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Abstract 

Background  Despite evidence of the impact of breastfeeding information on breastfeeding rates, it is unknown if 
information sources and impact vary by race/ethnicity, thus this study assessed race/ethnicity-specific associations 
between breastfeeding information sources and breastfeeding.

Methods  We used data from the 2016–2019 Pregnancy Risk Assessment Monitoring System. Race/ethnicity-stratified 
multinomial logistic regression was used to estimate associations between information source (e.g., family/friends) 
and breastfeeding rates (0 weeks/none, < 10 weeks, or ≥ 10 weeks; < 10 weeks and ≥ 10 weeks = any breastfeeding). 
All analyses were weighted to be nationally representative.

Results  Among 5,945,018 women (weighted), 88% reported initiating breastfeeding (≥ 10 weeks = 70%). Information 
from family/friends (< 10 weeks: aORs = 1.58–2.14; ≥ 10 weeks: aORs = 1.63–2.64) and breastfeeding support groups 
(< 10 weeks: aORs = 1.31–1.76; ≥ 10 weeks: aORs = 1.42–2.77) were consistently associated with breastfeeding and 
duration across most racial/ethnic groups; effects were consistently smaller among Alaska Native, Black, and Hispanic 
women (vs White women). Over half of American Indian and one-quarter of Black women reported not breastfeed-
ing/stopping breastfeeding due to return to school/work concerns.

Conclusions  Associations between breastfeeding information source and breastfeeding rates vary across race/eth-
nicity. Culturally tailored breastfeeding information and support from family/friends and support groups could help 
reduce breastfeeding disparities. Additional measures are needed to address disparities related to concerns about 
return to work/school.
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Background
Breastfeeding has many benefits for the infant and 
breastfeeding person. For example, longer breastfeed-
ing duration can decrease risk of respiratory infections 
and mortality among infants and decrease risk of breast 
cancer and cardiovascular disease for the breastfeeding 
person [1]. Breastfeeding has also been linked to future 
behaviors such as increased resilience to psychosocial 
stressors [2] and decreased childhood maltreatment [3]. 
The American Academy of Pediatrics recommends that 
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breastfeeding people exclusively breastfeed their infants 
for the first 6 months and continue to breastfeed with the 
introduction of complementary foods for a year or longer 
[1]. Despite the known benefits of breastfeeding, sig-
nificant racial/ethnic disparities exist in the rates of ini-
tiation and duration of breastfeeding within the United 
States (U.S.) For instance, non-Hispanic Black (75% vs 
83% of all children born in 2018) and American Indian/
Alaska Native people (81% vs. 84% of all children born in 
2017) are the least likely to initiate breastfeeding [4, 5]. 
Non-Hispanic Black (49%), Hispanic/Latino (53%), and 
multiracial adults (53%) are also less likely to breastfeed 
for ≥ 6 months, compared to the U.S. national rate (57%) 
[4, 5].

Multiple interrelated factors likely contribute to racial/
ethnic disparities in breastfeeding, including historical, 
cultural, social, economic, political, and psychosocial 
factors [6]. Structural factors, such as mode of newborn 
delivery, socioeconomic status, and return to work, have 
also influenced breastfeeding rates in the U.S [7, 8]. While 
many barriers for increasing breastfeeding initiation and 
duration are structural, breastfeeding education through 
various information sources is a cost-effective interven-
tion to improve breastfeeding rates overall and among 
diverse racial/ethnic populations [9–12].

Despite studies suggesting that breastfeeding informa-
tion impacts breastfeeding rates, to our knowledge, there 
have been no studies that investigated if the impact of 
breastfeeding information sources differs across race/
ethnicity in terms of improving breastfeeding initiation 
and duration. Thus, the purpose of this study is to 1) esti-
mate the prevalence of breastfeeding information sources 
across race/ethnicity, and 2) determine whether the effect 
of breastfeeding information source on any breastfeed-
ing and breastfeeding duration differs by race/ethnicity. 
A more nuanced understanding of the impact of specific 
sources of breastfeeding information among diverse pop-
ulations could aid in streamlining and tailoring educa-
tion interventions to decrease racial/ethnic disparities in 
breastfeeding.

Methods
Study population
We used data from the Pregnancy Risk Assessment Mon-
itoring System (PRAMS), a multi-site, population-based 
surveillance system that samples women 2–6  months 
after a live birth. PRAMS draws information from each 
participating state’s birth certificate file and asks ques-
tions about maternal health behaviors and experi-
ences before, during, and after pregnancy. Details on 
the PRAMS study design and methodology have been 
described elsewhere [13]. For this study, we used the 
most recent PRAMS survey data, Phase 8, 2016–2019.

All women who reported currently living with their 
infant were eligible for inclusion. Women were excluded 
if they were missing race/ethnicity (n = 5,349) or reported 
as “other race” (n = 5,071); were < 18 years old or missing 
age (n = 1,762); completed the PRAMS survey < 10 weeks 
after giving birth (n = 112); or had missing data on 
breastfeeding outcomes (n = 5,494) or on breastfeeding 
information sources (n = 9,379). After exclusions, our 
final study cohort included 116,132 (5,945,018 weighted) 
individuals who gave birth between 2016 and 2019 from 
37 states, Puerto Rico, and New York City. Henceforth, 
we will refer to PRAMS survey respondents as women, 
since all individuals included in our analysis self-identi-
fied as such. Demographics for women included in the 
study, stratified by race/ethnicity, are reported in Supple-
mental Table 1.

Dependent variable: breastfeeding initiation and duration
Any breastfeeding and breastfeeding duration were cap-
tured using the question “How many weeks or months 
did you breastfeed or feed pumped milk to your new 
baby?” Any breastfeeding and duration were catego-
rized into one 3-level variable categorized as 1) did not 
breastfeed or breastfed 0 weeks/none, 2) breastfed < 10 
weeks, and 3) breastfed ≥ 10 weeks. Since all women 
completed the survey > 10 weeks after birth, those who 
reported “currently still breastfeeding” were categorized 
as breastfed ≥ 10 weeks. This definition has been used 
previously [14].

Each PRAMS participating site could include addi-
tional questions from a standardized library. These ques-
tions expand on topics covered in the core questionnaire. 
Two additional questions asked: “What were your rea-
sons for stopping breastfeeding?” and “What were your 
reasons for not breastfeeding your new baby?” Data from 
these questions (22 sites included the first question and 
20 included the second question) were included in analy-
ses. A complete list of the sites and response options are 
found in the PRAMS documentation [15].

Independent variable: sources of breastfeeding 
information
Breastfeeding information sources were captured using 
the question “Before or after your new baby was born, did 
you receive information about breastfeeding from any of 
the following sources (check all that apply)?” Responses 
included: my doctor; a nurse, midwife, or doula; a breast-
feeding or lactation specialist; my baby’s doctor or health 
care provider; a breastfeeding support group; a breast-
feeding hotline or toll-free number; family or friend; 
and other. Participants were instructed to select all that 
apply with response options of yes or no to each source. 
Because a breastfeeding or lactation specialist is often 
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contacted when women are having difficulty breastfeed-
ing (i.e., after breastfeeding initiation), this source was 
excluded in our modeling analyses but prevalence by 
race/ethnicity was reported.

Other variables of interest
Race/ethnicity and other maternal demographics were 
obtained through birth certificate records and were avail-
able in PRAMS. Race identification options were Ameri-
can Indian, Alaska Native, Black, Asian, Native Hawaiian, 
mixed race, and White. Hispanic ethnicity was captured 
separately. We combined race/ethnicity into a single 
variable, in which anyone who identified as Hispanic was 
included as Hispanic.

Other birth certificate variables of interest involved age 
at delivery, education (i.e., elementary/some high school, 
high school degree, some college, and college degree or 
higher), and prenatal care adequacy (i.e., inadequate, 
intermediate, adequate, and adequate plus). Adequacy 
of prenatal care was characterized using the Kotelchuck 
Index [16] (i.e., Adequacy of Prenatal Care Utilization), 
which is a summary score based on the timing of initia-
tion of prenatal care and total number of prenatal care 
visits.

Statistical analyses
Multivariable multinomial logistic regression was 
used to estimate the association between breastfeed-
ing information sources (baby’s doctor, personal doc-
tor, family/friends, support group, hotline, nurse/
midwife/doula) and breastfeeding initiation/duration 
(≥ 10  weeks, < 10  weeks, no breastfeeding [reference]), 
adjusting for age at delivery, education, adequacy of pre-
natal care (Kotelchuck index). All breastfeeding informa-
tion sources (besides lactation specialist) were included 
in the model. Therefore, models estimated the association 
between receiving information from a specific source 
(e.g., baby’s doctor), compared to not receiving breast-
feeding information from that source with the breast-
feeding initiation/duration outcomes, adjusted for the 
variables listed above and the other information sources. 
To estimate the associations between breastfeeding infor-
mation sources and breastfeeding initiation/duration 
within each racial/ethnic group, separate models were 
run within each race/ethnicity. Due to the small sample 
size of women who identified as Native Hawaiian (n = 44 
unweighted), they were excluded from all modeling.

As a sensitivity analysis, we also assessed the impact 
of breastfeeding information sources by language 
(i.e., English- vs. Spanish-speaking) among Hispanic 
women. Similar to above, we ran two separate multivari-
able multinomial logistic regression models, one among 
English-speaking Hispanic women and one among 

Spanish-speaking Hispanic women, adjusting for age at 
delivery, education, and adequacy of prenatal care. We 
also ran a sensitivity analysis where lactation specialist 
was included as a breastfeeding information source in 
our models.

All analyses were conducted using SAS version 9.4 
using complex survey methods and weighting to obtain 
national estimates.

Results
Overall, 88% of women reported any breastfeeding; Black 
(77%) and American Indian (82%) women were least 
likely to report any breastfeeding, compared to other 
groups (89%-100%), Table 1. Among those who reported 
any breastfeeding (n = 5,204,758), Black (57%) and Amer-
ican Indian (61%) women were also least likely to breast-
feed ≥ 10  weeks, followed by Hispanic women (64%), 
compared to other racial/ethnic groups (70%-81%). 
Native Hawaiian (> 99%), Asian (93%), and Alaska Native 
(92%) women were the most likely to report any breast-
feeding, and Asian and Native Hawaiian women were the 
most likely to report breastfeeding for ≥ 10  weeks (81% 
for both groups. Over 90% of both English- (≥ 10 weeks: 
56.7%; < 10  weeks: 34.1%) and Spanish-speaking 
(≥ 10 weeks: 61.5%; < 10 weeks: 30.4%) Hispanic women 
reported any breastfeeding.

“Didn’t want to” (47%), “didn’t like it” (27%), and hav-
ing to take care of children (24%) were the most com-
mon reasons women reported for never breastfeeding. 
American Indian (78%) and Black (51%) women were 
most likely to report “didn’t want to” as the reason for not 
breastfeeding, Table 1. Compared to other groups, Amer-
ican Indian women were more likely to report being sick 
or on medications (29%) or having to go back to work or 
school (50%, combined) as reasons for not breastfeeding. 
Over a quarter of Hispanic women (29%) reported trying 
to breastfeed but found it too difficult.

Among women who stopped breastfeeding before 
10  weeks post-partum, the most common reasons 
included not producing enough milk (57%), baby experi-
encing difficulty latching (38%), and breastmilk alone not 
satisfying their baby (38%). Not producing enough milk 
was a common reason for stopping breastfeeding among 
all groups (49%-65%). We saw fewer racial/ethnic differ-
ences among reasons for stopping breastfeeding, Table 1. 
About 1 in 5 women who did not breastfeed or breastfed 
for < 10 weeks reported returning to work or school as a 
reason for not breastfeeding or stopping; this was more 
common among American Indian and Black women, 
Supplemental Fig. 1.

Personal doctor was the most prevalent source of 
breastfeeding information (77%) followed by nurse/mid-
wife/doula (74%), baby’s doctor (68%), and family/friends 
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(64%), Supplemental Table  2. Support groups (23.3%) 
and hotline/toll-free numbers (10%) were the least com-
mon. A majority of women (73%) reported talking to 
a lactation/breastfeeding specialist. Almost all women 
reported receiving breastfeeding information from multi-
ple sources (mean number of sources 3.98; SD 1.7). Over-
all, 24% of women reported receiving information from a 
personal doctor, baby’s doctor, family/friends, and nurse/
midwife/doula, 10% reported receiving information from 
a personal doctor, baby’s doctor, and nurse/midwife/
doula, and 8% received information from every source 
except for a hotline, Supplemental Fig. 2.

After adjustment, receiving information from family/
friends (aOR = 2.14, 95% CI = 2.01–2.29) or a support 
group (aOR = 2.02, 95% CI = 1.85–2.19) doubled the like-
lihood that a woman would breastfeed for ≥ 10  weeks, 
compared to not receiving information from the source. 
Information from family/friends (aOR = 1.93, 95% 
CI = 1.80–2.07) or a support group (aOR = 1.46, 95% 
CI = 1.33–1.59) increased the odds also of breastfeed-
ing for < 10  weeks, compared to never breastfeeding, 
Table 2. Information from the baby’s doctor and from a 
nurse/midwife/doula were also associated with increased 
breastfeeding; receiving information from a personal 
doctor or a hotline did not increase breastfeeding initia-
tion or duration, Table 2.

Race/ethnicity‑stratified effects of breastfeeding 
information
The proportion of women who received breastfeeding 
information from each source, stratified by race/ethnic-
ity, are presented in Fig.  1 and Supplemental Table  2. 
Alaska Native (82%), Black (76%), and American Indian 

(75%) women were more likely to receive breastfeeding 
information from the baby’s doctor vs. other groups (65–
70%), Fig. 1A. Support groups were more commonly used 
by Native Hawaiian (34%), Hispanic (33%), and Black 
(29%) women, compared to other racial/ethnic groups 
(19–25%), Fig.  1B. Almost all Native Hawaiian women 
(91%) reported receiving information from their nurse/
midwife/doula, although rates were also high in the other 
groups as well (73–86%), Fig. 1C. Fewer racial/ethnic dif-
ferences were seen in receiving information from family/
friends, Fig. 1D.

Information from the baby’s doctor increased breast-
feeding for < 10 weeks among American Indian, Asian, and 
White women (< 10  weeks: aORs = 1.55–1.76; ≥ 10  weeks: 
aORs = 1.34–1.60); information from the baby’s doctor also 
increased the odds of Black and Hispanic women breast-
feeding ≥ 10  weeks (aOR = 1.22 and 1.35, respectively), 
Fig. 2A and Table 3.

Support groups only increased breastfeeding rates 
among American Indian, Black, Hispanic, White, and mul-
tiracial women (< 10 weeks: aORs = 1.31–1.76; ≥ 10 weeks: 
aORs = 1.42–2.77) and had no significant effect among 
Alaska Native or Asian women, Fig. 2B and Table 3. Infor-
mation from nurse/midwife/doula increased breastfeeding 
rates among American Indian, Black, White, and multi-
racial women (< 10  weeks: aORs = 1.26–2.21; ≥ 10  weeks: 
aORs = 1.42–2.71), Fig.  2C. Information from family/
friends was consistently associated with increased report-
ing of any breastfeeding and breastfeeding duration 
across all racial/ethnic groups (< 10  weeks: aORs = 1.58–
2.14; ≥ 10  weeks: aORs = 1.63–2.64), Fig.  2D and Table  3. 
Overall, receiving breastfeeding information from sup-
port groups, nurse/midwife/doulas, the baby’s doctor, and 

Table 2  Prevalence of sources of breastfeeding information, stratified across breastfeeding initiation and duration, and adjusted 
associations between breastfeeding information from sources and likelihood of breastfeeding < 10  weeks and ≥ 10  weeks (vs. not 
breastfeeding), weighted to be nationally representative, Pregnancy Risk Assessment Monitoring System Phase 8, 2016–2019. Due to 
small sample size (n = 44 unweighted), Native Hawaiian women were excluded from the analyses

Abbreviations: OR odds ratio, CI confidence interval
a  Adjusted for age at birth, education, Kotelchuck index (prenatal care), race/ethnicity, and all other sources of breastfeeding information; reference group = did not 
breastfeed

Breastfed ≥ 10 weeks Breastfed < 10 weeks Did not 
Breastfeed 
(reference)

% aOR (95% CI)a % aOR (95% CI)a %

Sources of information
  Baby’s doctor 61.9 1.43 (1.33, 1.54) 27.4 1.40 (1.29, 1.51) 10.3

  Personal doctor 59.1 0.49 (0.45, 0.53) 28.1 0.78 (0.71, 0.85) 12.9

  Family/friends 64.9 2.14 (2.01, 2.29) 26.6 1.93 (1.80, 2.07) 8.5

  Support group 66.6 2.02 (1.85, 2.19) 25.9 1.46 (1.33, 1.59) 7.5

  Hotline 61.1 0.83 (0.74, 0.92) 29.3 0.94 (0.84, 1.06) 9.6

  Nurse/midwife/doula 63.4 1.71 (1.60, 1.84) 26.3 1.45 (1.35, 1.57) 10.3
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family/friends substantially benefitted American Indian, 
Asian, White, and multiracial women, with weaker associa-
tions among Alaska Native, Black, and Hispanic women.

When Hispanic women were stratified by English- 
and Spanish-speaking, receiving information from fam-
ily/friends had a greater association with breastfeeding 
among English-speaking Hispanic women (< 10  weeks: 
aOR = 1.81, 95% CI 1.44–2.28; ≥ 10  weeks: aOR = 2.02, 
95% CI = 1.62–2.52) compared to their Spanish-speak-
ing counterparts (< 10  weeks: aOR = 1.33, 95% CI 
1.00–1.77; ≥ 10  weeks: aOR = 1.25, 95% CI = 0.96–1.63), 
Supplemental Table  3. Despite a greater percentage of 
Spanish-speaking Hispanic women obtaining informa-
tion from a support group compared with their Eng-
lish-speaking counterparts (39.5% vs. 27.4%), support 
groups improved breastfeeding among English-speak-
ing Hispanic women (< 10  weeks: aOR = 1.39, 95% CI 
1.05–1.83; ≥ 10  weeks: aOR = 1.63, 95% CI = 1.25–2.12) 
with no statistically significant impact among their 
Spanish-speaking peers (< 10 weeks: aOR = 1.16, 95% CI 

0.86–1.57; ≥ 10  weeks: aOR = 1.11, 95% CI = 0.83–1.47), 
Supplemental Table  3. Receiving breastfeeding informa-
tion from the baby’s doctor was also only associated with 
increased breastfeeding among English-speaking His-
panic women (< 10  weeks: aOR = 1.42, 95% CI = 1.10–
1.84; ≥ 10  weeks aOR = 1.65, 95% CI = 1.29, 2.11), 
Supplemental Table 3.

When lactation specialist was included in the mod-
els, results were relatively consistent, although baby’s 
doctor was no longer significantly associated with 
increased breastfeeding, Supplemental Table  4. Receipt 
of information from lactation specialists was strongly 
associated with increased breastfeeding (< 10  weeks: 
aOR = 5.18, 95% CI = 4.83–5.56; ≥ 10  weeks aOR = 5.25, 
95% CI = 4.86–5.67). The association between lactation 
specialists and breastfeeding was statistically significant 
among all racial/ethnic groups but was stronger among 
White women (< 10  weeks: aOR = 7.39, 95% CI = 6.65–
8.22; ≥ 10  weeks aOR = 7.17, 95% CI = 6.52–7.87), 

Fig. 1  The percentage of women who reported receiving breastfeeding information from A baby’s doctor, B support groups, C nurse/midwife/
doula, and D family or friends before or after giving birth, stratified by race/ethnicity, weighted to be nationally representative, Pregnancy Risk 
Assessment Monitoring System Phase 8, 2016–2019
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compared to other racial-ethnic groups (< 10  weeks: 
aORs = 2.44–4.83; ≥ 10 weeks aOR = 2.79–4.30), Supple-
mental Table 5.

Discussion
In an analysis of nationally representative surveillance 
data, we found that receiving breastfeeding information 
during pregnancy or shortly after delivery was common, 
with a personal doctor, nurse/midwife/doula, and baby’s 
doctor being the most common sources. While family/
friends, support groups, baby’s doctor, and nurse/mid-
wife/doula were consistently associated with increased 
breastfeeding rates, the effects of these sources were 
smaller among Alaska Native, Black, and Hispanic 
women, compared to White women. Receiving informa-
tion from a personal doctor or from breastfeeding hot-
lines did not increase breastfeeding initiation/duration 
among any groups. Thus, the impact of breastfeeding 
information varied by source and across race/ethnicity.

Similar to other studies which have found that sup-
port groups have multiple benefits including increasing 
breastfeeding, [17, 18] we found that information from 
a support group was strongly and consistently associ-
ated with breastfeeding initiation/duration among 
American Indian, Black, Hispanic (English-speaking 

only), White, and multiracial women; however, the 
association was smaller among English-speaking His-
panic and Black women, and absent among Alaska 
Native, Asian, or Spanish-speaking Hispanic women. 
Our study indicated that racial/ethnic disparities exist 
related to effect of breastfeeding information on breast-
feeding initiation/duration, such that this information 
tends to be less effective for certain ethnic populations. 
These differences may be due to the dearth of cultur-
ally tailored support groups that meet the needs of 
marginalized populations, and/or deliver information 
in participant’s native languages. Most randomized 
trials of breastfeeding support groups have been con-
ducted among non-Hispanic White women, and cul-
turally tailored interventions for racial/ethnic minority 
women have been generally graded as lower-quality in a 
systematic review [9]. Access to breastfeeding support 
groups for diverse racial/ethnic populations may also 
be an issue. At least one study has found that access to 
Special Supplemental Nutrition Program for Women, 
Infants, and Children breastfeeding support services, 
a federal assistance program for healthcare and nutri-
tion for low-income populations, was most limited in 
predominantly Black communities [19]. More efforts 
are needed to improve access to culturally tailored 

Table 3  Effect of receiving breastfeeding information from each information source on breastfeeding < 10  weeks and ≥ 10  weeks 
(compared to not breastfeeding), stratified by race/ethnicity, weighted to be site representative, Pregnancy Risk Assessment 
Monitoring System Phase 8, 2016–2019

Abbreviations: OR odds ratio, CI confidence interval
a  Adjusted for age at delivery, education, and prenatal care (Kotelchuck index); associations within each racial/ethnic group were modeled separately; reference 
group = did not breastfeed

Baby’s Doctor Personal Doctor Family/Friends Support Group Hotline Nurse/Midwife/Doula
aOR (95% CI)a aOR (95% CI)a aOR (95% CI)a aOR (95% CI)a aOR (95% CI)a aOR (95% CI)a

Breastfed < 10 weeks
Race/ethnicity
  American Indian 1.55 (1.11, 2.15) 0.72 (0.51, 1.02) 1.80 (1.38, 2.33) 1.52 (1.08, 2.16) 0.76 (0.48, 1.21) 1.58 (1.13, 2.20)

  Alaska Native 1.06 (0.48, 2.35) 1.11 (0.45, 2.73) 1.69 (0.93, 3.05) 1.11 (0.55, 2.23) 1.14 (0.45, 2.91) 1.82 (0.78, 4.25)

  Asian 1.65 (1.11, 2.45) 0.74 (0.47, 1.16) 1.63 (1.15, 2.31) 0.92 (0.60, 1.40) 0.82 (0.50, 1.32) 1.39 (0.94, 2.07)

  Black 1.04 (0.87, 1.24) 1.05 (0.84, 1.31) 1.58 (1.37, 1.83) 1.45 (1.22, 1.73) 0.97 (0.79, 1.20) 1.26 (1.07, 1.49)

  Hispanic 1.22 (0.99, 1.50) 0.81 (0.63, 1.05) 1.61 (1.34, 1.93) 1.31 (1.07, 1.59) 0.99 (0.77, 1.26) 1.02 (0.83, 1.26)

  White 1.60 (1.45, 1.77) 0.70 (0.63, 0.79) 2.22 (2.02, 2.44) 1.69 (1.46, 1.96) 1.04 (0.85, 1.26) 1.64 (1.49, 1.81)

  Mixed race 0.92 (0.56, 1.49) 1.19 (0.68, 2.08) 2.14 (1.42, 3.25) 1.76 (0.99, 3.11) 1.24 (0.61, 2.54) 2.21 (1.42, 3.44)

Breastfed ≥ 10 weeks
Race/ethnicity
  American Indian 1.34 (0.99, 1.81) 0.59 (0.40, 0.87) 1.94 (1.50, 2.50) 2.12 (1.52, 2.97) 0.74 (0.48, 1.14) 1.68 (1.16, 2.43)

  Alaska Native 1.31 (0.62, 2.78) 0.90 (0.40, 2.03) 1.67 (0.97, 2.87) 1.17 (0.62, 2.21) 0.64 (0.27, 1.53) 0.86 (0.41, 1.81)

  Asian 1.94 (1.37, 2.76) 0.63 (0.42, 0.94) 1.76 (1.29, 2.41) 1.11 (0.76, 1.62) 0.73 (0.48, 1.12) 1.43 (1.02, 2.01)

  Black 1.22 (1.03, 1.44) 0.61 (0.50, 0.74) 1.73 (1.50, 1.99) 1.80 (1.52, 2.12) 0.89 (0.72, 1.10) 1.42 (1.21, 1.67)

  Hispanic 1.35 (1.11, 1.65) 0.56 (0.44, 0.72) 1.63 (1.37, 1.94) 1.42 (1.17, 1.71) 1.05 (0.83, 1.32) 1.19 (0.97, 1.46)

  White 1.54 (1.40, 1.69) 0.43 (0.39, 0.48) 2.54 (2.33, 2.77) 2.77 (2.42, 3.17) 0.80 (0.66, 0.96) 1.97 (1.80, 2.15)

  Mixed race 0.77 (0.50, 1.19) 0.59 (0.37, 0.95) 2.64 (1.82, 3.83) 2.32 (1.38, 3.90) 0.94 (0.47, 1.86) 2.71 (1.86, 3.96)



Page 8 of 12Quintero et al. BMC Public Health          (2023) 23:520 

Fig. 2  The association between breastfeeding information from A baby’s doctor, B support groups, C nurse/midwife/doula, and D family or friends 
before or after giving birth and breastfeeding duration < 10 weeks and ≥ 10 weeks (vs. not breastfeeding), stratified by race/ethnicity, weighted to 
be nationally representative, Pregnancy Risk Assessment Monitoring System Phase 8, 2016–2019. Due to small sample size (n = 44 unweighted), 
Native Hawaiian women were excluded from the analyses
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breastfeeding supportive services, especially in under-
resourced communities.

Consistent with prior studies showing that people 
rely heavily on their social support networks for guid-
ance and advice for breastfeeding, [20] in our study, 
family and friends were also an important source for 
increasing breastfeeding initiation/duration among all 
racial/ethnic groups except Spanish-speaking Hispanic 
women. Despite the importance of friends and family in 
breastfeeding, Black and American Indian women were 
less likely to report receiving breastfeeding informa-
tion from their family/friends compared to other racial/
ethnic groups. Prior studies suggest that lack of familial 
support is a major barrier to breastfeeding [20]. Among 
inner city African American women, research has shown 
that they were less likely to witness an African American 
woman breastfeeding within their community and were 
less likely to receive supportive breastfeeding advice from 
family and friends [21]. In our study, Black and American 
Indian women were also most likely to report not want-
ing to breastfeed or not liking breastfeeding. This may be 
due to intergenerational and historical trauma of White 
supremacy (e.g., oppression, gendered dehumanization of 
enslavement, wet nursing, genocide, cultural erasure, and 
forced removal from ancestral lands) among American 
Indian and African American women and breastfeeding 
persons [22, 23]. The decision to breastfeed among Afri-
can American women remains deeply attached to the 
generational trauma of wet nurses during slavery where 
African American women were forced to breastfeed 
White children at the expense of their own, perpetuating 
the stereotype of African American infants being needy, 
sicker, and less well-behaved [23]. A promising approach 
among American Indian women is employing grand-
mothers as advocates to strengthen cultural ties to tradi-
tional breastfeeding practices, which has been shown to 
significantly increase breastfeeding rates [24].

Social media and online resources are also important 
sources to consider. The use of social media for breast-
feeding support groups is associated with longer breast-
feeding duration through the sharing of knowledge that 
can increase positive breastfeeding experiences, social 
connections, and a sense of belonging and breastfeed-
ing self-efficacy [25]. Technology and social media can be 
leveraged to provide real-time help, such as peer support 
provided via texting, which was found to increase rates 
among Hispanic women [26]. However, social media can 
also spread misinformation and unmoderated support 
groups can contain inaccurate information. Although 
not captured directly in this study, misinformation could 
account in part for the proportion of women report-
ing “other” as a reason for not initiating or stopping 
breastfeeding.

Our findings have implications for public health, clini-
cal, and policy efforts to decrease racial/ethnic disparities 
in breastfeeding. The Centers for Disease Control and 
Prevention has previously outlined the need to increase 
peer support programs and inclusion of relatives (e.g., 
spouses, grandmothers) into breastfeeding program-
ming [27]. Programs that leverage family and friends as 
a source of breastfeeding information and culturally and 
linguistically appropriate peer-delivered community-
based interventions have been shown to significantly 
reduce racial/ethnic disparities in breastfeeding [9, 12, 
24, 28]. These findings point to the potential benefits 
of family and friend centered interventions, especially, 
among Spanish-speaking Hispanic women. The high 
rates of receipt of information from nurses, midwives 
and doulas and high rates of longer-term breastfeed-
ing among Native Hawaiian women in particular could 
reflect such contextually embedded programming and 
needs to be better understood. For Asian women, further 
understanding of the heterogeneity across sub-popula-
tions might also inform cultural tailoring of breastfeed-
ing interventions and increase their effectiveness. Further 
disaggregation of Asian women was not possible in our 
analysis due to small sample sizes, but further analysis 
is needed to understand the nuances of breast feeding 
behaviors within this group.

Although information from a personal doctor was the 
most prevalent source of breastfeeding information, it 
was not associated with increased breastfeeding initia-
tion/duration overall or among any racial/ethnic group. 
By contrast, information from the baby’s doctor was 
slightly less common (68.6% vs. 77.2%), and it was associ-
ated with increased breastfeeding rates among almost all 
racial/ethnic groups. Notably, receiving information from 
the baby’s doctor was associated with longer breastfeed-
ing among English-speaking Hispanic women but not 
among those who were Spanish speaking, possibly due 
to the need for and lack of language concordant physi-
cians and trained interpreters to assist in the provision of 
breastfeeding information during visits. Strong encour-
agement from language concordant physicians could be 
effective among Spanish-speaking Hispanic women who 
tend to defer to physicians.

The limited impact of breastfeeding information from 
a personal doctor may be due to time constraints dur-
ing appointments, leading to prioritization of other 
health topics, [29] which limits the quantity and quality 
of breastfeeding information imparted and received. The 
limited impact of personal physicians might also be due 
to barriers in accessing post-partum care and missing 
postpartum appointments due to work time constraints 
[30]. Furthermore, our findings that the main reasons for 
stopping breastfeeding were not producing enough milk, 
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difficulty latching, and not enough breastmilk, indicate 
that early support is critical [31]. Increasing the availabil-
ity of resources and remote surveillance, and bundling 
of services, e.g., referring women to toll-free hotlines, 
support groups, and lactation specialists, could result 
in greater impact. For example, toll-free hotlines were 
underutilized (only 10% of women reporting accessing 
these) and could provide real-time support (especially if 
accessible in multiple languages), supplementing other 
sources of information.

Of note, only family/friends appeared to be consist-
ently associated with breastfeeding among Alaska Native 
women, suggesting that resources provided through cli-
nicians and support groups are not adequately meeting 
their needs. Since all Alaska Native women in our sample 
resided in Alaska, information sources and public health 
programming in Alaska may need to be made more eas-
ily accessible and culturally tailored for Alaska Native 
women.

Improving access to and quality of breastfeeding infor-
mation and resources will not fully address breastfeeding 
disparities or maximize breastfeeding rates in the U.S. In 
our study, among women who did not breastfeed, one-
quarter of Black women and half of American Indian 
women reported not initiating breastfeeding because 
they had to go back to work or school. Among those who 
breastfed < 10 weeks, 28% of Black and 20% of American 
Indian women reporting stopping because they had to 
go back to work or school. Overall, almost 1 in 5 women 
who did not breastfeed for ≥ 10 weeks reported returning 
to the workforce/school as a reason for stopping/not ini-
tiating breastfeeding.

Lack of access to space, time, and resources for 
breastfeeding or pumping at work or school need to be 
addressed. Consistent national workplace protections 
could help increase breastfeeding duration [20]. Inten-
tion to work full-time as well as shorter work leaves are 
both associated with lower rates of initiation and shorter 
breastfeeding duration [20, 32]. The U.S. federal Fam-
ily and Medical Leave Act (FMLA), a labor law requir-
ing employers to provide employees with job-protected 
unpaid leave, only offers leave for up to 12 weeks (much 
shorter than the recommended 6 months of breastfeed-
ing), and 40% of the workforce is ineligible for FMLA, 
leaving many post-partum people from low-income and 
racial/ethnic minority groups unable to take work leave 
[33]. Support programs and policies which increase 
access to paid leave, school and workplace accommoda-
tions (e.g., providing private and comfortable lactation 
sites) are crucial to meet the Healthy People 2030 goal 
of 42.4% of infants exclusively breastfed for the first six 
months, [34] and may provide the best avenue for reduc-
ing breastfeeding disparities [33].

This study has limitations. First, given the nature of the 
PRAMS dataset and available questions, we were unable 
to measure or account for other important covariates 
such as 1) quantity, quality, and content of breastfeed-
ing information, including if the woman gave birth at a 
hospital with breastfeeding initiatives, 2) access to paid 
leave and workplace protections for pumping/breast-
feeding and other resources needed to promote breast-
feeding after returning to work, or 3) participants’ views 
on breastfeeding (e.g., support, time commitment, 
exhaustion, experiences of discrimination). Second, 
since PRAMS surveys women within the first few post-
partum months, we were unable to assess the proportion 
of women who met the recommendation to breastfeed 
for the first 6 months and its association with specific 
types of breastfeeding information sources,overall or 
among specific racial/ethnic groups. Although one of 
the strengths of this study was the ability to stratify indi-
viduals into the major racial/ethnic groups, they are still 
large and heterogeneous, e.g., Asian women. It is likely 
that varied cultural practices and values surrounding 
breastfeeding exist within these groups. For example, 
there are significant differences in breastfeeding initia-
tion between Black immigrants and African Americans 
[21, 35]. Future studies should sample to allow for fur-
ther disaggregation of these populations. Third, recall 
bias may be present as all PRAMS data on breastfeed-
ing, including breastfeeding information sources are 
self-reported. However, we believe this bias would be 
minimal because the surveys were conducted within 
the post-partum period. Finally, due to the small sam-
ple size of Native Hawaiian women in PRAMS, we were 
unable to assess the impact of breastfeeding informa-
tion sources on breastfeeding rates in this group. Future 
studies are needed to better understand breastfeeding 
practices in this population.

Conclusions
Using multi-state, nationally representative surveillance 
data from 2016–2019, we found that breastfeeding dis-
parities continue to persist among diverse racial/ethnic 
groups despite ongoing public health efforts. Receiv-
ing breastfeeding information from family, friends, 
or a support group were consistently associated with 
improved breastfeeding rates; however, these resources 
had smaller or no impact among Alaska Native, Black, 
and Hispanic women. Receiving information from the 
baby’s doctor also had limited benefit among racial/
ethnic minorities, and receipt of breastfeeding infor-
mation from a personal doctor had no impact on 
breastfeeding initiation/duration. Public health inter-
ventions should consider enhancing clinician informa-
tion with other breastfeeding information and support 
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services, including early surveillance and assistance. 
Improving access to and acceptability of breastfeed-
ing among communities through linguistically and 
culturally appropriate efforts continues to be a public 
health challenge. Finally, while individual resources 
may improve breastfeeding rates among racial/ethnic 
minorities, paid leave and protections for pregnant and 
breastfeeding individuals in the workplace or schools 
are needed to address breastfeeding disparities in the 
U.S. and improve health equity among marginalized 
populations.
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