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Today breastfeeding is a common conversation with the ever-growing holistic 

movement and the effort to 'go green' as demonstrated by the proliferation of the 

organic food industry in recent years within the United States. Breastfeeding may 

reduce poor health outcomes including infant morbidity and mortality. Infant mortality is 

a priority in Tarrant County within southeast Fort Worth as defined by this project’s client 

Healthy Moms – Healthy Babies – Healthy Community. The purpose of this research 

was to identify the contextual factors that influence breastfeeding decisions among the 

zip codes in southeast Fort Worth in which infant mortality is greatest. In analysis of the 

data among breastfeeding mothers and stakeholders, support was the greatest 

contribution to successful breastfeeding. 
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CHAPTER 1: INTRODUCTION  

1.1 Background 

Today breastfeeding is a common conversation with the ever-growing holistic 

movement and the effort to ‘go green’ as demonstrated by the proliferation of the 

organic food industry in recent years within the United States. Hallmarks of the organic 

food movement are sustainable food, higher levels of nutrition and food safety, and 

environmental responsibility (Park 2011). More and more individuals are opting for 

sustainable, renewable, eco-friendly lifestyle choices due to the burgeoning number of 

environmental problems the world experiences today, such as industrial growth and 

pollution, deforestation, and rapid consumption of natural resources. Organic products 

are now available in almost 20,000 natural foods stores, and are sold in 73 percent of all 

conventional grocery stores making it the fastest growing food sector in the United 

States (Chhabra, Kolli, and Bauer 2013; Dimitri and Green 2002). 

Breastmilk is the ultimate organic product. It is environmentally sustainable, 

renewable, does not require processing or packaging, and does not leave an 

environmental footprint (Radford 1991; Surgeon General 2011). Breastfeeding in turn 

seems to naturally be the answer in comparison to its artificial counterpart: 

manufactured formula. From a medical standpoint breast milk is the most complete 

source of nutrition for baby, containing all the necessary nutrients for a child’s growth 

and development, as well as providing the basis for a healthy life by conferring agents 

to fight disease and improve future health outcomes such as reducing the risk of 

obesity, childhood diabetes, and cancer (Alimoradi et al. 2014; Bartick 2013; Moss and 

Yeaton 2014). Most notably, breastfed infants in the United States have lower rates of 
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morbidity and mortality; 16% of neonatal deaths may have been prevented if 

breastfeeding initiation began from day one (Chen and Rogan 2004; Edmond et al. 

2006; WHO 2016). 

From an emotional perspective the tie from parent to infant, or bond, between 

mother and baby is stronger than that of an infant exclusively formula-fed in association 

with the production of the hormones prolactin and oxytocin (Britton, Britton, and 

Gronwald 2006; Kim et al. 2011; Liu, Leung, and Yang 2014). Furthermore, skin-to-skin 

contact while breastfeeding enhances attachment; parental self-esteem; feeling of being 

needed by or comfort with her infant; and future breastfeeding outcomes (Baley 2015; 

Hughes et al. 2015). Scientifically and psychologically breastfeeding and breast milk 

appear to be the answer to ensuring the health and wellbeing of an infant, but there are 

often multiple factors that influence a mother’s decision to breastfeed especially among 

minority and low-income mothers in which disparities in breastfeeding rates exist 

(Reeves and Woods-Giscombé 2014; Sparks 2011). 

As discussed above, breastfeeding may reduce poor health outcomes including 

infant morbidity and mortality. Infant mortality is a priority in Tarrant County, especially 

among the zip codes 76105, 76112, 76119, and 76120 (Appendix A) within southeast 

Fort Worth as defined by this project’s client Healthy Moms – Healthy Babies – Healthy 

Community. These zip codes are composed of a majority of non-Hispanic blacks 

followed by Hispanic and Caucasian populations. In 2011 alone, Tarrant County had the 

highest rate of infant mortality among counties with 10,000 plus live births. Of this 

number, a disproportionate amount of deaths occurred among non-Hispanic blacks and 

was two times the amount when compared to non-Hispanic whites. This particular 
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demographic also has the lowest breastfeeding rates when compared to all other 

race/ethnicities (Tarrant County Infant Mortality Task Force, 2011).  

1.2 Justification 

The purpose of this research was to identify the contextual factors that influence 

breastfeeding decisions among the zip codes in southeast Fort Worth in which infant 

mortality is greatest. While Tarrant County currently has multiple entities, coalitions, task 

forces and organizations working to improve infant health, breastfeeding is another 

approach in which to confront poor health outcomes in infants and children. There is 

much literature that discusses cross-cultural differences in breastfeeding practices. Yet, 

there is little literature that explains the effect of race/ethnicity and cultural norms on 

breastfeeding within the community of Tarrant County. In fact, the rate of breastfeeding 

has not been exclusively examined in Tarrant County at all.  

According to Eidelman and Schanler, infant nutrition should be considered a 

public health issue, not only a lifestyle choice, as a preventative health measure due to 

the short- and long-term medical and neurodevelopmental advantages of breastfeeding 

(2012, e827; APHA n.d.). Rates of breastfeeding do not meet the recommended levels 

established by leading health authorities for a number of social, economic, institutional, 

educational, and political reasons in the United States and globally (AAFP 2001; ACOG 

2003; APHA n.d.; Gartner et al. 2005; WHO/UNICEF 2003). As a public health strategy, 

the promotion of breastfeeding may improve infant and child morbidity and mortality and 

maternal morbidity resulting in more controlled, lower healthcare costs (Lessen and 

Kavanagh 2015; Surgeon General 2011). As an anthropological strategy, social justice 

advocacy can begin by improving health outcomes through the promotion of 
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breastfeeding among disparate populations. The data gathered from this study may 

inform more appropriate interventions and suggest recommendations to promote 

breastfeeding, thus improve the wellbeing of mothers, babies, and the community at 

large. 

1.3 Research Questions 

The purpose of this study was to investigate the factors that influence women in 

Southeast Fort Worth to breastfeed. As discussed above, breastfeeding is proven to 

improve infant health, therefore decrease infant mortality and morbidity. This study 

addressed several research questions, which included: 

• What are the attitudes towards breastfeeding? 
• Why do mothers choose to breastfeed, or choose to forgo breastfeeding? 
• What or who influences these decisions? 
• What breastfeeding knowledge currently exists within the population? 
• What barriers to breastfeeding exist? 
• What are the differences in breastfeeding practices among race/ethnicity? 

 
1.4 Healthy Moms - Healthy Babies - Healthy Community 

The client for this thesis project is Healthy Moms - Healthy Babies - Healthy 

Communities (H3). This coalition is composed of representatives from local and state 

government, clergy, service agencies, academia and education, public health, 

healthcare systems, and business. It is lead by chair, Loretta Burns; vice chairs, Kevin 

E. Foster and Reeshemah Davis; and project manager, Dr. Marcy L Paul. The mission 

of H3 is to reduce infant mortality by engaging individuals and communities to build a 

healthier Tarrant County by accomplishing its vision of healthy babies, healthy families, 

and healthy communities. According to H3, the organization’s goals are to: 

1. Establish collaboration building on existing and new stakeholders who are 
committed to a coordinated approach to reducing infant mortality rates using 
the Life Course Perspective. 
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2. Assess the awareness and understanding of the extent of infant mortality 
among community residents in targeted areas in Fort Worth having the highest 
infant mortality rates, and establish sustainable methods of communication with 
the residents. 
 
3. Establish a strategic plan and a work plan as the foundation for identifying, 
creating, and implementing steps that will reduce infant mortality rates in the 
areas of Fort Worth including zip codes 76105, 76112, 76119, and 76120 
(Healthy Moms – Healthy Babies – Healthy Community 2016). 
 

Infant mortality is a problem that is both broad and complex, impacting the entire 

community; therefore H3 places an emphasis on community-based participatory 

research approaches and interventions over the entirety of its residents’ life—a Life 

Course approach. As part of the effort to improve their community, H3 has divided its 

members into subcommittees to better address topics regarded as important including 

family resource sharing, breastfeeding, and preconception health.  

1.5 Deliverables 

This project will provide Healthy Moms - Healthy Babies - Healthy Community 

(H3) with a profile of its community demographics and their specific cultural 

considerations in regards to breastfeeding. The findings of this project will be presented 

to H3 through an oral presentation with a handout of study highlights and project 

summary, as well as a written report. Per request of the client an article suitable for 

publication will also be provided.  
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CHAPTER 2: BACKGROUND AND CONTEXT 

2.1 Breastfeeding  

Breastfeeding is considered to be the act of feeding a baby directly with milk from 

the mother’s breast, or milk that is expressed, to provide essential calories, minerals, 

vitamins, and other nutrients for optimal development, growth, and health; and is also 

known as lactation, nursing, or suckling (UNICEF 2015; NIH 2013). Another definition 

as presented by the World Health Organization (2016) describes breastfeeding as the 

normal way of providing nutrient dense sustenance for infants to ensure healthy growth 

and development. However, the latter definition may be challenged since what is normal 

may not be the considered the same from population to population, which will 

subsequently be discussed in this paper. 

2.1.1 Breastfeeding Terminology 

For the purpose of this paper, several brief definitions pertaining to breastfeeding 

will be provided: 

Exclusive breastfeeding: the infant has only received breastmilk, or expressed 
breastmilk, and no other liquids or solids other than medications. 
 
Supplementary feeding: feeds given to an infant less than six months to 
supplement his/her intake of breastmilk, if insufficient. 
 
Complementary feeding: feeds given during the introduction of other foods and 
drinks after six months of age in addition to breastmilk (UNICEF 2015). 
 
Latching: the position in which the infant has its mouth around the mother’s 
nipple and areola and begins to draw milk.  
 

2.1.2 Breastfeeding Recommendations 

Exclusive breastfeeding is recommended for approximately six months, followed 

by continued breastfeeding as complementary foods are introduced with the 
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continuation of breastfeeding for one year or longer per the American Academy of 

Pediatrics (e827; APHA n.d.). Breastfeeding rates of initiation, continuation, and 

exclusive breastfeeding during the first few months of infancy are lower than expected 

at 13% among mothers in the United States (Kornides and Kitsantas 2013; NIH 2013). 

At six months of age, infants can be slowly introduced to solid foods. Breastfeeding may 

continue up to one to two years if jointly desired by a mother and her child (AAP n.d.; 

WHO 2016).  

2.1.3 Breastfeeding in Minority and Low-Income Populations 

The rate breastfeeding of initiation in the United States in 2010 was 75%, 

however, this rate does not consider significant sociodemographic and cultural 

differences (Eidelman and Schanler 2012; NIH 2013). According to national estimates, 

there is a continual increase of breastfeeding initiation across all racial/ethnic groups, 

but at much lower rates for African America women compared to Caucasian, or 

Hispanic women; in the early postpartum period 58.1 % of African American women 

breastfed with 27.5% continued breastfeeding at six months postpartum, compared to 

77.7% and 45.1% of Caucasian women, respectively, and 80.6% and 46% of Hispanic 

women, respectively (Bai, Wunderlich, and Fly 2011; Belanoff et al. 2012; Reeves and 

Woods-Giscombé 2014).  The lowest initiate rates are seen among non-Hispanic 

African American mothers younger than 20 years old at 30%; it is highly probable that 

increasing breastfeeding initiation and continuation may lead to improved health 

outcomes benefitting a demographic where inequalities subsist (Eidelman and Schanler 

2012; Robinson, VandeVusse, and Foster 2016).  
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A study by Bai et al. (2011) demonstrated that plans for the continuation of 

exclusive breastfeeding for six months vary among racial/ethnic groups. Significant 

disparities occur among African American women and women of other races (Bai et al. 

2011; Belanoff et al. 2012; Obeng, Emetu, and Curtis 2015; Reeves and Woods-

Giscombé 2014; Spencer and Grassley 2013). Low breastfeeding rates in the African 

American population are attributed to lack of information, lack of resources, maternal 

income, lack of support from key family members, negative perceptions of breastfeeding 

by themselves and others, and unforeseen circumstances (Obeng et al. 2015; Reeves 

and Woods-Giscombé 2014; Sparks 2011). 

There were also variances among socioeconomic status. Low-income women 

also have lower prevalence of breastfeeding and are at higher risk for premature 

breastfeeding discontinuation (Rozga, Kerver, and Olson 2014). This pertains to the 

study target population because 54% of individuals in southeast Fort Worth live below 

the poverty level (City Data 2016).  This has been associated with both individual and 

environmental factors like poor self-efficacy and self-confidence, lack of breastfeeding 

role models, social support, income status, maternal education level, knowledge, 

preventive health services, health insurance, support from hospital staff in the 

immediate postpartum period, childcare, food security, and high frequency of violence 

(Dunn et al. 2014, 7; Reeves and Woods-Giscombé 2014; Robinson et al. 2016; Sparks 

2011). Breastfeeding in public is also considered by many African American women to 

be inappropriate or embarrassing, more interestingly, women from low-income, inner 

city areas are more frequently reproved by young men reinforcing breastfeeding in 

public is indecent (Dunn et al. 2014; Reeves and Woods-Giscombé 2014; Kaufman, 
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Deenadayalan, and Karpati 2010). Attitudes, perceptions, and values of breastfeeding 

and breastmilk are further discussed in section 2.1.6. Additional barriers to 

breastfeeding among low income women include medical/lactation difficulties; receiving 

a discharge bag that includes formula; discomfort in public breastfeeding; return to 

work; and free formula from WIC (Dunn et al. 2014, 7; Reeves and Woods-Giscombé 

2014).  

Overall health outcomes, as well as breastfeeding rates are significantly worse in 

low-income African American populations (Spencer and Grassley 2013). This is a key 

feature of the southeast Fort Worth demographic. Thus, the literature review and study 

primarily focuses on this subset of individuals.  

2.1.4 Benefits of Breastfeeding 

Contraindications to breastfeeding are infrequent; instances in which an infant is 

medically unable to breastfeed are rare, such as if an infant is unable to tolerate 

breastmilk (AAP 2015; Eidelman and Schanler 2012; WHO 2016). Breastfeeding has 

long been demonstrated to confer numerous health benefits to mother and baby, 

thereby improving infant and maternal health outcomes (AAP 2015; APHA n.d.; 

Eidelman and Schanler 2012; Sparks 2011; UNICEF 2015; WHO 2016). Breast milk 

fulfills all requirements for growth and development for an infant by offering 

immunological support against acute childhood illness, allergic disease, future chronic 

disease, and is also associated with a reduction in risk for postneonatal death (Bai et al. 

2011; Chen and Rogan 2004; Edmond et al. 2006; Obeng et al. 2015).  

More specifically, breastfeeding decreases the risk of hospitalization from 

respiratory tract infections by 72% if breastfed for more than four months; decreases the 
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incidence of gastrointestinal tract infections by 64% lasting up two months after the 

cessation of breastfeeding; and reduces the incidence of otitis media by 23% versus 

formula feeding (Eidelman and Schanler 2012, e828). Notably, breastfeeding is also 

associated with a 36% reduction in Sudden Infant Death Syndrome (SIDS) (2012, 

e828). In pre-term infants, there is less incidence of sepsis and fewer readmissions for 

illness up to year after discharge from the NICU demonstrating that breastmilk 

contributes to the underdeveloped immune defense (e831).   

The long-term benefits of breastfeeding are confirmed in studies that show a 

15% to 30% reduction in adolescent and adult obesity rates. With the growing trend in 

obesity among the nation’s youth, feeding practices at a young age are crucial for the 

development of healthy weight status. The incidence of type 1 diabetes mellitus was 

also 30% lower in infants that were breastfed (Alimoradi et al. 2014; Eidelman and 

Schanler 2012; Moss and Yeaton 2014). Similarly, there is also a reduction in childhood 

leukemia and lymphoma correlated with the duration of breastfeeding by 20% for acute 

lymphocytic leukemia, and 15% acute myeloid leukemia in infants breastfed for six 

months of longer (Alimoradi et al. 2014; Bartick 2013; Eidelman and Schanler 2012, 

e830).  

Not only does breastfeeding provide numerous physical health benefits for an 

infant, but also from an emotional perspective breastfeeding exclusively for the first 

several weeks of an infant’s life results in a stronger maternal bond versus infants 

exclusively bottle-fed due to the release of oxytocin and prolactin during repeated 

exposures (Bai et al. 2011; Kim et al. 2011). According to research, mothers more 

attuned to their babies needs are associated with enhanced development in childhood 
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and adolescence cognitively, socially, emotionally, and morally (Kim et al. 2011). 

Neurodevelopmentally, there have been consistent differences among breastfed and 

formula fed infants that reveal significantly improved cognitive development higher 

intelligence score ratings of breastfed infants, in addition to higher teacher ratings 

(Alimoradi et al. 2014; Bartick 2013; Eidelman and Schanler 2012). 

As mentioned formerly, breast milk is the most comprehensive source of 

nourishment for infants. It also has ample health, personal and financial benefits for 

mothers (Belanoff et al. 2012; Reeves and Woods-Giscombé 2014). Immediately 

postpartum, breastfeeding results in lessened postpartum blood loss and involution of 

the uterus (Eidelman and Schanler 2012). Additional benefits include improved child 

spacing due to lactational amenorrhea, reduced incidence of postpartum depression, 

quicker return to pre-pregnancy weight, improved bone health, reduction in 

hypertension, high cholesterol, cardiovascular disease, and diabetes, as well as with 

reduced rates of breast and ovarian cancer with greater durations of breastfeeding 

(AAP 2012; Bai et al. 2011; Eidelman and Schanler 2012; Reeves and Woods-

Giscombé 2014). 

 Both mother and infant have considerable benefits to gain from breastfeeding, 

but less deliberated is the role of the employer in regards to breastfeeding. While the 

benefits of breastfeeding are well known to mother and baby, employers too have found 

a reduction in health care costs, employee absenteeism, stress, and turnover; as well 

as an increase in employment satisfaction, commitment, and productivity (Bettinelli 

2012; Chow, Fulmer, and Olson 2011; Texas Mother-Friendly Worksite 2012). Although 

breastfeeding is in the best interest of employers it is often overlooked, studies have 
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identified barriers in the continuation of breastfeeding upon a woman’s return to the 

workplace. These barriers include the return to work itself, work status, occupational 

type, work environment, and employer support.  

 Environmentally, breastfeeding is a sustainable, renewable, zero ecological 

footprint resource (Linnecar, Gupta, NurpurBidla 2014; Surgeon General 2011; Radford 

1991). Since breastmilk does not require processing or packaging and does not 

produce any waste, breastfeeding is an environmental friendly, organic option, whereas 

formula production results in the use of water and land resources; raw materials for 

packaging; scarce energy sources; and production of chemical, waste, and garbage 

contributing to the current ecological crisis (Linnecar et al. 2014; Radford 1991). 

2.1.5 Advent of Formula Marketing 

During the mid-19th century, researchers began to analyze breast milk and 

created the first iteration of formula made of wheat and malt flour mixed with cow’s milk 

and cooked with bicarbonate of potash (Jana and Shu 2015). By the 1950s the 

industrialized world preferred artificial infant formula, making it the feeding method of 

choice.  Also at this time formula manufacturers urged mothers to substitute formula for 

breastmilk, claiming breastmilk was not sufficient nutrition for an infant (Rosenberg et al. 

2008, 290). Formula quickly became a status symbol, an indication of a “well to do” 

woman that could afford such a luxury.  

Today, the formula industry grosses over $40 billion globally despite numerous 

studies that have demonstrated formula as suboptimal when compared to breastmilk 

(Piwoz and Huffman 2015, 372). The relationship between formula companies and 

hospitals has proven to be strictly business. Not only have these manufacturers 
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supplied hospitals in the United States with aggressive advertising via widespread 

distribution of free formula and newborn starter pack gifts including formula or formula 

coupons, but they also have created partnerships with hospitals through support, funds, 

and incentives (APHA n.d.; Rosenberg et al. 2008, 290). According to Reeves and 

Woods-Giscombé (2014) nearly all women received gift packages containing free “just 

in case” formula samples, sending the influential message that health care providers do 

not believe breastfeeding will be successful.  

However, there have been initiatives to support breastfeeding in the hospital 

setting, such as the Baby-Friendly Hospital Initiative by the World Health Organization 

(290) developed to encourage and recognize mother/infant bonding through 

breastfeeding. Nonetheless fast forward to today where upon discharge commercial 

hospitals are still dispensing these packs to new mothers in violation of the WHO 

International Code of Marketing of Breast-milk substitutes (APHA n.d.). Formula 

marketing has a disproportionately negative impact on US mothers already at high risk 

for early breastfeeding discontinuation, namely, first-time mothers, individuals with lower 

education levels, non-Caucasian individuals, or those who are not well postpartum 

(APHA n.d.).  

2.1.6 Attitudes, Values, and Perceptions African-American Women  

Initiation and duration of breastfeeding are great correlation with an individual’s 

perceptions and attitudes; these include perceptions of the benefits of breastfeeding, 

their perceptions of the problems with breastfeeding such as low milk supply, and 

influential people in their lives; most namely support from family and friends 

(Christopher 2012; Kornides and Kitsantas 2013; Obeng et al. 2015). Accordingly, 
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involving family members and social network of breastfeeding mothers in counseling 

and education sessions, as well as peer-father support groups may be beneficial in 

maintaining support throughout breastfeeding (Bai et al. 2011; Kornides and Kitsantas 

2013).  

Similarly, a mother’s perception of the value of formula, both nutritionally and 

economically, is a factor that is significant in her feeding decision (Reeves and Woods-

Giscombé 2014, 222). For African American women, the reliability of formula as a whole 

and nourishing food for infants has been fortified by feeding practices over generations 

(Reeves and Woods-Giscombé 2014, 222).   

Societal beliefs and cultural norms that breastfeeding is inappropriate, or 

embarrassing, and should be performed in secrecy devalue substantial health and 

psychological benefits of breastfeeding for mothers and infants and contribute to 

decreasing breastfeeding rates (Reeves and Woods-Giscombé 2014; Rozga et al. 

2014). These beliefs are further affirmed by limited positive portrayals of breastfeeding 

in the media and high frequency of formula advertising (Dunn et al. 2014). However, a 

mother’s feeding preference may change as breastfeeding is normalized and 

breastfeeding role models more prominent (Rozga et al. 2014). 

2.1.7 Cost Comparison: Breastmilk versus Formula 

How much does it really cost to breastfeed? Dollar-to-dollar comparison, 

according to the American Pregnancy Association formula ranges from $50 to $200 

monthly depending on the brand, along with bottles, nipples, etc. (2012). Breastmilk 

itself of course is free, but one must consider breast pads, nursing bras, pumps, and the 

other materials such as bottles and nipples as well. The issue of expense can easily be 
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distorted however, because one must also consider the cost of nutrition for mother in 

the production of breastmilk; the time it takes to breastfeed or to prepare a bottle; the 

time away from work; or if mother receives government assistance with benefits for 

formula and food. Higher rates of breastfeeding initiation among non-WIC women is 

likely due to the expense associated with infant formula encouraging them to breastfeed 

(Dunn et al. 2014, 7). Nonetheless, the bottom line reveals that breastfeeding could 

save the United States $13 billion and prevent 95% of infant deaths yearly if 90% of 

families complied with exclusive breastfeeding for six months (Bartick and Reinhold 

2010, e1048). 

2.2 Infant Mortality  

According to the CDC (2016), infant mortality, the death of an infant before its 

first birthday, is a central indicator of the health of a nation. Infant mortality is measured 

by the number of deaths per 1,000 live births. In the case of infant mortality are the 

apparent disparities among demographic factors, such as race, ethnicity, 

socioeconomic status, education, and age, with the greatest disproportion in among 

racial and ethnic disparities (MacDorman and Mathews 2011). In 2007, the infant 

mortality rate (IMR) for non-Hispanic black women was 13.31 infant deaths per 1,000 

live births, a rate 2.4 times that of non-Hispanic white women in the United States 

(MacDorman and Mathews 2011). The five leading causes of infant mortality are pre-

maturity/pre-term births, birth defects, Sudden Infant Death Syndrome (SIDS), maternal 

complications of pregnancy, and injuries; these account for 58% of all infant deaths in 

the United States in 2011 (CDC 2016). 
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 Healthy People 2020 (2016) has recognized the importance of Maternal, Infant, 

and Child Health as one of its leading health indicator topics given that the well being of 

this subset of the population determines the health of the subsequent population and 

can predict future public health challenges. In its effort to improve maternal and child 

health, there has already been progress in improving these rates. From 2006 to 2012, 

there has been a decrease in IMR from 6.7 deaths per 1,000 live births to 6.0 deaths 

according to the CDC National Center for Health Statistics (NCHS). Similarly, there has 

been a reduction from 12.7 percent to 11.5 percent of preterm live births as reported by 

the CDC NCHS linked birth/infant death data set for the United States (Healthy People 

2020, 2016).  

2.2.1 Infant Mortality in Tarrant County 

Although there has been improvement among infant mortality across the nation, 

according to the Tarrant County Infant Mortality Summary for 2011 (Appendix B), 

compared to Texas and the United States, Tarrant County has a higher rate of infant 

mortality at 7.6 deaths per 1,000 live births compared to 5.7 per 1,000 for Texas and 6.1 

per 1,000 in the United States. Tarrant County also has one of the highest IMR among 

Texas counties with greater than 10,000 live births (Tarrant County Infant Mortality Task 

Force 2011). Also disclosed in this summary was the staggering disproportionate IMR of 

non-Hispanic Black women (14.9) compared to non-Hispanic White women (5.4), a rate 

that is more than double (Tarrant County Infant Mortality Task Force 2011). In 2008, 

IMR for Tarrant County among non-Hispanic Black women was at its lowest in ten years 

at 11.7 per 1,000 live births, but has seen a steady increase since (Tarrant County 

Infant Mortality Task Force 2011). Infant mortality as stated in the introduction is 
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greatest within southeast Fort Worth, for a map of infant mortality by zip code 

distribution see Appendix B. 

Roughly three-quarters of cases in the Tarrant County Fetal Infant Mortality 

Review from 2008 to 2010 were born premature (less than 32 weeks) and had very low 

birth weight (less than 3.3 pounds). For infants born prematurely and with low birth 

weight, breastmilk is of increased importance in this vulnerable stage of their 

development.  However, providing these infants with breastmilk is more difficult due to 

the environment of the neonatal intensive care unit, where premature infants are taken 

after birth (Briere et al. 2015, 386). With these statistics, the evaluation of previous 

interventions pertaining to the reduction of infant mortality in Tarrant County is essential. 

There is also a need for new interventions to be created and implemented in order to 

combat these growing rates of adverse birth outcomes.  

2.3 Model and Theoretical Frameworks 

Theory and models in both anthropology and public health are employed to 

guide, further inform, and provide the basis for the researcher and her research. These 

concepts are the guidelines that aid the understanding of the phenomenon that is being 

studied. The implementation of theory to inform practice is an idea well known. 

Anthropology and public health in an interdisciplinary manner can be utilized to improve 

each other’s practices by providing another lens, or point of view, in which to explore the 

subject matter. 

2.3.1 Social-Ecological Model 

The social-ecological framework acknowledges that individuals make health 

choices within the context of various layers of influential interactions and information 
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(Louisiana Breastfeeding Coalition 2016). It provides an approach to understanding 

choices that are health-related and stimulates examination of personal attributes and 

environmental conditions that affect health (Dunn et al. 2014, 7).  

A mother’s decision to breastfeed can be influenced by a number of factors, 

including family, health care providers, employers, media, community, and infrastructure 

to collectively create cultural norms (Christopher 2012; Kornides and Kitsantas 2013; 

Obeng et al. 2015). At the center of this framework is the individual, the mother, with her 

own knowledge, attitudes, and beliefs. A substantial proportion of intentions for the 

initiation and continuation of breastfeeding are explained by the theoretical constructs of 

attitude, subjective norm, and perceived behavioral control (Bai et al. 2011). In particular 

for African American mothers, subjective norm is the most influential predictor of 

breastfeeding initiation and duration; women who have been exposed to a family 

member breastfeed are as likely to breastfeed as women who were breastfed as infants 

and who consider it to be the familial norm (Bai et al. 2011; Dunn et al. 2014; Reeves 

and Woods-Giscombé 2014) as discussed previously in section 2.1.6.  

In this model the mother is surrounded by a larger stratum of interpersonal 

relationships that includes other mothers/peers, friends, family members, and co-

workers, then enclosed in a larger stratum consisting of greater entities such as 

organizational, community, and policy (see Figure 1).  While breastfeeding is ultimately 

a personal choice, a woman does not live in a vacuum. The individual decision to 

breastfeed and to establish public breastfeeding as a norm may be in opposition with 

the existing norms at the community level, demonstrating how the strata are interwoven. 

Understanding the interactions among personal, cultural, social, and demographic 
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factors through the social-ecological model and addressing these factors could 

contribute to increased breastfeeding rates. The purpose of this research is to gather a 

holistic understanding of factors at each level of the social-ecological model. At each 

level of this framework there are opportunities in which breastfeeding can be improved 

or promoted.  

Figure 1: Social Ecological Model of Breastfeeding 

(Louisiana Breastfeeding Coalition 2016). 

2.3.2 Critical Medical Anthropology 

Critical medical anthropology (CMA) uses a critical framework to understand 

health policy, wealth, services, and status and its distribution at the macro and micro 

level as they impact the lives of individuals. In this context the identification of power 

structures, hegemony, and ideology that affect a mother’s decision to breastfeed is 

important in understanding the topic at hand. The right to health in the United States 

has been constructed as a right to consumer to choice, but in this case what if the 
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consumer has little agency whether it be in the form of money or knowledge? The 

consumer is then left with little choice.  

In the case of breastfeeding, clinicians may assume a mother will forgo 

breastfeeding to bottle feed or do not provide adequate support although there are 

abundant reasons as to why she should breastfeed (AAP 2015; APHA n.d.; Belanoff et 

al. 2011; Eidelman and Schanler 2012; Reeves and Woods-Giscombé 2014; Sparks 

2011; UNICEF 2015; WHO 2016). The authoritative figure, the clinician or hospital 

system, may overlook these reasons and consider the mother, especially of minority or 

low-income backgrounds, to have little self-efficacy and agency and will then instead 

assume formula will be the best choice for her. This assumption further discriminates 

against these mothers and their infant feeding decisions. In a study of low income 

African American and Puerto Rican women by Kaufman et al. (2010), it was reported by 

several mothers that their infants were given formula while in the hospital without 

discussion about infant feeding or in contrast with their wishes to breastfeed exclusively. 

This assumption of lack of agency among African American mothers is reinforced by 

recommendations from pediatricians to switch infants from breastmilk to formula for 

health reasons (Robinson et al. 2016) such as when an infant is not progressing in 

weight as he/she should, or lack of breastfeeding advice from their health care providers 

(Robinson et al. 2016). 

Emily Martin in 1987 was the first to argue that women were increasingly seen as 

an industrial factory in terms of labor and birth in which the woman is managed and 

controlled by an institution. In her research Martin found that:  

Breastfeeding women appeared to conceptualize their bodies as vessels that 
were conceptually separate from them as a person with a sense of alienation and 
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separation from the product breastmilk…These dualistic understandings of 
bodies tended to be reinforced within the hospital setting through mechanistic 
language…When conceptualizing bodies in this disconnected way, as machines, 
the task was inevitably seen as demanding (1987). 
 

Within the scope of CMA is the term embodiment. Physical bodies endure more than 

corporeal phenomenon but as able to convey social significance as well and can exhibit 

marks of suffering and social marginalization (Lock and Scheper-Hughes 1987). 

Suffering can be inflicted by structural violence when institutions fail and result in the 

harm of its governing individuals, such as lack of resources or support. Suffering in this 

case would be the poor health outcomes of the mothers and their infants, and the 

aggressions and discrimination they face when encountering the assumptions about 

their lack of agency. Individual, social, and political influences impact the physical body. 

Continual lack of support, encouragement, as well as the appropriate resources and 

healthcare environment, affects a mother’s ability to breastfeed setting her up for 

frustration or failure. Embodiment is a useful analytical tool that can be applied to 

investigate the widening gap of health disparities caused by relationships within, and 

between, these three domains.  

In the case of African American women, some cultural beliefs are deep-seated in 

the slavery era, during which they were forced to care and breastfeed slave owners’ 

children at the expense of their own as wet nurses (Reeves and Woods-Giscombé 

2014). This unfortunate legacy has perpetuated a negative perception of breastfeeding 

among African American culture that is compounded with other cultural obstacles to 

discourage the breastfeeding experience. Embodiment is experienced within specific 

cultural, historical, societal, and political structures; these experiences are also 

influenced by gender, race, ethnicity, and socioeconomic status (Lock and Scheper-
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Hughes 1987). From this approach, the study of social organization and distribution of 

resources, along with insights into the impact of poverty and health disparities can be 

provided.  For African American women, poor health outcomes and breastfeeding 

trends may be the result of the mistreatment received hundreds of years prior that have 

shaped infant feeding practices today, and persist through continued disparities as 

demonstrated by increased infant mortality rates in Fort Worth. In this research, 

embodiment as it affects breastfeeding practices will be explored.  

The matter of structural violence also cannot be ignored when exploring barriers 

to breastfeeding. The harm or death of individuals as a result of policies and measures 

of socio-political and economic institutions is known as structural violence. It is a term 

used to describe institutionalized shortcomings that produce negative consequences for 

individuals and populations. “Structural violence and its products [include] racism, 

addiction, lack of insurance, lack of employment, lack of stable housing, [and] domestic 

violence (Farmer 2005, 165). Healthcare and hospital systems, as well as a mother’s 

political, social, and economic entities that surround her, greatly influence health 

outcomes and disproportionately affect the marginalized and poor, as in the case of low-

income, minority mothers. Gender, race/ethnicity, and socioeconomic status all play a 

part in contributing to extreme suffering that is seldom removed from the actions of 

those in power (Farmer 2005, 42). War and genocide are more apparent forms of 

structural violence that constrain an individual’s agency, but less evident are the 

difficulties in obtaining appropriate medical care or navigating a complicated healthcare 

system. A mother’s loss of agency, through lack of sufficient breastfeeding education, 
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support, or information is the subject of structural violence, which then in turn affects her 

health and her child’s.  

2.3.3 Studying Up 

In the 1960s, Laura Nader first introduced the concept of “studying up,” 

suggesting that anthropologists are under a social and moral contract to study those 

with significant measure of privilege (Becker and Aiello 2013, 63) in order to inform the 

general population as to how private businesses, nonprofit organizations and 

government agencies function (Nader 1969). There are two main tenets to Nader’s 

model of studying up, the first is the need to see ‘connections between groups in 

society’ and secondly, to link groups and individuals to ‘larger processes of change’ 

(Nader 1969).  

In southeast Fort Worth a woman’s decision to breastfeed, with the woman being 

at the individual micro level, is in part determined by the macro ecosystem she lives in, 

or the processes at a larger scale. These macro systems most notably include the 

infrastructure of the community she resides, the hospital network she receives care 

from, the social climate that surrounds her, and the policy that she is governed by. An 

example in this case would be a mother’s return to work after giving birth to her child in 

an examination from the top down; there are several questions that ensure 

breastfeeding initiation and continuation: 

1. Was there a policy that is enforced at her workplace to allow maternity leave?  
2. Was she given sufficient time of leave?  
3. Once she returns, will she be allowed proper accommodations to breastfeed 

or pump? 
4. Are her superiors and coworkers supportive of her decision to continue 

breastfeeding while at work? 
5. Are her spouse, family, friends, or peers supportive of her decision to 

continue breastfeeding upon her return to work? 
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6. Does the mother herself feel supported, confident, and encouraged in her 
decision to continue? 

 
The concept of “studying up” denoted a paradigm shift from the study of the 

marginalized, isolated, periphery, to an examination of the core. The idea of studying up 

was later accompanied by the concepts ‘studying down’, ‘studying sideways’ and 

‘studying through’. The actions and decisions of those who are “up” directly affect the 

lay people so in a sense there is a connection at all levels of societal structure, therefore 

it is a necessity to study the ‘vertical slice’ (Nader 1969). Successful breastfeeding 

requires supportive interrelationships and environments; it is important to note and 

understand the institutions a mother lives in and how they may affect her choice through 

Nader’s model of studying up. 

Often in the social sciences there is a tendency to examine the underprivileged 

as opposed to the powerful. In relation to the powers that be, the policy makers, hospital 

administrators, community leaders, view breastfeeding as ‘us versus them’ issue in 

which breastfeeding women are lumped into a category that does not involve or pertain 

to the former, and breastfeeding is considered a women’s ‘thing’. While breastfeeding 

appears to be a personal decision, that decision could very well be influenced by a 

mother’s surroundings, from her spouse, family, healthcare provider, or employer to the 

county, region, or state she lives and the policies that govern those entities. Thus the 

primary goal of this research is to identify how the macro to micro level factors may 

shape a mother’s decision.  
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CHAPTER 3: METHODOLOGY 

3.1 Preliminary Investigation 

Prior to and during the development of the design of this study the researcher 

spent approximately 20 hours of participant observation attending monthly H3 meetings, 

as well as attending CenteringPregnancy sessions one to two times per month at the 

John Peter Smith Stop Six Walter B. Barbour Clinic in area code 76119. The use of 

participant observation was a method to develop rapport with stakeholders as well as 

community members, and to gain a better understanding of issues related to maternal 

and child health identified by the community itself. 

The Stop Six neighborhood of Fort Worth is a predominately African American 

neighborhood in southeast Fort Worth. In this neighborhood the median income in 2013 

was $27,320 with more than half of its population living below poverty level compared to 

$52,430 in Fort Worth (City Data 2016). Fifty percent of its population also has less than 

high school education attainment. In this area of Fort Worth there is almost twice the 

amount of crime index compared to the U.S. average (City Data 2016). Stop Six has 

access to Fort Worth through its street network and proximity to E. Loop 820. East 

Rosedale Street also provides a direct route to downtown Fort Worth and the medical 

district. The Fort Worth Transportation Authority serves the area with bus stops 

throughout.  

As for other resources in the Stop Six area, the selection is extremely limited, 

including several strip shopping centers, washaterias, warehouses, numerous vacant 

buildings, and few food establishments, most, of which are fast food. As for medical 

facilities, there is the JPS Health Center Stop Six Walter B. Barbour clinic, part of the 
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greater JPS Health Network of Fort Worth, which provides behavioral, dental, lab, 

pediatric, pharmacy, radiology and women’s health services.  

It is important to note that monthly H3 meetings occur at a local church in 

southeast Fort Worth. During H3 meetings the researcher participated by recording 

meeting minutes and partaking in the breastfeeding sub-committee. This committee’s 

purpose was to increase breastfeeding and awareness by educational programs and 

continuing support. This sub-committee consisted of ‘breastfeeding authorities’ in 

Tarrant County, including lactation consultants, doulas, community health workers 

(CHWs), and maternal and child health program staff all immersed into the 

breastfeeding scene. A doula refers to an individual both certified and experienced who 

provides continuous support, physical, emotional, and information, intrapartum and 

immediately postpartum (DONA International 2005). These individuals were my initial 

contacts into the breastfeeding world and shared an abundance of their knowledge 

freely. They also later provided connections to mothers that they have provided care to 

or have worked with. 

CenteringPregnancy is a model of prenatal care that brings together women of 

similar due dates into a more comfortable group setting (Centering Health Care 2016). 

These sessions are facilitated by experienced staff and cover topics concerning 

maternal and infant health in a round table setting. During Centering sessions, mothers 

were also given “tummy time”, one-on-one time with a provider.  

As well as partaking in participant observation, the researcher also conducted a 

literature review of anthropological and public health related information for this project 

using both UNT and UNTHSC library research databases. 
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3.2 Ethical Clearance 

Prior to the start of recruitment, ethical clearance was obtained from the 

University of North Texas (UNT) Institutional Review Board (IRB). Materials submitted 

to the IRB consisted of the interview protocol, observational and interview consent 

forms, recruitment flyer and proof of appropriate training for research with human 

participants. Before participant observation was conducted, the researcher announced 

her presence and provided observation informed consent forms. Prior to interviews with 

stakeholders and mothers, informed consent forms were presented and explained by 

the researcher. Consent forms described the purpose of the study, procedures of the 

study, foreseeable risks, participant benefits, and confidentiality precautions; and also 

requested permission for the interview to be audio recorded and audio transcribed. Both 

the participant and the researcher then signed these forms. All questions were 

answered, if presented.  

3.3 Recruitment 

Recruitment began following IRB approval. Community stakeholders (n=10) were 

identified through participant observation at H3 meetings during the preliminary 

investigation and were contacted individually via email after personal introductions 

following these meetings. After initial stakeholders were interviewed, these individuals 

were able to connect the researcher with additional stakeholders. These individuals 

were key informants from the breastfeeding subcommittee of H3 and also consisted of 

physicians, program managers, nurse midwives, academia members, nursing 

administration, patient advocates, community health workers, doulas, and lactation 

consultants.  
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Mothers (n=6) with children less than one year of age were then recruited 

through stakeholders previously interviewed, as well as the word of mouth by mothers 

who already completed interviews. Prior to securing interviews, mothers were asked if 

they lived or received care in the predefined zip codes of this study associated with 

increased infant mortality as identified by H3. Initial recruitment of mothers proved to be 

difficult as during the participant observation stage, CenteringPregnancy at the JPS 

Stop Six Clinic was suspended for an unknown amount of time due to low participation.  

3.4 Data Collection 

Qualitative data collection occurred from October 2015 to January 2016. The 

researcher traveled to several locations including workplaces, restaurants, and 

participant’s homes to conduct the face-to-face interviews. Prior to the interview, IRB 

procedure was maintained and consents forms provided. The length of interviews lasted 

from five to thirty five minutes.  

Stakeholders were interviewed using a semi-structured format with questions 

regarding general community characteristics including knowledge, beliefs, attitudes, 

practices and concerns in regards to infant health and breastfeeding among the 

community they serve. Mothers were also interviewed in a similar format with questions 

about their knowledge, attitudes, beliefs, and practices pertaining to breastfeeding. 

Mothers were additionally asked about their breastfeeding experience, current personal 

support network, and any barriers that may exist in their decision to breastfeed. Initially, 

the target population of mothers was between 35 and 40 but due to the difficulty in 

securing interviews, the target population was adjusted to a number that could be 

completed within the project timeline.  
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3.5 Data Analysis 

 Interviews were recorded using the voice memo application on the researcher’s 

phone then transcribed using Google Chrome Transcribe. During the transcription 

process, the researcher noticed several themes that were prevalent in many of the 

interviews with both stakeholders and mothers. Transcribed interviews were then coded 

and analyzed using grounded theory to determine meaningful patterns, themes, and 

trends within the community. Grounded theory is the analytical process of constructing 

theoretical ideas through empirical data (Timmermans and Tavory 2012, 167). These 

themes identified during transcription were subsequently confirmed during coding. From 

the common themes that were identified through coding, statistical analysis was used to 

quantify these themes providing a quantitative component to the qualitative data.  

3.6 Research Limitations 

 The greatest limitation to this study is the research population that is represented 

by a rather small group of individuals (n=6), particularly mothers. The researcher was 

also unable to secure interviews with any expectant mothers, only mothers who had 

already birthed a child. Initially the researcher planned to recruit mothers through 

CenteringPregnancy; however, many CenteringPregnancy sessions were cancelled due 

to numerous reasons unforeseen by the researcher and was eventually cancelled at 

that clinic location due to low participant turn out prior to the researcher establishing 

rapport with its participants. The mothers that were recruited were primarily recruited 

through the same stakeholder, a doula that may have greatly influenced their 

breastfeeding decisions, resulting in sampling bias, which may have been eliminated by 

recruiting more mothers.  
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CHAPTER 4: RESULTS 

4.1 Mothers 

The mothers from this study resided or received healthcare in the zip codes 

76105, 76112, 76119, and 76120 (see appendix A for map of zip codes). All mothers 

had at least one child under the age of one year old. The researcher trusted the word of 

the study participants that they met these criteria. 

4.1.1 Sample Demographic 

The study population of mothers consisted of 50% African American women 

(n=3), 33% Caucasian women (n=2), and 17% Hispanic women (n=1) ranging in ages 

from 20 to 32. The median age of mothers was 25 years old.  

Figure 2. Sample Demographics of Mothers 

 

 

 

 

 

 

 

 

 

4.1.2 Breastfeeding Status 

Two-thirds of the mothers (n=4) were still breastfeeding their children aged three 

weeks to four months, these mothers are also exclusively breastfeeding except for one 
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or two instances in which formula was given or tested. The remaining mothers (n=2) no 

longer breastfeed their one-year-old children, but did so for durations of four weeks and 

fourteen months.   

Figure 3. Breastfeeding Status of Mothers 

 

 

 

 

 

 

 

 

 

4.1.3 Number of Children 

One mother had three children (17%) aged ten, seven, and three weeks; two 

mothers had two children (33%) aged one year and three weeks, and three years and 

one year, respectively; while the three (50%) remaining women had one child ranging 

from four weeks to one year of age. A mother also disclosed a previous miscarriage 

prior to conceiving her most recent child. 

4.1.4 Relationship Status 

Half of the mothers were married, one mother was currently cohabitating with her 

boyfriend, and two mothers were single mothers living alone with their children.  

 

67%$

33%$

Currently$Breas1eeding$

No$Longer$Breas1eeding$



 

 32 

Figure 4. Relationship Status of Mothers 

 

 

 

 

 

 

 

 

 

4.1.5 Employment Status 

Of the sample of mothers, one mother was employed and currently on maternity 

leave; one mother was self-employed as a piano instructor and gave lessons from 

home; and one mother was employed at a full-time position as an x-ray technician at a 

medical office. Two mothers were unemployed, of these mothers, one stated she did 

not work so she could stay home and care for her two children. One mother did not 

disclose her employment status.  

4.1.6 Prenatal Care  

One mother received care from a private nurse midwife, while five mothers 

received care from physicians at a public clinic that provided complimentary doula 

service.  
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4.2. Common Themes Among Mothers 
 

During the transcription process and formal coding, several themes emerged. 

Many of these themes were in agreement with the literature review, including the 

importance of support, health benefits of breastfeeding, maternal-child bonding, natural 

process of breastfeeding, family influence, cost, and convenience of breastfeeding.  

4.2.1 Support 

The most common theme among mothers was support, whether it was from their 

spouse, family, or healthcare professional. Support can be in the form of practical help, 

help around the house, reducing stress, caring for baby other than feeding, emotional 

support, caring for other siblings, listening, understanding, and providing information 

and education to mothers (WHO 2016). Support, as discussed in the social-ecological 

model (2.3.1), reveals that immediately outside of the mother herself, the relationships 

among peers, family, friends, and coworker most closely influences a woman’s 

breastfeeding decision. As anticipated, mothers who were married received primary 

support from their spouse: 

“Mainly my husband was my biggest support because he wanted me to 
breastfeed and he would keep me calm when I was getting frustrated.” 
 
“Oh yeah my husband loved the idea, he didn't want to give him formula 
either…he was really supportive.” 
 

According to the literature, mothers who are married are more likely to breastfeed 

(Kornides and Kitsantas 2013, 265), which may be attributed to the full support they 

received from her spouse since the very beginning of her decision to breastfeed. The 

dynamic of a secure relationship provided women with the supportive environment 

required for successful breastfeeding. Women found support in their immediate families 
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if not in a relationship. Several mothers stated that their families had no opposition to 

her decision to breastfeed, one mother reported her “family is 100% down.” 

Women who did not have partner or family support found support in their 

healthcare environment, or healthcare professionals. One mother reported that she did 

not have any support from her child’s father or family during breastfeeding other than 

her doula, which suggests the meaningful role the healthcare professional plays in a 

woman’s decision to breastfeed and to continue to breastfeed, “I really was not trying to 

breastfeed but her encouragement was a lot of help though.” This mother however, only 

breastfed for four weeks because she found it difficult to care for her toddler son and 

newborn daughter while breastfeeding several weeks postpartum when her network of 

support weakened.  

Overall, support was the number one theme and mentioned in all six interviews 

indicating its importance in cultivating a successful breastfeeding environment, 

confirming support as a key factor in a mother’s decision to breastfeed within the 

literature review. The perceived social support a mother feels appears to have an effect 

on initiation and duration of breastfeeding; correspondingly, grandmothers’ opinions and 

experiences, as well as the infant’s father’s opinions were important influences in 

African American mother’s breast- feeding intentions (Mickens et al. 2009; Spencer and 

Grassley 2013; Vaaler et al. 2010). Though breastfeeding is an act between mother and 

child, she still requires an encouraging, supportive environment since often 

breastfeeding does not come easy.  
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4.2.2 Health Benefits 

Secondary to support, 67% of mothers felt that breastfeeding and breast milk 

provided their child with the best nutrition, this nutrition would then set their children up 

for a healthy life and aid in their growth in development. One of the primary reasons 

mothers chose to breastfeed was for the health of their child; all mothers acknowledged 

and identified that breastfeeding was the greatest nutritional choice versus formula:  

“The most important piece, just how much healthier it is to do that for them…” 
 
“Its better for them, you know, health wise at least that's what I think…” 
 
“…it was more nutrients for the kids, more healthier.” 

 
While mothers primarily mentioned general health benefits, a few mothers also 

discussed specifics to health benefits such as immune support meaning a child who is 

sick less often, improved IQ, less incidence of diabetes, and fewer ear infections.  

 The researcher noticed that mothers were more likely to discuss health benefits 

pertaining to their children only and not their own health, although the benefits of 

breastfeeding for mothers is as well documented as those for baby as discussed in the 

literature review (AAP 2012; Bai et al. 2011; Belanoff et al. 2011; Eidelman and 

Schanler 2012; Reeves and Woods-Giscombé 2014). The researcher postulates that 

breastfeeding is often a selfless decision a mother makes for the sake of her child’s 

health and does not consider breastfeeding a direct benefit to herself.  

4.2.3 Bonding 

Maternal-child intimacy was previously examined as a benefit of breastfeeding 

producing hormones that aid in stronger mother-infants bonds and contributing to 

enhanced emotional development (Baley 2015; Bai et al. 2011; Hughes et al. 2015).  
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The time mothers spend breastfeeding their child as the sole provider of their nutrition 

fosters a bond unlike any other. Many mothers found that breastfeeding, although 

difficult at times, proved rewarding because of the closeness it provided for herself and 

her child: 

“I really felt like it helped me bond…I had a traumatic birth… I felt really 
disconnected from him honestly whenever he was first born.” 
 
“That intimacy and stuff with them and they'll get to know you more as their 
parent.” 
 
“I'm glad I'm doing it because me and my son are bonding.” 
 

Breastfeeding is more than providing nutrition for an infant but a time for nurturing and 

comfort, a time in which mother and baby are stimulating their sensory experience and 

strengthening the connection they share. In contrast, the bond forged from 

breastfeeding also was described as a challenge, leaving baby completely reliant on his 

mother 

“My mom didn't want me to breastfeed because she said my daughter had to be 
around me 24/7 and no one could watch her.” 
 
“…what makes it hard is that the children do get really attached to you. Like 
you're the only person that they want…I mean he loves his dad now but it's taken 
a while.” 
 

When a child is born, many hospitals enforce a skin-to-skin policy to encourage 

breastfeeding. Immediately after birth the child is placed on the mother’s chest and 

during this time mother and baby are assisted with latching in an attempt to initiate 

breastfeed. Even if a mother has chosen not to breastfeed prior to delivery, skin-to-skin 

contact within the first few minutes a child is born is employed in hopes of enhancing 

attachment and convincing the mother to breastfeeding (Baley 2015; Hughes et al. 

2015). 



 

 37 

4.2.4 The Natural Way 

Breastfeeding as a natural occurrence was expressed by 50 percent of the 

mothers, although breastfeeding was a new experience to five of the mothers (83%), 

even those with previous children. Positive perceptions, attitudes, and values towards 

breastfeeding and breastmilk as discussed in several studies noted in the literature 

review (section 2.1.6) are attributed to improved breastfeeding trends (Kornides and 

Kitsantas 2013). Mothers found comfort in this evolutionary act that has occurred for 

millions of years and what our bodies were physiologically intended for:  

“…that’s what your breasts are for.” 
 
“I think I just, it just felt right…I could control what he's getting in his body.” 
 
“I just felt overall that’s just the natural thing and that just seems like the best idea 
to me.” 
 
“…plus it’s been going since the hands of time, so it’s like okay, what were they 
doing before formula?” 
 

In union with breastfeeding being a very natural thing, half of the mothers stated that 

breast milk is produced for the intention of feeding their child and contains everything 

their child needs, “it makes me feel empowered. I feel like I am strong enough to take of 

my baby on my own if I had to.” Similarly, half of the mothers noted that formula 

contained artificial ingredients that did not agree with their nutritional philosophies and 

did not feel comfortable feeding their child formula, “I'm a big organic, natural person 

and the idea of formula, just no. I don't like it. It's not in comparison if you look at like 

pictures of a baby's brain from breastmilk and then from formula they're two different 

developed brains.” Mothers also recognized that breastmilk was more easily digestible 

for their babies. 
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4.2.5 Maternal Grandmother Influence 

Half of breastfeeding mothers stated that they were breastfed by their mothers 

(50%) indicating that the continuation of the generational trend then helped these 

mothers shape how they feel about breastfeeding. Once again demonstrating the 

influence of family from the social-ecological model and also affirming the generational 

trend to breastfeed: 

“My mom also breastfed all my siblings and I'm the oldest of four.” 
 
“…like I said, my mom breastfed me and my brother.” 
 
“They preferred to me to breastfeed because it was more nutrients for the kids, 
more healthier.” 
 

To the same tune of the social-ecological model, as a mother is influenced by her 

environment and relationships around her, she is also an individual who relies on her 

own beliefs, attitudes, and perceptions to inform her decision. One mother who chose to 

breastfeed did so in opposition with her mother, “my mom thought I was crazy, she was 

like why? I was like why not? She said because I didn't, she didn't breastfeed with me.” 

Ultimately the choice is the mother’s but often the grandmother’s sentiments and 

experiences play a large role in the lives of the mother and grandchild especially among 

African American mothers (Mickens et al. 2009; Spencer and Grassley 2013; Vaaler et 

al. 2010).  However, for this study only one African American mother who breastfed 

mentioned she chose to do so because she was breastfed, while the other two African 

American mothers only breastfed due to other factors since there were not breastfed 

themselves. In general, mothers look to their own mothers as role models and sources 

of advice especially if it is their first child.  
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4.2.6 Cost Effectiveness 

Breastfeeding was also described as cost effective in four of the six (67%) 

mothers solely from a material standpoint. Mothers mentioned the cost of purchasing 

bottles, formula, and bottle-feeding supplies was far more costly in comparison to 

breastfeeding:  

“That's less money that I have to spend because I have friends that spend a 
crazy amount of money of formula.” 
 
“I mean it only makes sense. It cost nothing and then it's so much better for the 
baby, so much better for the baby.” 
 
“The reason I chose to breastfeed is because it’s not that expensive. You know, 
you don't have to buy formula…it's really different from producing your own milk 
than having to buy it.” 
 

The cost of breastfeeding for many mothers may be less than bottle-feeding but the 

researcher did not inquire if the mother received WIC or any other means of 

governmental assistance that may lessen the cost of bottle-feeding. The cost analysis of 

breastfeeding in its entirety considering improved health outcomes however far 

outweighs the cost of bottle-feeding.  

4.2.7 Convenience 

In the era of convenience, why not breastfeed? Breastmilk is readily available at 

any time and place, always the proper temperature, and does not take any time to 

prepare (Linnecar et al. 2014; Radford 1991; Surgeon General 2011). Similarly, 

breastfeeding can be done virtually anywhere. Mothers discussed the hassle of 

preparing bottles and carrying formula supplies while running errands or dealing with 

multiple children: 

“She doesn't have to keep getting up in the middle of the night and she says I 
can just turn over and ‘boop’.” 
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“I can just pop my boob out and feed him.” 
 
“What makes it easy is you don't have to deal with bottles of any of that.” 
 
“We were stuck in the middle of nowhere for 3 or 4 hours and I just you know 
was able to feed him just fine just sitting in the car.” 
 

Rain, sleet, snow, or shine, sustenance will always be available for baby if a mother 

chooses to breastfeed. Also in states of emergency including power outages or natural 

disasters, a mother will be able to provide food her baby.  

Conversely, one mother reported discontinuing breastfeeding because it required 

too much time and attention that took away from caring for her other child. For this 

mother the only support she reported was from her doula, once she was on her own she 

found it to be too overwhelming. During the first few weeks home with baby a mother 

may not be immediately considering the ‘convenience’ in regards to any aspect of child 

care, nevertheless breastfeeding along with stress and demands of a new baby.  

4.3 Barriers to Breastfeeding Among Mothers 

As mentioned previously, breastfeeding comes with its trials. Although the 

significance of breastfeeding is well understood and scientifically proven, barriers to 

breastfeeding may discourage mothers to continue breastfeeding.  By identifying and 

addressing these barriers, mothers may initiate and continue to breastfeed.  

4.3.1 Pain 

The greatest challenge to mother’s was the pain of breastfeeding (67%). Pain 

can occur from improper latching, sore nipples, clogged milk ducts, engorgement, 

mastitis, while pumping, as well as several other reasons. Although mothers often 

experienced pain, it was a sacrifice they made for their child: 
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“It hurts a lot and sometimes you get clogged milk ducts if they don't get all the 
milk out and that's terrible.” 
 
“…it was more pain on me because she wasn't latching and then I [the nipple] 
was getting real dry.” 
 
“…it was really hard. With my first one it was really hard because it was painful… 
for my second um it was I think was easier but it was still painful.” 
 
Mothers found distractions to be useful while breastfeeding. One mother 

revealed that she played games on her phone while breastfeeding. Another mother 

reported she watched TV or read while breastfeeding. A common perception among 

new mothers is that it is normal for breastfeeding to be painful; previous studies reveal 

that the fear of pain associated with breastfeeding is one of the most common barriers 

reported by African American women (Sparks 2011).  However this is not the case, 

breastfeeding should not be painful but rather is a sign that something is wrong; 

whether it is an improper latch, infection, tongue tie, or plugged duct, identifying and 

troubleshooting the cause of pain as quickly as possible is crucial in ensuring greater 

duration of breastfeeding (LLLI 2006).  

4.3.2 Latching 

As mentioned above, associated with the pain was improper or difficulty latching. 

If a baby is latched improperly the result may be painful. Likewise, if a baby is unable to 

latch then both mother and baby may become frustrated. Concerns with latching was 

mentioned by half of the mothers: 

“…when they did start letting me breastfeed he didn't want to take the nipple. I 
tried a shield, I tried doing different things, I tried pumping to kind of bring my 
nipple out more beforehand and it still didn't work.” 
 
“…the beginning part was kind of hard with her not wanting to latch.” 
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“Yeah, I got the hang of it but it was still kind of painful because you know I guess 
they have different types of latching on and stuff to breastfeeding.” 
 

Concerns about methods and breastfeeding difficulties were described as major barriers 

to breastfeeding or as reasons to discontinue breastfeeding (Reeves and Woods-

Giscombé 2014). A trained professional should facilitate the critical period during which 

mother and baby are establishing breastfeeding. Instruction on proper latching is often 

the role of lactation consultants. As part of the doula service 83% of mothers were 

provided with around the clock support both during and after pregnancy. Many mothers 

reported their doula provided them the most training on breastfeeding, proper latching 

techniques, and tricks to successful breastfeeding.   

4.3.3 Time 

While breastfeeding was described as a convenience, the time it takes away 

from a mother’s day-to-day life was also described as a barrier. While breastfeeding, it 

is often difficult to complete any other tasks, particularly care for another child. The time 

and frequency it takes to breastfeed was stated as a challenge: 

“I have to sit down and stop what I'm doing to you know feed them” 
 
“The biggest challenge is the time that it takes. I mean until I exclusively 
breastfed until six months because that seemed to be the general consensus of 
what's healthy even the WHO or whatever says to do that so I did that but it felt 
like I was constantly breastfeeding…I've spent a whole lot of time on the couch 
sitting not able to do a thing because it takes a lot of time.” 
 
“I have a lot of friends that like get mad at me because I'm like ‘you should 
breastfeed’ and they're like ‘no it's an inconvenience because if he's hungry and 
we're in public I have to stop and do something.’” 
 

It is common for breastfed babies to feed every couple or few hours and during each 

session the duration may vary from child to child. During growth spurts or times of 

illness, babies may need to feed more often (AAP 2015). Mothers may find frustration in 
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that there is no set amount of time their child takes to breastfeed from instance to 

instance. Not all mothers are afforded the time or maternity leave to continue 

breastfeeding, which was mentioned as a reason for discontinuation. Once again in this 

case, support and encouragement may motivate a mother to continue to breastfeed, not 

to mention value the time she shares with her child and value the intimacy as a result.  

4.3.4 Pumping 

Sixty seven percent of mothers stated they pumped in addition to breastfeeding. 

Breastmilk pumping, whether the mother returned to work, used to establish or maintain 

milk supply, or to combat engorged breasts was another challenge mother’s faced. 

Pumping was also described as time consuming and painful: 

“…oh my god the breast pump is the worst thing they could have ever invented.” 
 
“The annoying part is pumping…I take breaks at work and I'll pump and it's just 
crazy how it's just all the time, all the time.” 
 

Owning a pump can be just as time consuming as breastfeeding itself with preparation 

of supplies, sterilization, and actually pumping. The pain attributed to pumping, just as 

pain with breastfeeding may indicate that something is not right. Ill-fitting breast shields, 

lack of lubrication, or turning up the pump too high are often reasons for pain during 

pumping. Establishing a schedule and receiving proper education and instruction from 

the assistance of a trained professional who can aid in identifying these problems can 

encourage a mother to continue to provide her child with breastmilk.  

4.3.5 Breastfeeding as Taboo 

A controversial topic, several mothers (50%) revealed that they breastfed in 

public. All with the use of some sort of privacy shield or cover. One mother reported a 
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negative public breastfeeding experience that has deterred her from doing so any 

longer: 

“I had a bad experience in public breastfeeding and since then I just stay away 
from it and just give him a bottle if I know we're gonna be out… I was 
breastfeeding him at Walmart like on a bench inside and waiting for my husband 
to get out of the bathroom and I was like I'm just gonna stop and feed him 
because he was fussy and I knew he needed to eat. So we're inside Walmart and 
I have a cover over us and everything and a lady stopped and told me I was 
disgusting for doing that.”  

 
 While another mother expressed her positive breastfeeding experience: 
 

“Honestly nobody every said anything negative. I did have a few people say, ‘oh 
feeding your baby, that’s like the sweetest thing’. People were supportive. I never 
had anybody say anything bad.” 
 

Breastfeeding in public has become a controversial topic and it was interesting to see 

that one mother had nothing but positive interactions while breastfeeding in public, while 

another had completely the opposite although both utilizing a privacy cover.  

While a majority of the study population felt as is breastfeeding was very natural, 

several mothers also discussed how their friends felt uncomfortable with the concept of 

breastfeeding: 

“…they just think that like something is weird to breastfeed. The idea of someone 
sucking on my boob.” 
 
“My best friend told me that, she's like I can't do it because I just felt perverted 
doing it even though that’s my son.” 
 

The societal attitudes towards breastfeeding in public or in the workplace, may present 

obstacles to breastfeeding for low-income and minority women, especially since beliefs 

held by the general public contribute to the subjective norm of African American 

mothers (Bai et al. 2011; Sparks 2011). The sexualization of a woman’s body and 

breasts in particular has contributed to this outlook on breastfeeding. Breasts are very 
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much sexualized often resulting in their biological functions being discounted leaving 

women scrutinized if done in public (Christopher 2012).  

4.3.6 Information Sources 

Despite breastfeeding as taboo, rates have risen in recent years (Rozga et al. 

2009); there is an abundance of breastfeeding resources in additional to healthcare 

providers. Many mothers (67%) looked to the Internet for information using Internet 

search engines: 

“I'm a really big Googler, so I Googled everything.” 
 
“I got my information, most of my information I looked it up by myself on Google.” 
 
“I really appreciated everything I read on La Leche League.” 
 
“I would ask my mom sometimes but most of the time google is all knowing.” 
 

One mother mentioned joining a support group on Facebook and also participating in 

new mother forums. Mothers who did not mention the Internet as their primary 

information source, reported that CenteringPregnancy and the information they received 

during those sessions was their primary source of information (33%). Third to the 

Internet and Centering, was the information from physicians followed by family. 

4.5 Stakeholders  

The researcher chose to include stakeholders in the study to gain perspective 

from multiple aspects of the breastfeeding spectrum. Stakeholders are influential 

individuals within the community who work closely with the sample population.  

4.5.1 Sample Demographic 

For this study, ten stakeholders were recruited through H3. Nine of these 

stakeholders were women. Stakeholders were interviewed along with mothers because 
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they provided perspective from a differing point of view and have direct interest or 

involvement in breastfeeding within the community.   

4.5.2 Professions 

Of the ten stakeholders, all were involved in healthcare field. Two participants 

were nurse midwives, an OB/GYN, a nursing administrator/former nurse midwife, a 

lactation consultant/registered dietician, a doula, and two community health workers.  

4.6 Common Themes Among Stakeholders 

 During the transcription process the researcher found that many of the themes 

common among mothers were also common among stakeholders. Stakeholders 

provided an additional policy, administrative, and infrastructure insight in comparison to 

the mothers. This examination of the ‘vertical slice’ aids in identifying problems at the 

macro level, beyond the mother, and includes policy, healthcare entities, and 

infrastructure that may contribute to poor breastfeeding rate.  

4.6.1 Support 

 All ten stakeholders reported that support was of the most important factor for 

breastfeeding to occur and be successful. Engagement of families beyond just mother 

and baby, engagement of community, and engagement of the system as a whole to 

support mothers was identified as a strong need: 

“when there's a partner involved because that's really, really important too. 
Having partner involvement, just from my own experience of holding the baby 
breastfeeding and you become really thirsty...having someone to go get you 
water...” 
 
“…family support, their spouse, their significant other, or the grandmother, huge 
role, influence in the families, huge.” 
 
 “All I can do is support the process, encourage them to do it, give them the 
reasons why and ask for their reasons why they don't want to breastfeed.” 
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“…they get the education in the hospital but that they need that continued 
support when they're in the home, when they're actually alone with their baby 
and not having that nurse there or somebody so that the biggest barrier is once 
they go home.” 
 

Partners, spouses, and grandmothers each play an essential role in support for mothers 

in the how the child is fed and support after it is delivered. Support should not just end 

when a mother has a child and is discharged home but should be a continuous process. 

Follow up is essential to see how the mother is faring, if she has any questions, or if she 

is having any difficulties with breastfeeding or anything else. By creating a supportive 

environment, mothers are more at ease, feel more capable, and have a more positive 

outlook contributing to higher rates of breastfeeding initiation and duration (Bai et al. 

2011; Dunn et al. 2014; Reeves and Woods-Giscombé 2014).  

4.6.2 The ‘Norm’ as Breastfeeding 

 Just as mothers felt that breastfeeding was the natural thing to do, stakeholders 

also agreed. Establishing breastfeeding as the subjective norm, the most influential 

predictor or African American mothers (Bai et al. 2011; Dunn et al. 2014; Reeves and 

Woods-Giscombé 2014) was a key them among stakeholders. Many stakeholders 

approached breastfeeding as if it was the default choice in consensus with the ‘natural 

thing’: 

“…its just a continuum of that pathway of doing things naturally and things that 
are physiologically makes sense…” 
 
“When we go in we assume people are breastfeeding, okay so are you ready to 
start breastfeeding? We don't say are you going to breastfeed because the norm 
is breastfeeding.” 
 
“Well I never mention are you gonna breastfeed? What I try to [to do] is real 
subtly always presume like ‘well of course you're breastfeeding, why wouldn't you 
be breastfeeding?’” 
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“It's really a non-issue. Breastfeeding is essential. It's not just essential for the 
health of the infant, it's for the woman's health.” 
 

By assuming a mother will breastfeed, stakeholders are creating an environment in 

which breastfeeding is the norm although not the case for many women who have never 

been exposed to breastfeeding before. Breastfeeding is the biological norm, however, 

biology is often not enough reason.  

4.6.3 Peer Education and Influence 

 Peer counseling programs have demonstrated success in improving 

breastfeeding rates in the low-income population; these peers are trained individuals 

recruited from the community with breastfeeding experience (Rozga et al. 2014). Many 

stakeholders found in their practice or among their clientele the impact that peer 

educators can make in education, promotion, and outreach: 

“So I have twelve breastfeeding peer counselors so those are moms who were 
on WIC and they indicated to us that they successfully breastfed…they teach 
classes, they individual counsel, they do breastfeeding pumps… several of my 
girls also participate in, we do at the local high schools we go to the teen 
pregnancy programs and we'll do classes on breastfeeding....” 
 
“I think they get it from each other. I think a lot of discussion between each other. 
I don't think some of them maybe 50% probably get it from their mothers but 
more often than not they get it from their friends and just their network of people 
that they are with.” 
 

The use of peer education has proven to be successful in many interventions. Peer 

educators with similar background and experience are more likely to connect and 

influence an individual over someone whom they share no connection with.  

4.6.4 Breastfeeding in Minority Populations 

 In the experience of the stakeholders, they were able to identify trends in 

breastfeeding among minority populations. Notably these trends were along the lines of 
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poorer breastfeeding outcomes in African American populations and acceptance among 

Hispanic and Caucasian populations: 

“In the Hispanic population it’s pretty well accepted, in the African American 
population it tends to be a little bit more resistant, and I think that's probably a 
modeling thing versus a cultural disinclination.” 
 
“We had to spend a lot more time education patients as to the benefits of 
breastfeeding and I think a lot of the issue is that you can teach them and you 
can say they want to do it but they don't have the support and culturally in a place 
where it is acceptable.” 
 
“It's a stigma in the black community to even talk about breastfeeding. Formula 
was always shoved in a mother as soon as she has the baby. As soon as she 
has the baby they want to give the baby formula, if he's under birth weight or 
anything like that so I think there is slight stigma in that area which is where the 
highest infant mortality rate is.” 
 

Lower breastfeeding rates in the African American population of southeast Fort Worth 

were attributed to stigma, lack of formal education, resources, support, and modeling 

among stakeholders and the literature (Dunn et al. 2014; Reeves and Woods-Giscombé 

2014; Robinson et al. 2016; Sparks 2011). As mentioned in the literature review social, 

cultural, and personal factors also influence infant feeding choices (Obeng et al. 2015; 

Reeves and Woods-Giscombé 2014; Spencer and Grassley 2013).  

4.7 Barriers to Breastfeeding  

 Barriers to breastfeeding as identified by stakeholders greatly varied from those 

identified by mothers, stakeholders were more likely to identify systemic barriers versus 

personal barriers. 

4.7.1 Breastfeeding Modeling and Promotion 

Eighty percent of stakeholders reported there was a need for breastfeeding to be 

modeled and promoted appropriately to the target population. They proposed that 
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breastfeeding rates will increase if mothers see other mothers like them breastfeeding, if 

breastfeeding was on TV, or if popular culture figures were seen breastfeeding: 

“I do know for breastfeeding to be successful, you need to, for anything, you 
have to have it modeled and you need to have it supported so any behavior can 
be supported…so you know that means you need to see women breastfeeding, 
you need to see your mothers breastfeed, your aunts breastfeed, you need to 
see signs that say lactation rooms for breastfeeding. You need to have all this 
behavior reinforced and for you to start, for it to become a norm…” 
 
“They're not familiar with it, they don't have any experience with other's doing it, 
they've never seen it so it's just not something you would think would apply to 
you. “ 
 
“Generational culture, they don't see it being done, they don't know it's the right 
thing…what they see, the advertisers, the formula…it goes down to the children’s 
set, all the baby dolls have bottles with them” 
 
“…we need somebody, we need Miley Cyrus or Kim Kardashian to do a PSA 
about breastfeeding. Be on the cover of people magazine breastfeeding a baby 
out in public.” 
 

According to stakeholders, mothers living in southeast Fort Worth do not have the 

appropriate role models when it comes to breastfeeding if not breastfed themselves, or 

if they never received any exposure to breastfeeding, in exception to their direct 

clientele or patient base. By modeling and promoting breastfeeding a new norm can be 

established in areas where breastfeeding is not prevalent, since once again establishing 

a subjective normal among African American women will contribute to improved 

breastfeeding rates (Bai et al. 2011; Dunn et al. 2014; Reeves and Woods-Giscombé 

2014).  

4.7.2 Work 

 Many mothers are not afforded the luxury of extended maternity leave. Many 

women living in low-income areas like southeast Fort Worth often work hourly jobs. 
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These jobs frequently do not accommodate mothers needing to express breastmilk, as 

breaks are few and short. Work is often a barrier to the continuation of breastfeeding: 

“…work is really important so I don't know generally you're talking about low 
income have the opportunity. So you know I said I breastfed for that long, I 
couldn't have done that if I had short breaks.” 
 
“Work. They gotta go back to work. They only get six weeks off. Sometimes not 
even that because they're hourly paid workers and they're not going to work 
they're not getting paid, they didn't even have six weeks of sick time so even 
though they won't get fired for six weeks they're not getting paid after of the first 
couple of weeks and they got to get back putting money on the table.” 
 
“I think it takes a lot of perseverance to continue and then go to work but most of 
them will have some sort of goal in mind and say okay if I can just do it for this 
long or that long that they'll stick with it.” 
 
“We go back to work at 3 months, that’s the norm here and that’s if the employer 
gives you three months. I think its 6 weeks. Um most employers give three 
months that’s protected time where you don't loose your job but in three months 
you're expected to go back to work yet here we're trying to encourage breastmilk 
for six months. Hmm...let me think about that, you know, I mean the average 
person who has a baby and who works at a convenience store who can't go off 
and pump for twenty minutes, for 30 minutes, twice, three times a day.” 
 

Women of childbearing age are mostly employed, and less likely to initiate 

breastfeeding due to the limited time before they must return to work (Surgeon General 

2011). If women do initiate breastfeeding, the duration is much shorter than women who 

are not employed because they must return to work (Surgeon General 2011).  However, 

individuals in low-income areas such as southeast Fort Worth has high unemployment 

rates with a little over half of the population (54%) living below poverty level with a 

median income below $28,000 (City Data 2016). Nonetheless, half of the mothers 

interviewed in this study were employed. 

The issue of work as a challenge to breastfeeding is one that can only be 

resolved by changes in policy, policy that supports mothers and families. The Affordable 
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Care Act includes a provision for employers to require accommodations for employees 

to express milk as needed; however, mothers generally have less support for continuing 

to breastfeed after returning to work than is recommended (Surgeon General 2011). 

Policy, however, is not in place to enforce the same provisions for employers with less 

than 50 employees not subject to this act disproportionately impacting low-income and 

minority mothers working for smaller businesses (Sparks 2011). 

 
4.7.3 A Woman’s Problem 

 From this study, it was revealed that breastfeeding is often perceived as a 

‘woman’s thing’ among stakeholders’ peers and colleagues, not understood or accepted 

as a real issue: 

“I spend a lot of time working trying to make sure women get the healthcare they 
deserve and need and I think this is another one of those things. And this is not 
just a women's issue because the young men who have been breastfed are 
going to be healthier if they're breastfed throughout their lives. So it's a societal 
problem…” 
 
“You know I’m in the breastfeeding world so the world that I'm in everyone is for it 
but I still am seeing a lot of, just within Tarrant County, within the worksite 
lactation program, you know with male supervisors, they're very uncomfortable, 
they don't want to talk about breastfeeding. They just don't want to talk about it.” 
 
“It was really considered a woman's thing, they knew that I was a breastfeeding 
proponent but it was more really getting it to, it’s what the women do down there 
when they have their babies. There was not really a perception that it was an 
important thing for health prospective for the infants of Tarrant County…” 
 
“…they still have people who say well if you want to breastfeed then go to the 
toilet to do. Well would you go and eat your lunch in the toilet? But you'd expect a 
woman to feed her baby in the toilet. I mean it’s just wrong.” 
 

While opinions are slowly changing given increasing breastfeeding rates in recent years 

(Rozga et al. 2009), it is not changing quickly enough. According to stakeholders, 

mothers are still receiving suboptimal treatment when attempting to do a ‘natural thing’; 
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and are not given enough support, education, information, space or time to do so apart 

from their individual efforts.  

4.7.4 Breastfeeding and Providers 

 Healthcare providers, primarily physicians have been identified by over half of the 

stakeholders as influential individuals who do not address breastfeeding as they should: 

“They've never been educated on breastfeeding, providers. They don't 
necessarily like lactation consultants, takes a lot of training, and even things 
about positioning and all these kinds of concerns that are very real to women 
about their breastfeeding. A lot of providers don't know how to address those 
questions, so are they promoting it beyond ‘breastfeeding is really good?’” 
 
“…we really need to address the skill set of those that are interacting with women 
during this preconception, pregnancy time period. That their skillset in educating, 
motivating and addressing barriers, also starting early, don't start in the last 
trimester or last month of pregnancy or when they're about to deliver about 
breastfeeding.” 
 
“…there are several moms that I have talked with about breastfeeding that didn't 
know anything about it until I mentioned it so to me that let me know that their 
physician or anyone wasn't telling them. It’s almost as if you didn't do it, you don't 
talk about it, you know. It's like that don't ask don't tell type thing, you know...” 
 
“I think physicians have a huge part of it. I think OB/GYN would be the most 
effective for us and they just don't see that as their role frankly.” 
 
“I think I do believe that number one it has to start from the leadership in the 
hospitals all the way down. It has to trickle down; it has to be a priority. We have 
to educate our own nurses and healthcare providers to be encouraging and 
supportive and not real lax about it.” 
 

Stakeholders reveal that primary healthcare providers may not see breastfeeding 

education and promotion as their role since there are lactation consultants and nurses 

that receive comprehensive training on breastfeeding specifically.  They recommend 

physicians and all healthcare professionals involved in a woman’s care receive the 

appropriate training and education. According to the American Public Health 

Association, health professionals have inadequate training, education, and resources to 
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provide appropriate breastfeeding support (APHA n.d.). However with the proper 

education and training, providers may be able to better promote breastfeeding, as 

women were more likely to initiate breastfeeding if they perceived their clinician to be 

supportive of it (Kornides and Kitsantas 2013),  

4.7.5 Breastfeeding as Taboo 

 Negative shared sentiments and experiences, as well as the widespread lack of 

discussion among women about breastfeeding may contribute to feelings that 

breastfeeding is taboo, consequently leading to lower rates of breastfeeding (Reeves 

and Woods-Giscombé 2014, 221). Just as mothers reported their friends’ attitudes 

towards breastfeeding as distasteful or receive it with negative perceptions, 

stakeholders have also experienced this among their patients and clientele: 

“…they think it’s disgusting to have a baby publicly nursing on their breast. They 
think it is absolutely disgusting.” 
 
“It’s not looked it as a nurturing process. It’s looked at like, I don't what you call it 
or how you call it, like a sexual thing, because some of the moms even say ‘I 
don't want the baby sucking on my breast and my boyfriend doesn't either.’” 
 
“…you know some people their families say this is icky, you know, why would 
you want to do that. Plus in some regions for the Hispanic population, the more 
affluent women can give formula so it’s seen as a poor man’s food.” 
 

In order to change the outlook on breastfeeding, there must be more exposure to it. 

Dispelling myths, further education, and modeling in order to make breastfeeding a 

norm is necessary.  
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CHAPTER 5: SUMMARY OF FINDINGS AND RECOMMENDATIONS 

In analysis of the data among breastfeeding mothers and stakeholders, support 

was the greatest contribution to successful breastfeeding. While mothers mostly 

acknowledged support in their inner circle as their primary contributing factor, 

stakeholders believe that support from all aspects lead to greater breastfeeding rates. 

This demonstrates the interrelationships among and within the various layers of the 

social-ecological model. According to the literature, family, health care providers, 

employers, media, community, and infrastructure collectively create cultural norms that 

influence a mother’s decision to breastfeed (Christopher 2012; Kornides and Kitsantas 

2013; Obeng et al. 2015).  

This study population was made exclusively of breastfeeding mothers who found 

breastfeeding to be a positive, successful experience because it was mostly supported, 

felt natural, was cost effective, and convenient. However, this is not the case for many 

mothers in southeast Fort Worth who may not have the same support, attitudes, beliefs, 

or perceptions about breastfeeding. Breastfeeding was challenging for the sample of 

mothers because it was often painful, latching was difficult, it was time consuming, 

pumping was not pleasurable, and the stigma attached to breastfeeding negatively 

affected the attitudes of their peers, while, stakeholders also identified work, poor 

modeling, breastfeeding as a stigma, and the lack of breastfeeding promotion among 

physicians as barriers to breastfeeding.  

From a critical medical anthropology standpoint, African American women and 

their children embody generations of suffering through the continuation of disparities in 

health among other things and remain to be victims of structural violence. African 
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Americans suffer from a disproportionate load of chronic diseases such as high blood 

pressure, diabetes mellitus, and cardiovascular disease, but also have higher rates of 

the perinatal health disparities known to be the precursors of these conditions. Health 

outcomes may be improved through the promotion of breastfeeding with both immediate 

and long-term benefits. In advocating for African American woman and children through 

social justice we ensure they are receiving care that promotes their wellbeing and can 

create opportunities in which disparities can begin to be bridged.  

5.1 Opening the Breastfeeding Discourse  

Breastfeeding should be able to be freely discussed without fear of 

embarrassment, shame, consequence, or stigma. Once a woman expresses interest in 

breastfeeding, she should be encouraged to discuss this with her family, friends, 

clinicians, healthcare providers, and employer. Partners and family members who do 

not encourage breastfeeding can adversely impact the decision to breastfeed (APHA 

n.d.). As mentioned in the literature review and results sections, breastfeeding intent 

has been strongly associated with the initiation of breastfeeding (Christopher 2012; 

Brand, Kothari, and Stark 2011). This indicates that women who decide to breastfeed 

during early pregnancy are likely to initiate lactation after birth (Brand et al. 2011, 37). 

The more frequently breastfeeding is discussed, the more normal breastfeeding will 

become. A mother who is more comfortable with the idea of breastfeeding is more likely 

to breastfeed, just as a woman who is more knowledgeable in breastfeeding will have 

greater self-efficacy and confidence to breastfeed.  

All stakeholders mentioned that modeling was important in the promotion of 

breastfeeding. Why is our society so squeamish when it comes to breastfeeding? Today 
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cultural attitudes concerning women’s breasts, in addition to their bodies and sexuality 

are an element of the macrosystem that influences infant feeding behaviors of African 

American women in the United States. We capitalize on the sexualization of the breast 

for breast cancer awareness and yell ‘save the tatas’ yet recoil at the idea of a woman 

nursing her child at a restaurant. Cultural emphasis in the United States and elsewhere 

on the sexuality of the human breast, at the expense of its nutritional function, has 

created significant barriers to cultural acceptance of breastfeeding (APHA n.d., 

Christopher 2012).  

Women need to see other women breastfeeding in order to plant the seed that 

breastfeeding is the norm. Not only do they need to see other women, but also other 

women like them, women from their neighborhoods, and women from similar 

backgrounds. The American Public Health Association has called on the media to 

portray breastfeeding as normal, desirable, and achievable for women of all cultures 

and socioeconomic levels. In southeast Fort Worth, women do not often see other 

women breastfeeding, or have experienced relatives or friends from which to learn as 

discussed by many of the mothers and stakeholders interviewed. Health workers play a 

critical role in promoting conditions in which breastfeeding can prosper. There are few, if 

any, billboards pertaining to infant health, not to mention breastfeeding. By participating 

in prenatal classes, such as CenteringPregnancy, mothers can learn about 

breastfeeding and discuss their interest in breastfeeding with a variety of people and 

mothers alike in a supportive environment.  

One bump in the road for this project as mentioned earlier was the 

discontinuation of CenteringPregnancy at the Walter B. Barbour Stop Six Clinic in 
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southeast Fort Worth. The researcher found this to be discouraging, as Centering is 

associated with increased breastfeeding rates and improved health outcomes yet 

suspended at the clinic in most need of an intervention because of its central locale in 

the battle of infant mortality. The reason cited for this was poor participation though the 

program was still in its infancy and not given enough time to build momentum. 

Secondly, the researcher questions how participation may be increased if there is no 

program from which to build. From the mothers that were interviewed and participated in 

Centering, all provided positive, encouraging reviews. These women reported the 

information learned and the method of its administration was helpful to their 

breastfeeding success and valued. Increased administrative support, confidence, and 

encouragement in program staff, as well as recognizing the value of qualitative data and 

individual successes, may result in improved breastfeeding outcomes.  

5.2 Engagement Through Community Health Workers 

 While is it true that there is an abundance of information on breastfeeding, once 

a mother has delivered and is at home, more needs to be done to connect mothers to 

resources and continued support. There are wide disparities in access to skilled 

breastfeeding support and care across socioeconomic, sociocultural, and racial groups 

(APHA n.d.). It is not enough to give a mother a pamphlet or list of numbers. Outreach 

strategies should be created to target women at high risk of unfavorable pregnancy 

outcomes, such as women from a minority background, women with a previous adverse 

pregnancy outcome, and women from low socio-economic status. These women who 

are often uninsured, unemployed, homeless, low-income earners are less likely to 
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access primary healthcare services and preconception healthcare (Shannon et al. 2013, 

1513). 

 In this framework of community outreach a deep knowledge of the community, 

community trust, interpreters for different ethnic backgrounds and cultural awareness of 

specific groups and practices are fostered through the use of Community Health 

Workers (CHWs) that develop personal relationships with their clients (1513). The 

concept of home visiting to reach high-risk women of childbearing age within southeast 

Fort Worth provides a delivery strategy that eliminates the barrier of transportation while 

providing information, guidance, and services. This model aims to improve birth 

outcomes and increase maternal health by connecting women to appropriate resources. 

Home visiting demonstrates promise as a means to work with families who may be 

difficult to engage in supportive services otherwise (Avellar and Supplee 2013). By 

engaging families in home visiting programs children’s long-term developmental 

trajectories are improved by promotion of parenting knowledge and skills, social 

support, coping and problem-solving skills, and access to community and health 

services (Filene et al. 2013). 

A majority of the mothers in this study were in connection with a certified CHW 

and all breastfed for some period of time indicating the program’s success. In order to 

continue the success of outreach through CHWs, further support as mentioned in the 

previous recommendation through increased administrative support, confidence, and 

encouragement in program staff, as well as funding to recruit more CHWs and provide 

the appropriate training before putting them on the ground would be beneficial in 

improving breastfeeding rates. 
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5.3 Policy 

While there is a large body of research behind breastfeeding, holes to this 

research still exist especially among disparate populations and areas. Further research 

is needed to fill these gaps to ensure that accurate, evidence-based information is 

accessible to parents, clinicians, public health programs, and policymakers (Surgeon 

General 2011). Policy is often created by entities completely disconnected from their 

constituents. In Defining Women’s Health, Marcia Inhorn calls to attention that the 

definition of what comprises “women’s health”, is developed by primarily Caucasian 

males of biomedical and public health establishments, are rather misconstrued and 

reflect a narrow Western definition and interests (2006). Greater representation of the 

population is needed, especially populations with vulnerable individuals including racial 

and ethnic minorities, low-income individuals, women, and children. Also mentioned in 

stakeholder interviews was the opinion that breastfeeding was a women’s issue, 

however this should not be the case. Breastfeeding should be considered not only a 

woman’s issue, but as a health issue affecting the sum of the population since breastfed 

infants are future members and contributors to society.  

Policy is a major key in the promotion of breastfeeding. According to the Surgeon 

General’s Call to Action to Support Breastfeeding, hospital practices and policies in 

maternity settings create barriers to supporting a mother’s decision to breastfeed 

(2011). Consistent legislation is lacking in the United States to support the need for paid 

maternity leave, which is essential for support of exclusive breastfeeding (APHA n.d.). 

Employer support is an important factor for breastfeeding initiation and continuation, 
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especially for low-income women who may work part-time or do not have the benefit of 

maternity leave (Obeng et al. 2015).  

Several stakeholders discussed that policy should be created to promote 

breastfeeding; policy that is created and enforced at all levels of patient of client care 

from the top down. Stakeholders who felt as if breastfeeding was a priority expressed 

that policy within their organization produced an environment that reinforced 

breastfeeding, while stakeholders who felt as if breastfeeding was not a priority felt as if 

their patient population suffered because of this.   

5.4 Providers and Breastfeeding 

The role of the OB/GYN is critical to the choices a mother makes during 

preconception, during pregnancy, and postpartum. While pediatricians also play a 

critical role as breastfeeding advocates, OB/GYNs should equally be knowledgeable 

about the health risks of not breastfeeding, the monetary benefits to society, and 

techniques for managing and supporting breastfeeding more fervently (Eidelman and 

Schanler 2012, e827).  

Many stakeholders reported that they felt as if providers, particularly OB/GYNs, 

were not utilizing their role to promote and educate their patients on breastfeeding as 

they should: 

“…people don't sit, typically providers especially in private practices, their patient 
down and say okay today we're going to have a five minute discussion on the 
benefits of breastfeeding…” 
 

This may be because a provider may not see this as their responsibility to motivate a 

mother to breastfeed since there are more experienced midwives and lactation 

consultants, but it is important that breastfeeding is discussed at every point of contact 
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to create an environment in which breastfeeding is the norm. Similarly, education of 

healthcare providers should aim to be culturally relevant and take into consideration the 

social determinants of breastfeeding and breastfeeding inequalities since it has been 

reported that African American women were markedly less likely to receive 

breastfeeding advice from their health care providers (Robinson et al. 2016). 

Coordination of care among all healthcare professionals benefits the patient 

immensely. Healthcare providers should be held to a standard in which breastfeeding is 

supported. Information about the benefits of breastfeeding should begin in early 

pregnancy and continue throughout. Proper training and education should be required 

for all health professionals caring for women and children. 

5.5 Reflection 

 This project provided the opportunity for me to become more involved in a 

research topic that I never knew I could grow so interested in. As a graduate student, 

not a mother with first hand breastfeeding experience other than being breastfed myself, 

and not a resident of southeast Fort Worth, I questioned if anyone would take me 

seriously when investigating breastfeeding in an area of Fort Worth that I do not even 

live in. Initially I was intimidated to take on a project like this and felt overwhelmed with 

the responsibility to use the information I gathered and turn it into something that will 

make a positive impact within community.  

The start of my project was rather slow because of this intimidation factor to just 

get out there but to my surprise each person that I have interacted with, from community 

stakeholders, leaders, and community members have all welcomed me, into their 

homes in some instances, and were extremely open to sharing their experiences, which 
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I greatly appreciate. Although, the only time spent with most of these individuals 

consisted of a short interview I still feel strongly connected to each of them and their 

insight they so gladly shared.  

 In Tarrant County there are several ‘breastfeeding warriors’ as I’d like to call 

them, these trailblazing women work countless hours to advocate and support other 

women not just because it is their job, but something they are passionate about is truly 

inspiring. However, these women like the mothers themselves, need support to continue 

their efforts. To many, especially the ‘powers that be’, infant mortality is approached 

through statistics and quantitative data heard. Anthropology, specifically praxis 

empowers individuals to act on their own behalf, and as a researcher collaborating with 

a population in a disparate area, I feel that it is so important that I engage and empower 

the community so that they may be their own voice. 
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APPENDIX A 

INFANT MORTALITY BY ZIP CODE DISTRIBUTION, TARRANT COUNTY 2006-2008  
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(Tarrant County Public Health 2011) 
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APPENDIX B 

INFANT MORTALITY SUMMARY, TARRANT COUNTY, 2009 
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(Tarrant County Public Health 2009) 

Tarrant County Public Health    1101 S. Main Street    Fort Worth, TX 76104   (817) 321-4700    http://health.tarrantcounty.com 

Tarrant County Public Health 
Division of Epidemiology and Health Information 

Infant Mortality Summary, Tarrant County, 2009 

Table 1.  Infant mortality rates (IMR) for Tarrant 
County, Texas, and the United States, 2009  

 
 
 

Figure 1.  Infant mortality rates for Tarrant County, Texas, and the United States, 2000-2009 

Rate = number of infant deaths per 1,000 live births 
Data source:  Texas Department of State Health Services 
Data provided by:  Tarrant County Public Health 

In 2009, Tarrant County 
had the second highest 
infant mortality rate 

among Texas counties with 
10,000 or more live births 

Rate=number of infant deaths per 1,000 live births 
Data source:  Texas Department of State Health Services 
Data provided by:  Tarrant County Public Health 

Location IMR
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Figure 2.  Three-year rolling infant mortality rates for Tarrant County, Texas, and the 
United States, 2000-2009 

 
 

Figure 3.  Infant mortality rates among the five most populous Texas counties, 2000-2009 

 
 
 
 
 
 
 
 

 
 
Rate = number of infant deaths per 1,000 live births 
Data source:  Texas Department of State Health Services 
Data provided by:  Tarrant County Public Health 
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Figure 4.  Infant mortality rates among Texas cities with t 5,000 live births, 2009 

 

Table 2.  Infant mortality rates (IMR) by race/ethnicity, Tarrant County, 2009 

 

 

Rate = number of infant deaths per 1,000 live births 
Data source:  Texas Department of State Health Services 
Data provided by:  Tarrant County Public Health 

Rate=number of infant deaths per 1,000 live births 
Data source:  Texas Department of State Health Services 
Data provided by:  Tarrant County Public Health 

In 2009, the infant mortality rate among 
non-Hispanic Blacks was three times higher 

than among non-Hispanic Whites. 
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Figure 5.  Infant mortality rates by race/ethnicity, Tarrant County, 2000-2009 

 

Figure 6.  Three-year rolling infant mortality rates by race/ethnicity for Tarrant County, 2000-2009 

Rate=number of infant deaths per 1,000 live births 
Data source:  Texas Department of State Health Services 
Data provided by:  Tarrant County Public Health 
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