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Welfare-to-work undermines national 
breastfeeding goals
		  Naomi G. Goldberg

Health professionals have long recognized the 
benefits of breastfeeding for children, mothers, and 
society as a whole.  Despite these benefits, only 41.5% 
of women nationwide breastfeed six months after birth 
and this problem is even more pronounced for low-in-
come mothers – only 33.1% continue breastfeeding six 
months after birth.1  Both federal- and state-sponsored 
programs, such as the Special Supplemental Nutrition 
Program for Women, Infants, and Children (WIC), 
have prioritized increasing breastfeeding among low-
income women.  However, alterations to work re-
quirements for low-income mothers stemming from 
the Personal Responsibility and Work Opportunity 
Reconciliation Act (PRWORA) in 1996 negatively 
impact efforts to increase breastfeeding rates among 
these women.  Given the inverse relationship between 
welfare-to-work requirements and breastfeeding rates, 
we should improve these incongruent policies to bet-
ter serve mothers and infants. 

Importance of Sustained Breastfeeding 
Child and public health advocates suggest that 

women breastfeed infants for a minimum of six to 
twelve months.2  Research indicates that breastfeed-
ing beyond this point is highly beneficial for both 
infants and mothers in a wide range of areas such as 
infection rates of infants and mothers, mental health 
of mothers, and physical and intellectual development 
of infants.3  Generally, breastfed infants are far less 
likely to get sick and, when they do get sick, to recover 
much faster.4  One recent literature review concluded 
that there was a 72% reduction in the risk of hospi-
talization due to respiratory diseases in children who 
were breastfed for four or more months.  Reductions 
in the following diseases and infections have also been 
observed: ear infections,5 diabetes,6 asthma,7 obesity,8 

and some cancers.9  Mothers who breastfeed also de-
rive benefits including a decreased risk of developing 
type 2 diabetes and breast and ovarian cancer.10  As 
a result, the U.S. Department of Health and Human 
Services (DHHS) recently set the following national 
goal for 2010: 75% of mothers would breastfeed im-
mediately after delivery and 50% would breastfeed six 
months after delivery.11

In addition, several recent studies have indicated 
that there are economic benefits to breastfeeding.  The 
U.S. Department of Agriculture estimates that a mini-
mum of $3.6 billion in health care and indirect costs 
would be saved if breastfeeding rates were increased 
to reach the DHHS goal for 2010.12

Efforts to Increase Breastfeeding in Low-Income 
Families

WIC provides nutritious food and nutrition 
services to low-income pregnant and postpartum 
women.  To address the gap in breastfeeding rates 
between the general population and low-income 
mothers, WIC created the Breastfeeding Promotion 
and Support Program through which WIC provides 
information about breastfeeding, follow-up counsel-
ing, enhanced food packages, and breast pumps, and 
also grants eligibility extensions for breastfeeding 
mothers.13  In 2002, WIC estimated that 48.3% of 
enrolled women initiated breastfeeding; the target for 
2010 is 60%.14  It is important to note that all wel-
fare recipients are income-eligible for WIC services 
and that a large number of women participate in the 
program.  Nationwide, approximately 47% of infants 
born in the U.S. receive WIC benefits.15

Given the overlap of WIC and welfare eligibil-
ity, the breastfeeding rates of WIC participants pro-
vide some insight into breastfeeding rates of welfare 



recipients.  Only 40% of children participating in 
WIC were breastfed as compared to 67% of children 
in higher income families.16  Another study con-
cluded that the strongest predictor of discontinued 
breastfeeding at six months of age was enrollment in 
the WIC program.17

Work Requirements for Low-Income Mothers
Several structural aspects of U.S. welfare-to-

work policies run counter to the national goal of 
increasing breastfeeding rates among low-income 
mothers. These requirements hamstring WIC from 
helping the nation realize the stated breastfeeding 
goals.  PRWORA changed welfare policy in two key 
ways.  First, it had much stricter work requirements 
for recipients.  Second, it gave states much more 
discretion in determining policies and allocating 
resources.  As such, many states now require work 
or work-related activities for mothers with children 
under the age of one.18  As of 2003, twenty states 
give no exemptions to women with newborns or give 
exemptions extending three or four months, and 46 
states require that women receiving welfare return 
to work by their child’s first birthday.19  A woman 
receiving welfare benefits through Temporary Aid 
for Needy Families (TANF) must return to work 13 
weeks after the birth of her child.  

Impact of Welfare-to-Work Requirements on Breast-
feeding

One factor in the low breastfeeding rates among 
low-income women is the strict work requirements 
associated with welfare receipt. Relative to imposing 
no work requirements, the most stringent welfare-to-
work laws reduce breastfeeding among new mothers 
by 22%.20  While the primary intention of welfare-
to-work requirements is to increase self-sufficiency 
among impoverished mothers, the policy may have 
unintended negative consequences on breastfeeding 
rates and the overall health of low-income mothers 
and their infants. In 2001, women working full-time 
six months after giving birth were approximately 
30% less likely to breastfeed than women who were 
not working.21  One of the most important reasons 
that mothers cite for not breastfeeding is going back 
to work.22  While stringent welfare-to-work require-

ments reduce breastfeeding rates, women who are 
low-income, black, less educated, younger, or work-
ing are all less likely to initiate, let alone continue, 
breastfeeding.23  These criteria clearly apply to many 
welfare recipients.  As the Government Account-
ability Office noted in a recent report, “the increase 
in the number of WIC participants who work will 
make attaining some of WIC’s goals, such as increas-
ing breastfeeding, a greater challenge.”24

Workplace Accommodations and Breastfeeding 
Rates

While returning to work alone may not be 
the sole cause of lower breastfeeding rates,25 this 
requirement highlights a second structural problem: 
workplace atmosphere and employer support of 
breastfeeding.26  Some workplaces accommodate new 
mothers who wish to breastfeed because they recog-
nize the benefits of having women return to work af-
ter the birth of their child.  Accommodations include 
pumping stations, refrigerators, and frequent breaks 
for mothers with infants.27  These accommodations 
address the fact that breastfeeding women repeatedly 
cite difficulty in finding time at work to pump milk as 
an obstacle to breastfeeding.28  These obstacles appear 
to delay the discontinuation of breastfeeding among 
working mothers.29

Research about women receiving welfare indi-
cates that the jobs they receive are often entry level, 
hourly positions, which pay at or only slightly above 
the minimum wage.  Based on 2002 Department of 
Labor statistics, 63% of all women in the U.S. have 
hourly paid positions or minimum wage jobs.30  Of 
low-income workers, only 39% receive paid time off 
for illness and only 51% receive paid vacation days.31  
This compares to 74% and 89%, respectively, for mid-
dle-income workers.32  Along with other so-called 
‘fringe’ benefits, it is clear that these jobs “may not 
offer the flexibility or workplace programs needed to 
facilitate continued breastfeeding.”33  A 1996 survey 
of 500 WIC mothers found that only 2% reported 
having the accommodations they needed to support 
daily breastfeeding.34  Thus, the requirement that new 
mothers enter the workforce in order to continue 
receiving welfare benefits means that women are tak-
ing jobs that do not accommodate breastfeeding.  For 
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Several structural 
problems in U.S. 
welfare-to-work 

policies run 
counter to the 
national goal 
of increasing 

breastfeeding 
rates among low-
income mothers.

example,  et al. predict that absent PRWORA, the 
national breastfeeding rate in 2002 would have been 
5.5% higher.35

Alternative Policy Recommendations
The welfare-to-work requirements and the em-

phasis on breastfeeding as a public health issue are 
conflicting policies; however, this need not necessar-
ily be the case.  There are two sets of public policies 
that may be able to support both economic self-suf-
ficiency and breastfeeding.

Firstly, the Federal Government should recon-
sider the work requirements for women with infants.  
As Jacknowitz suggests, “the vast majority of the 
harmful effects on breastfeeding would be eliminated 
if mothers of infants were not required to work full-
time.”36  One could envision a program whereby 
new mothers would be exempt from work for the 
first six months the child’s life and then, perhaps, 
only required to work part-time for the following six 
months.  Several studies suggest that women who 
work part-time have the highest breastfeeding rates 
of all women, including those who stay at home full-
time.37  Moreover, any potential benefits which may 
be received through increased work are most likely 
offset via “a greater financial burden on Medicaid and 
WIC” as a result of lower breastfeeding rates.38

A slight permutation of reduced work require-
ments has been tried in Europe where the state actu-
ally provides extended maternity benefits for women 
through a social security type program.  Under such 
a system, women with infants under one year of age 
are exempt from welfare and its work requirements 
and instead are enrolled in a ‘stay at home’ program.  
Minnesota has enacted a similar program whereby 
families receive 90% of what the state would have 
paid in child care subsidies when one parent stays 
home during the first year of life.39  This policy not 
only encourages breastfeeding, but it may also achieve 
other social benefits associated with at-home care 
with a parent.  

Secondly, if the goals of both welfare reform 
and breastfeeding promotion campaigns are to be 
equally respected and considered, it is most logical 
to focus efforts on reforming the employment side of 
the equation.  There are several policies that could be 

implemented to encourage employers to provide ac-
commodations and support for breastfeeding moth-
ers, regardless of their welfare status.  First, a federal 
law could mandate that all employers provide flexible 
break schedules, lactation facilities, and other accom-
modations for breastfeeding mothers.  By mandating 
a more supportive environment, employers could help 
smooth the transition from childbirth to work and 
remove the primary barrier to continued breastfeed-
ing: work. 

There are several other alternatives that could 
be promoted on the employment side of the equation.  
First, employers could be educated as to the financial 
and productivity benefits associated with breastfeed-
ing.  Women who 
breastfeed not only 
have healthier chil-
dren and thus miss 
less work, but they 
are also less likely to 
get sick themselves, 
have better men-
tal health, higher 
morale, higher 
productivity, lower 
health care costs, 
and are more able 
to manage home 
and work.40  Lower 
absenteeism and 
happier employees 
directly impact the 
bottom line for employers.  Second, the federal and 
state governments, recognizing that saving will arise 
in other programs, could provide incentives for em-
ployers to provide breastfeeding promotion facilities.  
Additionally, given that employer sponsored child 
care increases breastfeeding rates by 59%, incentives 
could be given to employers who provide such care.  

By targeting incentives or policies toward 
employers, the socially popular work requirements 
associated with TANF and welfare reform could 
be maintained while simultaneously encouraging 
breastfeeding, which has been proven to promote 
better public health. 
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