
Breastfeeding in African Americans May Not Depend on Sleep 
Arrangement: A Mixed-Methods Study

Ashaini Kadakia, MD1, Brandi Joyner, MSA1, Jennifer Tender, MD1,2, Rosalind Oden1, and 
Rachel Y. Moon, MD1,2

1Children’s National Health System, Washington, DC, USA

2George Washington University School of Medicine and Health Sciences, Washington, DC, USA

Abstract

Background—Despite high bedsharing rates, breastfeeding rates are low among African 

Americans.

Objective—Describe the association between breastfeeding and bedsharing; elucidate barriers to 

breastfeeding in African Americans.

Methods—African American mothers with infants <6 months were recruited for this cross-

sectional, mixed-methods study and completed an infant care practices survey. A subgroup 

participated in focus groups or individual interviews.

Results—A total of 412 completed the survey; 83 participated in a focus group or interview. 

Lower socioeconomic status mothers were more likely to breastfeed exclusively or at all if they 

bedshared (P = .02 and P = .01, respectively). Bedsharing was not associated with breastfeeding 

among higher socioeconomic status mothers. Breast pain, lack of support, and maternal skepticism 

about breastfeeding benefits were barriers; the latter was a recurrent theme among 

nonbreastfeeding mothers.

Conclusions—While bedsharing is associated with breastfeeding in lower socioeconomic 

groups, it is not in higher socioeconomic African American groups. Skepticism about 

breastfeeding benefits may contribute to low breastfeeding rates in African Americans.
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Introduction

Breastfeeding’s numerous benefits, including decreased incidence of infant mortality and 

sudden infant death syndrome, are well documented.1–5 The American Academy of 

Pediatrics (AAP) recommends exclusive breastfeeding till 6 months.6 However, US 

breastfeeding initiation rates lag behind those in other developed countries7,8 and are 

particularly low for African Americans.8 In Washington, DC, the rates of breastfeeding 

initiation and breastfeeding for 6 months for Caucasians are higher (97% and 79%, 

respectively) than for African Americans (55% and 27%, respectively).9

Bedsharing is a practice in which the infant sleeps in the bed with another person, usually a 

parent. It has been encouraged by many as a strategy to increase breastfeeding rates.10 

Bedsharing has also been identified as a risk factor for sleep-related infant deaths, including 

sudden infant death syndrome, accidental suffocation, and ill-defined deaths.11–14 The AAP 

promotes roomsharing without bedsharing as a strategy to reduce the risk of sleep-related 

infant death.15 However, bedsharing rates have increased recently, particularly among 

African Americans.16 In 2010, 13.5% of parents in a national survey reported bedsharing, 

and African Americans were 3.5 times more likely to bedshare than Caucasians.16 We have 

previously reported that common reasons for bedsharing among African American families 

include lack of money or space for a crib, convenience, infant and/or parent comfort (either 

the infant or parent sleeps better when bedsharing), and the perceived ability to maintain 

vigilance during sleep. Although parents whom we interviewed felt that bedsharing 

facilitated feeding, this view was not limited to breastfeeding mothers.17

Given that African Americans have low breastfeeding rates despite high bedsharing rates, it 

is possible that other factors may contribute to breastfeeding success. It is important to 

understand the association of breastfeeding and bedsharing, and the barriers to breastfeeding 

in this group to develop strategies to overcome these barriers. It is also important to know if 

practices and barriers differ by socioeconomic status (SES). Therefore, the study objectives 

were to describe the association between breastfeeding and bedsharing, and to elucidate 

barriers to breastfeeding in lower and higher SES African Americans.

Methods

This was a cross-sectional study of African American parents with infants ≤6 months of age 

recruited from primary care pediatric sites in Washington, DC and Maryland. Parents were 

eligible if they were ≥18 years, their parents (ie, infant’s grandparents) were US-born, and 

they self-identified as African American. Exclusion criteria included those who were not the 

custodial parent of the child (ie, foster care), could not complete an interview in English, the 

child had a chronic medical condition (eg, recent spinal surgery) that precluded supine 

sleeping, or the child was born <36 weeks gestation. Lower SES was defined as receiving 

benefits from Medicaid or the Special Supplemental Nutritional Program for Women, 

Infants and Children. These criteria, which have been used previously,17–19 were used as 

proxies for family income as they are easily verifiable and do not rely on self-report.
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After written informed consent was obtained, parents completed a staff-administered survey 

about knowledge, attitudes, and practices regarding infant care and sleep environment, and 

demographics. This survey has been validated and used previously.17–20 With regard to 

bedsharing, we asked about both usual practice and what occurred the night before the 

survey. This is standard procedure in research regarding infant sleep practices. We selected a 

purposeful sample21 of parents, whom we predicted, from their survey responses, would 

have wide-ranging attitudes and opinions, to participate in focus groups or individual, 

semistructured in-depth interviews. For instance, we selected parents with different practices 

regarding feeding and sleep practices. Focus groups were stratified by SES and other 

demographic variables, as group participant homogeneity increases participant comfort, in 

turn resulting in an increased willingness to share opinions.22 A trained facilitator led all 

interviews with the same guide for both formats. This study was approved by the 

institutional review boards at Children’s National Medical Center, MedStar Research 

Institute, and Holy Cross Hospital.

Statistical Analysis

Sample size was determined by assuming a 60% rate of breastfeeding in the higher SES 

group9 and a 20% lower rate of breastfeeding in the lower SES group.23 On the basis of this 

assumption, an α value of .05 and a β level of 0.10, a sample of size of 129 in each group 

was required.

Descriptive statistics were calculated. Univariate analysis was conducted to determine the 

relationship between bedsharing and breastfeeding, and to identify relationships between 

breastfeeding, bedsharing, and prior discussion with a health care professional. Logistic 

regression analysis was performed to account for confounders. Analyses were conducted 

with STATA/SE V.11.24

Qualitative Analysis

We anticipated a minimum of 10 focus groups and 10 individual interviews, assuming that 3 

to 4 individual interviews and 3 to 4 focus groups with any one type of participant would be 

necessary to achieve thematic saturation (the point at which no new themes are emerging) 

and for analysis across groups for themes and patterns.22 Interviews were recorded and 

transcribed, and each transcript was checked by 3 authors (RO, BJ, RYM) for accuracy. 

Disagreements about transcription were discussed and resolved by consensus. This multistep 

process maximized accuracy of the transcription and decreased bias. Qualitative analysis 

software25 was used to organize and sort data. Using grounded theory, themes were 

developed and revised in an iterative manner as patterns became apparent.26 Individual 

interviews and focus groups were analyzed separately, after which emerging themes were 

compared. Concurrent triangulation, or use of multiple sources for verification of findings,27 

of the focus groups and the individual interviews was used to confirm findings.28
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Results

Demographics

A total of 412 parents participated in the survey in 2006–2010; 264 were of lower SES and 

148 of higher SES. Mean parental age was 26.8 years (range 18–48 years), and mean infant 

age was 9 weeks (range, 4–12 weeks). Mean infant age was similar in both SES groups. 

Higher SES parents were older (29.9 ± 5.1 vs 26.8 ± 6.0, P < .01), more likely to be married 

(45.9% vs 8.3%, P < .01) and to be college educated (47.9% vs 3.8%, P < .01). Of the 412 

parents, 139 (33.7%) usually bedshared with their infant, and 136 (33.0%) stated that they 

bedshared the night before the survey. Seventy-three infants (17.7%) were exclusively 

breastfed, 83 (20.1%) partially breastfed, and 256 (62.1%) exclusively formula-fed. Sleep 

and feeding arrangements, stratified by SES, are described in Table 1.

We conducted 13 focus groups (47 lower SES and 26 higher SES) and 10 individual 

interviews (7 lower SES and 3 higher SES) with 83 parents and reached thematic saturation. 

Focus groups had a mean of 4.9 (range 3–7) participants; all were mothers. Participants in 

focus groups and individual interviews were statistically similar to the larger group with 

regard to maternal age, marital status, infant age and gender, Medicaid status, and presence 

of older children, the other parent, or a senior caregiver in the home. Of the 83 participants, 

28 (33.7%) had never breastfed their infant, 24 (28.9%) had initiated breastfeeding but had 

stopped, 15 (18.1%) were partially breastfeeding, and 16 (19.3%) were exclusively 

breastfeeding at the time of the initial survey. When asked about the night before the initial 

survey, 58 (69.9%) did not bedshare with the infant, 13 (15.7%) bedshared for part of the 

night, and 12 (14.4%) bedshared for the entire night.

Quantitative Analysis

Univariate analysis demonstrated a statistically significant association between current 

breastfeeding and bedsharing (Table 2). Women were significantly more likely to usually 

bedshare or to have bedshared the previous night if they were breastfeeding (either 

exclusively or any), compared with those who were exclusively formula-fed. There was no 

significant association between having ever breastfed and bedsharing, either usually or last 

night. Mothers were also significantly more likely to report exclusive or any breastfeeding if 

they bedshared (usually or last night), as compared with roomsharing without bedsharing. 

There was no significant relationship between exclusive breastfeeding (P = .08) or usual 

bedsharing (P = .15) and having a prior discussion about either of these with a nurse or 

physician.

Logistic regression analysis was conducted to account for confounding variables, which 

were determined in univariate analysis to include infant age, maternal age, maternal marital 

status, and maternal education. Exclusive and any breastfeeding were significantly 

associated with usual bedsharing and bedsharing previous night, but only in the lower SES 

group (Table 3). Bedsharing was not associated with ever breastfeeding in either SES group 

(Table 3).
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Qualitative Analysis

Bedsharing was described as a strategy to facilitate feeding; however, this was true for both 

breastfeeding and formula-feeding mothers. Barriers to breastfeeding that were identified by 

mothers centered on the themes of physical concerns, lack of support, and skepticism about 

the benefits of breastfeeding. Themes were consistent across focus groups, and there were 

no themes that could be attributed to lower or higher SES mothers, nor to mothers who were 

bedsharing or not bedsharing. However, matrix analysis of themes according to 

breastfeeding status revealed that skepticism about breastfeeding benefits was a theme only 

for mothers who were not breastfeeding. Illustrative quotes (Q) are listed in Table 4.

Physical concerns that posed barriers to breastfeeding included pain during breastfeeding 

(Q1–Q3), perceived change in physical appearance of the breast associated with 

breastfeeding (Q4), perceived inadequate milk production (Q5), and potential infant 

exposures (Q6–Q7). Physical pain was a recurrent theme for mothers in all groups, even 

experienced mothers. Some mothers had learned that proper latch is important for 

breastfeeding comfort, but this was not common knowledge amongst breastfeeding mothers. 

Mothers were mindful that everything that they ingested could impact the infant if they were 

breastfeeding. Mothers who were smokers (Q6) or taking medication (Q7) did not want to 

breastfeed.

A major theme was the lack of support that breastfeeding mothers receive (Q8–Q13). 

Mothers felt that breastfeeding after returning to work was too stressful (Q8), and that a 

societal stigma about breastfeeding (Q9) was voiced by friends and family (Q10). Mothers 

without support from their mothers and partners found it more challenging to successfully 

breastfeed (Q11–Q13).

The last major theme was skepticism that breastfeeding improves health or increases 

intelligence (Q14–Q17). This theme was expressed only by nonbreastfeeding mothers. 

Skeptical mothers cited themselves, their children, or other people who had been formula-

fed and were healthy and smart as proof that formula and breast milk are equivalent (Q15–

Q17).

Discussion

We used a mixed-methods approach to try to elucidate the relationship between bedsharing 

and breastfeeding in African Americans. We found that usual bedsharing and bedsharing last 

night were associated with an increased likelihood of any or exclusive breastfeeding, but 

only in lower SES families. There was no association of bedsharing with ever breastfeeding 

in either group. However, despite higher rates of bedsharing in the lower SES families, 

breastfeeding rates were lower in this group. Physical concerns about breastfeeding and lack 

of support were considered barriers by mothers regardless of breastfeeding status; an 

additional major theme for nonbreastfeeding mothers was skepticism about breastfeeding 

benefits.

It is interesting that bedsharing was associated with breastfeeding in only the lower SES 

group. This reinforces that African Americans are not a homogenous group, and counseling 
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needs to be individually tailored. Safe sleep arrangements did not deter higher SES mothers 

from breastfeeding, suggesting that decision making regarding sleep and breastfeeding 

practices may differ by SES in African Americans. It is concerning that bedsharing was 

associated with breastfeeding in lower SES families. In epidemiologic studies, lower SES 

families are at higher risk for sleep-related infant death during bedsharing; this may be due 

to circumstances in which bedsharing occurs that may be unique to low socioeconomic 

groups.11

Other factors may be more important to breastfeeding success in African Americans than 

sleep arrangement. Our qualitative findings suggest that parental belief that breastfeeding is 

more beneficial than formula-feeding may be important to breastfeeding success. 

Nonbreastfeeding mothers expressed skepticism that breastfeeding would make their 

children healthier or smarter. While other studies have found that mothers who are aware of 

the benefits of breastfeeding are more likely to breastfeed8,29–32 we found that awareness 

may only play a partial role in convincing mothers to breastfeed.

Mothers described lack of breastfeeding support in all realms of their lives. Workplace 

support has been described by others as being important for women to sustain 

breastfeeding.29,31 Women who return to work before their infant is 12 weeks old are less 

likely to continue breastfeeding.33 Mothers also described that it was difficult to breastfeed 

without support from family members and friends. This has been identified by others as a 

barrier.31,32,34 Opposition to breastfeeding by family members and friends may reflect 

cultural beliefs and attitudes.32,35,36 Of critical importance in sustaining breastfeeding is 

support from the infant’s father; the father’s opinion is more influential than support from 

other trusted sources.5,8 Encouraging friends and family members, especially fathers, to 

attend prenatal visits with the mother, and providing information about the benefits and 

importance of breastfeeding may foster more support.

Mothers need to be committed for breastfeeding to succeed despite barriers.29,37–42 Some 

barriers may be mitigated by improved anticipatory guidance. For instance, discussing breast 

pain management and how to increase breast milk supply during prenatal and pediatric visits 

may alleviate concerns. Reviewing which prescription medications are safe to take while 

breastfeeding may help lessen concerns about potentially toxic exposures. Discussing 

strategies for continuing breastfeeding after returning to work and informing mothers of 

their legal right to do so may also help facilitate continued breastfeeding.43

However, commitment to continued breastfeeding despite barriers requires a belief that the 

benefits of breastfeeding are worth the effort.44 Mothers who are concerned about breast 

pain, smoking, and workplace issues are more likely to formula-feed, even if they are aware 

that breast milk is better than formula for their infants.45 Commitment may be further 

diminished if mothers are skeptical that breast milk is better than formula. African American 

mothers are twice as likely to believe in the benefits of formula,46 and this comfort level 

with formula may contribute to this skepticism.

We acknowledge limitations to this study. First of all, the study population was limited to 

African American mothers in the Washington, DC area, and behaviors were self-reported. 
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Additionally, qualitative research cannot be used to define prevalence of any viewpoint. 

Therefore, these results may not be generalizable to other groups or locations. Expanding 

this study to incorporate other ethnic groups and geographic locations will be important to 

determine prevalence of these beliefs.

The AAP strongly recommends breastfeeding for its numerous benefits,6 and roomsharing 

without bedsharing as the safest sleep arrangement to reduce the risk of sleep-related 

death.15 Our findings suggest that bedsharing is associated with breastfeeding in lower SES 

groups, but that skepticism that breast milk is better than formula may contribute to low 

breastfeeding rates in African Americans. Health care providers may need to reinforce 

information about breastfeeding benefits while providing information about safe sleep 

arrangements to optimize outcomes for infants.
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Table 1

Sleep and Feeding Arrangements, Stratified by Socioeconomic Status (SES).

Lower SES (n = 264); n (%) Higher SES (n = 148); n (%) All (N = 412); n (%)

Breastfeeding

  Exclusive 28 (10.6) 45 (30.4) 73 (17.7)

  Partial 44 (16.7) 39 (26.4) 83 (20.1)

  None 192 (72.7) 64 (43.2) 256 (62.1)

Usual sleep arrangement

  Bedshare 92 (34.8) 47 (31.8) 139 (33.7)

  Roomshare without bedsharing 158 (59.8) 89 (60.1) 247 (66.0)

  Separate room 14 (5.3) 12 (8.1) 26 (6.3)

Last night sleep arrangement

  Bedshare 93 (35.2) 43 (29.1) 136 (33.0)

  Roomshare without bedsharing 153 (58.0) 88 (59.5) 241 (58.5)

  Separate room 18 (6.8) 17 (11.5) 35 (8.5)
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Table 4

Barriers to Breastfeeding.

Physical concerns:

  Q1. “Even the second time around hurt worse than the first. And I was just, had I not breastfed my first child I don’t know if I would’ve made 
it to the second time around.” (Higher socioeconomic status [SES])

  Q2. “I was in so much pain I was almost in tears.” (Higher SES)

  Q3. “She wasn’t latching on right. If you latch on right, it don’t hurt. It’s only when they don’t latch on properly that it hurts.” (Lower SES)

  Q4. “I don’t need no extra sagging [of the breasts] to make it worse than it is.” (Lower SES)

  Q5. “I wasn’t producing the milk.” (Higher SES)

  Q6. “I don’t breastfeed because I’m a smoker …” (Lower SES)

  Q7. “I planned to breastfeed and I take Synthroid … and that’s going to go into the baby and I preferred to go with something that I felt more 
comfortable with, which was formula.” (Higher SES)

Lack of support by employers, family, friends, and society:

  Q8. “I went back to work, and then it was just too much. I couldn’t handle it.” (Higher SES)

  Q9. “You can’t do it [breastfeeding] in public. They think it’s nasty …” (Lower SES)

  Q10. “Two of my girlfriends have just recently had children absolutely refused to breastfeed and they think it’s disgusting.” (Higher SES)

  Q11. “Like I really felt like I didn’t have any support in the breastfeeding thing and… I felt like I was not being the right mother to my son …” 
(Higher SES)

  Q12. “And my infamous mother-in-law has strong feelings about breastfeeding; it’s the opposite of what I would have expected. I had 
challenges with that too, where I didn’t want the baby to have formula because I was pumping and then the baby would be sent home with a 
bottle with formula in it. I’m like, why am I wasting my time pumping at work in the middle of the day when she’s giving the baby formula?” 
(Higher SES)

  Q13. “His dad didn’t want me to do it. I just think because it was something that I wanted to do I should have been allowed to do it and been at 
peace with doing it, but with dad being there and they baby’s crying and he’s not latching on, ‘just give him the milk.’” (Higher SES)

Lack of belief that breastfeeding is better than formula:

  Q14. “I don’t really think it makes a difference [re: intelligence].” (Lower SES)

  Q15. ”My 2 year old, she is bottle-fed and she is highly smart.” (Lower SES)

  Q16. “Our kids are healthy, you know, they got the formula or whatever, there’s nothing wrong with them, you know there aren’t any major 
issues so …” (Lower SES)

  Q17. “I was formula-fed myself so …” (Lower SES)
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