a half.
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feeding the baby the pumped breastmilk using the finger-feeder. In between finger-
feeding sessions, Bridget also “tried to breastfeed and it hurt so badly” that she could
only breastfeed for 10 minutes at a time. She felt that Angelina was “not getting enough,
so she’s crying,” and these sessions would inevitably end in a frustrated and upset mom
and baby.

Feeding Angelina with the finger-feeder helped to partially relieve the situation
because it enabled Bridget’s husband to feed the baby and for the first time Bridget “felt
that it was not all about me.” Roland took responsibility for the finger-feeding process,
which was complex and time-consuming, while Bridget’s mother, who was staying with
the couple, made sure that Bridget got up to pump regularly during the night and stayed
up to wash all the pump parts to prepare them for the next pumping session. Although
Bridget was grateful for Roland’s and mother’s help, she also “had a lot of mixed
emotions [... and felt like] I wasn’t mothering her [Angelina] because I wasn’t feeding
her.” Despite Bridget’s recognition that Angelina’s inability to breastfeed could not be
attributed to any external factor, she ultimately labeled herself as an inadequate mother
because breastfeeding centered around her body.

Enduring a heavy emotional and physical toll, Bridget — with the support and
encouragement of her family — continued to seek help to address the breastfeeding
problems. She sought help from a private lactation consultant recommended by nurses at
the hospital, who referred them to a craniosacral therapist. Craniosacral therapists (CSTs)
provide alternative medical care by performing subtle manipulations of the bones of the
skull that have led to improving breastfeeding problems for certain babies (Vallone
2004). The practitioner made adjustments but was also surprised by how Angelina
appeared to desire the breast but could not latch on and continue feeding normally. The
CST practitioner sought additional advice from her mentors and colleagues and
encouraged Bridget to return for an additional visit.

The situation reached crisis proportions when Roland had to return to work two
weeks after the birth of their daughter. Bridget’s mother was no longer staying at their
home, although she continued to provide support. During the day, Bridget was alone with
Angelina and with the challenges of feeding her. Already exhausted from giving birth and

the continuing trials of the past two weeks, getting through the day sometimes seemed
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insurmountable for Bridget. Angelina “needed to be held” at all times, otherwise she
would begin to cry immediately, and Bridget continued to be unable to breastfeed her. In
addition, Angelina would not accept a bottle, which meant having to rely on the finger
feeder. Bridget spent her time either engaged in the long process of finger feeding or
pumping her breasts. Pumping was nearly impossible, however, because Angelina was
upset by being put down or not being held close. Bridget described how she was caught
in a cycle of “pumping while she [Angelina] is laying on my lap screaming.” Bridget was
also worried about the rapidly diminishing supply of breastmilk because she could not
pump enough to keep up. Although she never wanted her daughter to have any artificial
milk substitutes, Bridget “finally gave her formula.” Once again, despite these extreme
circumstances, Bridget still attempted to breastfeed “but [Angelina] would scream at the
breast, this high-pitched scream. I’m thinking it’s me. She is really upset because she
can’t feed.” As is clear from Bridget’s own words, she blamed herself because of her
inability to provide nourishment and comfort through breastfeeding for her daughter. This
acute self-blame and despair became part of a constellation of symptoms that led Bridget
to seek therapeutic help for postpartum depression.

For Bridget, as it was for Petra, losing sleep was simply to be endured in the
process of trying to breastfeed her daughter. In fact, she did not mention sleep in our
conversation until I explicitly asked her about it. Yet, when Bridget did address these
issues it became clear to me that both fatigue and sleep arrangements were interwoven
with and further compounded the severity of the situation. Bridget told me that in the first
few weeks after birth she wanted to make sure that Roland would have enough sleep due
to his long commute (see also Chapter 6) and thus removed herself and Angelina to the
couch at first and then to the guest bedroom. This made Bridget feel more isolated from
her husband and contributed to a sense of acute despair. Roland’s repeated
encouragement enabled her to feel comfortable returning to the couple’s bed along with
the baby, which helped relieve this sense of isolation. Although Angelina slept well next
to her parents, Bridget’s sleep was greatly disrupted by regular nighttime pumping
sessions she undertook in order to maintain her milk supply. In our conversation Bridget
mentioned the exhaustion from having to wake up to pump her breasts at night and then

carrying on with a virtually unending cycle of pumping, attempting to breastfeed, and
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soothing her daughter. Thus, while Bridget’s concern of not being able to breastfeed
Angelina overshadowed her experience of exhaustion in her retelling, the extreme fatigue
she experienced was a significant factor in producing the severe situation that led to her
postpartum depression.

Bridget’s mother intervened and insisted on teaching Angelina to use a bottle.
Along with continued help from the cranial sacral practitioner and the lactation
consultant, the breastfeeding problems slowly began to improve. Using a bottle freed up
time for Bridget during the day and Roland during the night. Bridget’s work with her
therapist who supported her through her postpartum depression also began to bear fruit.
Still, it took Bridget about 5-6 weeks to be able to breastfeed Angelina. Even then, she
experienced some initial pain and had to assist Angelina by holding her breast while the
baby fed. Only certain positions worked for breastfeeding, such as the “football” hold,
which entails holding the baby against the mother’s side under her arm. This position
requires positioning pillows to support the baby’s body and is not a particularly
comfortable position for mothers, since they cannot use the back of the chair or sofa for
support. By the time of our conversation, Bridget mastered the football hold and nursed
Angelina with relative ease while also continuing to talk with me. In the meantime,
laying in bed and nursing, a position that is most restful during the night, remained out of
reach. Nonetheless, Bridget ultimately managed to breastfeed and by the time of our first
postpartum conversation she told me that her daughter was “100%” breastfed. Bridget’s
description emphasized individual achievement (or failure) and de-emphasized the social
factors that can make breastfeeding so challenging.

Towards the end of our conversation I asked Bridget to reflect on why she
persevered and kept working on breastfeeding despite all the difficulties she encountered.
Bridget replied: “I wanted to quit so many times, but I couldn’t make myself.” Bridget
recalled that in conversations with her therapist Bridget identified her inability to
breastfeed her daughter as a major contribution to the depression. She often felt that if she
could just figure breastfeeding out, her depression would resolve. Even the therapist, who
was a strong supporter of breastfeeding, questioned her about her decisions.

Bridget continued: “I don’t know how long I would have gone before calling it

quits.” Yet, Bridget noted: “I didn’t feel like I had any other choice.” I asked Bridget
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what she meant by that and she said that although she felt that way about breastfeeding,
she changed her mind on many other aspects of parenting. For instance, Bridget spent a
great deal of time researching cloth diapers and planned to use them for her daughter.
However, in light of the feeding difficulties, “cloth diapers went out the window.”
Similarly, she had planned to carry her baby in a sling and Angelina would scream when
she was put either in a sling or in a carrier she tried to use. Bridget’s family purchased a
stroller a few weeks after Angelina was born, since they did not have it prior to the birth.
Although Bridget easily discarded the aspects of material culture that she had planned on
using in her parenting,*’ Bridget’s desire to breastfeed never waivered.

Upon further reflection, Bridget shared with me that she was “really worried
about what [Roland] would think [if she] quit.” Roland learned about breastfeeding
primarily in the breastfeeding class they took together at Holistic Center. He was very
supportive of breastfeeding and felt strongly that infant formula was not the best way to
feed a baby. Both he and Bridget shared the sentiment that they did not want their
daughter to have formula. Bridget said she “felt that I made this commitment to him to do
this.” In this sense then, breastfeeding was not only a relational practice that involved the
mother and child, but also a “commitment” that entailed Bridget’s relationship to her
husband.

Throughout this process Bridget’s husband was extremely supportive of Bridget
and shared the care of their daughter as much as he could (see Chapter 4). Bridget noted
that her sense of failure did not derive from Roland, in fact, “he never said anything,
never ‘you are doing it wrong.” He’s been nothing but proud of me.” Despite his support
and reassurance, Bridget couldn’t shake the sense that although “Her not feeding was
both of our problem, it was really my problem. Hard to explain, because it comes from
my body.” Thus, Bridget located their daughter’s inability to transfer breastmilk from
Bridget’s breasts in a failure of her own body, and then linked this bodily “failure” to her
sense of “failure” as a mother.

Bridget’s narrative demonstrates that, for her, the potential hazards of not

breastfeeding were grave indeed. Bridget’s difficulties of breastfeeding led her to self-

* See Chapter 2 for a detailed discussion of the material culture associated with different parenting
philosophies.
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blame and guilt despite her supportive husband and mother. Bridget felt that she did not
adequately mother because of her inability to feed her baby, and this sense was
compounded by her misgivings about formula. She was exhausted from pumping,
attempting to breastfeed and finger-feeding around the clock, frustrated and in pain, yet
she did not give up on breastfeeding. The moral blame of “failing” to breastfeed in
Bridget’s case did not originate from specific interactions with others; instead Bridget
internalized the cultural pressure to breastfeed and turned the blame on herself. Bridget’s
ordeal confirms the stigmatization of mothers who do not breastfeed (cf. Murphy 1999).
My data also indicate, however, that the valorization of an idealized version of
breastfeeding and the moral hazards of not being able to breastfeed also lead to the
stigmatization of mothers facing breastfeeding difficulties. In Bridget’s case, even the
continuing attempts to resolve these difficulties and her provision of expressed breast

milk for her baby did not shield her from the toxic influence of mother-(self)blame.

3. Encountering Moral Judgment during Breastfeeding

As I describe in Chapter 5, Corinne’s initial experience of breastfeeding was filled
with pain and exhaustion. Corinne, a librarian in her early thirties with bright blue eyes
and brown hair in a bob haircut, had a wry sense of humor that she used often when
reflecting on her harrowing experience. Corinne nursed through cracked and bleeding
nipples while also spending nights holding her son upright on the couch because her son
would not sleep without her and could not sleep in any other position during the first few
weeks.*® Corinne, like many other mothers in my study, anticipated that breastfeeding
would be difficult and did not dwell on these experiences in our conversations. Similar to
Petra and Bridget, it was only after I directed my questions towards these experiences
that she provided more detailed descriptions of this extremely challenging beginning to
breastfeeding.

As we got to know each other better over time, however, Corinne became more
willing to share her negative experiences with breastfeeding. Through these
conversations it became clear that Corinne’s difficulties in the first few months was

greatly compounded by the moral judgment of various, ostensibly “supportive” relatives

“¢ Fieldnotes, March 13, 2007.
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who questioned her approach to breastfeeding. While Corinne’s sister and her sister-in-
law breastfed their own children and were advocates of breastfeeding, they subjected
Corinne’s breastfeeding to intense scrutiny. Corinne’s and Jacob’s baby fed frequently
and, from just after their return home from the hospital, he spent several hours at the
breast in the evenings. The visiting nurse and the baby’s pediatrician assured the couple
that he was gaining weight, and both of these health care providers as well as Corinne’s
doula explained that this pattern of feeding, called “cluster feeding,” was completely
normal. Corinne’s relatives, however, continued to question her approach to
breastfeeding: “In between talking to them [the health care providers and doula], I talked
to relatives who said, ‘This is not normal, you are not producing milk, the baby is
starving.””"’

Corinne described that the image of the starving baby was so “scary,” that she
constantly questioned her own breastfeeding: “It was weird. All the professionals — doula,
nurses, doctor, said everything is fine, he is growing. And it should have been enough but
it really upset me. Is something wrong with my milk production?”” Both Corinne’s sister
and her sister-in-law felt that cluster feeding was a sign that Corinne was not producing
sufficient breastmilk and that the baby was starving. Corinne’s sister, who breastfed her
own son for two years and was also a La Leche League leader, said, “I don’t know if your
milk really came in.” Thus, even without physical evidence of inadequate weight gain,
Corinne’s body was perceived as not being able to provide an adequate milk supply, and
ultimately she was blamed for subjecting her baby to starvation. These concerns about
not having enough milk recall Bridget’s similar worries and Petra’s urgency in waking
the baby to feed him. Although Corinne’s relatives were advocates of breastfeeding, their
concerns over the actual experiences of breastfeeding revealed a great deal of anxiety and
danger associated with this process. Bernice Hausman (2003) argued that images of
malnourished breastfed babies in the media reflect ongoing cultural skepticism about
breastfeeding, the legacy of the many decades within which infant formula feeding
became the normative standard against which breastfeeding is measured. Hausman
(2011) has since developed these concepts further and suggested that despite medical

perceptions of breastfeeding as important to reducing risks of illness, breastfeeding is

7 Fieldnotes, March 13, 2007.
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also simultaneously conceived as a risky practice, full of potentially dangerous infectious
agents and toxic materials. Despite their understanding of breastfeeding as the preferred
and superior feeding method, by accusing Corinne of “starving” her baby Corinne’s
relatives’ unknowingly replicated this skepticism and undermined Corinne’s
breastfeeding confidence.

The relatives’ solution to the so-called breastfeeding “problem” was similarly
contradictory. They felt that Corinne needed to feed less often, yet provide more
breastmilk for her “starving” baby. Corinne’s account of her relatives’ comments
revealed that cluster feeding was not only problematic in their eyes because it implied a
hungry baby, but that Corinne’s and her baby’s pattern of breastfeeding disturbed other
social expectations as well:

Corinne: Like both of our families are disturbed that he doesn’t use a
pacifier. They think he wouldn’t cluster feed if he used a pacifier.

Cecilia: Why? What is so bothersome about cluster feeding?

Corinne: They think I'm getting into a bad habit, that I'm spoiling him.*

Thus, this breastfeeding pattern not only violated social expectations for the use of the
pacifier (itself a substitute for suckling at the breast), but also indicated Corinne’s
unwillingness to conform to ideologies of children’s personhood that emphasize self-
reliance. According to these ideologies that echo Watson’s behavioralist approach from
the earlier part of the twentieth century, parents must carefully regulate and limit their
response to children in order to avoid over-dependence and “spoiling” them.

Corinne explained that her sister-in-law and her husband’s parents felt that “we
need[ed] to be having meals with hours in between rather than snacking on the breasts all

»* But Corinne identified the profound contradiction between breastfeeding

evening.
advice given in classes and in books and her relatives’ view: “But what I don’t
understand is feed on demand, seems to me, like, if he wants to snack, what am I
supposed to do, he demands it.”*° Corinne therefore was stuck between the contradictory
obligations to feed her child and to limit his breastfeeding. She also noted that the same

relatives “are all snackers” and that “people allow adults to eat at different times” while

8 Fieldnotes, March 13, 2007.
* Fieldnotes, March 13, 2007.
0 Tbid
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they want to regulate babies’ eating habits.”’ Thus, cluster feeding was a touchstone of
breastfeeding criticism because it presented a number of moral concerns about Corinne’s
ability to adequately nourish her child as well as to regulate her child’s feeding behavior
in order to produce a desirable (non-spoiled and well-regulated) person.

In Corinne’s encounter with the stigmatization of breastfeeding within her own
kin network, Corinne was blamed for using her body to engage in socially unacceptable
and potentially dangerous patterns of breastfeeding. Although Bridget did not encounter
this stigma through personal interaction, she internalized the same tropes when she
located blame for not being able to successfully breastfeed her daughter in her own
“failed” body. Ironically, Corinne’s baby grew in length and put on weight so quickly
that his measurements outpaced nearly all other babies in his age group. Corinne later
laughed as she told me, “He stopped wanting to cluster feed, and also the family would
have a hard time making the argument that he is not growing or not eating enough, so I

think this argument is put to rest.”>

The visual evidence of her thriving son then not only
proved Corinne’s breastfeeding success but also removed further moral concerns

surrounding her approach to breastfeeding.

4. The Compounding Effects of Sleep in the “Moral Minefield” of Breastfeeding

Sleep was thoroughly enmeshed in the moral landscape of breastfeeding in a
variety of ways, from concerns over infant sleep practices while nursing to debates about
sleep locations. As I spent time with participants, I became increasingly aware that sleep
deprivation was simply part and parcel of the many sacrifices couples thought they
needed to make in order to breastfeed their babies. In this sense, breastfeeding was a form
of providing nourishment that required nearly heroic work.

First, using breastfeeding to fall asleep was a highly problematic issue. Mothers
who breastfed their babies to sleep were discouraged from doing so by their pediatricians
as well as relatives and many friends. For instance, Corinne’s “pediatrician told me that I
should start to disassociate the breast from sleeping. She said if he looks sleepy, don’t

offer the breast. I said, well, OK, I can do that but it’s gonna be hard. I can’t really

> Ibid
>2 Fieldnotes, April 30, 2007.
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disassociate the two, it’s the only trick I have. How am I gonna get by? I just don’t want
to do that. I’ve got nothing then.”>® Corinne assumed that, in line with her other beliefs
about breastfeeding, this strategy was “one of those things, if it’s more difficult it must be
better.”>* She ultimately decided, however, not to follow her pediatrician’s advice, taking
the risk of potential moral judgment from the doctor or others in her family.

Carol, her thin frame and youthful presence belying that she was in her early
thirties, had already mastered breastfeeding after a difficult start (see Chapter 5), when at
two months postpartum she decided to attend a group for new mothers sponsored by
Private Hospital in order to see if she could make some good connections among the
mothers and learn a few things that might be helpful in taking care of her very lively son,
Jeremiah. During the course of the group, which turned out to be more of an instructional
class, Carol was told in that children must be awake when being put down to sleep, rather
than being breastfed to sleep. The group leader, a nurse, repeatedly told the mothers who
attended the group that putting them down this way would help their babies acquire “self-
soothing” >’ skills. The brochure Carol was given in the group reinforced these messages.
While we chatted in Carol’s living room with Jeremiah bouncing along in Carol’s lap,
Carol read out to me some of her favorite sentences from the brochure in a sarcastic tone:
“Make sure your child has plenty of opportunities to fall asleep on his own” and “Never

let the child sleep next to you [Carol’s emphasis].”®

Although Carol dismissed these
ideas, she was careful not to reveal her own family’s bed-sharing practices in the group.
Furthermore, Carol carefully researched and discussed with other (supportive) mothers
her initial decision to keep her baby in bed to ensure her baby’s safety.

In both of these cases, mothers were expected to follow medical advice in order
to produce children who possess desirable qualities of self-regulation and self-reliance.
Their failure to follow such advice, in turn, signaled their moral failure to produce this
culturally normative person. Corinne managed the stigma associated with the disclosure

of not having complied with medical advice by suggesting that such advice was too

difficult. Carol used a different strategy of secrecy, a common technique for managing

>3 Fieldnotes, April 30, 2007.
>* Ibid

>3 Fieldnotes, July 24, 2007.
% Ibid.
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stigma that is not apparent, since disclosing the “secret” would lead to moral judgment
that discredits the character of the stigmatized person (Goffman 1963).

Although the moral peril of not following a physician’s advice was significant in
the above cases, defying medical guidelines on bringing a baby into bed in order to
facilitate breastfeeding led to much more serious moral dilemmas. As Jocelyn’s and
Samuel’s experience demonstrates, bringing babies into the couple’s bed was equated by
some with potentially killing one’s baby. Jocelyn, an administrator in her early thirties at
Green City’s University, and Samuel, a purchaser for a local delicatessen in his late
thirties, had planned an unmedicated “natural” birth and prepared by attending Family
Center’s courses hiring a doula, and selecting their care with certified nurse-midwives at
Private Hospital. The three of us were sitting together in the couple’s cozy living room,
as Jocelyn nursed their daughter, Deirdre, and they described the details of Deirdre’s
birth. Despite their preparation, Jocelyn had an emotionally trying birth experience with
an unsupportive nurse-midwife. After managing to give birth vaginally without
anesthesia despite being pushed into using Pitocin, the couple faced a new problem.
Jocelyn stated:

I had a rough time at first. Well, partially it was like realizing that she
wasn’t gonna sleep if she isn’t next to somebody and then realizing that
well she wants to sleep in the bed and at the hospital we had this doctor
come in and just like do the horror stories of like “babies die when they
sleep in beds” [using a deep, serious voice]. It was really horrible.”’

Although Jocelyn was still smiling when she said these words, the expression in her
bright blue eyes darkened along the way. It became clear that this exchange at the
hospital had a deep effect on Jocelyn and made it very difficult for her to cope when she
found that her daughter would not sleep on her own.

Prior to birth, Jocelyn and Samuel were open to bringing their daughter into their
bed but also set up a bassinet next to their bed. Now, with their daughter unable to sleep
in the bassinet, Jocelyn was at a loss: “Yeah, I had a rough time. She was not going to
sleep in her bassinet, she just wasn’t... as most kids don’t. And, [ mean, why would she?
[Jocelyn laughs and then we all laugh] She’s been right next to me inside.” Her

daughter’s need to sleep next to her made sense to Jocelyn, but this left her with the only

*7 Fieldnotes, September 23, 2007 for this entire account.
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option of bringing Deirdre into bed with them, which frightened Jocelyn after talking
with the pediatrician at the hospital. Samuel and Jocelyn, both highly informed parents
who examined biomedical advice carefully, spent a great deal of time researching the
pediatric literature about the risks of bed-sharing. They quickly found out about the
controversy in the pediatric community dividing the AAP’s breastfeeding experts and the
SIDS experts (see Chapter 1). They concluded, along with the Breastfeeding Section, that
bed-sharing was safe, if the mother was breastfeeding and if bed-sharing is carried out in
a safe manner. Reading, however, could not allay Jocelyn’s fears. Jocelyn felt that the
pediatrician might have reinforced fears of bed-sharing that were instilled by her mother.
She explained,

Jocelyn: I was thinking back, my mother never sort of came out with don’t
sleep with the baby, she said I slept with your older brother and it
scared [Jocelyn’s emphasis] me because I was just afraid that I
was gonna roll over him. So she never said don’t do it but she put
all these things in my head enough so I was a little bit freaked out
[by the pediatrician] and on top of just not sleeping at all and
nursing. ..

Cecilia: That’s really hard, that’s not a good time to think about...[overlap]

Samuel: [...] killing your baby [laughs]

In this account Jocelyn’s mother used her own experience to caution Jocelyn about the
potential dangers of sharing her bed with her daughter. In the exhaustion after giving
birth, the pediatrician’s much more direct warning compounded the moral hazards
Jocelyn’s mother introduced earlier. Samuel co-constructed the narrative account and
used the verb “killing,” to specify the implication of the pediatrician’s statement and
thereby identified the enormous moral hazards of bringing their baby into their bed in
order to facilitate breastfeeding.

In response to the above dilemmas, Jocelyn and Samuel slept in shifts so that they
could maximize Jocelyn’s sleeping time while also enabling their daughter to breastfeed.
But Jocelyn, even with having lots of room for herself and her daughter, could not sleep.
Over the course of the next few weeks they worked out a system where their daughter
spent part of her time in the bassinet and part of the night with Jocelyn in the bed. While
Jocelyn initially said that she could not go to sleep because of the noises that their

daughter made, Samuel clearly felt that Jocelyn could not sleep because she was worried
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about rolling over on their daughter: “She is not as worried about moving over the baby
and I think that’s what worried her.” My own sense was that while the noises probably
did keep Jocelyn awake, the worry was what sensitized Jocelyn to such a degree that she
could not fall asleep with her daughter.

Even with the new system, Jocelyn continued to worry about her husband
potentially rolling over on their daughter and Samuel simply left when Jocelyn was ready
to have their daughter in bed with them. Jocelyn was clearly torn by her own experience:

Jocelyn: The rational part of my brain says Samuel has never rolled over
me why would he ever roll over on [our daughter] [laughs] but
that’s just... I’'m not gonna be able to sleep through it.

Samuel: Yeah, she won’t sleep period with me in there.

Jocelyn: Because I've read stuff and I know, I know it’s OK, and I know
that if we do it safely it’s just as safe as any other safe thing.

Jocelyn’s intellectual knowledge simply could not alleviate her embodied experience of
not being able to sleep.

In sum, the situation left Jocelyn in a double bind. Initially, Jocelyn was
confronted with the paradox of having a baby who could not sleep away from her body,
but bringing her to bed meant willfully ignoring her mother’s caution and defying a
pediatrician’s advice. As Samuel pointed out, not keeping the baby on a separate surface
implicated that she could kill her baby, leaving her with a sleep arrangement that
facilitated easy breastfeeding and longer sleep periods for her baby but potentially
endangered her daughter’s life. Furthermore, although Jocelyn determined that sharing a
bed would be safe and beneficial for her daughter, she was unable to overcome her
insomnia caused by bed-sharing. Jocelyn’s embodied response to bed-sharing shows the
powerful internalized effects of moral danger, that in this case originated from her mother
and the hospital pediatrician. While not being able to share her bed with her daughter
resolved the potential danger of killing her baby, because Jocelyn understood bed-sharing
with breastfeeding to be beneficial, this also produced a sense of guilt and failure.

Jocelyn’s experience demonstrates that in this “moral minefield” there are no
“winners.” Despite Jocelyn’s success in breastfeeding her baby, the sleep arrangements
— all of which were developed in relation to breastfeeding — meant that she felt morally

compromised as a mother. Jocelyn’s feelings of failure and guilt were compounded by
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displacing her husband, despite his complete support and willingness to leave the bed.
These sentiments echoed Bridget’s concerns about disrupting her Roland’s sleep by
bringing Angelina into their shared bed. Finally, the severity of the situation also derived
from sleep-deprivation, since Jocelyn felt “delirious” from frequent nursing and from her
inability to sleep either next to or away from her daughter. Once again, the moral hazards
surrounding breastfeeding produced an acute period of struggle.

Other participants’ experiences reinforced the sense that family sleep
arrangements, which were developed in relation to breastfeeding, led to similar moral
dilemmas. Rachel and Nathan, a couple in their late twenties, made the switch from
keeping their daughter in the bassinet next to their bed, except for nursing, to sharing a
bed with her a week or so after her birth.”® Rachel felt conflicted about the shift for two
reasons. First, she initially researched sleep recommendations and determined that
separate sleep was safer, partly influenced by her professional training as a nurse. Rachel
recognized that sleeping next to her daughter presented a potential serious safety risk.

Rachel, unlike Jocelyn, was able to overcome her worries and quickly adjusted to
the new bodily practice of sharing a bed with her daughter and breastfeeding her during
the night. Rachel found this arrangement “so much easier” and discovered that she could
sleep through some feedings because “sometimes she just latches on” without fully
awakening Rachel. She was not worried about her husband either, although Nathan
worried about himself potentially rolling over on their daughter in the early days (see
Chapter 4). Reflecting on this transition Rachel jokingly said: “I feel like she is safe. She
hasn’t stopped breathing yet [laughs].” Despite the marked differences between Jocelyn’s
and Rachel’s experiences, Rachel’s laughter revealed a similarity in their narratives.
Jocelyn and Samuel both laughed when they described the pediatrician’s gory depiction
of babies dying in beds and at similarly tense moments where the possibility of death
arose. I suggest that humor and laughter were narrative tools to cope with the gravity of
the implication of potential lethal harm to their babies. Furthermore, Rachel’s insertion of
“yet” in the end of the sentence demonstrates that the possibility of danger is still present

— her daughter could stop breathing in her sleep at any time. Thus, despite the embodied

¥ See Fieldnotes, February 13, 2007 for this entire account.
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ease with which Rachel adjusted to sharing a bed with her daughter, the specter of death
continued to be on her mind.

The moral problems associated with bringing her daughter to bed to facilitate
breastfeeding compounded by Rachel’s training as a nurse. Part of her guilt derived from
the contradiction between her own practice and the instructions she provided. At first
Rachel’s training made her question the safety of her own decision to share a bed with
her daughter. But one she resolved that she was not going to endanger her daughter by
sleeping next to her, there was still an element of discomfort: “I feel like a jerk sort of
because I’m this nurse who tells people ‘always in the bassinet on their back’ and then
I’'m sleeping with my baby.” Rachel’s guilt was assuaged by her conversations with other
moms, when she discovered that they often lied about sleep arrangements to their
pediatricians: “Well it’s funny when you talk to other moms, too, ‘cause they’ll be like,
‘Oh yeah, I slept with all my kids,” you know. And I'm like, OK. ...Everybody is telling
their pediatricians that their baby sleeps in the crib on their back but they are totally in
your bed.” Rachel realized that this was probably one of the most common “secrets”
mothers keep from their children’s doctors, thereby minimizing the potential effects of
stigmatization. In the process of investigating sleep practices, she learned that her mother
and sister also slept with their babies.

Rachel herself did not have to lie to her pediatrician because, although the
pediatrician recommended separate sleep, she also accepted Rachel’s and Nathan’s
decision to share a bed with their daughter (this was their second pediatrician after they
made a switch from a practice that they did not feel adequately supported breastfeeding).
In fact, the pediatrician seemed aware that the daily realities of breastfeeding often
entailed bed-sharing. For instance, on their two-month pediatric check-up, Rachel
recalled the following conversation:

[Pediatrician:] ’So where are you all are sleeping?’

[Rachel:] ‘Well, there is a bassinet next to our bed.’
[Pediatrician:] ‘How often is she really in that?*
[Rachel:] ‘Well, not so much.’

This kind of acknowledgement of bed-sharing did not constitute outright support, but

eased the moral burden of sleep arrangements prompted by breastfeeding. Several
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participants switched to pediatricians during the course of the study whom they felt were
more supportive of breastfeeding, and thereby also of sharing a bed to facilitate
breastfeeding.

Aside from avoiding this topic with pediatricians, some participants also hid their
bed-sharing from colleagues and friends who were not supportive of this practice. Leslie,
a lawyer in her early thirties at Green City’s university, recalled:

I think it is, they make it sound so alarming like you are doing a bad thing,
even when you are talking to other people, they assume he is sleeping in
his own room, ‘Oh, how many times you have to get up to feed him? And
then you have to calm him down and do all these things.” Well, that’s not
really what’s going on.

I just didn’t tell the people at work, [it is] almost like a generational thing.
Before we had him I mentioned co-sleeping™ as one of the options we
might try and they were just like ‘get that baby out of your bed.” They
have very different ideas, so OK, I'll just not bring it up.”

Leslie attributed her colleagues’ negative reaction to bed-sharing to a generational
difference, suggesting that younger people may be less alarmed by this practice.
Nonetheless, these negative moral judgment from these senior colleagues prompted her to
conceal her family’s sleep arrangements. These colleagues were similarly surprised by
Leslie’s continued breastfeeding months after her son was born, reflecting that such
“long-term” breastfeeding remains unusual in mainstream practice as well as their lack of
understanding of the connection between breastfeeding as the driver of family sleep
arrangements.

All of the above evidence suggests that bed-sharing remains a stigmatized
practice in the U.S., that can be equated to placing one’s baby in mortal danger at worst,
and limiting their ability to become self-sufficient at best. Bed-sharing to facilitate
breastfeeding, which ostensibly attests to the maternal commitment to the health of the
baby, is not sufficient to redeem bed-sharing. Shweder et al (1995) identified three key
moral norms in American middle class sleep arrangements: the value of autonomy for
children, the importance of the “sacred couple” that highlights the necessity of married

couples to sleep together, and incest avoidance. In their comparative study of Indian

*? Leslie meant the specific practice of bed-sharing here.
8 Fieldnotes, March 20, 2007.
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parents and white middle class parents from Hyde Park, IL, the authors found that for the
Hyde Park parents incest avoidance was the most important value, followed by the value
of maintaining a separate sleep space for the married couple, and finally by the value of
autonomy. In a similar vein, McKenna and McDade (2005) argued that the extreme
negative attention in the medical literature on bed-sharing reflects deep cultural taboos
about sexuality and incest as well as concerns about independence, rather than rigorous
discussions of scientific evidence. Viewing my findings through this lens, it is easy to
recognize that sharing a bed with children in the context of breastfeeding presents
enormous challenges to these values. Although parents in my study rarely mentioned
anxieties expressed by others about sexuality in relation to bed-sharing, this clearly was
an underlying issue that might be also implied in Leslie’s colleagues’ reaction. The
efforts to disassociate sleep from breastfeeding by pediatricians more explicitly addressed
the issue of breastfeeding/bed-sharing inhibiting the development of independence,
reflecting concerns about children’s acquisition of culturally normative characteristics of
personhood and about parents’ moral responsibility to facilitate this process.

Since bed-sharing is a significantly less common practice in the U.S. than sleep
arrangements that separate couples from children (cf. Willinger et al 2003), it remains to
be seen if the current increase in bed-sharing in relation to breastfeeding manages to
reduce its stigmatized status. The New York Times has devoted several articles to the
topic of co-sleeping in relation to breastfeeding, some of which focused precisely on the
“secret” nature of this practice. These articles similarly suggested that while some
couples were able to reveal their “secret” to supportive friends or family members, others
experienced considerable negative reaction to their sleep arrangements that discouraged
them from sharing their experience with others (Parker-Pope 2007, Harmon 2005)
Furthermore, Kendall-Tackett et al (2010) reported that parents who bring their babies
into bed are much less like to report this practice to health care providers than other sleep
arrangements due to the negative feedback they receive. Thus, bed-sharing practices are
likely to be underreported since their concealment continues to offer parents (especially
mothers) some protection from the consequences of stigmatization. Yet, as we have seen
from the ethnographic examples, the management of this stigma still involves labor and

has embodied costs.
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The stigma attached to sleep practices is further complicated within the
community of breastfeeding parents, where the practice of not sleeping next to one’s
child, and especially using sleep training to achieve separate sleep, could also be
stigmatized. Many participants expressed that they felt guilty considering or pursuing
separate sleep from the baby and/or sleep-training. For instance, recall that Jocelyn felt
bad about having to move her baby into a bassinet for part of the night in order to be able
to sleep close to her without sharing a bed. In a similar vein, as I describe in Chapter 6,
when Johanna began to feel more comfortable with bed-sharing, she could not physically
manage it without bodily pain. Later, she also shared that she felt “guilty” about telling
me about her sleep-training because it had involved “crying it out” or letting the baby cry
itself to sleep unattended, a strategy that is often criticized by supporters of long-term
breastfeeding (see Chapter 1). These statements showed that despite their non-
mainstream status, parenting ideologies that fully embrace breastfeeding could be
similarly morally oppressive in mandating the specific form of breastfeeding practices to
those that dictate the establishment of autonomy for children despite the challenges that
this poses for some breastfeeding parents. Thus, regardless of their specific form,
sleeping arrangements devised to facilitate breastfeeding plunged breastfeeding mothers

into further moral quagmires.

Conclusion

Mothers’ narratives in this chapter pointed to profoundly conflicted cultural
ideologies about breastfeeding. On the one hand, breastfeeding was considered a
desirable moral good whose attainment was supposed to produce joy for mothers. Its
valorized status, however, directly contradicted mothers’ painful and exhausting
experiences of breastfeeding that forced mothers to selectively downplay and erase their
negative experiences. Breastfeeding difficulties were interpreted by Bridget as a sign of
maternal failure. At the same time, the daily practice of breastfeeding violated moral
norms surrounding mothers’ and children’s personhoods. Corinne’s and Carol’s ability to
provide adequate nourishment for their children and to produce children who conform to
expectations of self-regulation and autonomy came under intense scrutiny through

monitoring specific feeding practices and sleep arrangements. Finally, mothers’
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personhood as supreme providers of care was most profoundly challenged by their
potential failure to keep their children alive in the context of bed-sharing, as in Jocelyn’s
account. At the same time, medically “safe” sleep arrangements could also lead to
questions about the adequacy of mothers’ caregiving, as in the case of Jocelyn and
Johanna. In sum, the enormous moral hazards associated with on-the-ground experiences
of breastfeeding attest to multiple sources of stigmatization. Ironically, this insight
suggests that neither those who “fail” to breastfeed, nor those that “succeed” to do so can
escape stigma and its embodied consequences.

Previous scholarship on breastfeeding and morality has primarily focused on the
experiences and strategies of mothers who chose not to breastfeed (cf. Murphy 1999,
2000, 2003, 2004, Blum 1999). Murphy’s research of women who chose not to
breastfeed in the U.K. showed that women were not simply ignorant of public health
advice, instead they drew on their own understandings (e.g. formula is as effective as
breastmilk, breastfeeding is inappropriate, etc.) to make rational decisions about infant
feeding in a particular cultural context. Blum’s (1999) research similarly highlighted how
working class white women and African American women make decisions about feeding
their babies in structural and cultural conditions that make it virtually impossible for them
to do so. African American women explicitly questioned the exclusionary nature of
breastfeeding and chose not to breastfeed as a form of resistance to the dominant white
middle class ideologies of motherhood.

Significantly less attention has been devoted to the moral praxis of women who
are committed to breastfeeding, although the body of research that signals the complex
relationship of breastfeeding women to their own embodied breastfeeding experiences
points in this direction (cf. Stearns 1999, 2009, 2010, Kelleher 2006, Shaw 2004,
McBride-Henry & Shaw 2010). Although Faircloth (2010 a & b, 2009) does not situate
her work primarily in the framework of moral contradictions, her ethnographic study of
full-term breastfeeding mothers in London and Paris illustrates the morally contradictory
position breastfeeding mothers occupy when they engage in the medically-recommended
practice of breastfeeding, yet do so for lengths of time that extend beyond cultural norms.
Faircloth employs Goffman’s construct of identity-work to discuss how mothers

construct themselves in relation to these contradictions and deploy the medical concept of
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risk to defend themselves against marginalization. In contrast to Faircloth, Ryan et al
(2010) explicitly situate their discussion within the framework of “moral work being
undertaken within the act of breastfeeding and related practices that may be neither risky
nor deviant nor resistant” (952). The authors carry out their analysis using Foucault’s
concept of “technologies of the self” and “ethics” as a “relationship to oneself” (952) to
discuss how mothers perform moral labor to address and resolve the moral contradictions
they encounter in their breastfeeding through narrative practices. Drawing on video
interviews with a diverse sample of UK women, they suggest that the moral work women
undertook in their narratives was constitutive of their subjectivity. Ryan and colleagues’
approach resembles Zigon’s (cf. 2011) discussion of the ethical process of working on the
self to construct a moral person, although Zigon’s theoretical approach engages a richer
construct of morality and personhood (cf. 2008).

I suggest that considering the role of stigmatization in the context of infant
feeding practices provides an alternative to the above approaches. My ethnographic
findings indicate, on the one hand, that the moral frameworks that valorize breastfeeding
not only stigmatize those who do not breastfeed, but also those who struggle with
breastfeeding because of the danger of “failure.” On the other hand, most aspects of the
actual practice of breastfeeding are also directly stigmatized, because they violate moral
expectations for mothers’ and children’s personhood and their kin relations. Although
privilege can facilitate the attainment of “successful breastfeeding,” thereby avoiding the
moral charge of “deviance,” it does not offer an escape out of moral dilemmas presented
by breastfeeding. I suggest that the relational, embodied negotiation of stigma enables us
to capture the complexities in breastfeeding mothers’ and their families’ moral
experiences (cf. Yang et al 2007, Kleinman & Hall-Clifford 2009, Kleinman 1997).
Longitudinal ethnographic methodology is particularly well-suited to examine the social
dynamics of moral experience over time, including the role these experiences play in the
making of kinship, personhood, and capitalism. In this framework, my ethnographic
material has provided evidence for the gendered effects of the stigmatization of
breastfeeding and its embodied effects. In the next chapter I turn to men’s contributions

to breastfeeding that play an important role in mitigating the effects of this stigmatization.
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CHAPTER 4
BREASTFEEDING AS MEN’S “KIN WORK”*!

Introduction

A pivotal issue in feminist discussions of breastfeeding is whether
breastfeeding best serves the interests of women or whether it is merely a newly
revived form of patriarchal oppression (Chapter 1). In a controversial Atlantic
Monthly article titled “The Case Against Breastfeeding,” Hannah Rosin (2009)
compared breastfeeding to “this generation’s vacuum cleaner — an instrument of
misery that mostly just keeps women down.” Rosin argued that breastfeeding
mothers’ exclusive involvement in breastfeeding leads to a fundamental
rearrangement of the division of labor that results in greater freedom and power for
fathers and a restricted domestic role for mothers. Rosin’s investigation of the
medical literature prompted her to conclude that the minimal benefits of
breastfeeding in an industrial society simply do not warrant undertaking this
gendered labor of breastfeeding.

Rosin’s critique calls attention to breastfeeding promotion efforts that fail to
address the lack of structural support for breastfeeding, uncritically enshrine women’s
domestic roles, and compound the moral burden for those women who cannot or choose
not to breastfeed (see Chapter 1). Yet, ethnographic studies can offer richer social
perspectives that take us beyond dichotomous views of breastfeeding as “liberating” or
“oppressive” and the unexamined assumption that breastfeeding solely concerns women.
Inhorn and colleagues’ recent edited volume Reconceiving the Second Sex: Men,
Masculinity, and Reproduction (2009) argues for the importance of careful,
ethnographically grounded studies of how men construct and perform masculinity, and

participate in reproduction (see Dudgeon & Inhorn in that volume for an overview of

%1 Portions of this chapter have appeared in Tomori 2009.
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anthropological approaches to men in reproduction). In this vein, my study documents
men’s vital support for breastfeeding among a group of middle class families in the U.S.
and provides unique insight into breastfeeding as a kin-, person-, and class-making
process.”

The focus on men in this chapter offers several important analytical insights. First,
my ethnography provides an interesting example of the reversal of the gender relations
described in di Leonardo’s (1987) classic study of “kin work” among Italian-American
families in California. In di Leonardo’s study women were central to sustaining inter-
household kin relations, a previously unrecognized category of gendered labor di
Leonardo termed “kin work,” so much so that these relationships often diminished in the
women’s absence. I argue that spouses in my study carried out similarly essential “kin
work,” without which breastfeeding would not have been sustainable for many of my
participants. This “kin work,” as I discuss below, entailed the commitment of substantial
resources and labor and constituted an important part of producing kin relations and
fathers’ personhoods.

Second, drawing upon the insights provided by Marcia Inhorn’s (2003) study of
infertility in Egypt, I suggest that breastfeeding in the U.S., similar to producing children
after experiencing infertility in Egypt, is a special site where kin bonds between spouses
are renegotiated and social class is (re-)produced. Infertility in Egypt is a highly
stigmatized condition characterized by systematic discrimination and expensive but often
painful and ineffective treatments. In a similar vein, in the previous chapter I have argued
that breastfeeding (as well as not breastfeeding) is subject to continued stigmatization,
producing serious embodied consequences for mothers. The inability to comply with
cultural expectations in both cases is considered morally problematic, particularly for

women whose bodies are considered the sites of reproductive “failure” (see Chapter 3).

62 In this chapter I restrict my analysis to male spouses in order to address feminist concerns about men’s
involvement in breastfeeding. Julia, the only woman spouse in my study, was similarly involved as the men
I discuss below. In fact, Petra felt that because they were both women, they understood each other’s needs
in a more profound way and therefore Julia was better able to support Petra during breastfeeding than most
men. While Petra and Julia worked towards an equitable division of labor and shared involvement with
their child, the men in my study had similar desires and acted in quite similar ways, reflecting shared
ideologies of parenthood among middle class Americans. At the same time, each heterosexual couple
negotiated these arrangements in different ways, some of which replicated more traditional models of
division of labor than others (see Conclusion for further research possibilities in this direction).
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Furthermore, finding a way to produce children or to breastfeed requires considerable
financial, educational, familial, and emotional resources in societies that lack broad
structural support for these processes (see Introduction and Chapters 1&2). Just as in
Egypt, where learning about, locating and purchasing high quality fertility diagnostics
and treatments is difficult and expensive, obtaining sufficient knowledge, medical
support, and equipment to breastfeed can be fraught with challenges in the U.S., albeit in
a less extreme form.

In both Inhorn’s study and my own, the enduring support of spouses mitigated the
effects of stigmatization. Because obtaining infertility treatments and the resources
necessary to sustain breastfeeding beyond a few weeks are elite goods in these two
societies, respectively, securing spousal support in the production of children among
previously infertile couples in Egypt and in breastfeeding in the U.S. become signs of
and, ultimately, sites for the (re-)production of social class (see also Chapter 2). In sum,
this chapter, along with Inhorn’s work, illustrates how examining men’s contributions to
reproduction can reveal important loci for the simultaneous construction of kinship,

personhood, and social class.

1. Fathers, Work and the Politics of Breastfeeding in the United States

In Chapter 1 I have outlined some of the major historical changes that have
resulted in the shift away from breastfeeding to artificial milk substitutes in the end of the
19™ century and the beginning of the 20" century. Historian Jacqueline Wolf (2001) has
argued that the development of companionate marriage is one of the pivotal influences
that have shaped this shift. In her study of breastfeeding in Chicago, Wolf used letters
and other written materials from wealthy couples that documented their romantic
affections and longing for another as well as how such relationships superseded those
with their children. Wealthy mothers often hired live-in domestic servants, “nurse-
maids,” to care for their children from birth who also breastfed the baby. Later on,
medical recommendations that echoed capitalist regimes of efficiency and self-regulation
reinforced the necessity of the nighttime separation of couples and children as well as the
feeding of children according to strict schedules with the scientifically engineered infant

formulas (cf. Apple 1987). In these idealized models of parenting that presumed middle-
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class status, fathers provided the income for the family while their wives ran an efficient
household that included the socialization of children according to similarly efficient
models. In this account the rise of companionate marriage played an important role in the
separation of mothers and babies and ultimately in the replacement of breastfeeding
altogether.

Yet, marriage was also at the heart of grass roots movements that promoted its
return. Julia Ward (2000) documents that the seven founders of the La Leche League
were married to men who were very supportive of breastfeeding, and some of whom held
medical degrees that leant them credibility and moral authority in the women’s
promotional efforts. Without these men, the League’s mother-to-mother support may not
have resulted in a sufficiently powerful movement to begin to alter physicians’ views of
breastfeeding. Furthermore, it was the League that also enshrined a model of
breastfeeding based on Catholic ideals for companionate marriage in which husbands
supported breastfeeding and shared the division of labor in the home in order to enable its
continued practice (Ward 2000, Tomori 2005). Nevertheless, these marital ideals
continued to assume gendered roles for men as the providers of a family income and
women as the primary caregivers of children. Furthermore, the League continued to
presume the presence of a loving and supportive father, largely ignoring the experiences
of women raising children on their own, with a same-sex partner, or in any other
configuration (Hausman 2003, Weiner 1994). The League has only more recently shifted
its rhetoric to be more inclusive of women employed full-time outside the home (cf.
Hausman 2003, Ward 2000, Weiner 1994).

The lack of support for breastfeeding women in the labor force is particularly
notable in light of the dramatic increase of employed women since the middle of the
twentieth century. Little has been accomplished to alter family leave and employment
practices that make breastfeeding difficult, if not impossible for the majority of American
women (cf. Galtry 2000, Galtry & Callister 2005, Calnen 2007, Blum 1999). As a
poignant illustration of this point, during the summer of 2009 the Ohio Supreme Court
upheld a decision in support of the firing of a woman from her job at Totes/Isomer for
taking 15 minute breaks from her work to express breastmilk for her 5-month old child.

Furthermore, the Ohio Supreme Court ruled that breastfeeding discrimination was
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separate from gender discrimination and did not comment on the language of the
previous decision that claimed: “Pregnant [women] who give birth and choose not to
breastfeed or pump their breasts do not continue to lactate for five months ... Allen's
condition of lactating was not a condition relating to pregnancy but rather a condition
related to breastfeeding.” (Shellenbarger 2009, Harding 2009) By severing the
relationship of pregnancy, birth, and breastfeeding, the Court placed the burden of
sustaining breastfeeding on the working mother, removing any responsibility on behalf of
the employer. This move also reinforced moralizing discourses surrounding breastfeeding
that highlight individual responsibility instead of viewing breastfeeding in the larger
context of the many obstacles that hinder women’s ability to breastfeed.®’

It is no surprise then that educated, wealthier women are breastfeeding at
disproportionately higher rates and for significantly lengthier periods of time (see
Chapter 1). These women have secure middle- and upper-middle class status with
sufficient income from two partners, more generous leave policies, and the educational
resources necessary to be able to breastfeed. Since sustaining many months of
breastfeeding is challenging even for these women, however, some decide to take a more
extended break from employment in order to enable them to continue to breastfeed and
provide an intensively engaged model of parenting of which breastfeeding is a part (cf.
Moe & Shandy 2010, Kukla 2005, Bobel 2002, Hays 1996). Although these decisions
enable women to negotiate the demands of childrearing, they also have important
negative consequences for their earning potential and career trajectories (Moe & Shandy
2010). Furthermore, research on women who left the labor force to raise children
indicates that such decisions can also lead to the entrenchment of traditional gender roles
that naturalize women’s role of childrearing and men’s role as income-providers (Bobel
2002, Hays 1996). Following Hochschild’s (1989) classic argument about the “second
shift” working women take on when they return home, Hays (1996) has argued that new
intensive parenting ideologies that include breastfeeding constitute a new “second shift”
for women. These are precisely the concerns that led Rosin (2009) and others to their

critique of breastfeeding (Chapter 1).

%3 The newly passed health care bill HR-3590 contains an important provision for ensuring adequate breaks
for expressing breastmilk at work in Section 4207 (USBC 2011), but no systematic changes to parental
leave or on-site childcare.
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As a feminist anthropologist troubled by reductive perspectives on breastfeeding,
I was interested in learning more about how middle-class American families who are
considered more likely to breastfeed their children negotiate the challenges of
breastfeeding. In contrast to Rosin’s research, however, my own ethnography revealed
that among highly educated middle class participants both members of the couple were
intimately involved in the entire breastfeeding process and the labor entailed therein.
Situating my discussion of breastfeeding in the context of kinship enabled me to broaden
the scope of my analysis beyond mothers to examine the role of men’s “kin work” in the

construction of kin ties that bind spouses and children together.

2. Kinship, “Kin Work,” and Breastfeeding

As I discussed in the Introduction, my approach to kinship follows recent
scholarship that focuses on how kinship is made (and unmade), rather than taking kinship
for granted. This is particularly important in cases, such as the U.S., where kinship
ideologies emphasize immutable biogenetic relationships. Here, I want to highlight two
interrelated aspects of making kinship: sentiment and labor. Krista Van Vleet, in her
recent book Performing Kinship has argued that while considerable work has focused on
undermining assumptions of “deep-seated connection of feeling” within families, “Few
anthropologists ... have explored just how the affective aspects of relatedness emerge
between people in the process of their interactions” (2008:9). A number of
anthropologists have shown that acts of nurturance, and specifically feeding, are primary
ways in which kin ties, including enduring sentimental bonds, are created (cf. Carsten
1995, Lambert 2000). Breastfeeding is a documented part of this process in several
different cultural settings (cf. Dettwyler 1988, Parkes 2001, Khatib-Chahibi 1992, Wright
1993, Zeitlyn & Rowshan 1997, Lambert 2000, Cassidy & EI-Tom 2010 and
Introduction). Janet Carsten has explored these links in great depth in her Malaysian
ethnography (Carsten 1995, 1997, 2004). In each of these cases, breastfeeding not only
forges ties between someone who breastfeeds and an infant, but also brings children into
a larger network of relations and provides insight into the actual processes by which kin
ties and persons are produced. Yet, these ethnographies leave unexplored how men might

also participate in the construction of kinship through their involvement in breastfeeding.
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In particular, my ethnographic data on the daily practices through which spouses
enabled and supported breastfeeding demanded an integrated analysis of kinship,
breastfeeding, sentiment and work. Micaela di Leonardo (1987), reflecting on her
ethnography of Italian American families in California, argued that women participated
in “three types of work: housework and child care, work in the labor market, and the
work of kinship” (1987:442) She suggested that the work of kinship was a highly
gendered form of labor that constructed and sustained kin relations across multiple
households. In the absence of an adult woman, this kind of work often dwindled or
simply ceased to exist. By describing spousal involvement in breastfeeding as “kin work”
I draw upon di Leonardo’s concept quite loosely without the above demarcation of three
labor categories. While di Leonardo’s categories were helpful in drawing attention to the
previously neglected domain of the maintenance of inter-household kin relations, my own
ethnographic data indicates that spouses were involved in all of the above elements of
labor in establishing and maintaining breastfeeding. Therefore, conceptualizing these
spousal activities as “kin work™ draws attention to the network of kin relations entailed in
making breastfeeding possible while also serving to remind readers of the interconnected
nature of work and affective ties.

In pursuing this analytical direction, I build most clearly on Sallie Han’s
ethnographic research on pregnancy undertaken in a similar ethnographic setting to my
own, which has yielded many productive insights. For instance, Han (2009a) described
how the embodied practice of “belly talk,” which entails talking, reading, singing to the
fetus and touching the mother’s pregnant belly, becomes an important part of constituting
kinship and producing fatherhood. This material-affective process provides groundwork
for thinking through the multidimensional involvement of fathers in breastfeeding in my
own work. Therefore, while the previous chapter centered on mothers’ experiences, in
this chapter I shift my analytical attention to the often-overlooked role of spouses as
enablers of breastfeeding. I will argue that in my study men’s deep involvement in
making breastfeeding possible reinforced affective ties with their spouses, forged new
ties to their children, and thereby also produced their personhoods as fathers. Thus, this
analysis of breastfeeding and kinship seeks to develop new, ethnographically rich

perspectives on an important dimension of kinship in the United States and

159



simultaneously aims to expand discourses on the politics of motherhood to a wider

network of social relations.

3. Men as Pivotal Sources of Breastfeeding Support

Although couples in my study were not aware of the complex interrelationship of
marriage, gender, and work in the history of breastfeeding in the U.S., they had to
contend with its legacies in their daily practices. Participants in my study were aware
that breastfeeding could be challenging even prior to giving birth and mobilized extensive
resources in order to accomplish their goal to breastfeed (see Chapters 2 & 3). I have
divided spouses’ participation in breastfeeding into the following key areas of support:
participation in childbirth education, provision of support in birth and the immediate
postpartum support, construction of new divisions of labor, nighttime support, and
breastfeeding advocacy in later months. These areas reflect the emphasis on these realms
in my data as well as the design of the study that investigated nighttime arrangements in
great depth. The diversity of these five realms of support and their continuity in time
demonstrates that spouses can play pivotal, yet inadequately documented, roles
throughout the entire pregnancy/birth process/postpartum period that enable and support
breastfeeding.

a. Childbirth Education as a Site for the Socialization of Men’s Support for
Breastfeeding

Drawing on interviews and ethnographic observations with middle-class fathers,**
Richard Reed (2005) has argued that just as taking these classes constitutes part of a rite
of passage that transforms pregnant women into mothers (Davis-Floyd 2004 [1992]),
through participating in these courses men also begin their transformation into fathers.
Reed claimed that in this sense childbirth education is a form of couvade, a set of ritual
preparations that men undertake that parallel and engage with their spouses’ pregnancies.
Through these classes men learn their roles as the primary source of support for their

partners during childbirth as well as facilitators between medical care providers and their

%4 Reed did not conduct a systematic ethnography in a community. Rather he drew on his friends,
acquaintances and later a group of men who participated in childbirth education courses presumably near
the author’s home near Trinity University in Texas (he does not specify his research site).
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laboring spouses. Furthermore, Reed suggests that birthing classes constitute important
ritualized interactions through which men can fulfill new ideals of involved, emotionally
engaged fatherhood. For Reed then, childbirth education classes play a role in both
person- and kin-making processes; men begin to acquire their new personhood as
“fathers” and in the process they construct their kinship with their children-to-be and re-
affirm their relationship with their spouses. Sallie Han’s much longer and wide-ranging
research on pregnancy situates childbirth education classes as part of a larger set of
practices that enable men to actively partake in the pregnancy (Han 2006, 2009 a & b).

In accordance with Reed’s and Han’s research, for men in my study participation
in childbirth education courses was an important step in preparing for the baby’s arrival
and for supporting their spouses in birth, breastfeeding, and other caretaking activities for
their children. At both childbirth education locations where I conducted fieldwork,
spouses were encouraged to attend classes together. Expectant parents made a significant
time commitment to participate in these classes that often stretched from the second
trimester of pregnancy to the middle or end of the third trimester (see Chapter 2).

The class sessions primarily emphasized spouses’ active role in facilitating the
birth process, for instance, in the creation of a birth plan. The aim to minimize medical
interventions, often featured as a central component of these plans, was partly motivated
by the desire to avoid the potentially adverse effects of pharmaceuticals or procedures
used in labor, or complications whose treatment necessitates the separation of mothers
and babies, all of which can reduce babies’ ability to breastfeed. Men also participated in
breastfeeding classes with their partners. In these sessions, they learned about the
importance of breastfeeding as well as about specific ways in which successful
breastfeeding can be established and sustained. Thus, although the largest portion of the
classes focused on birth itself, instructors made clear that the process of birth had
implications for breastfeeding. By inviting spouses to participate in these sessions, each
field site’s instructors emphasized that spousal support is essential throughout the entire
childbirth/breastfeeding process. In turn, men’s participation in these classes signaled that
they would play an active role in supporting their spouses and caring for the baby once

he/she was born.
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In his ethnographic observations Reed (2005) found that men were being
socialized into gendered models about their role in childbirth. They were expected to act
as defenders and protectors of the birth process, while also recognizing the authority of
medical personnel. The role of birth advocate was particularly significant in the courses
that advocated for childbirth with minimal medical interventions that went against
mainstream childbirth practices. At the same time, Reed also found that men also served
as birthing companions, sources of emotional support for their spouses. My own research
in Green City replicated these findings and extended them to breastfeeding.

At both childbirth education sites where I conducted research expectant fathers
were encouraged to advocate for their partners during childbirth, especially in times when
laboring women encountered difficulties. There was at least as much emphasis, however,
on men’s roles as primary sources of support for their partners during labor, indicating
that men were also being socialized into more traditionally feminine roles of caretaker.
Furthermore, making sustained eye contact, holding their spouse close and verbally
asserting their love for their partners were encouraged at both sites, as acts that helped
laboring women regain a sense of groundedness during the hardest parts of labor. These
acts reinforced ideologies of partnerhood that emphasize close emotional connection.

These approaches were also extended to breastfeeding. Men were encouraged to
learn about breastfeeding in order to advocate for it, should such advocacy be necessary
in the postpartum period. For instance, if the couple decided that the child should not
receive any supplemental feedings besides breastmilk, fathers were entrusted to make
sure that this plan was followed. These encouragements reinforced men’s role as
protectors of the breastfeeding process. This role was then complemented by the
companionate approach to breastfeeding promoted at these childbirth education sites that
encouraged men to support breastfeeding by reducing mothers’ workload and providing
encouragement for mothers as they worked to establish breastfeeding.

Although both sites encouraged men’s involvement in supporting breastfeeding,
there was considerably more emphasis on men’s role in breastfeeding at the childbirth
education site I called Holistic Center that promoted minimal intervention in childbirth.
Holistic Center treated spouses as a decision-making unit that together could enact an

alternative model of childbirth and parenting. Accordingly, there was also more
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discussion of the challenges that breastfeeding babies could pose in re-establishing sexual
relations between spouses, including having a breastfeeding baby who demanded
constant bodily contact with his/her mother and the potential challenges of having a baby
sleeping in the parental bed. Men were encouraged to be understanding of the physical
exhaustion and embodied challenges of breastfeeding for women, to engage in open
communication with their partners, and to reconnect with their partners emotionally
during this new phase of their relationship. While the topic of sexuality was touched
upon, and the physical demands of breastfeeding in relation to sexuality were also
mentioned at Family Center, these issues were addressed in less specific ways with far
less emphasis on breastfeeding (see Chapter 2).

Holistic Center also addressed the embodied labor entailed in breastfeeding in
very concrete terms. Their childbirth sessions concluded with an activity that asked
expectant parents to estimate the time each of them would spend on different aspects of
life in the first few weeks postpartum using a pie chart. When the instructor filled in a
larger model pie chart to show the average time one would spend on the tasks related to
caring for the baby, a stunned silence usually filled the room. I witnessed several such
moments during my participation in these courses. In particular, participants were often
taken aback when shown that breastfeeding took approximately six hours each day. In
several cases, attendees commented on how different their own and their spouses’ charts
looked because most spouses knew that they would return to work shortly after the
babies’ birth, while new mothers would stay at home to care for their baby during their
maternity leaves or for even longer periods of time, and would spend the majority of their
time breastfeeding the baby in the first weeks after birth. This recognition of the demands
of breastfeeding prompted several men to express their support in the class for helping
with household activities to support their spouses to breastfeed their babies, which was
then reinforced by the instructor’s comments.

In sum, these educational activities strengthened spousal bonds and prepared
spouses for an active, supportive role in the birthing and breastfeeding processes.
Childbirth education courses played an important role in eliciting and socializing spouses
into providing support to enable breastfeeding for their partners through acting as

protectors of the process and as emotionally engaged companions. This support was not
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only pivotal in reinforcing kin relations with their partners, but simultaneously served as

a building block for developing the persona of the caring and committed father.

b. Enacting Breastfeeding Support in the Birth Process and Immediate
Postpartum Period

During the birth process and immediate postpartum period men largely fulfilled
the roles for which they prepared during childbirth education courses. They supported
mothers during the birth process in multiple ways, including encouraging the mother’s
intentions to minimize medical interventions and/or helping them come to terms with the
need to accept these interventions, such as the augmentation of labor with the synthetic
hormone Pitocin, epidural anesthesia and surgical birth via Cesarean section. Once the
baby arrived, spouses played a particularly important role in seeking lactation support
and advocating for breastfeeding.

New mothers were tired from the birth process, often having endured long and
painful labors and/or surgical birth, which made breastfeeding especially challenging.
Mothers who underwent Cesarean sections were sometimes separated from their babies
for several hours in order for neonatology specialists to follow up with the child in order
to rule out possible infections or because the babies had lower vital signs than those set
by medical standards. In these cases men helped to make sure that both mothers and
children were attended to and facilitated their reunion. For instance, after their planned
home birth ended with a Cesarean section, Oliver spent several hours shuttling between
his wife, Angela, and their son, who was undergoing testing on a different floor of the
hospital.”> Oliver told me that he felt quite torn between attending to his wife, who had
just undergone major surgery, and his newborn son. Therefore, Oliver provided support
for both Angela and Max, in turns, but his primary objective was to ensure that Max was
returned to Angela as soon as possible so that she could breastfeed him. His attention to
this greatly speeded up the pace of completing the tests necessary so that Max could be
released and returned to Angela. Once there, Oliver also helped her position Max so that

he could breastfeed without touching Angela’s incision, a delicate balancing act that

% Fieldnotes, October 2, 2007.

164



involved multiple pairs of arms. Thus, Oliver was pivotal in facilitating this early period
of breastfeeding (as well as breastfeeding later on).

Lactation support at the hospital was not always consistent or readily available,
making new mothers wait or receive contradictory information from different medical
personnel. When they experienced breastfeeding difficulties, spouses advocated on the
mothers’ behalf in order to receive more comprehensive support. In one such case,
although Leslie’s and Alex’s baby was born via an uncomplicated vaginal birth with
epidural anesthesia at University Hospital, they faced some unanticipated obstacles to
breastfeeding. Leslie and her husband, Alex, were already exhausted from the birth
process and from the interruptions caused by routine hospital procedures in the
postpartum period (vital signs, heel pricks for the baby, etc). When Leslie and I met a
couple of weeks after giving birth, her voice was still filled with annoyance as she
described her distraught reaction to a resident’s orders for a special kind of light therapy
to treat jaundice due to slightly elevated levels of bilirubin in the baby’s blood.*® The
nurses who conveyed the order recommended taking the baby to the nursery for the night
while being treated with phototherapy®’ so that the couple could “get a good night’s
sleep.”

The parents both agreed that they did not want to be separated from their baby
and offered to stay with him, holding the baby under the two different kinds of light
blankets throughout the night. One important reason for staying with the baby was to be
able to breastfeed him whenever he desired. Leslie and Alex took turns sleeping and
holding the baby and asked for further clarification on the plan from the resident on duty.
The resident physician’s explanation suggested that he was treating a different kind of
jaundice based on maternal-child blood type incompatibility, which both Leslie and Alex
recognized to be an incorrect diagnosis based on their knowledge of Leslie’s and the
baby’s blood types. Alex explicitly questioned the resident’s explanation, thereby
challenging the authoritative position of the physician. Although Alex’s concerns were

initially dismissed by the resident, Alex’s advocacy and the couple’s continued insistence

% Fieldnotes, January 11, 2007.

57 Phototherapy for treating newborn jaundice is used when bilirubin levels are elevated to a degree where
breastfeeding or formula feeding cannot adequately resolve the build-up of the substance. The therapy
involves placing the infant under special lights either built into a blanket that can be wrapped around the
child or placed above a hospital bassinet (Maisels & McDonagh 2008).
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on a better explanation the next day from a different physician resulted in the correction
of the treatment plan and in their continued ability to stay with their baby. Since the
establishment of breastfeeding is greatly facilitated by the proximity of mother and child
(cf. AAP Work Group on Breastfeeding 2005), in this case Alex’s advocacy most
certainly contributed to the success of the breastfeeding process.

Fathers also played a crucial role in helping mothers overcome breastfeeding
difficulties, many of which only emerged once they returned home. For instance, during
Bridget’s ordeal of trying to breastfeed her daughter that I described in the previous
chapter, her husband took over feeding the baby expressed breastmilk with the finger-
feeder during the nighttime. As I mentioned in Chapter 3, this was a very time-consuming
process, which resulted in minimal sleep for Roland in the first few weeks. The couple
used the finger-feeder in order to help Angelina develop and maintain the suckling
motion used in breastfeeding. Furthermore, the finger-feeder delivered expressed
breastmilk, whose expression facilitated the maintenance of Bridget’s milk supply and
maintain the baby’s connection to breastfeeding. Roland carried out these feedings
without complaint, affirming his support for his wife by enabling her to get rest while
also facilitating the establishment of the breastfeeding process. Moreover, Roland
provided unfailing emotional support for Bridget during her struggles, helping to alleviate
the effects of the stigma associated with breastfeeding difficulties and potential
discontinuation of breastfeeding. This theme of men’s importance in overcoming
particularly stressful times was echoed by other couples.

In sum, fathers played a pivotal role in supporting breastfeeding throughout the
birth process and subsequent immediate postpartum period. Through
defending/protecting the birth/breastfeeding process, and providing emotional and
instrumental support that facilitated breastfeeding, they enacted the paternal personhoods
that they began to craft during childbirth education courses. Through these processes of
kin work they actively constructed kin ties with their wives and children and forged an

emotionally engaged model of fatherhood.
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¢. Breastfeeding and the Renegotiation of the Division of Labor

The minimal provisions built into the U.S. employment system for supporting the
intensive caretaking involved in rearing children presented an especially difficult
challenge for breastfeeding families (Galtry 2000, Galtry & Callister 2005, Calnen 2007,
Van Esterik 2002 and Introduction). Indeed, due to the significance of maintaining
regular contact between the mothers and their babies and/or access to breaks for
expressing breastmilk for the baby, breastfeeding played a pivotal role in the
configuration of couples’ work arrangements after their babies’ births. Several spouses
supported their wives by taking advantage of workplace policies that enabled extended
unpaid family leaves or flexible work arrangements from home. Some of these
arrangements were made to reduce the burden on mothers in the early postpartum weeks
when the establishment of breastfeeding was the central activity in which the new
mothers and babies engaged, while in other cases spouses became primary caregivers for
a period when the mother returned to full-time employment.

For instance, Joshua, who worked at a local environmental center, took extended
unpaid family leave available as part of his employment benefits to support his wife,
Kate, and spend time with their baby. Joshua took on the bulk of housework as well as
many other baby-care tasks besides breastfeeding, so that Kate could focus on securely
establishing breastfeeding and get some rest as well. During our meetings, Joshua clearly
focused on the details of how he could make it easier for Kate to manage the demands of
breastfeeding. For instance, I watched as Joshua diapered Anna and helped Kate get
situated in an armchair in the living room for breastfeeding in the early days, when
positioning the baby was still key to being able to latch her on.®® Joshua prepared a glass
of water for Kate right next to her chair already, in anticipation that she would get thirsty
while nursing Anna. Indeed, Kate was getting thirsty within a minute and was grateful to
find a glass already within her reach. These were among the many seemingly small, but
important acts of care, that I observed during our meetings, which greatly facilitated
Kate’s breastfeeding process.

Breastfeeding was seamlessly integrated into the everyday activities of the family.

After taking the maximum amount of leave from her work as a teacher, Kate later

% Fieldnotes, February 23, 2007.
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decided to take a more extended leave from her work so that she could spend more time
with her nursing infant (who breastfed far beyond the basic biomedical recommendation
of one year) and to continue with her Master’s degree part-time. Thus, Joshua ultimately
became the sole breadwinner for the family for at least some time. In this and other
similar cases, fathers undertook a variety of employment arrangements that facilitated
mothers’ ability to focus more exclusively on establishing the breastfeeding relationship
and that later enabled its continued maintenance.

Similar to Kate and Joshua, Leslie and Alex meticulously planned for their baby’s
arrival, relying on a sequence of Leslie’s paid and unpaid maternity leave from her work
for five months as a lawyer, followed by six weeks when Alex cared for their son during
the day and worked from home in the evenings. Leslie’s retired mother provided the final
stretch of support until the parents felt that their child could enter child-care full-time at
about eight to nine months old. Once Leslie returned to her job, she used an electric pump
to express breastmilk at her office as well as at home her husband or mother could feed
their son her milk during the day. In this case, Alex’s weeks as a primary caregiver were
a part of a larger set of arrangements that enabled the couple to delay placing their baby
in childcare, to minimize the time that Leslie spent away from their baby, and to reduce
the stress of leaving her son while she was at work.

Despite these efforts, Leslie became increasingly dissatisfied with full-time
employment. The inability to breastfeed her son during the day and the burden of
pumping greatly contributed to her desire to alter work arrangements. At eight months
postpartum she had a meeting with her supervisor at which the supervisor reviewed
Leslie’s work and Leslie proposed a way to complete her work in a part-time format that
could be easily accommodated into the office structure. When her supervisor rejected
this proposal, Leslie eventually decided to leave her job nine months after the birth of
their son.

Throughout this situation, Alex was supportive of Leslie’s breastfeeding and
employment arrangements. When Leslie was working, he enabled her to breastfeed by
supporting pumping and breastfeeding at home during the day and night, and feeding
their son the pumped breastmilk during the day. In fact, when I spent part of one of these
days with Alex and their baby, Alex told me that he usually takes their son on a walk and
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“then we do the breastfeeding, I mean the bottlefeeding [laughs] breastmilk feeding.”®

Alex’s linguistic slip demonstrated the way in which feeding their baby breastmilk and
thereby Alex himself had become thoroughly integrated into the couple’s overall
breastfeeding process. Indeed, after we went for a nice walk in the neighborhood that
helped Connor take a nap, Alex took out some of the breastmilk Leslie had expressed and
stored in the fridge and got it ready by pouring it into a bottle with a nipple for Connor.
He was careful only to take a few ounces at a time, and handled the storage bag
delicately, so as not to waste any of the milk that Leslie had worked so hard to save for
Connor. Alex also gained more insight into the process of breastfeeding itself. For
instance, Alex told me that he learned that while Connor enjoyed drinking breastmilk
from a bottle, Alex saw that this was not the same as the process of breastfeeding, which
provided comforts beyond food. Alex told me that when he was first learning how to care
for Connor throughout the course of the day without Leslie being there to nurse him, he
worried that he could not soothe Connor without breastfeeding. By the time of our
meeting, however, he developed more confidence and his own repertoire of how to best
help him when he was upset, incorporating the bottle-*“breast”feeding into this.

Later, when Leslie’s part-time arrangement for employment became unattainable,
Alex supported Leslie’s decision to leave her job and became the family breadwinner. In
this and similar other cases, spousal employment became pivotal, since the entire family
now depended on the income and the employer-provided benefits of the spouse. Thus,
both taking time off from work and participating in paid employment outside the home”
for long hours are often a very important, yet potentially overlooked ways in which some
spouses enable and support mothers’ efforts to continue breastfeeding.

In other families, spouses shared primary caretaking due to part-time work
arrangements, and one father, Samuel, became the primary caregiver of their child. These
families developed such work-arrangements mainly because the mothers held
employment that was the primary income of the family and/or health care benefits upon

which they depended and because they could not negotiate longer leaves or reduction in

% Fieldnotes, June 11, 2007.

" These hours were often supplemented by additional work hours completed at home, sometimes during
the night.
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hours. These arrangements resulted in physical separation of the mother and child,
necessitating the implementation of regular times during which the mother used an
electric pump to express breastmilk, which then could be fed to the child.

For instance, after her 8-week maternity leave, Jocelyn returned to work full-time
while Samuel became the primary caregiver of their daughter, Deirdre. Samuel fed
Deirdre with Jocelyn’s expressed breastmilk and cared for her during the day, and
completed some of his work at home while Deirdre napped, or at times when Jocelyn was
home. Furthermore, Samuel took on the bulk of household work with baby in tow and
during the times when his wife was nursing or pumping. Samuel, a food connoisseur and
excellent cook, enjoyed preparing meals while Deirdre played or slept nearby. He also
did much of the cleaning and laundry while carrying her in a baby-carrier strapped to his
body. Samuel often finished dinner preparations while Jocelyn nursed Deirdre after her
return from work.

This arrangement was complicated by a visit to the pediatrician a few months
postpartum, when the couple learned that her baby was not gaining weight at an adequate
pace, indicating that the electric pump could not adequately stimulate Jocelyn’s milk
production. Despite increasing the number of pumping sessions at home and at work,
Jocelyn’s milk supply continued to dwindle.”" In order to facilitate breastfeeding, Samuel
drove to his wife’s work every day, often twice, so that Deirdre would have adequate
opportunities to breastfeed, providing her with a greater supply of milk than what Jocelyn
could provide by pumping alone. I was able to meet with the couple on one such
occasion,”” and observed how smoothly Samuel handled this process, updating Jocelyn
about Deirdre’s day as Jocelyn breastfed on a couch at her office. Samuel also made sure
that Jocelyn had a chance to eat and brought her some lunch, thereby helping to complete
the circle of care and nourishment. Both Jocelyn and Deirdre benefited greatly from this
arrangement, since the visits relieved pressure on Jocelyn to pump (something she did not
enjoy), the frequent contact with her baby ensured that Jocelyn would continue to
produce sufficient milk for times when she was breastfeeding Deirdre (not only for

feeding expressed breastmilk), and mother and daughter were able to reconnect through

"' See Dykes 2004, Lepore 2009, Stearns 2010 and Bartle 2010 on the ways in which lactation becomes
focused on breastmilk production and is infused with capitalist machine-metaphors.
72 Fieldnotes, February 4, 2008.
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breastfeeding in the middle of the day. Thus, this case represents a reversal of traditional
gendered patterns of employment and household labor but with important
accommodations that facilitated the ongoing sustenance of breastfeeding.

Rachel and Nathan found themselves in a similar situation because their daughter,
Mariah, would not drink the breastmilk Rachel expressed from a bottle. Despite Nathan’s
repeated efforts, each feeding session ended with the baby hysterical crying, having only
swallowed drops of breastmilk. Rachel worked 12-hour shifts at University Hospital and
their family depended on both her income and her benefits. Nathan worked part-time
while also completing his Bachelor’s degree at Green City’s university. Nathan was quite
panicked when he first realized that he could not feed Mariah from the bottle and
questioned his fathering abilities, but then he and Rachel worked out an arrangement that
worked for all involved.” Since their daughter could not go without breastmilk for the
duration of these lengthy shifts, Nathan drove to the hospital at least once during each
shift in order to enable their daughter to breastfeed. Thus, despite employment
arrangements that resulted in physical separation of the mother and child, spouses caring
for the baby during the mothers’ work actively participated in supporting and maintaining
breastfeeding by feeding the baby expressed breastmilk as well as by transporting the
baby to the mother when the alternative feeding system failed.

Regardless of their employment arrangements, a primary way in which spouses
enabled breastfeeding was through completing household chores. Cooking, doing dishes,
cleaning the house, doing laundry were some of the most common tasks that often shifted
to spouses in addition to their usual paid employment responsibilities. Yet, fathers were
also engaged in caring for their babies when they returned to work, enabling mothers to
get a break from them. Leslie, for instance, commented that even though she was worried
about how she was going to manage during her maternity leave with Alex returning to
work a week after their baby was born: “My husband is just so good when he comes back
— he took over bill paying, cleaning up kitchen, making dinner, all the household stuff.
AllT did was rest and take care of him. But he is also involved, I can just give him the

9974

baby and take a shower.”” Thus, Alex simultaneously took on household labor and

7 Fieldnotes, June 14 and June 24, 2007.
™ Fieldnotes, March 20, 2007.
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caretaking tasks, both of which facilitated Leslie’s breastfeeding. This new division of
labor often became particularly important for mothers who returned to work soon after
giving birth. Overburdened by the physical after-effects of childbirth, the labor involved
in breastfeeding and expressing milk at home and at work, the separation from their
babies and/or by the organization of childcare, in addition to the usual stresses of work
itself, spouses’ willingness to take on the bulk of housework proved essential to these
mothers’ ability to maintain breastfeeding.

In sum, when men took on primary employment, they reproduced more traditional
models of paternal personhood. This traditional role supported a new(-old) phenomenon
of some U.S. mothers breastfeeding their children for many months. At the same time,
the above examples also show men’s willingness to participate in more complex
employment arrangements that included taking longer leaves or even the reversal of
primary employment. Supporting the ongoing maintenance of breastfeeding was an
important consideration in these arrangements as well. Furthermore, even the most
traditional labor arrangements included new takes on the division of labor that supported
and facilitated breastfeeding. In contrast to Hays’ (1996) argument about the “second
shift” constituted by intensive parenting, due to their prenatal preparation and their
engagement with their partners, men were aware of the labor entailed in breastfeeding
and made a great deal of effort to alleviate its burdens. Thus, men demonstrated
considerable creativity in their negotiation of employment, household labor, and
caretaking tasks, reworking many elements of conventional models of paternal
personhood in the process. These efforts, in turn, constituted a central part of the daily

enactment of kinship.

d. Men’s Support during the Night

The negotiation of nighttime practices was often the most labor-intensive aspect
of supporting breastfeeding (see Chapters 5 and 6). Men played an important role in
developing and facilitating sleep arrangements that facilitated nighttime breastfeeding,
that often resulted in profound upheavals of spatial and temporal orders. Since sleeping in
the same bed with a baby is considered risky by many medical experts in the U.S. (see

Chapter 1) but it is an arrangement that many parents considered very helpful — if not
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essential — to maintain breastfeeding, spouses weighed in on the safety of this
arrangement. Regardless of whether the spouses perceived sharing their bed with their
babies as problematic or not, they were willing to play a supportive role so that the
mothers could breastfeed and get some sleep.

Men took on a wide variety of roles to support breastfeeding during the night that
helped their wives breastfeed or reduced her time awake. For instance, during the
difficult period after their daughter’s birth described in Chapter 3, Samuel and Jocelyn
slept in shifts in order to enable Jocelyn to rest. When Jocelyn brought their daughter to
bed, Samuel willingly left the bed in order to help allay her fears about Samuel rolling
over on the baby. Later on, Samuel often took care of their baby during the night when
she simply needed soothing and/or would provide pumped milk for her so that Jocelyn
could sleep longer and she could be adequately alert for the next workday. Joshua
similarly took on shifts of soothing their baby when Kate needed some uninterrupted rest.
Finally, Daniel took over some nighttime feedings using a bottle in order to reduce
fatigue for his wife, who was working full-time. Daniel, as other men in my study, simply
did this along with any other work in the household in a matter-of-fact way, as part of the
normal routine of care. He made sure that he attended to what to put in the bottle, too,
since Kristen was struggling to maintain her milk supply. Thus, Daniel always double
checked ahead of time with Kristen so that he knew whether to use breastmilk, formula,
or a certain combination thereof, according to Kristen’s needs. In these examples, and in
the many others’ in my study, spouses’ acts of nighttime caretaking reduced the burden
of breastfeeding and extended their sleeping time. For these men, this work was not
“special” or “sacrificial;” they simply did what needed to be done. These fathers actively
worked against a paternal persona that does not entail sharing the pragmatic labor
associated with raising children.

Fathers also actively participated in negotiations of specific sleep arrangements.
For instance, their willingness to participate in bed-sharing was essential in cases where
mothers felt that they could not manage breastfeeding otherwise. Just as some mothers
had difficulties with sleeping next to their babies (see Chapter 3), some fathers were also
concerned about their babies’ safety, which made it difficult for them to feel comfortable

sleeping next to their babies. Nathan, for instance, was initially worried about potentially
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rolling over their baby, and spent several nights sleeping on the edge of their bed, with
his arm hanging over the side. After a few days, however, he began to adjust to sharing
their bed and came to enjoy sleeping next to their daughter. Nathan and Rachel continued
to share their bed with their daughter for the rest of her first year and beyond. When
Nathan reflected on their decision to bed-share, he made it clear that these sleep
arrangements were constructed collaboratively and were prompted by the couple’s joint
desire to facilitate breastfeeding: “Our process is centered on breastfeeding, and the fact
that we are co-sleeping is driven by the fact that we are breastfeeding.””

Bed-sharing often resulted in the rearrangement of the surface of the bed to
reduce the risk of suffocation — such as removal of duvet covers, pillows and other
objects so that nothing could cover the face of the infant. Furthermore, bringing the baby
into the bed also entailed the spatial rearrangement of couples’ bodies. In some cases the
baby slept between the spouses, while in others the baby slept on the side of the mother,
both of which arrangements required adjustments on behalf of fathers and mothers, with a
significant reduction in sleep space. Carol and Justin, for instance, worked on adjusting
their son’s nighttime position as he began to squeeze Justin into ever-smaller areas of the
bed. Justin attached a bed-rail in order to enable Carol to place their baby closer to the
outer edge of the bed for part of the night. This arrangement helped increase both of their
sleeping space to a degree. Finally, during bed-sharing both spouses needed to acclimate
to the sleep patterns of the infant that included new sounds, as well as awakenings during
the night. In some cases, as in Samuel’s case above, fathers left the bed and slept
elsewhere so that mother and baby could sleep and breastfeed comfortably and safely
together. Thus, the support of breastfeeding involved significant changes in many
spouses’ sleep patterns and locations.

For fathers who slept next to their children and wives, incorporating the child into
the parental bed also constituted a set of important embodied practices the produced
powerful affective bonds that brought the three sleepers together into a family unit.
Leslie, for instance, mentioned that if Alex went to bed sooner than herself, he would
take the baby to bed with him and she would find them snuggled up against each other as

she entered the bedroom. Both Alex and Leslie enjoyed the closeness of their son and

73 Fieldnotes, June 24, 2007.
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looked forward to sleeping in the same bed together. Even though Alex would have liked
to be able to spend more time alone with his wife (see below), he felt that he “had moved

past that.”’°

He believed that sleeping together in the same bed would help their family
set the foundations for being emotionally connected with their son that would have
lasting effects even many years down the road. Thus, sleeping in the same bed
simultaneously facilitated breastfeeding and united the couple with their child.

Not all changes during the night were welcomed by new fathers or mothers. For
example, some men acknowledged that having the baby in the middle of the bed and
frequent night-nursing presented new obstacles to spousal relations. Fathers mentioned
the challenges of having bodily contact with their partners as well as the opportunity to
spend time together, even when the baby did not share the bed but was present in the
same room, as most participants started out with the baby sharing the parental bedroom in
at least the first few weeks. Thus, the baby’s awakenings, which were primarily seen as
driven by the desire to breastfeed, often resulted in the rearrangement of sexual relations.
Yet, many couples found inventive ways to work around these issues, with nearly all bed-
sharing couples laying down with their babies as they went to sleep earlier in the evening
and then moving to another space to spend time together (see Chapter 5). Spouses’ ability
to support their partners’ breastfeeding and productively contribute to new arrangements
once again played an important role in the successful continuation of breastfeeding.

In some cases, spouses supported long-term goals for breastfeeding by helping to
revise nighttime arrangements and implementing changes the couple had discussed. For
instance, during a period several months postpartum when Carol’s and Justin’s son woke
frequently at night, despite his long day-time work hours in the auto-industry, Justin took
on a period of time during the night when he went in to soothe their baby instead of Carol
nursing him. This arrangement was pivotal in the couple’s plan to enable Carol to get
some rest and begin to wean their son from night-nursing, while also maintaining the
continuation of breastfeeding during the day-time.

Similarly, as I describe in Chapter 6, Carl assisted Johanna in developing and
implementing a series of sleep-training plans in order to reduce Johanna’s fatigue from

nighttime breastfeeding. The first couple of nights of the implementation of a plan to

7 Fieldnotes, June 11, 2007.
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eliminate nighttime feedings were emotionally difficult for both parents because the baby
cried for several hours. Johanna felt very torn about her decision and questioned it
throughout the process but found comfort in her husband’s support, who sat with her and
listened to the baby’s cries to make sure that he was going to be fine. Johanna felt that
this change in nighttime practices ultimately helped her continue to breastfeed her son
during the day as she desired. In this case, then, Carl’s support played an important role
in enabling continued breastfeeding on Johanna’s terms, thereby extending the total
duration of breastfeeding.

In sum, spouses performed several different kinds of labor during the night that
supported breastfeeding. They engaged in the embodied labor of disrupting their own
sleep in order to perform care-taking tasks that minimized the burden on their
breastfeeding spouses, as well as to accommodate a variety of different sleep
arrangements. Furthermore, they supplied emotional support and active engagement in
the process to develop and implement a sustainable sleep arrangement for tired
breastfeeding mothers and for the whole family. All of these acts reinforced a model of

highly engaged paternal persona and reinforced the affective ties between spouses.

e. Breastfeeding Advocacy Beyond the Hospital

Although my chapter has emphasized dimensions of spousal support in kin
relations, relatives could also undermine breastfeeding. For instance, as I described in the
previous chapter, Corinne’s sister, sister-in-law, and parents-in-law all unwittingly
undercut Corinne’s confidence in breastfeeding and contributed to significant difficulties.
In such cases, some spouses took on the role of defending their partners’ breastfeeding. In
a poignant example, Nathan encountered unexpected challenges to breastfeeding at an
Easter holiday dinner with Rachel’s family.”” Since Rachel had to work, having recently
returned from maternity leave, Nathan took Mariah to the dinner, along with several
bottles of expressed breastmilk that Rachel had pumped earlier. During the event, Nathan
was asked to play with a cousin for a few minutes, so he handed Mariah to Rachel’s
brother-in-law and stepped out of the room. Upon his return to the room, Nathan found

his daughter with a bottle of formula that belonged to another child that the brother-in-

" Fieldnotes, June 14 & 24, 2007
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law had given her. Rachel’s family was well-aware that Rachel was exclusively
breastfeeding their baby and that during Rachel’s work Nathan would feed the baby only
Rachel’s milk. They in fact made light of the expression of shock on Nathan’s face.
Nathan was appalled by his brother-in-law’s blatant disregard for their breastfeeding
plans, and left the gathering with the baby. Nathan’s departure from the event was
particularly significant since it added another element of already existing tension between
the couple and Rachel’s family. When Rachel first told me this story, she expressed that
she appreciated Nathan’s strong commitment to supporting breastfeeding and Rachel’s
desire to breastfeed. The couple’s unified stance in protecting the breastfeeding
relationship not only subverted Rachel’s family’s effort to sabotage breastfeeding but
also reaffirmed the primacy of Rachel’s and Nathan’s relationship and their shared
commitment to their daughter, which constituted the foundations of their family.

Echoing Nathan’s experience at the Easter dinner, other men also engaged in
conversations with family and friends that affirmed their commitment to breastfeeding. In
these instances men again reasserted their persona as a defender and advocate for the

breastfeeding process.

f-  The Limits of Breastfeeding Support

Despite their shared support for breastfeeding, couples and spouses within each
couple negotiated unique ways of making breastfeeding possible. Couples’ actions were
clearly bound by structural inequities that made it much more difficult for women to
remain employed, even if they desired to do so. These inequities reinforced American
cultural ideologies of women’s primarily domestic roles. Furthermore, men in my study
varied in their contributions to supporting breastfeeding. For instance, some mothers
pointed out that at first their spouses were not aware of how difficult it would be for the
mothers to complete housework while staying home with the baby, who often nursed
frequently throughout the day. Yet, each of these situations was followed by discussions
that resulted in new divisions of household labor that better accommodated the needs of
the mother. Since breastfeeding was valued by participants per the selection criteria for
the study, it is also possible that couples were less willing to share information that could

be interpreted as hindering breastfeeding. Finally, since I met with mothers more
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regularly in most cases, my study design may have limited my ability to learn about
spouses’ ambivalence about breastfeeding or about their concerns about sensitive areas
such as sexuality and breastfeeding. Despite these limitations, my findings repeatedly

reinforced the significance of men’s acts of caring and support for breastfeeding.

Conclusion

The previously neglected realm of men’s “kin work,” documented in the above
pages, demonstrates that in the U.S. middle class men’s contributions to the breastfeeding
relationship can help overcome the lack of structural and cultural support as well as
mitigate the moral challenges generated by breastfeeding’s embodied praxis. Just as
men’s support was crucial in overcoming and coping with infertility Inhorn’s study
(2003), men’s “kin work™ in my study provided pivotal support that enabled their wives
to successfully breastfeed their children. Additionally, my findings offer new
opportunities for the analysis of gender, kinship and labor practices. First, the acts of
caring and support men provided highlight the significance of the relational elements of
reproduction and the importance of developing more complex perspectives of men (cf.
Inhorn et al 2009). Far from escaping the demands of parenthood, men in my study
emerged as complex figures, who strove to be engaged fathers and supportive spouses as
they navigated many different obligations of demanding jobs and household tasks.
Second, couples’ incorporation of breastfeeding into their daily lives by rearranging the
division of labor within and outside the household and by reinforcing the affective ties of
their relationships provides insight into the construction of kinship and fatherhood in
contemporary middle-class American families (cf. Carsten 2004, Franklin & McKinnon
2001).

In Nicholas Townsend’s study of middle and working class men from Northern
California, Townsend argued that “having children, being married, holding a steady job,
and owning a home” (2002:2) are part of a “package deal” of closely interrelated cultural
norms. Townsend found that men struggle to resolve contradictory desires within this
scheme to be emotionally close to their families, while also supplying the material
foundations seen as necessary for their family’s existence. Certain elements of my

findings, particularly fathers’ support for their wives’ desire to cut back on paid
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employment and become sole breadwinner after the birth of their children, reinforced
these culturally valorized aspects of being a father. At the same time, my participants
were younger and more educated than those of Townsend’s study, and were more willing
to take advantage of family leave policies and flexible work arrangements as well as to
share the labor of housework and childcare, often despite extensive work obligations.
These men’s participation in the lengthy childbirth education classes signaled their future
involvement and their provision of support for breastfeeding throughout the entire
birthing process and postpartum months.

In a similar vein, building on Reed’s (2005) work, men’s support for
breastfeeding both reinforced and renegotiated gendered expectations for their role as
fathers. On the one hand, becoming the defenders and protectors of the
birth/breastfeeding process reasserted traditional paternal roles of the protectors of the
family. At the same time, fathers’ ongoing emotional support in the face of difficulties
and their pragmatic support for alleviating the burden of breastfeeding for their partners
suggested the simultaneous creation of a different model of “involved” and emotionally
engaged fatherhood (cf. Gerson 1993).”® Inhorn’s work shows that the emotional ties
between spouses cannot be overlooked in studies of reproduction, regardless of setting,
but they must be investigated in the specific forms they take in each ethnographic case.
Moreover, my findings along with Han’s (2009a) research on belly talk, point to the
importance of embodied praxis in the construction of affective relational ties. In my own
findings, fathers’ embodied care for their partners and children is the locus of
constructing such emotional ties. In particular, ethnographic investigation of the role of
fathers sleeping together with their babies and partners in the forging of the affective
dimensions of kinship offers a promising new research direction.

Each of the above gendered expectations for men have moral dimensions.
Fathers’ support for breastfeeding in my study was a part of constructing their own
gendered moral personhood that simultaneously participated in the relational construction
of mothers’ complementary gendered personhood. By enabling their spouses to

breastfeed, fathers mitigated the impact of stigma on their wives in multiple ways. First,

™ According to some social historians, this kind of fatherhood has deep roots in middle-class ideologies of
fatherhood that date back at least to the 19™ century (cf. Johansen 2001).
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through their active labor and emotional support they helped mothers avoid the moral
danger of not breastfeeding or “failing” to breastfeed their babies. Second, their
participation in negotiating sleep arrangements ensured a supportive environment for
mothers to navigate the embodied challenges resulting from contradictory sociocultural
expectations for infant sleep and feeding practices. Finally, their direct advocacy for
breastfeeding explicitly challenged the taken-for-granted set of norms that make
breastfeeding problematic in everyday life.

Unfortunately, the model of fatherhood articulated in the above pages continues to
be an ideal situated within the constraints of social class. Men’s ability to support
breastfeeding relies on their access to knowledge about breastfeeding as well as material
resources that supply the income, benefits and overall economic security for the family.
Due to the enormous commitments of these resources, the sheer ability to sustain
breastfeeding reinforces norms for fatherhood and spousal partnership that are nearly
always attainable only to the middle- and upper-middle classes. Thereby, spousal support
for breastfeeding produces not only fathers’ personhood and kin ties, but also participates
in the reproduction of social class. In the final two chapters I turn to a closer examination
of families’ negotiation of the spatiotemporal aspects of nighttime breastfeeding, and its

implications for personhood, kinship, capitalism and morality.
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CHAPTER 5
BREASTFEEDING BABIES IN THE NEST: PRODUCING CHILDREN,
KINSHIP, AND MORAL IMAGINATION IN THE HOUSE

Introduction

In the previous chapters I have focused primarily on the role of breastfeeding
dilemmas (with a special emphasis on nighttime breastfeeding) in the constructions of
mothers’ and fathers’ personhood and kinship practices. While I keep these issues in
sight, in the final two chapters I shift my analytical lens towards the construction of
children’s personhoods in relation to their parents. Specifically, in this chapter I show
how the house becomes a primary site for consolidating and later for renegotiating
children’s personhood and kin relations. I argue that the embodied moral dilemmas
encountered through the spatial bodily praxis of nighttime breastfeeding in the house
disrupt cultural expectations for children’s personhood and kin relations, and parents’
negotiations of these dilemmas give rise to emergent moralities that significantly reshape
persons, kin relations, and the house itself.

In locating my analysis within the house, I follow a venerable tradition of scholars
who have found houses fertile terrain for investigating kin relations (e.g., Carsten 2004,
Daniel 1984, Carsten & Hugh-Jones 1995, Bahloul 1996). In numerous works, Carsten
and colleagues have drawn attention to how the house, its occupants and the relations
among them co-produce one another through the material qualities of the house and the
spaces within, as well as the activities and movements that take place in relation to and
across these spaces. Carsten’s (1995, 1997) own ethnography on the Malaysian island of
Langkawi showed how the process of sharing food cooked at the same hearth
simultaneously reinforced already existing kin relations and constructed new ones, such
as incorporating new children into the household. Breastmilk itself was conceived as
transformed blood that originated from food cooked at the hearth, thereby linking the

house with maternal bodies and the children they nourished.
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I will argue that houses and the families within them offered similarly important
sites for the mutual production of persons, kinship, and houses in Green City. In seeking
houses suitable for raising children, and especially in the process of constructing new
spaces for their babies during pregnancy, expectant parents actively located and produced
their children’s personhood in and through the house. Separate parental and child
bedrooms within the house instantiated middle class ideals of proper moral family
relations that produce children — children who are simultaneously separate and
“independent” from the bodies of parents and connected through the objects that surround
them. Such spatial sedimentations of cultural ideologies recall Bourdieu’s (1990) famous
analysis of the significance of spatiotemporal organization of everyday activities in and
around the Kabyle house in producing specific kinds of persons and gendered family
relations. In contrast to Bourdieu’s analysis, however, my own findings reveal how the
spatial practices of nighttime breastfeeding pushed participants to challenge, renegotiate,
and materially transform these morally laden ideologies.

During my investigation of the above issues, I follow in the footsteps of feminist
anthropologists to address the interplay between the intimate bodily processes of
breastfeeding and sleep practices that take place within the house, and the kinship and
political economic relations in which the house is embedded (cf. Yanagisako & Collier
1997; Yanagisako & Delaney 1995). I will argue that the actualization of middle class
dreams for a house and for raising a family also reproduced social inequities on multiple
levels. Yet, couples actively challenged some gendered dimensions of these inequalities
through their efforts to support breastfeeding and divide labor in a more equitable fashion
(see Chapter 4).

1. Domestic Spaces & Household Economies: A “Nest” for Raising a Family

In his phenomenological study of space, Bachelard ([1958] 1994) argues that the
symbolic power of a “nest” is rooted in creating a safe space to return to, not only in
bodily form but also through dreaming of returning. Reading Bachelard’s work in light of
the historical transformations of domestic spaces described in Chapter 1, we might
interpret the seeking of such a nest as a powerful culturally-specific image that likely

influences contemporary American parents. In a contemporary version of this image,
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American parenting books often have sections on “nesting” — the activities parents
undertake in their homes to prepare for their children’s arrival. Although in that literature
nesting is often reduced to humorous sketches of couples — especially women —
frantically working into the last hours of pregnancy, in my present employment of the
Bachelardian “nest,” this metaphor enables an examination of the house as a material
consolidation of a remembered and an imagined past and future family.

Bakhtin’s concept of the chronotope enables us to further develop the spatio-
temporal implications of Bachelard’s discussion of the nest. Bakhtin desribes
chronotopes as points wherein “time takes on flesh and becomes visible for human
contemplation; likewise space becomes charged and responsive to the movements of time
and history and the enduring character of a people.” (Bakhtin 1981: 7). Keith Basso has
eloquently applied the concept of chronotopes to his analysis of the Western Apache
landscape in which “geographical features have served the people for centuries as
indispensable mnemonic pegs on which to hang the moral teachings of their history”
(1996: 62). By teaching children to attend to this landscape through stories in which these
features figure prominently, the landscape not only consolidates the past but enables the
actualization the Western Apache moral order in the present and in the future. Basso’s
insights demonstrate the analytical power of the concept of the chronotope to illuminate
larger, mutually intertwined concepts of space, time, and morality (Bakhtin 1981: 84,
Basso 1996).

I suggest that for the middle class participants in my study the house served as a
special locus where they re-negotiated past generations’ moral orders in their spatial
relations with one another, and the house itself, including the objects that populated it.
The child’s bedroom within the house became an especially charged site wherein the
past, present, and future were joined through heirlooms and specially crafted objects from
relatives that were imagined to surround the future slumbering body of a much-desired
child. Although my focus on the spatial dimension of sleeping/feeding in this chapter is
intensely present-oriented — and often highlights very small sections of time wherein
these pivotal negotiations take place — these experiences are at the heart of this much
larger chronotopic construction that binds together multiple generations in the process of

reproduction.
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The purchasing of a home in which to raise a family was of primary significance
for study participants. The house thereby become an anchor in space (and time) for the
creation of a family and was imbued with enormous significance as families prepared for
the arrival of their children (see section b). For most families, the selection of a specific
location for a house was made on the basis of a complex calculus of proximity to work
and a network of family and friends, as well as the economics of being able to be in a
desirable location rich with resources for couples and future children. Over two-thirds of
my participants had a rich network of connections to this region and state, with relatives
of at least one member of the couple living fairly close-by. The remaining families, as
expected in this affluent university town, moved to this area because of their work and
studies.

Study participants could be divided into two categories — three families lived in
towns closer to a nearby large industrial city, while the remaining fifteen families resided
in Green City itself or in the city right next to it. The average cost of housing in Green
City is much higher than in many other neighboring areas, although there is considerable
variation among neighborhoods.” The higher cost of housing also reflects a greater
abundance of local resources, such as in the case of childbirth education courses as well
as maternity care providers mentioned in previous chapters.

The three couples who commuted to their childbirth education courses from
outside the Green City/Neighbor City area resided in towns that differed considerably
from Green City.*” Lynn and Gary lived close to a major airport in a small, tree-lined

neighborhood off a large highway.®' Although they lived close to both sides of the

7 The median home sale price in Green City in 2006 was $251,000 (trulia.com). The range, however,
among neighborhoods was very wide. The most desirable neighborhoods averaged approx. $500,000 (with
specific houses much higher on this range, while the less desirable areas had median home sale prices in the
low $110,000. This provides a rough guide for my participants, although in reality each of their situations is
far more complex, depending on when exactly they purchased their homes, and with what resources
(including family assistance) as well as the specific details of their streets, condition of their house, etc. A
larger study with greater attention to the details of property would be extremely helpful in gaining better
insight into the differentiations of social class. Since the housing market’s decline, which precipitated the
larger financial crisis, all property values in the wealthier areas have declined, while some less expensive
areas have been gaining in value as people were seeking less expensive options.

% The median home sale price in Neighbor City in 2006 was $175,000, although with considerable
variation among neighborhoods (trulia.com). All three other communities had lower, but more similar,
median home sale prices compared with the figures for Green City (see below).

*! The median home sale in their general area in 2006 was $141,000 (trulia.com), with likely higher prices
for their specific neighborhood that had quiet, tree-lined streets and single-family homes.
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family, they wished for a larger home. Furthermore, because Gary had children from a
previous marriage and the children resided in Green City during the week, they spent
considerable time traveling back and forth to Green City. Paula and Matthew lived in
another nearby town whose residents primarily relied on work at nearby industries.*
They chose a neighborhood right across from a park and an elementary school. Yet, they
also contemplated moving to a bigger home and/or to a wealthier town. Paula had some
concerns about the size of the space for multiple children as well as for the neighborhood
itself as nearby industries began to leave the area or scale down their operations in
response to the economic downturn. Although both of these families seriously
contemplated moving, they had not yet moved at the end of the study period (although
Paula and Matthew undertook a major project to expand their living space and later built
their own house in a different neighborhood). Finally, Kristen and Daniel lived on a
property that had been in Kristen’s family for over 100 years and her mother as well as
many other relatives remained close by.** They enjoyed this proximity, and were situated
close enough to be able to commute to their work and to other resources they sought,
such as the childbirth courses and the hospital they selected for childbirth in Green City.
Kristen and Daniel’s house was located closest to Green City in a small town surrounded
by an area that used to be farmland that is now dotted with developments.

Those living in or around Green City emphasized Green City’s many positive
characteristics, especially for raising a family. Green City is renowned for its excellent
schools, cultural resources, and large number of parks. Of the 15 families who resided in
or very near Green City, three lived in Neighbor City, in quite similar neighborhoods to
those found within Green City, where the average cost of housing was lower. At the same
time, the visual characteristics of these neighborhoods were very similar, with tree-lined
streets and sidewalks. Although several participants had lengthy commutes to their work,
usually at least one spouse worked closer to home. Nonetheless, those living in and very
close to Green City preferred their location compared to other areas they could have

chosen. Several couples also mentioned the importance of living in a good school district.

%2 The median home sale price in their area in 2006 was $135,000 (trulia.com). Within that area, however,
they lived in a more desirable location with higher home values.
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Those residing within Green City paid attention to the geography of the public school
system that begins with small neighborhood elementary schools that feed into
increasingly larger middle schools and high schools.* Thus, finding a “good” location
could be quite specific, because of the significance of having a good neighborhood
elementary school as well as the presence of other families with children, and nearby
parks and playgrounds. Such concerns also underlie some of the segmentation of Green
City along lines of age into neighborhoods that have a larger or smaller proportion of
young children.

Although Green City was a desirable location for most participants, some
participants anticipated moves in the future either to new areas of the country or within
the city. Johanna and Carl, who initially moved to Green City for Carl’s work, were
planning their impending move due to Carl’s new job as they awaited the birth of their
baby, and purchased a house in a southern state. Rachel and Nathan, who lived in
Neighbor City, had planned to move closer to Nathan’s family on the West Coast after
Nathan completed his studies in Green City and they made the move after the study’s
conclusion. Finally, Joy and Jonathan, and Jocelyn and Samuel moved to more spacious
homes in what they felt to be better neighborhoods during the course of the study.® In
planning each move, finding a suitable home for raising children was an important
consideration.

In addition to the specific location of the home in a “nice neighborhood” and the
condition as well as aesthetic qualities, participants paid close attention to the space
within the home, measured in square feet. In our discussions it was clear that couples
considered the number and size of bedrooms in the house as they imagined their future
children. In turn, participants also shared their worries about not having adequate space in
their homes to accommodate the children they planned to have. As mentioned above, two

families moved to larger homes during the period of the study, both in part so that they

% The median home sale price for this area was $160,000 (trulia.com). While Kristen and Daniel were most
affected by the financial decline towards the end of my study by losing their jobs, they were able to recover
easier since they did not have a mortgage on their home.

% Real estate sites, such as trulia.com provide information about school districts alongside property values.
% Both of these new neighborhoods were in areas with higher property values and better schools, but the
actual prices of homes were significantly declining by the time of their purchases due to the burst of the
housing bubble.
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could better accommodate their first child as well as other future children.*® Others
shared these concerns and planned similarly motivated moves or alterations to expand
usable space within the house in the future. Since I shared a city apartment with four
other members of my multi-generational family while growing up in Budapest, Hungary,
I was often reminded of how much what is considered “adequate space” can vary across
cultures. Compared with many Europeans, Americans often live in and aspire to much
larger domestic spaces (cf. Wilson & Boehland 2005, Gordon 2004, BBC 2009). There is
also considerable variation across countries in whether homes are owned or rented, and in
occupying single-family homes versus attached townhouses or multi-story apartments.

The ability to purchase a single family home, and to be able to do so in a safe and
attractive neighborhood is of primary concern to most Americans and has been so since
the Fordian era when the purchasing of single family homes was first subsidized by the
government (Townsend 2002). In the history of the United States, the stand-alone family
home has became a key identifying characteristic of being middle-class and a path
towards achieving middle-class status. The economic burden of a home in a desirable
location with what families consider adequate space within, however, requires sufficient
earnings to purchase and maintain. The cultural value of houses played an important role
in the current economic crisis that began to unfold towards the end of my study. In the
enormous rates of foreclosure due to cascading job losses, many families across the
country not only lost their houses but also a particularly significant emblem of normative
social class and the associated idealized family relations.

The economic burden of home ownership that is primarily undertaken to provide
a domestic space for raising a family paradoxically made other middle class ideals of
intensive caretaking for children difficult (cf. Hays 1996). Increasingly, two incomes are
required to pay for mortgages as well as for the associated expenses to maintain a middle-
class lifestyle (Moe & Shandy 2010). These expenses put considerable pressure on
parents after the birth of their children as they also attempted to meet the demands of this
intensive parenting. These pressures, in turn, resulted in the increased gendering of
daytime spaces, as mothers took time off from employment to care for their children

while fathers worked long hours at work mostly outside the home. Furthermore, for many

8 Both of these families have since had their second children.
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families these arrangements become more consolidated with the birth of their second
children, demonstrating the gendered difficulties of raising children and securing longer
leaves and/or reduced-hour employment. Although there were important variations
among participants, this rearrangement of spatial relations prompted couples to wrestle
with implications for the division of labor (see Chapter 4). My own work clearly reflected
these families’ spatial practices. I spent considerably more time with mothers in their
homes than with spouses who worked outside the home. While some of these spouses
were present at most of our meetings, after long hours spent at work, evenings and
weekends were mostly times set aside for families to reconnect with one another and
were not preferred meeting times with me.

In addition to the gendered relations entailed in home ownership and raising
families, the unequal access to suitable homes in desirable areas also promotes
segregation by race and class (Charles 2003, Lands 2009). Sustaining the middle-class
household therefore not only supported individual families, but also reproduced capitalist
systems of labor, property and social relations that are replete with inequality. This cycle
confirms Lefebvre’s (1974) insight, built on Marx’s work, that the investigation of the
social construction of space always reveals important relations of systems of production
and reproduction. In Lefebvre’s analysis, domestic spaces emerge as important sites for
power and control and provide entry points for the analysis of larger sets of political
economic relations. The global financial crisis that began in 2007 made some of the
previously little known links between the financing of home ownership and U.S. as well
as international financial markets much more visible through increased media attention.
As poorer families struggle to find adequate work in a very tight employment market and
stricter standards for obtaining mortgages are applied by banks to loan applicants, it is
likely that inequalities in housing will deepen in the coming years. Furthermore, there is
evidence that global financial restrictions imposed on poorer countries that faced the
consequences of the financial crisis also result in significant diminishing of living
standards (e.g., Krugman 2010). Thus, local inequalities are directly tied into global
inequalities through the global financial markets and international legal-financial entities,

such as the World Bank and the International Monetary Fund.
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It remains to be seen how these local-global political economic relations will
affect the domestic divisions of labor in U.S. middle class families, although it is already
clear that financial pressures are growing and without adequate governmental support,
women and children will be particularly vulnerable (Hartmann 2009). These issues are
particularly relevant in light of recent struggles to establish a federal budget in light of
growing concerns about the U.S. deficit and Republican efforts to significantly cut back
on government spending (cf. Zeleny 2011). The cutting of government services may well
result in reduced access to childcare and an increasing gendering of work and home.

Despite these gendered oppositions, my analysis must also attend to continuities.
In his work on Kaguru space, T. O. Beidelman (1991) has critiqued Bourdieu (1977) for
his reductionist discussion of the Kabyle uses of space in terms of gendered dichotomies.
In contrast to this reductionism, Beidelman cites diverse examples of Kaguru concepts
and uses of space to demonstrate that while Kaguru culture is rich with gendered
oppositions, these ideals were constantly renegotiated, erased, and rebuilt in daily
practice. Joelle Bahloul (1996), Erik Mueggler (2001), and others have made similar
arguments based on their ethnographic evidence. In my own work, although it is tempting
to imagine men and women in separate, contrasting spaces, families reconnected each
evening and night, as well as on weekends and days off from work. Their connections
within the domestic spaces as well as their outings together sustained the cohesion of the
family and warrant additional analytical attention.®” Many families actively worked
against these spatial separations by renegotiating their division of domestic labor as well
as employment practices (see Chapter 4). Thus, although the house indeed structured
relations of production and reproduction through its very existence, people actively
produced and shaped these relations as well. The reshaping of the house in anticipation of
their babies’ arrival as well as the subsequent renegotiation of space to accommodate
breastfeeding infants offer excellent examples of both the structuring effects of space on

kin relations as well as parents’ creative efforts to transcend these limitations.

2. Preparing The House for the Baby’s Arrival

%7 The rhythms of these separations and reconnections will be discussed further in the following chapter on
temporality (see Chapter 6).
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As families prepared for the arrival of their babies, their activities imbued their
houses with heightened symbolic significance. These preparations were now the
actualization of dreams of “having a family” materialized in the house itself. Although
some of the activities involved “child-proofing” the home — making a less dangerous
environment for babies and toddlers — most parents focused their attention on the baby’s

future room.

a. The Baby’s Room

In nearly all the households I observed, parents created a separate room or at least
a separate space outside the parental bedroom for their babies prior to their births that
became the center of preparations within the house.® Some families who lacked a
dedicated bedroom for the baby in their homes transformed spaces that adjoined the
parental bedroom and were spatially separate from it, but did not have a separate door.
These rooms/spaces were usually called the “baby’s room” or the “nursery.” The
assumption that babies require this separate space is incorporated into the architecture of
many homes with smaller bedrooms that could be used as children’s rooms, usually
situated near a “master” bedroom that is intended for the parents. These architectural
norms originated in the late nineteenth and early twentieth century (Abbott 1992, Stearns
et al 1996) and reflect similar changes in England (Crook 2008) and have since spread to
many other areas of the world.

For Carol and Justin, who purchased their home from another family with small
children, the “nursery” was already set up, complete with brightly painted walls and
stencils. Due to the convenient location of the nursery across from the parental bedroom,
and the work the previous family had done, this couple spent comparatively less time on
preparing their nursery. Furthermore, Carol and Justin, along with some others, also felt
that they had more time to work on the room later, since they did not plan to have the
baby sleep there for the first few months. This delay in completing the child’s bedroom
prior to their birth signaled a degree of temporal flexibility in accomplishing this

culturally significant goal. Yet even such couples who delayed some preparations still

% Johanna and Carl planned to have a separate room after their family’s impending move due to Carl’s new
position.
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invested some time in furnishing and/or decorating this space prior to the birth of their
children.

In light of the overwhelming emphasis on preparing a separate sleep space prior
to the birth of the baby, Natalie’s departure from this model offers insight into the
significance of such labor. In our first meeting over lunch during her pregnancy, Natalie
explained that her husband Carsten’s family was unhappy with her because she did not
set up the baby’s room ahead of time.*” Her lack of investment in this room shocked
Carsten’s family who took it for granted that Natalie would devote great attention to
beautifying the space and filling it with the necessary objects that surround a middle class
American baby. Instead, Natalie continued with her normal routine of dedicating her
energies to her studies. My conversations with Natalie, who grew up in Eastern Europe,
indicate that she was not raised with a similar cultural emphasis on the “baby’s room,”
and therefore she felt that it was perfectly fine to prepare the baby’s space after his birth.
To her in-laws, as I will argue below, Natalie’s reluctance to create this space did not
simply signal her lack of interest in home decoration but a potential inadequacy of
maternal commitment to the baby, whose personhood is consolidated in his or her room.

Although my study began in childbirth preparation classes and I did not always
witness the process of creating the children’s spaces, some couples mentioned their work
on these spaces even before I visited their homes, and nearly all couples discussed these
spaces and showed them to me when we met at their homes. During these first visits |
was usually given “tours” of these spaces. In several cases I had the sense that the parents
had given several similar “tours” to relatives and friends, since their presentation was
well-rehearsed and they occasionally mentioned others who had visited and viewed these
spaces before me. As parents presented these spaces to me, their demeanor revealed a
sense of pride they took in their work as well as their excitement and anticipation before
their babies’ birth. Participating in several of these “tours” prompted me to reflect on the
powerful role of domestic spaces in shaping expectations for the children’s future sleep.
Despite the fact that no family in the study planned to have the baby sleep in the baby’s
room immediately after birth, most couples worked hard to ensure that the room was

ready for the baby’s arrival.

% Fieldnotes, August 22, 2007.
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As I visited these rooms, I noted the significance of careful planning and manual
labor in creating these spaces. Several families had turned a space they had previously
used for other purposes into the baby’s room. For instance, Joy and Jonathan converted a
guest bedroom they mostly used for storage into the baby’s room. They thus had to empty
the room of its previous contents and then repaint, furnish and decorate it, in accordance
with an aesthetic that the couple had developed together. Since both Joy and Jonathan
worked full-time outside the home, this work took up quite a bit of their evenings and
weekends. Thus the creation of the baby’s room was an important locus where couples
worked together to prepare for their babies’ arrival. Based on her ethnography with
expectant couples in the Midwest U.S., Han (2009b) has similarly argued that the
construction of nurseries were special sites of men’s “kin work™ where they could build
their own relatedness to their children through performing the often heavy labor entailed
in these projects (see also Chapter 4).

The most prominent objects parents placed in their babies’ rooms were cribs —
small beds whose sides are covered with slats to prevent babies from falling/climbing out
— and changing tables where dirty diapers would be removed. Most of these cribs were
quite large, attractive and solidly built for long-term use. Some could be converted to
daybeds without rails and even child beds with part of the crib forming the headboard in
future years. Parents often spent several hundred dollars on the purchase of an attractive,
solid wood crib with a matching changing table. In addition, rooms usually had a large
armchair or rocking chair for nursing, soothing and reading to the baby. The rooms
usually had containers for storing additional diapering and clothing supplies, as well
shelves for books and toys. The walls and the decorations were assembled to
“coordinate” with one another — often in accordance with a particular color theme and
embellished with common American childhood motifs, such as baby animals, the
alphabet, or other similar elements. Han (2009b) has argued that these decorations also
serve as person-making devices, for example through baby animals standing in for the
future baby.

Most families had done the painting and stenciling, placement of decorative
borders, etc. themselves. Furthermore, hand-made objects featured prominently in these

spaces. For instance, the crib might feature blankets hand-sewn by a female relative, as in
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Petra’s and Julia’s nursery. Erik had built a unique bookshelf of tree branches that
supported the shelves that the two of them had already filled with books in anticipation of
their baby’s arrival. Erik’s wife, Camilla, along with several others, also knit clothing for
the baby that was laid in her room. Corinne, a librarian with a passion for reading, spent
many hours selecting books she looked forward to reading to their baby. The room thus
became a powerful signifier of the baby’s impending arrival and his/her emerging
personhood. Although I did not specifically investigate participants’ notions of fetal
personhood from the beginning of their pregnancy, in my discussions with participants
and families in childbirth education courses, as well as when I had the opportunity to
repeat home visits, I could glean a gradual material consolidation of the baby’s
personhood and kin relations in the rooms and objects that were carefully selected and
made to fill it. This gradual emergence of personhood was extensively documented in
Han’s study (2007, 2009 a & b)

Scholars of material culture have documented the person-making significance of
creating, furnishing, and decorating children’s rooms. Alison Clarke, for instance, writes
that such spaces “ideologically ... have become a key means of valorizing the otherwise
ostensibly mundane and utilitarian aspects of caring. ...the conjuring up of the nursery
...1s a key means of imagining the physical presence of an infant-to-be and its objects.”
(2004:61). Similarly, Linda Layne’s work on miscarriage and infant death demonstrates
how these objects become involved in the process of grieving and in acknowledging the
reality of personhood for the lost infant. Thus, middle-class infants become “real”
persons through the objects with which they are surrounded (Layne 2000). Indeed, the
danger of creating this space and filling it ahead of the baby’s birth was not lost on
expectant parents. Petra shared with me that after she gazed upon the nursery after a
shopping trip, she asked Julia whether they were doing too much: “What if something
happens and we don’t bring a baby home?”””° For Petra, filling the room with new
purchases was a recognizable person-making process — and the emotional weight of the
material goods that shaped that person-in-the-making was sometimes too much to bear.

Such conceptions of space are, as we have seen in Chapter 1, historically specific.

At the same time that parents and children were separated in sleep, bedrooms also

% Fieldnotes, March 2, 2007.
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increasingly became associated with interiority and subject-formation (cf. Crook 2008).
Indeed, Bachelard’s ([1958] 1994) writings on the phenomenology of the house are an
eloquent exploration of the consequences of this cultural-historical transformation. In his
descriptions the house emerges as a protective enclosure, a site wherein children’s
subjectivity emerges and to which adults return in their daydreams, often filled with
nostalgia and longing. Within the house, Bachelard pays close attention to small,
enclosed spaces that children experience in solitude, including the attic and the bed
chamber, that seem particularly potent sites for sensual experiences and their reworkings
in memories. Although Bachelard mentions that children who have had frightening
experiences in a house, such as during wartime, do not imagine the house as a place of
safety, his analysis does not focus on these issues in great detail. Thus, Bachelard
reinforces the image of the house, and enclosures within as particularly important sites
for the formation of a safe and (healthy) subjectivity. As we discussed the effort to find a
suitable family home through the image of a nest, adult efforts to create children’s
bedrooms can be seen as creating a protected space within the interior of the house where
children can safely grow. Indeed, Han’s (2009b) participants used the image of the nest in
their descriptions of their nurseries.

In sum, the emphasis on intimate personal involvement through planning,
purchasing, and creating these spaces shaped personhood within a network of significant
social relations — the baby was most prominently woven into relations with his or her
parents, but also with other relatives and friends whose objects and work were featured in
the room. Although these relations were prominently featured in these spaces, the
emphasis on a separate space for children also materialized individualistic ideologies of
personhood. Thus, the entire space of the baby’s room was involved in the creation of a
particular kind of middle class American personhood — one that is nested in the webs of
kin relations through carefully selected objects, but where the child is imagined as an

individual in a “space of her own,” separate from the bodies of her parents.
b. The Parental Bedroom

In contrast to the baby’s room, the parental bedroom underwent significantly

fewer changes in preparation for the baby’s arrival. Prior to the birth of their babies, all
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couples in the study slept together in one bedroom. The ideal space for couples at night
remained this shared bedroom, despite exceptions in cases where spouses experienced
insomnia, worked late, or traveled. In middle class American homes bedrooms are
assumed to be used primarily during the night, and master bedrooms are culturally linked
to the occupant couple’s sexuality (cf. Shweder et al 1995, Wigley 1992). As a day-time
visitor invited to cross the threshold of the family’s home, I was already granted access to
a “private,” familial space where persons outside of kin relations occupied only a
temporary space. Unlike other visitors, however, I was interested in the family’s specific
sleep arrangements, which often took me into couples’ bedrooms.

When I was visiting a participant’s house, | was acutely aware of the demarcation
of the bedroom within the home as a private space. Most of our conversations took place
in the living room of the house, and with the passage of time, in kitchens and dining
rooms. While parents happily showed me the fine details of their babies’ rooms even on a
first visit, and we had relaxed conversations elsewhere in the home, I usually had to ask
to see the setup of their own bedroom in order to better understand specific and often
evolving sleep arrangements. I did not always feel comfortable asking to see the bedroom
and only asked when I felt that our relationship was secure enough to do so. [ was
grateful for the few parents, who, upon seeing the look of confusion on my face as I
attempted to understand the details of their latest sleep configuration, offered to show me
their bedrooms and help me visualize how they slept. For instance, when Alex and I
discussed their sleep arrangement that at the time sometimes involved laying Connor
down to sleep in his own room in a crib and then moving him to the couple’s bedroom,
he realized that I was confused about the location of their son’s room in relation to their
own as well as about the height of their bed. Alex then invited me in to their bedroom and
provided a detailed description of their sleeping arrangement that cleared up my
confusion and enabled me to better situate my conversations with both Alex and Leslie.
Thus, I relied both on visual observations of select households’ bedrooms as well as on
verbal descriptions and discussions thereof.

When I was invited into the bedroom, several families apologized for the state of
the room — its messiness — and some families walked ahead of me and tidied the covers

on the bed so that I would not see an unmade or “imperfectly” made bed. The
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importance of the tidiness of the bedroom reflected another emphasis on the orderliness
— both material and moral — of the house and its occupants. The association of
bedrooms and especially beds as sites for sexual activity was an unstated, but important
factor in drawing this boundary. As time went on, however, most families became
increasingly comfortable with my presence and I was invited back to the bedroom to
observe any changes, discuss plans for the space in the future, or to talk while a mother
was breastfeeding a resting baby. The increasing level of comfort with my presence in the
bedroom mirrored the growing closeness of our relationship.

Despite the significant association of conjugal, and especially procreative,
sexuality within the marital bedroom of the house, Bachelard ([1958] 1994) does not
explore this subject in his extensive and sensuous descriptions of the house. Indeed,
although sexuality is implicit in the production of children, it presents a number of
difficulties for the image of the home. Although procreative sexuality is culturally
appropriate within the confines of the bedroom, fears of “dangerous” sexuality abide at
the margins. First, the normative nature of conjugal sex in the bedroom exists in contrast
to the socially inappropriate sexuality outside the home — for instance, provided by
prostitutes in the “street” (cf. Baldwin 1992). Second, sexuality is spatially sequestered
within the interior of a room within the house, away from the eyes of children (cf.
Shweder et al 1995). In Victorian England, the historical separation of parents’ and
children’s bedrooms was partly driven by transformation in marital relationships and
middle class concerns about inappropriate sexuality in working class homes due to the
intermingling of bodies (Crook 2008). Survivors of parental sexual abuse also remind us
that despite architectural divisions boundaries between children and potentially
dangerous parental sexuality are permeable. For these children, the image of safety and
protection of one’s own room was violated and the bedroom often became the locus of
terrifying memories (Halley 2007). Breastfeeding adds another layer of complication to
this already charged terrain since it involves bodily contact between a baby’s mouth and
the mother’s breast — a highly sexualized part of the body in the U.S. (cf. Dettwyler
1995, McKenna & McDade 2005, Battersby 2007, Smale 2001, see also Campo 2010).
The witnessing of this breastfeeding could also incite fears of incest between parents and

children (Smale 2001).
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Although concerns about children’s relationship to parental sexuality were rarely
brought up by my participants, the history of bedrooms and their associations with potent
sexuality remains an important unstated — and perhaps even unconscious — factor in
concerns over sharing beds and bedrooms with children. In Schweder et al’s (1995)
comparative exercise of sorting hypothetical fathers, mothers and children into a limited
number of bedrooms, the avoidance of incest and the preservation of the couple emerged
most significant for the American participants. Within my research, the lack of attention
to altering the parental bedroom prior to the baby’s birth, as well as the purchase of
equipment that accommodated only very little babies (see below) confirms this cultural
imperative to separate parents and babies during the night and offers further evidence to
the significance of sexuality in shaping these decisions. The presence of young babies in
the parental bedroom, likely due to their assumed lack of awareness, do not seem to
present as great a problem as older children do.

Since families planned to keep their babies close to them for the first few weeks,
particularly to facilitate nighttime breastfeeding, they purchased additional equipment to
include in the parents’ bedroom to accommodate newborn babies’ presence. Families
made primarily two plans for where the baby was going to sleep during this early period:
a bassinet or a co-sleeper, each of which will be described below. These pieces of
equipment were supposed to facilitate the initial period of intensive breastfeeding by
enabling children to stay in their parents’ bedroom. In their design, these temporary beds
embodied mainstream conventions of a brief period of nighttime bodily proximity, while
also maintaining norms separate sleep surfaces for parents and children.

The first group of parents (eight couples) purchased a bassinet or received a
bassinet from an important relative or friend. Bassinets are small baskets made of wood
or plastic, with padding and decorative cloth surrounding the baby’s sleep area, that stand
on a raised platform so that they are easily accessible to parents without much bending.
Bassinets are suitable only for infants from about one to three months, since they quickly
outgrow them and can also fall out of them as they acquire increased mobility. Bassinets
sold in stores often evoke nostalgia of the past with designs that imitate woven baskets
and with decorations that resemble those women would have made by hand in the past.

More modern designs, such as the one given to Elise and Adam at their baby shower,
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may be equipped with electronic musical options and lights that can be used to entertain
the baby. That specific bassinet had a canopy that shielded the baby from light as well as
offered a surface for a built in mobile that hung down from the top. Buttons for the
electronic entertainment options, including light vibrations, were provided at the top of
the canopy. This bassinet could be moved using the casters on the bottom of the legs of
the platform or by detaching the basket from the platform. Similar bassinets can be
purchased for approximately $100. The aesthetic qualities of the bassinets were important
for both store-purchased and heirloom bassinets. In Petra’s family the bassinet was
passed around to the next person in the family who was expecting a baby. Petra’s mother
made blankets, each with different colors and bows for each new baby, and came to
install the decorations on the bassinet prior to the birth of the baby, in addition to staying
with each of her daughters after they had given birth to help with the new baby. Thus, for
this family the bassinet was another site of significant decorations and adornment with
familial labor or objects that were made by previous generations (see Appendix 5, Figure
1).

Joy and Jonathan decided against the bassinet and selected a pack-n-play instead,
a plastic bed with mesh sides that most resembles a portable form of a crib. Pack-n-plays
are similarly priced to bassinets and they resemble them in that they are also freestanding
objects. Unlike bassinets, however, they can be folded up and used as travel beds for
children. Furthermore, they provide a considerably larger protected surface area for
sleeping as well as for playing in the later months than bassinets do, making them
suitable for sleeping for a much longer period of time. The mesh enclosure on the sides
enables babies to see the world around them, but prevents them from crawling out of the
area — something many parents find useful in the later months to help keep their babies
away from danger while they step out of the room (e.g., when they go to the bathroom).
This versatility was one of the main reasons why this couple selected a pack-n-play for
their sleep plans (see Appendix 5, Figure 2). Pack-n-plays vary in design and additional
features, such as a play area or an attachment of a smaller basket for newborns across the
top of the main bed, complete with mobiles, etc.

A second group of parents (another eight couples) purchased co-sleepers, baskets

that attach to the parental bed so that the baby can be within arm’s reach of her mother,
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but sleeping on a separate surface from her parents (see Appendix 5, Figure 3). Co-
sleepers differ from bassinets in three key ways: 1) they are attached to the parental bed
itself, while the bassinet remains separate from the parental bed; 2) they are the same
height as the parental bed, while bassinet height does not necessarily coordinate with that
of the bed; 3) one side of the co-sleeper is open so that it provides easy access to a parent
reaching over from the bed, while both sides of bassinets are closed to protect the infant
from falling out of it. These co-sleepers are a relatively recent arrival on the large market
of baby goods and have gained ground among parents who are planning to breastfeed.
They are marketed to this population of parents who would like to stay close to their
babies to facilitate breastfeeding but who do not wish to sleep in the same bed with their
babies.

Purchasing a co-sleeper was more common in the group of parents who attended
the childbirth education classes that were geared more towards “natural childbirth” at
Holistic Center, where co-sleepers were explicitly mentioned (see Chapter 2). This
finding is not surprising in light of the fact that parents whose childbirth plans vary from
that of a heavily biomedicalized and medicated childbirth are also often those parents
who plan to breastfeed their children beyond the usual few months and who wish to stay
close to them at night. Since Dr. Sears, the primary physician advocate of attachment
parenting, has endorsed the use of co-sleepers and his recommendation has certainly
contributed to the growth in sales of these products that usually cost approximately $200
(see Chapter 2).

Only four couples seriously considered sleeping in the same bed with their babies.
Elise and Adam initially worried about having to potentially make changes to their bed in
order to accommodate the infant, but then later decided to have their son, Luke, sleep in
the bassinet that was given to them at their baby shower (described above). The
unanticipated arrival of the gift of the bassinet became incorporated into the negotiations
of this couple’s sleeping plans; the bassinet provided a new and potentially convenient
space for the baby’s sleep. Jocelyn and Samuel were open to having the baby in the bed
with them, but also purchased a bassinet to supply a separate space for the baby at night.
In a similar way, Adrianne and Doug purchased a co-sleeper as their primary plan, but

included the possibility of bringing their baby into their bed for short periods. Finally,
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Angela and Oliver modified their own bed by setting up a “snuggle nest” — a special mat
that has a raised edge for the purpose of protecting the baby from rolling over, thereby
creating a partially separate sleeping space within the parental bed (see Appendix 5,
Figure 4). This object aims to bring a sense of safety and protection — a truly
Bachelardian nest — to the surface of the parental bed itself, something that no other
equipment for the baby attempted. Angela and Oliver made the fullest commitment to
bed-sharing within the study, although they also purchased a crib that they later used as a
separate surface that was immediately attached to their bed. This couple’s level of
planning for more sustained bed-sharing aligned with their philosophy of birth (home
birth), as well as other dimensions of their “natural parenting” approach.

In sum, most parents directed their efforts towards building/furnishing/decorating
the baby’s future room instead of modifying their own bedrooms, reflecting the
significance of the consolidation of their children’s personhood in this separate space as
well as concerns about morally inappropriate shared sleep arrangements. In accordance,
comparatively little attention was spent on modifying parental beds and bedrooms that
were only to be shared for a short period of time after birth. Instead, parents incorporated
few new items into their bedrooms, such as bassinets, pack-n-plays, and co-sleepers,
which signaled the necessity of a degree of spatial separation of parents and babies’
bodies even within the bedroom as well as emphasized the temporal limitations on
sharing the parental bedroom (see also Chapter 2). The material resources required to
create and maintain such spaces as well as the moral orders associated with them
reproduced social class distinctions — these objects and spaces were accoutrements of a
middle class baby. Confronted with the realities of breastfeeding babies, however, most
parents found that their carefully designed sleeping plans required significant

adjustments.

3. The Return to Home

a. The Beginning — Upheavals to Previous Spatial Orders
Parents were quite relieved to be back in their own house after the exhaustion from the
effort and excitement of birth itself as well as the stream of interruptions by staff at the

hospital. Upon returning home, however, new spatial challenges awaited them that
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further hindered their ability to rest.”’ At the hospital Corinne had been in such awe of
her baby, Finn, that she was unable to sleep the night after she had given birth. While her
husband, Jacob, and Finn both slept, she could not. When she returned home, everything
started out just right. Their doula stopped in to check on the family, and things were
going well. But right after the doula had left, the baby started crying, and would not stop.
Corinne described this as the baby not “feeling like” sleeping, and although both she and
her husband tried everything they could, the baby would not settle down: “That first night
was really rough. No one slept, then the next day we were all really tired, and I held him
and he fell asleep in my arms.” In the meantime, Corinne and her baby were learning how
to breastfeed. Although Corinne’s milk had not come in yet, her baby was only soothed at
the breast, so Corinne and her baby spent most of the day breastfeeding.”> As she
struggled to figure out how to breastfeed, she ended up with severely injured nipples —
cracked and bleeding from trauma likely caused by the baby latching on in an incorrect
way.

After breastfeeding her son nearly constantly the day after they returned home,
Corinne figured, “Well, he will sleep if he is held and so I, you know, determined that
that was the way that he was gonna sleep. He didn’t like it if I lied down.” Deciding to do
“whatever you [the baby] want,” Corinne “propped [herself] up on the couch and held
him” while her husband returned to their bed. And this is how Corinne slept every night
for the next two and a half weeks: holding her baby at her breast on the couch, with her
feet propped up on the coffee table. In describing this experience Corinne recounted: “I
really wanted to lie down. I really felt like I wasn’t even circulating right. It was one of
the hardest thing to go through, never lying down.” Thus, Corinne’s and Jacob’s plans
were radically altered. Instead of the baby slumbering peacefully in the co-sleeper while
his parents slept, with Corinne nursing the baby every few hours, here they were with an
inconsolable baby who only slept in Corinne’s arms, preferably upright, and was soothed

only when she put him to her breasts that were increasingly traumatized.”

%! See Fieldnotes, March 13, 2007 for the following account.

%2 Colostrum, a thick, yellowish liquid that some lactation specialists call “liquid gold” for its
immunological properties, is present at the moment a woman gives birth but mature milk may take several
days to arrive.

%3 “Traumatized nipples” are technical terms that lactation specialists use to describe the damage to the
breast tissue.
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Corinne’s milk came in within a few days, but the situation failed to improve for
several more weeks — until Corinne’s baby learned to sleep lying down — due to
ostensibly supportive relatives who questioned Corinne’s ability to produce sufficient
milk for the baby (see Chapter 3). Although Corinne resisted these suggestions, the
doubts seeped into her own thoughts, amplified by the exhaustion and pain she was
already feeling. These worries about her child raised by Corinne’s relatives, combined
with her already exhausted and vulnerable state, made the first couple of weeks nearly
unbearable.

States of complete upheaval and extreme sleep deprivation and exhaustion in the
first weeks following the birth were common among participants. Most parents entered a
similar liminal period where their lives were radically rearranged under extreme
conditions. Mothers’ experiences were particularly shaped by frequent breast trauma
mostly caused by difficulties with latching their babies on and positioning them for
breastfeeding. At night, most parents initially acted according to their prior plans and
placed their babies for sleep in a separate container next to their beds. Few parents,
however, were able to figure out how to get their babies to sleep in this separate space.
As soon as they laid their babies down in the co-sleeper or bassinet, the babies woke up
and started crying.

Carol, similar to Corinne, initially had great difficulty with breastfeeding due to
inverted nipples that were undiagnosed during pregnancy.’* Because of this condition, the
nipple tissue needed to be drawn out and ultimately rebuilt to form a new nipple on the
outside of the breast. While this process is painful in and of itself, it could have been
completed gradually prior to the baby’s birth using an electric breast pump. But since the
condition was overlooked during pregnancy, Carol’s baby was now using his suction to
draw out the nipples, while he was attempting to seek nourishment at the breast. In order
to remedy the situation, multiple hospital staff members attempted to help, but according
to Carol in a rather aggressive form of “shoving” Jeremiah onto her, which caused Carol
a great deal of pain. There was no good plan for how to proceed with breastfeeding
beyond the discharge from the hospital, and yet multiple staff members suggested that

she could simply supplement her breastmilk with formula. Carol resisted this advice,

% See Fieldnotes February 27, 2007 for this account.

202



knowing that supplementation could undermine breastfeeding, and continued with
breastfeeding when she returned home. This resulted in absolute agony, “toe-curling”
pain, for Carol, and weight loss and enormous frustration for Jeremiah. At this critical
juncture Carol called a private lactation consultant, who assessed the baby and gave him
formula while Carol expressed her breast milk using a pump. Justin, Carol’s husband,
then rented a hospital-grade pump so that she could continue to pump through the next
day, enabling Carol’s nipples to recover from extreme trauma. After that day, Carol was
able to successfully breastfeed her baby and her nipples eventually fully healed.

It was in the midst of trying to breastfeed her baby in complete agony, that Carol
and Justin, tried to figure out how to get their baby to sleep. Carol, laughing, summed up
their initial plans and their first night at home:

You know, pre-baby ‘Oh, the baby is not gonna sleep in our bed, the baby
is gonna sleep in our room in the co-sleeper next to the bed.” So we get
home and you swaddle him up, you know, you stick him into the co-sleeper
after 10 min on the first night you hear WAAAH [we both laugh]. Baby
comes out of the co-sleeper after about three of those cries into the bed
between Justin and 1. Really, he has not left. He pretty much sleeps
stomach-to-stomach on this side or that side.

Amidst the painful and frightening experience of feeding their baby, the decision
about where the baby would sleep was easy for Carol and Justin. Sleep and comforting
the baby was of the essence, and bringing the baby to bed offered an effective solution
that soothed the baby and enabled everyone to get some rest.

Even when parents were able to get the baby to sleep on his/her own in a separate
container for at least a short time, they themselves were sometimes unable to sleep.
Although Leslie and Alex, were exhausted after their hospital stay (see Chapter 4) both
Leslie and Connor were adjusting to frequent breastfeeding throughout the day and
night.”” Leslie and Alex looked forward to their return home. Yet, on their first night
home, Leslie could not go to sleep while her baby slept in a pack-n-play near their bed.
Leslie anticipated the baby’s next awakening, which might be just a few minutes from the
last time he woke up, keeping her awake. Alex and Leslie both practiced putting the baby

into the pack-n-play after nursing, rocking him and getting him to fall asleep, even if

% See Fieldnotes, January 11, 2007 for this entire account.
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briefly. But Leslie “couldn’t relax” when her baby was away from her. Leslie explained:
“When I had him in my arms it just didn’t feel right to have him anywhere else.” Leslie
had planned to keep the baby in the pack-n-play because she was very worried about the
potential risks of sharing the same bed with her baby based on her readings during her
pregnancy. As she was sitting up, unable to get to sleep, she and Alex exchanged glances
and decided that bringing the baby to bed was what “works for our family.” With the
baby in the crook of Leslie’s arm, all three were able to “relax” and fall asleep. This
arrangement enabled Leslie to nurse her baby frequently throughout the night without
him crying, without having to get up to soothe him, and without the worries that kept her
awake. In each of the above cases the need for bodily proximity transcended the spatial
separation in the couples’ initial plans.

Three of the four parents who had surgical births via Cesarean section found that
sleeping next to their babies was the only way that they could manage breastfeeding with
the painful incision they had.”® Paula had planned to have the baby in a bassinet next to
their bed, but in the first few weeks she and her husband, Matthew, brought Isaac into
their bed regularly in order to make it easier for Paula to breastfeed him.”” Although by
the end of the first month she moved Isaac into the bassinet for the night, Paula shared
with me that the demands of nursing in that early period combined with the painful
recovery from surgery were too much to manage in separate beds. In a similar vein,
Camilla and Erik similarly planned to have their daughter sleep in a co-sleeper. After
Camilla’s surgery Erik moved the baby in and out of the co-sleeper, since it was too
painful for Camilla to do so. After Erik returned to work, however, this arrangement
became too complicated and unsustainable, since it required too much getting up for both
spouses. Camilla and Erik then decided to bring their baby into the bed, which made
breastfeeding much simpler for Camilla and enabled Erik to get sufficient sleep for work
the next day. In contrast to the above two couples, Angela and Oliver prepared for having
their baby in bed with them, which made breastfeeding easier for Angela, who had also

undergone a Cesarean section. They did not need to radically alter their plans in order

% Although Natalie also gave birth via Cesarean section, this did not motivate her to bring her baby into
bed with her. See a more detailed discussion of Natalie’s and Carsten’s negotiation of night-time sleep
arrangements later in this chapter and in Chapter 6.

%7 See Fieldnotes, March 7, 2007 for this account.
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accommodate this unanticipated complication. Although none of these three women had
significant difficulties with breastfeeding, the recovery from major surgery combined
with breastfeeding their babies frequently during the night made sharing a bed, at least
for some time, a necessity for them regardless of their previous plans. Having visited
each of them within a few weeks of birth, the pain of recovery — both physically painful
and the emotional process of having to come to terms with surgery — could be seen in
the careful way in which they moved their bodies as well as in the winces on their faces
as they navigated breastfeeding positions that would not push on their surgical incisions.

As in the above couples’ examples, the need to soothe a baby through frequent
breastfeeding was one of the main reasons why parents slept next to their babies despite
their previous plans. Although much of this co-sleeping took place in the parental bed,
Corinne’s example shows that beds and bedrooms were not the only spaces where co-
sleeping took place. Corinne and several other parents slept with their babies on their
chests in a variety of places, including the couch and the guest bedroom. Mothers would
sometimes take breaks from their babies while their spouses slept with their babies on
their chests to allow mothers to get some rest. For some couples this liminal period of
sleeping in a variety of places within the house and in new, and often-changing
configurations lasted only a day or a few days. Most couples, like Carol and Justin and
Leslie and Alex found a routine that worked for them, at least temporarily. Others like
Corinne and Jacob, however, continued to struggle for several weeks. Ultimately, over
the course of the first few weeks, routines began to take clear shape as about half of the
parents in the study came to regularly share their bed with their baby, whereas the other
parents regularly placed their baby on a separate surface close to their beds. The
tremendous frequency with which parents brought their children into their beds, even if
only for part of the night, reflected parental ability to use their sleeping spaces in a

creative manner, producing unanticipated bodily proximity with their infants.

b) Spatial challenges within the bedroom — sleeping together and apart
1. Negotiating Sustained Bedsharing

The group of parents who brought their babies to bed with them had to work out
where exactly the baby would be located within the parental bed. As Carol indicated in
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her discussion of how their baby came to share the bed, their baby slept “stomach-to-
stomach” on whichever side he last fell asleep after breastfeeding. Leslie had a different
approach, where she was initially in the middle of the bed, with her husband and baby on
each side.”® In the middle of the night, she sometimes moved herself to the other side
rather than moving the baby. She commented that it “seems funny to me that I do that.”
In Leslie’s case, then, both her own and her baby’s body might be reconfigured during
the night, so that the baby would end up in the middle of the bed between Leslie and
Alex. Thus, the arrangement of the parents’ and child’s bodies throughout the night was
often in flux during the night. Who went to bed first and which side the baby had fed on
in the previous breastfeeding session would shape the specific arrangements. For parents
whose babies slept in the bed for part of the night, and slept in a co-sleeper or other
surface next to the bed for the remainder of the night, the sleep arrangement might also
vary. The fluidity of sleep arrangements throughout the night further underlines the
significance of creative uses of sleep spaces and the equipment therein. Safety was of
utmost concern to all bed-sharing parents, which was negotiated in relation to

biomedicalized notions of minimizing the risk of suffocation and SIDS (see Chapter 1).

1i. Equipment and its Modifications

Parents who regularly shared their beds often made light of the additional
equipment they purchased that lay around the house but remained unused for its
originally intended purpose. Many of these parents began to transform and/or move
previous sleep equipment that they had planned to use for their babies. Rachel, for
example, “felt bad” about someone having bought them a bassinet, since they quickly
abandoned using it.”” Nathan, however, jokingly reminded her that the bassinet will make
a nice present for another couple who then will also use it for diaper storage instead of
putting their baby to sleep in it. In a similar vein, Carol laughed when she first told me
about the co-sleeper in which her son “slept, well, LAID in ... for all of ten minutes on

59100

the first night.”" This co-sleeper became a point of conversation for us in subsequent

visits, as it filled different functions in different spaces of the house. At first, the empty

% Fieldnotes, January 11 and March 20, 2007.
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co-sleeper was used mainly as storage: “It holds pillows. Not a whole lot else is going on
with the co-sleeper. I don’t know if much else will ever go on with the co-sleeper” (see
Figure 5).'" She also discovered that the co-sleeper created an edge for her side of the
bed, which served as a barrier as the baby was beginning to roll over. During this time,
Carol and Justin used the crib they had borrowed from Justin’s cousin in the nursery for
diaper changing. Later on, Carol moved the co-sleeper to the living room, where it was
used for keeping various baby-related items on hand, such as extra diapers, toys and
Carol’s sling in which she carried their baby. Ultimately, the co-sleeper was leant out to a
friend who was expecting a baby.

Similarly, Kate and Joshua began using their co-sleeper for bed-side storage in the

192 When I first visited their home two weeks after Anna’s birth,

early weeks postpartum.
the co-sleeper held many different items, such as extra pillows to support the mother’s
hand and the baby’s body during nighttime nursing sessions, a glass of water and a book.
In this sense, the co-sleeper’s function was transformed into conveniently accessible
space for the mother’s use. Other couples made different adjustments to their sleeping
spaces. Angela and Oliver, whose son slept in the middle of their bed in the “snuggle
nest,” eventually detached the fourth wall of their crib and placed it directly adjacent to
Angela’s side of bed, forming an extension to their beds. Thus, Max spent part of the
night in between them, and part of the night in the crib right next to Angela.

Just as the use and location of co-sleepers was modified, among bed-sharing
couples the parental bed itself came under scrutiny. This included the adjustment of
pillows and blankets as well as the height of the bed in order to protect the baby from
suffocation and falls (see Chapter 1). Since most families slept on beds that were at least
two feet off the ground, over time they became increasingly aware of their babies’
potential to roll off the mattress. Camilla and Erik decided to avoid this situation simply
by putting their mattress on the ground.'” Because they were used to sleeping on a low

bed and had slept on futons in the past, this caused no great difficulty or concern for

them. However, they were unusual in their ease with such changes, reflecting the

1% Fieldnotes, February 27, 2007.
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constraints of cultural ideologies that surround the parental bed as a reflection of middle
class propriety. Not having a “proper” bed on an elevated platform would lead to the bed
touching the floor, which might be considered “dirty”” and may signal poverty. Although
in conversation several families considered lowering their mattress, their ultimate
reluctance to lower the bed presented an example of the moral orders embodied in the
object of the bed itself that they were unable to transcend, despite having overcome the
barrier of sharing a bed with their children. For instance, Rachel, Nathan and I had
several discussions about their plans for how to deal with Mariah’s increasing mobility
and potential falls from their bed, but they did not end up making any adjustments to the
bed (nor did Mariah ever fall out of the bed).

1ii. Negotiating Sharing the Bedroom

Others parents continued to share their bedroom with their children but did not
share (or no longer shared) their beds with them. This arrangement enabled couples to
retain bodily closeness to their child, while also retaining a degree of the culturally
sanctioned separation enabled by separate sleep surfaces. They settled into more or less
comfortable ways in which they could nurse their baby, return the baby to their own
sleeping space, and go back to sleep. For instance, some couples used a co-sleeper
attached to their bed or a bassinet or pack-n-play placed right next to the bed to place the
baby for sleep, picked up their babies to nurse them in their bed whenever they stirred,
always placing them back in the separate sleep space thereafter. The need to make
nursing as easy and least burdensome for the mother dominated these arrangements.
Parents’ early routines worked smoothly for about two-thirds of participants for the first
few months at least. The main challenges to this arrangement arose from the difficulties

of negotiating sleep equipment and from navigating sexual relations between spouses.

iv. The Limitations of Sleep Equipment

Petra and Julia had perfected a nightly routine in the first few months that entailed
the couple using a bassinet next to their bed for bouts of sleep between nursing sessions.
Julia slept next to the bassinet and picked up their baby and handed him to Petra, who
breastfed him and then gave him back to Julia who soothed him back to sleep. This
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activity enabled Julia to touch, caress, and talk to the baby and also alleviated the burden
of nighttime nursing, especially at times when Petra was delirious from sleep deprivation

104

(see Chapter 6). " When their baby quickly outgrew the bassinet, Petra and Julia were
faced with the dilemma of whether they should move their baby to his crib in his own
room.'?” Since the couple both enjoyed being close to their baby and did not feel ready to
move him out of their room, the couple decided to replace the bassinet with a larger
portable crib, called a pack-n-play. This choice enabled Petra and Julia to contemplate
their sleep arrangements and reformulate their plans for their son, ultimately delaying
their baby’s move to his separate room until close to his first birthday'*.

Petra and Julia’s example illustrates the challenges of baby equipment. The
bassinet, clearly designed for only very small babies, could not accommodate their
desired pattern of sleeping next to their baby. While Petra and Julia were able to
overcome these limits by their creative use of the pack-n-play, they remained concerned
that over time their baby did not have sufficient room in the pack-n-play and that he
would be ultimately more comfortable in the crib. The crib could not be moved into the
parental bedroom due to its large size. These thoughts, of course, not only reflected
concerns about the limitations of the equipment, but also their concerns about how soon
they would feel comfortable with moving their baby to his room, located across from the
parents’ bedroom. In this case, the spatial layout of their home as well as the equipment
purchased for different rooms structured the couples’ decisions about sleep arrangements
in the Bourdieuean sense. At the same time, the couple’s changing choices of equipment
and their delay in moving their son out of their bedroom reflect considerable ability to
manipulate and challenge these structuring effects (see Chapter 6 for more on Petra’s and
Julia’s efforts to find a workable sleep arrangement for their family).

Paula and her husband, Matthew, shared similar concerns about the constraints of
baby furnishings. As I described above, although they had not planned to share their bed
with their baby, in the initial weeks Paula found it easier to nurse Isaac in their bed

because she had a Cesarean section and was limited in her mobility.'’” After a few weeks,

1% Fieldnotes, April 13, July 17, October 25, 2007.
1% Fieldnotes, July 17, 2007.

1% Fieldnotes, January 25, 2008.

197 Fieldnotes, March 17.

209



once her incision had healed and was no longer causing constant pain, they moved the
baby into a bassinet next to their bed. Both of them felt more comfortable with the baby
being in the same room with them, where they could hear him and listen to his breathing
and awakenings.'”® After the bassinet became too small, like Petra and Julia, they also
moved their baby to a pack-n-play next to the bed, knowing that this would again be a
temporary solution until they figured out their next step.'” Ultimately, although they had
little extra space beyond their bed in their bedroom (albeit slightly more than Petra and
Julia had in their bedroom), they moved the crib next to their bed.''” This decision was
inspired by the couple’s desire to stay close to their child, and their sense that this
arrangement enhanced his safety. Matthew was relieved to hear his son’s breathing at
night, and Paula enjoyed the ease of breastfeeding her son within reach of their bed.

The couple buttressed their decision with their knowledge of Japanese cultural
traditions of keeping children close to parents at night, according to which Matthew was
raised since his father is from Japan. They moved their son into a toddler bed in his room
across from the master bedroom right before the end of the first year, partly motivated by
preparations for the arrival of their second son a few months later.''' Thus, while
continuing to sleep in the same room with their baby and ultimately bringing the crib into
the bedroom was not part of the couple’s initial plans — in fact, this solution was
discouraged by their pediatrician at the time — the couple made this significant spatial
rearrangement and enjoyed this arrangement for many months. Paula’s and Matthew’s
arrangements present another example of the challenges and limitations of equipment, but

also their parental ability to use alternative cultural knowledge to circumvent them.

v. Negotiating Couple-Spaces and Sex in the Shared Bed/Room

One of the challenges couples faced is how to be together and have sexual
relations in the presence of a baby within the bedroom or the bed itself. Couples created a
series of solutions. Some couples, for instance, put their babies to sleep in a separate

room — either the parental bedroom or in the baby’s room — for the early part of the
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night and then spent time together in a separate room. For instance, Camilla and Erik
enjoyed their family ritual of laying down next to their daughter while Camilla nursed her
to sleep. After their daughter was asleep, they would plug in an infant monitor and move
upstairs to another room in the house to spend time together. Rachel and Nathan had a
similar strategy, although fatigue from the day’s work could intervene and result in
everyone going to sleep as they were putting their daughter to sleep. This kind of creative
reworking of spatialized activities resembles couples’ similar strategies in rural China as
documented by Erik Mueggler (2001). In that case while two separate beds were set up
for husbands and wives, as indicated by objects placed on top of one of the beds, some
couples did not abide by the spatial norms embodied in the furniture. Similarly, among
my participating couples, the presence of a large single bed in the bedroom did not
necessary predict where couples spent time together or had sexual relations.

While many couples successfully worked out these arrangements to relocate for
their time together, for other couples the baby’s presence caused greater difficulties. For
Joy, this sense of the baby’s presence was an obstacle to sexual relations.''? This
sentiment also coincided with feelings that the baby’s repeated awakenings for nursing
were exhausting and limited her ability to have time to herself, to meet with friends, or
engage in any activity other than caring for her baby. Joy and her husband, Jonathan,
ultimately settled on a plan that enabled them to put their baby to sleep in his own room
at the end of his first year, causing great relief for both parents.' "

In spatially separating conjugal sexual relations from children’s sleeping bodies,
parents followed the pattern of relatively recent historical transformations described in
Chapter 1. Moving the child into a separate space for the night enabled couples to
continue to have their sleep and sexual spaces in one room without concern. For others,
separating family sleep spaces and couples’ sexual spaces presented an alternative
approach that decoupled the parental bed from its normative sexual association. In both
cases, the spatial separation of children from sexual activity helped to restore the moral

norms for sexuality within the house.

"2 Fieldnotes, January 9, 2008.
'3 Fieldnotes, April 18, 2008.
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¢) Waves of migration from the parental bedroom to the baby’s room

Over the course of months after each baby’s birth, I observed waves of movement
out of the parental bedroom. Parents continued to discuss their sleep arrangements and
often began to work on making changes that they felt would be helpful ways to prompt
their babies to sleep separately from them, preferably in the baby’s own room. The
negotiation and implementation of these plans for moving the baby out of the parental
bedroom while continuing to breastfeed the baby was a complex process that was often
accompanied by temporary rearrangements and returns to the parental bedroom and even
to the parental bed. The metaphor of ocean waves is particularly apt here, since the
movement of waves back and forth captures the movements of children out of the
bedroom that often went back and forth for some time before children eventually slept in
their own bedroom for at least part of the night. Furthermore, the image of waves also
helps to conceptualize the temporal quality of these movements.

Nearly all of the parents who moved their babies to another room had participated
in extensive discussions of how to accomplish this goal both within the couple as well as
with selected others (friends, parents, etc.). They had many friends and family who all
moved their babies in the same pattern (bassinet in shared bedroom to crib in separate
bedroom). Over time, the imperative to move the child to his or her room became more
pressing for most couples. The spatial separation of children to a separate bedroom was
always part of the process of “sleep training,” methods parents could apply in order to
align their children’s bodies with cultural expectations of “sleeping through the night.”
The details of this process will be described in Chapter 6.

Natalie was first to move their baby to a separate room within a few weeks after
giving birth. This move was prompted by her husband’s work schedule as well as her
own preferences as described in detail in Chapter 6. Despite the emphasis on preparations
for the baby’s room prior to the baby’s arrival, only three other couples moved the baby
out of the parental bedroom at the end of the first three months, with two of these couples
retaining partial bed-sharing or room-sharing. After these first couples made a shift

towards separate parental and child sleep spaces, it took several more months until the
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next couple did so at around six months postpartum. This change was prompted by
Johanna’s and Carl’s move to a new house in a different state for Carl’s new academic
position."'* In this case, the couple seems to have delayed the trajectory of moving their
baby out of their room due to spatial constraints of their rental home in Green City. With
the availability of the new house that included the culturally desirable separate bedroom
for their child, the couple was prompted to move their child into this new bedroom for the

night (see Chapter 6 on Johanna’s and Carl’s sleep training experiences).

1. An example of problematic pediatric authority in nighttime spatial

arrangements

While pediatrician advice about solitary sleep was an important concern in the
early months (Chapter 3), due to the potential for endangering their young babies,
couples became much less concerned about such advice over time. As I mentioned
earlier, parents who were continuing to bring their babies into their beds employed a
variety of strategies with pediatricians, from hiding their exact sleep arrangements,
sharing as little information as possible, or switching to another practice (e.g. Paula and
Matthew above). In general, parents found that pediatric practices that were supportive of
breastfeeding were also more open to more diverse sleep arrangements. In fact, several
participants chose the same practices, which were known for their supportive
breastfeeding philosophy.

While most parents became more confident in their ability to negotiate pediatric
experts’ authority, Lynn and Gary had a different experience. Their son, Killian, was
sleeping comfortably next to his parents in a pack-n-play, having outgrown his co-
sleeper. This arrangement suited both parents, and made night-nursing easy for Lynn.
Lynn was working full-time and spent long hours away from home. Her office was
located in a traditional business environment, where taking breaks was frowned upon,
and there was no effort to facilitate Lynn in her efforts to keep breastfeeding.
Furthermore, her office walls were made of sheer glass, as were all the walls in the
building, making it even more challenging to secure privacy. She breastfed primarily in

the mornings and evenings, and nursed Killian two to three times a night. Over time,
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Lynn did not always wake up fully, and could not actually recall how many times she
nursed because she could simply reach over to feed him. When they visited their
pediatrician for Killian’s 6-month checkup, however, the pediatrician asked them about
their sleep arrangement and made an emphatic call for getting Killian out of his parents’
bedroom and weaning him at night. The fact that they were “still” sharing a bedroom was
at the crux of his concern, although nursing at night was also problematic in his view. It
was not entirely clear to me why Lynn and Gary felt compelled to follow the
pediatricians’ advice. It seemed that Lynn believed that this would be for the greater good
of helping Killian learn how to sleep in a separate room, without nursing, for longer
chunks of time. Nevertheless, Lynn and Gary did not follow through immediately, but
eventually did move Killian to his room next to their bedroom around the seventh month
and stopped night-nursing by the eighth month. By nine months, Killian had slept along
in his own room and “weaned himself;” he had simply become uninterested in nursing.'"
Although Lynn felt that this was simply her child’s way of ending breastfeeding
due to the lack of developmental need, multiple different factors seemed to have
intersected to cause this shift. The lack of accommodation at her work could be seen as a
marker of specific class status within the “middle class;” she did not have as much
flexibility and support at work as some other women who returned to work in Green City.
Furthermore, Lynn did not have the option to stop working, since the couple needed both
incomes to support their family. She did not enjoy pumping (as most women had not),
and this sentiment was compounded by the inadequate pumping arrangements at her
office. At the same time, she was also not as focused on pumping enough milk to supply
her son with stored breastmilk alone. This may have been partly due to her environment
in which fewer people breastfed than in Green City, although couples approached
challenges in different ways. For instance, Petra, who had similarly challenging pumping
arrangements, persisted with pumping regardless of these obstacles. While the above
might also indicate that Lynn was ready to stop breastfeeding altogether, it was clear to
me from our interactions that she enjoyed nursing Killian and was saddened by the
pediatrician’s advice. Well-established research suggests that the pediatrician’s

recommendation created a situation of very restricted access and a lack of stimulation for
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breastmilk production, both of which likely resulted in premature weaning (Ball et al
1999, Gartner et al 2000).

This example highlights that medical advice, even in the absence of evidence, can
carry a high level of authority among parents. I believe that Lynn and Gary’s experience
with the pediatrician was subtly interwoven into their lower class position compared to
my other participants. The careful selection of pediatricians, the ability to conduct
research and come to a different conclusion from a biomedical expert’s strong
recommendation, and the environment in which such work is the norm, are all markers
and makers of class positions. Most families in the U.S. have little access to supportive
pediatricians and far fewer resources to be able to counter authoritative biomedical
advice. Lynn and Gary’s vulnerability to such advice indicates that ill-informed
pediatricians assert significant influence over family sleep practices and thereby undercut

breastfeeding relationships.

1i. Moving towards parent-child separation

For most parents, the decision to move their babies out of the bedroom was
difficult, fraught with anxiety, and entailed multiple phases. The struggles were often
related to breastfeeding, since moving the baby away from the proximity of the mothers’
body meant that some babies woke up more often during the night, cried more, and were
more difficult to soothe back to sleep. While parents often got less sleep during the
implementation of these new spatial arrangements, they eventually brought relief to
parents. I believe that this sense of relief was due to both the success of developing a
system that brought greater rest to parents as well as to having attained culturally
desirable separate sleep arrangements for parents and children.

For Corinne and Jacob, however, the difficulties of transitioning their baby to his
bedroom resulted in bringing him into the parental bed for the remainder of the study
period. When around the fourth and fifth month postpartum Corinne attempted to move
the baby to his own room because their baby had outgrown the bassinet-like hammock in
which he was sleeping, she had trouble implementing this plan due to his frequent

waking and crying.''® Corinne contemplated moving the crib into the parental bedroom,
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but similar to Petra’s and Julia’s situation, the bedroom was too small to accommodate it.
Corinne worked full-time and felt that peaceful sleeping was more valuable than getting
their son to go to sleep in a separate room. Thus, Corinne and Jacob ultimately lowered
their bed to the floor by taking out the bed-frame and brought Finn into the bed with
them. This couple’s example shows that even when parents are on a trajectory towards
separate sleep arrangements for several months, the difficulties they encounter can
prompt some to defy these conventions and radically rework their sleep arrangements.

At one year postpartum, two thirds of participating families attained the culturally
desirable norm of having their babies sleep apart from them for most of the night. In
many of these families, however, babies still visited their parents’ bed in the late morning
or in the weekends. Four of these couples shared their bed with their children for part of
the night and/or early morning periods on a regular basis. Finally, six couples continued
to share their beds with their babies each night. Among these families, several had an
early evening period where the baby slept alone and the couple was away from the family
bedroom. Although all parents envisioned their children going to sleep in their own
separate room in the long-run, this latter group of parents significantly reworked the

timeline for this norm (see Chapter 6).

Conclusion

In this chapter I have argued the house served as a particularly important site for
the production of children’s personhood and the formation of kin relations. The
construction of the baby’s room initially anchored the child’s personhood to this space,
wherein kin relations from past generations joined with dreams for the child’s future.
Once children were born at the hospital and families returned home, however, the
integration of children into these spaces met with significant unanticipated obstacles. The
process of breastfeeding, which necessitated bodily proximity, challenged social practices
and norms for domestic spaces that emphasized the separation of children from parents.
By bringing their children into their beds, modifying sleep equipment, and delaying their
children’s move to a separate bedroom, couples transformed the house and the relations
within as much as they replicated the moral order these spaces signified. My findings

echo those of Erik Mueggler’s (2001), whose ethnography in rural China has shown that
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while the spatial orientation of rooms and the objects therein do structure kin relations
within the house, actual uses of these spaces and objects reveal considerable creativity
and fluidity.

During the course of much of their child’s first year of life, parents negotiated
moral tensions between their desire to breastfeed and to comply with middle class sleep
conventions. Although the embodied praxis of nighttime breastfeeding clearly disrupted
parents’ expectations for children’s personhood and for parent-child kin relations, the
resolution of these conflicts differed widely across participants. Overall, parents made
significant spatial adjustments to their nighttime sleep practices to accommodate the
bodily proximity induced by the breastfeeding relationship. Even as more parents moved
away from this bodily proximity over time, they reworked the timeline for these
transitions. These changes reflect a sense of emergent moralities that incorporate
accounting for the perceived needs of the child, while also simultaneously
accommodating other obligations to spouses, work, and one’s own body. These
moralities were deeply felt, inhabited, and continually renegotiated in relation to the
embodied experiences of the night and other social interactions. Through this process
parents substantively relocated and reworked their understanding of children’s
personhood, as something that was produced over time through intercorporeal
engagement. This more processual model of personhood, however, remained in tension
with more conventional ideologies of personhood that perceive the baby as, on the one
hand, a much more fully formed, separate being from birth and even during pregnancy
(cf. Ginsburg 1989, Morgan 1989, Morgan & Kaufman 2005, Layne 2000), and on the
other hand in need of significant “training” to produce self-sufficiency and autonomy (cf.
McKenna, Ball and Gettler 2007, Shweder et al 1995). In Lynn’s and Gary’s case, this
ideology received heavy emphasis from their encounter with a biomedical expert. The
detrimental consequences of their pediatrician’s advice served to highlight once again the
privileges necessary to sustain breastfeeding over the long run, drawing attention to the
multiple ways in which social class is evoked and remade through everyday parenting
activities.

Those who habitually shared their beds with their children over the course of most

of the first year made the most radical changes in relocating the site for producing
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children’s personhood from a separate room to between the bodies of two parents for an
extended period of time. This change entailed the greatest adjustment of parental bodies
and domestic configurations of space compared with mainstream cultural conventions.
On a sunny summer afternoon at Nathan’s and Rachel’s house seven months after their
daughter’s birth,''” Nathan and I discussed the negative reactions he encountered among
friends in response to their continued sharing of their bed with their breastfeeding
daughter. Nathan recalled several conversations, where friends emphasized the
importance of solitary sleep as a path for acquiring the value of independence for
children, something he heard many times before. These friends argued that sharing the
bed with their daughter would have long-term negative consequences — she might never
leave their bed, or move out of their house — something that Nathan found “ridiculous.”
Summing up these arguments, Nathan said “I guess you have to push them out of nest
early ... [laughs] and I don’t know, eggs don’t fly.” Nathan thereby suggested that
pushing children out of the “nest” prematurely would leave them vulnerable, rather than
prompting the development of greater precocity.

In comparing infants to eggs that have not yet hatched, Nathan renegotiated the
familiar Bachelardian nest metaphor. While Nathan and his friends shared the sense that
the family home offered a protective space for nurturance, Nathan located this “nest”
within the bed the three of them shared, instead of the more conventional space of the
baby’s room occupied solely by the child. Thereby Nathan challenged the spatial origins
of children’s personhood as well as the embodied relations entailed in their production.
Nathan, along with other couples who continued to breastfeed and shared their bed with
their children, introduced a larger critique of American ideologies of children’s
personhood that argued for a much more gradual formation of personhood over time.
According to this model, dependence on one’s parents, and their constant nurturance are
necessary, even desirable states that ultimately produce a successful adult — a good
“flier.” The production of this personhood necessitated reworking parental personhoods
as well. Therefore, the moral dilemmas of nighttime breastfeeding stretched and

transformed the limits of what was possible, and reshaped the moral imagination. In the
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following chapter I will explore the temporal dimensions of these negotiations and their

effects.
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CHAPTER 6
TIME TO SLEEP: BREASTFEEDING BABIES IN CAPITALIST REGIMES OF
TEMPORALITY AND PERSONHOOD

Introduction

In this final chapter I describe the temporal dimensions of the moral dilemmas
engendered by the practice of nighttime breastfeeding. Just as the embodied praxis of
breastfeeding disrupted spatialized cultural expectations for children’s personhood that I
described in the previous chapter, it also upended aspects of personhood anchored to the
rhythms of day and night. I argue that parental experiences of fatigue, while seemingly a
“natural” by-product of caring for young children, result from conflicts between
competing pressures of capitalist time regimes that structured couples’ lives and
influenced ideologies of children’s personhood, and the moral desire to fulfill cultural
expectations to breastfeed. Parents’ navigation of these pressures revealed different
degrees of willingness and ability to adjust their own bodies to coordinate with those of
their babies and to assert authority over their children’s bodies in order to achieve
desirable sleep patterns. These negotiations illuminate the profound ways in which
capitalism shapes human experience while offering new insight into the formation of
emergent embodied moralities that challenge and reshape capitalist regimes of
temporality in personhood and kin relations.

My findings reflect the profound changes in the reckoning of time since the rise of
industrial capitalism and demonstrate its complex consequences for raising children (see
also Introduction and Chapter 1). While sleep could take place in multiple chunks under
different labor conditions, industrial labor demanded a new kind of reckoning of time,
one where continuous, maximally efficient work came to be emphasized (cf. Ekirch
2005, Stearns et al 1996, Thompson 1967). This new kind of work regime that
emphasized discipline and efficiency did not permit rest during the daytime and

increasingly compressed available time for sleep for workers. Consequently, there were
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significant motivations for parents to regulate their children’s sleep in order to conform to
these new schedules.

Furthermore, these models of time dovetailed with mechanical models of human
bodies espoused by biomedicine, wherein human bodies increasingly came to be seen
within the framework of capitalist production. Emily Martin’s (1987) and Davis-Floyd’s
(2004 [1992]) work documented how tying the process of childbirth to time intervals was
a key aspect of perceptions (and internalized self-perceptions) of women as failed
machines requiring medical intervention. The clock played a major role in the
undermining of breastfeeding in the 20™ century, since both mothers’ lactating bodies and
infants’ feeding and sleep were tied to regulated, measured intervals of feeding schedules
that interfered with the physiology of breastfeeding (Millard 1990, Simonds 2002, Apple
1987, Stearns et al 1996, see also Whitaker 2000 for a comparative Italian example).
Fiona Dykes (2005, 2006) ethnographic study of breastfeeding in the hospital in the U.K.
has shown that the clock, both through its use among health care workers and through its
internalization among mothers themselves, continues to play a similarly problematic role
in situating breastfeeding at the end of the hospital’s production-line, and setting up
breastfeeding mothers as inefficient, failed machines that require supplementation with
artificial formula milk. In Dykes’ recent discussion of temporality in breastfeeding, she
has further elaborated on the confusion and difficulties new mothers experience with the
temporal rhythms of breastfeeding that contradict their expectations based on internalized
models of linear clock-based time (Dykes 2009). Clock-based mechanical approaches
towards children’s sleep remain pervasive in pediatric advice (McKenna, Ball and Gettler
2007, Henderson et al 2010, McKenna & Ball 2010) Despite recent shifts towards more
complex models of child development, these approaches continue to be justified by their
ostensible role in producing self-regulation and self-efficacy, values that reflect
characteristics of capitalist production. These legacies of temporal expectations for
mothers and children cause significant challenges for contemporary American families
since they do not accommodate the embodied practices of breastfeeding (or other aspects
of reproduction per Simonds 2002, Dykes 2009, McCourt & Dykes 2009, McCourt
2009), particularly during the night when children are expected to sleep away from their

parents for long, uninterrupted periods of time.
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In E.P. Thompson’s (1967) classic study of temporality and industrial capitalism,
Thompson noted that even before the full transition to factory labor and new reckonings
of time took full effect, labor regimes had differential effects for mothers, fathers and
children. Among rural 19" century English laborers women bore the brunt of the time
squeeze of daytime labor in the fields and nighttime care of their young children.
Thompson argued that contemporary women’s orientation to temporality remains
conflicted between two temporal regimes: “despite school times and television times, the
rhythms of women’s work in the home are not wholly attuned to the measurement of the
clock. The mother of young children has an imperfect sense of time and attends to other
human tides. She has not yet altogether moved out of the conventions of ‘pre-

industrial’''®

society.” (79). These observations stand in direct opposition of historical
evidence that mothers internalized clock-based models of time for their own reproductive
processes while also becoming the primary agents of socializing their children into this
new kind of temporality by scheduling their bodily processes such as feeding, sleeping,
bathing and toileting (cf. Martin 1987, Apple 1987, Dykes 2009). Yet, Thompson’s
observation that children present challenges to work schedules, especially those
dominated by capitalist labor practices for both parents, and mothers’ role in attending to
these challenges merits further attention. I will argue that rather than mothers being
“stuck” in “pre-industrial” time regimes, however, contemporary families in my study
negotiated these disruptions in gendered, but distinctly late capitalist ways.

Finally, I follow in Max Weber’s (1958) footsteps to situate my discussion of
nighttime breastfeeding and temporality in the context of morality. Weber argued that a
key characteristic of the Protestant ethic that propelled the rise of industrial capitalism
was its approach to time, wherein time was equated with money and the inefficient use,
or “wasting” of time, was considered a sin. I suggest that in the contemporary late-
capitalist U.S. context, cultural approaches to temporality possess similar moral

characteristics that are deeply tied to capitalism through time regimes of labor and

"8 Thompson explained that he put “pre-industrial” in quotes in order to show that such a division between

pre-industrial and industrial societies in a 19 century English context is a problematic one, since social and
economic transformations associated with industrial capitalism were well on their way by that time period
(1967:79-80). Nonetheless, the use of the term “pre-industrial” (even in quotation marks) to label women’s
temporal regimes warrants close analytical attention.
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cultural expectations for the temporal regulation of mothers’ and children’s bodies that
are themselves infused with capitalist ideologies of production.

In the first part of the chapter I will address two main frameworks of time that set
the context for babies’ arrival: 1) capitalist time regimes that are simultaneously entailed
in the flow of income to produce a “good time to have a baby” as well as in setting up
daily rhythms of time that ultimately conflict with caring for a baby; and 2) “a good time
to have a baby,” couples’ own time-frame within which they feel would be best to have a
baby, which is influenced by economic and relational security as well as the sense of
urgency created by the narrow window of fertility they perceive to exist through idioms
of the “biological clock.” In the second part of the chapter, I describe the disruptions of
temporality caused by breastfeeding babies and families’ efforts to negotiate them. I
conclude the chapter with a discussion of the implications of these parental efforts for

personhood, kinship, morality and capitalism.

1. Before the baby — Middle class couples’ time in capitalist work regimes

Karl Marx and other scholars have argued that capitalist regimes of labor have
produced distinct spatiotemporal separations between home and work, with important
implications for the segregation of men’s and women’s labor (cf. Lefebvre 1974). With
women’s increasing participation in the labor force (cf. Moe & Shandy 2010), however,
women’s and men’s spatiotemporal rhythms increasingly resemble one another with both
leaving the home for work and then returning to it afterwards. For most middle-class
workers, this schedule follows a (blurry) diurnal pattern with work during the daytime
and leisure time and sleep at nighttime and weekends, but with a significant portion of
work being performed beyond conventional time-frames and from remote locations using
the internet.

Although I got to know couples only during their pregnancies, conversations with
them offered insight about their lives before their babies were born. Prior to their babies’
birth, couples’ understandings of time was dominated by their work schedules. Steady
employment with health insurance coverage for the entire family supplied the family with
adequate resources for maintaining a stable middle class position, including the purchase

of a home. This economic and geographic security was a pivotal element in couples’
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plans for a baby (see Chapter 5). Much of this stability derived from a high level of work
commitment demonstrated by lengthy work hours, often compounded by time for
commuting to and from work.

The home and the workplace provided two interrelated poles of economic and
spatiotemporal organization, but with considerable crossover between them. In most
cases, at least one member of a couple had fairly strict work hours, to which the other
member of the couple adjusted in order to ensure that they would spend time together.
For example, after completing her master’s degree, Camilla taught piano part-time from
their home. Erik, however, worked as an architect at a Green City firm.'" Thus, the
couples’ schedule was framed around Erik’s working schedule, since that was less
flexible than teaching that could be arranged to fit within this frame. The couple reunited
in the evenings and shared the evening meal, household tasks and leisure time together.
Since Erik needed additional work hours beyond the work-day in order to meet deadlines
and to prepare for a series of important licensing exams, he often returned to his work
tasks from home in the evening hours. Weekends could be spent in a more flexible
manner since Erik did not have to go into the office, leaving more time for leisure as well
as for larger household projects. During Camilla’s pregnancy this time was increasingly
filled by preparations for their baby’s arrival. In another similar example, Julia also
worked as an architect with lengthy hours, some of which she completed from home late

in the night.'*’

Petra was a teacher, with shorter daytime hours during the school year but
that included considerable preparation and grading work beyond these hours. In order to
coordinate their schedules, Petra completed much of this work by staying longer at
school, enabling her to reunite with Julia in the evenings without the burden of additional
work. During the summer months Petra took over the bulk of housework since she had a
long break from teaching but Julia had few days off from work. These examples
illustrate the blurry boundaries of where and when paid labor takes place as well as how
couples coordinate their schedules to share leisure time and household labor.

The main departure from these time schedules included students and the one shift-

worker in the study. There were four students in the study, Nathan in a Bachelor’s

"% Fieldnotes, January 7, 2007.
120 Fieldnotes, April 13, 2007.
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program, Angela in a Master’s program, and Elise and Natalie in doctoral programs, both
completing their dissertations. Although being students meant that beyond attending
classes and required events they had greater flexibility in arranging their time to study,
Angela and Natalie both adjusted their schedules to spend time with their full-time
working spouses who had more traditional working hours. Elise, a doctoral student, and
her husband Adam probably had the least conventional time-tables and greatest flexibility
in daily schedules compared with other couples in the study since they both worked
mainly out of their home. The lack of a rigid work-schedule permitted them to divide
their work-time according to their needs.'*' In contrast, Nathan’s and Rachel’s schedules
were probably the most complex in the study since he was a student who also worked
part-time, while Rachel was a nurse who primarily worked night-shifts during the course
of the study. In an attempt to minimize the financial burden of school, Nathan took on as
much part-time labor as possible, leading to very long days of attending classes, studying,
working and commuting. Due to the combined demands of Rachel’s shift work that did
not follow conventional diurnal patterns and Nathan’s extensive time commitments as a
student and part-time worker, spending time together required careful planning even prior
to their baby’s birth.'*

Even with long work hours and additional potential work commitments, however,
couples found many opportunities to spend time together during evenings, weekends and
vacations prior to their babies’ birth. Couples discussed this shared time in conversation
with me as I got to know them better. Several couples discussed the importance of
attending religious services and activities together. Photos of vacations may be seen in
some houses, or evidence of other interests would be visible, such as Camilla’s and Erik’s
many musical instruments in their home, that would become starters of conversations
about life before their baby. Couples also discussed “going out” to restaurants and bars,
to dance, or see movies and performances together. Many of these activities took place in
the evening and at night, usually towards the end of the week (e.g. Friday and Saturday
night). For instance, Joy and Jonathan enjoyed a very busy social life prior to their child’s

birth, that included dance events and teaching dance as well. Paula and Matthew were

2! Fieldnotes, May 25 and June 22, 2007.
'22 Fieldnotes, February 13 & March 8, 2007.
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very active in their local Baptist church community with Sunday worship services,
service in leadership committees, and regular prayer meetings. In accordance with
contemporary ideologies of companionate marriage, spending time together and
participating in joint activities built and reinforced emotional connections between
spouses (cf. Hirsch & Wardlow 2006). Members of couples also pursued activities on
their own, such as reading, house projects, crafts and gardening.

Couples’ daily rhythms of work fit into larger temporal schemes of employment
that included planning for a baby. In particular, couples were aware of the high cost of
raising children, from the cost of taking time off from work to the high cost of childcare
and a college education. These costs necessitated attention to maintaining adequate
employment as well as accumulating savings. Couples who were planning to have babies
paid particular attention to having adequate leave for mothers and, in some cases, spouses
after the birth as well as for providing health insurance for all members of the family. For
the majority of women who worked full-time prior to their children’s birth, this meant
planning maternity leave (usually 6-8 weeks paid leave) and then any supplemental
unpaid leave that the couple might agree upon, which could be taken by either or both
members of the couple (see Chapter 4). Since this second kind of leave was unpaid,
planning was essential to ensure that there were adequate financial resources for this
period of time. For couples where one member planned to leave employment after birth,
financial planning was essential in order to insure that the family could live on a single
income.

While babies could be added to spouses’ health insurance plans under regulations
that govern the acceptance of newborn babies within a certain time period, couples had to
plan well so that mothers would not lose coverage should they decide to stop working
after their babies’ birth. For instance, Corinne and Jacob were each on employer-paid
health insurance plans during Corinne’s pregnancy.'” Because Corinne had planned to
return to work after a combination of paid and unpaid maternity leave of three months,
she planned to add their baby to her health plan. If, however, Corinne decided to

ultimately depart from her job after her parental leave was completed, she would have

'2 Fieldnotes, April 13 and August 6, 2007.
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had to wait until the open enrollment period of her husband’s health insurance plan in
order to cover herself and her son.

In other couples’ cases, health insurance could not be obtained from the spouse’s
employer, leaving few options for new mothers. Although Jocelyn also enjoyed her work,
she would have wished for a lengthier maternity leave after her daughter’s birth.'**
Jocelyn’s employer-provided benefits, however, also covered her entire family and were
a primary reason for the couple’s decision for her to return to work full-time and for
Samuel to become the primary caregiver for their child. Finally, Petra’s and Julia’s
planning was complicated by legal difficulties surrounding same-sex couples.'> Petra
held an employer-provided plan that cove