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The Secretary, Breastfeeding Inquiry
Parliamentary Committee on Health and Aging
House of Representatives

PO Box 6021

Parliament House, Canberra ACT 2600

To the Secretary:

I am very relieved that the Parliamentary Committee on Health and Aging is seeking a greater
understanding of the breastfeeding impact on mother, infant, health system, and associated industries.

Having spent a number of vears diligently researching many aspects of breastfeeding this inquiry comes at
an important time.

To understand breastfeeding it is critical to understand the extended field of sudden infant death (for
reasons which will become clear). Indeed, this field is all that stands between Australia having a
breastfeeding rate equal to the very best in the developed world (if not developing world).

On a slightly different issue connected with breastfeeding, Jill Hill, federal member for Central Coast and
member of the Committee, suggested I make a contribution to this inquiry. There are very poor
associations between breastfeeding, abortion, and the regional density of nuclear power production. For
the health of women and children I am so grateful that this inquiry has come at this time.

I have 13 % child years of breastfeeding experience (currently breastfeeding), and as a stay-at-home mother
have had the opportunity to share mothering experiences (chat incessantly) with women in three different
rural towns in country Victoria across diverse demographic ranges. Prior to becoming a mother, and after
completing a degree in mathematics, I trained and worked in actuarial fields assessing contingent mortality
and morbidity risks as well as financial outcomes in life insurance and superannuation, before a sea-change
led me to train and work as a nanny. Iam 46 years old.

There are two sections to this submission:

The first “Cultural Oddities Impacting on Breastfeeding” begins with a short review of Australian
breastfeeding in comparison to other world populations, and looks at how John Lennon & Yoko Ono may
have acted as the catalysts for the return to breastfeeding in the developed world, pp 2 - 18.

The second “Adverse Associations Between Nuclear Power & Women’s Gestational Capacities — Fertility,
Breastfeeding and Abortion” addresses increasing breastfeeding (and abortion) dysfunction in increasingly
dense nuclear power environments, pp 19 -28.

Yours faithfully

Madeleine Love
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Where Have We Been?

The White Ceiling

Births, Australia and
Estimated Proportion Fully Breastfeeding at 3 months (Vic)
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spontaneously return to breastfeeding without discussion.

Hitchcock, in “Infant Feeding in Australia: An Historical Perspective Pt 2: 1900-1988", suggested
increasing unemployment, revolt against the tyranny of the bra, paid maternity leave, and a return to the
natural from the artificial, but declared these reasons to be rather superficial. In describing researcher’s
findings in a USA study which investigated social correlates to breastfeeding®, Hitchcock wrote

“Their failure to show any such relationship led them to conclude that the factors responsible for the
reversal were more subtle than those that are documented in surveys.”
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Where Are We Now?

In comparison to other developed populations:

About 51% of women in Australia were “fully
breastfeeding” at 3 months (~2000/1). The equivalent figure
for Sweden is about 75%, and Norway 77%. The rates for
Ireland, France and Belgium are about 8%, 10% and 10%
respectively. See graph at right’.

In comparison to some undeveloped populations:

In the developing world, the aim is not 3 months, but rather,
the WHO recommendation of 2 years (see graph at right).
Only 1% of Australian women manage to breastfeed
through to age 2. From these selected populations, 90% of
women from Bangladesh are still breastfeeding at 20-23
months, and 15% of babies in China are still breastfeeding
at this age'.

It is expected that their governments are outlaying
absolutely no money to achieve these results,

Governments only have to outlay money to achieve
something that is different from a natural evolved (or
designed) process. '

Increasing the breastfeeding rate is ludicrously
simple...
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Popuiation

By deduction and by anecdote, for the vast majority of women (about 75%) breastfeeding is extremely

tiring or doesn’t work very well unless they are sleeping with, or within arms length of their babies.

Women in western developed populations fail at breastfeeding because circumstances and iatrogenic

encouragement over very recent history have led to babies being kept at a great distance.

Women in non-western developing/ed populations are successful at breastfeeding because they keep their

babies close’ .

Every little mammal sleeps with its mother at night" as do 90% of the world’s little human mammals — the

90% whose mothers are successful at breastfeeding.

f‘Nearly 100% share a bed with their parents in India - 93% in urban centre Chandrakah, 88% in Chongging, China.
¥ Unless the mother is a seal and has gone off for 4 days fishing and has fed her pup extremely high fat milk



How Did We Lose What We Had?

Anthropologist Helen Ball has written a compelling chapter for a forthcoming book describing the
circumstances and iatrogenic encouragements which have led to the separation of mothers and babies in
western developed populations''. Her writing primarily describes the history of the adverse effects of
hospitalization of birth, and health professionals who have heard this story report experiencing a “light-
bulb moment” where the helplessness of neonatal infants is explained. I strongly recommend The
Committee read it.

Testing the simple principle of the necessity of mother-infant closeness, Helen designed a study in a
hospital post-natal ward, where first time mothers were randomly allocated to three different care groups.
One group had the newborn in the standard plastic cot by the bed at night. A second group had the baby in
a three-sided “side-car” cot attached to the bed so the sleep surfaces were level. The third group had the
baby sleeping directly with them. (Only non-caesarian and non-opiate deliveries were included.)

The mothers in the second and third groups made more than twice as many attempts to breastfeed through
the night, established more than twice as many successful breastfeeds, the babies put in twice as much
feeding effort'?, and over the long term (16 weeks) these mothers were twice as successful at breastfeeding,
in comparison to group of mothers with the standard care rooming-in plastic cot™.

That simple! Mothers and babies of every mammalian species belong together.

Why Are Swedish Women Better Than Us?

More Swedish women sleep with their babies. At least 65% of Swedish women sleep with their babies on
any given night, whereas only about 30% of Australian women reported that they do'*. That more than
covers the difference in the breastfeeding rates.

I'm hearing “paid maternity leave” and “better employer conditions”... small effect I think. Most of the
breastfeeding failure happens very early on, due to the extreme fatigue of trying to achieve “infant-in-the-
cot” breastfeeding. Most women want to find “mothering” a pleasant experience and want to stay home for
a while — generally insanity drives them back to work a lot sooner than they had intended (in my chatting
experience) ~ although they’ll say it’s for “money” to Maternal & Child Health Nurses so they’re not
assessed as “bad mothers”. I don’t think “paid maternity leave” will encourage breastfeeding duration,
except in those women who are already finding the job pleasant by sleeping well at night with their babies.
But of course we should be paid if we are doing something for the community rather than something for
ourselves ~ if the State wants our beautiful sons to go to war, for example.

Separated mothers and babies cost the Australian population so much money in so many different ways.



What’s the Evidence?

English Experience

(1997) Clements et al*® investigating influences on breastfeeding in southeast England found that “bed-
sharing was associated with a longer duration of breastfeeding”.

(2003) Helen Ball examined the night-time care-giving practices of 253 families during the first 4
months of their infant’s life, determined parents’ responses to their infant’s sleep patterns, looked at
how breastfeeding parents managed night-time feeding, and whether bed-sharing was a common
strategy'®.

Association Between Breastfeeding
Of those mothers who had ever breastfed, 65% had and Bedsharing
Bed-Shared at least once a week. Of the mothers who
had never breastfed, only 33% had bed-shared (p <
0.000001).

Of the mothers who were still breastfeeding at 4
weeks, 72% were bed-sharing. Of the mothers who
were formula feeding at 4 weeks, 38% were bed-
sharing (p < 0.000001).

Proportion of Mothers

Most breastfeeding mothers find night-time care-
giving extremely challenging, and have two options;
either to bed-share, or to put the baby onto infant

formula (bottles). Ever Never | Breastfed 4+ | Formula Fed
| Breastfed Breastfed w | 4+w

She concluded with Feeding Method and Bedsharing Behaviour

“An understanding of the role of infant feeding practice on infant sleep and parental care
giving at night is a crucial element in breastfeeding promotion and enhancement of infant
health. Health professionals should discuss safe bed-sharing practices with all parents.”

(2004) SIDS researcher Peter Blair and Helen Ball collaborated to examine the prevalence and
characteristics associated with parent-infant bed-sharing in England across a wide range of parental and
infant characteristics'’.

They concluded that

“Bed-sharing s a relatively common practice in England, not specific to class, but strongly
related to breastfeeding”.

They found that on any night in England, 30% of parents of infants in their first month are sharing a
bed with their baby. Of about 650,000 live births in a year, that is 195,000 babies (30%). On a
national basis 46% of babies will share a sleep surface with their parents, at least “occasionally”.

In their results they stated:

“Bed-sharing was not related to younger mothers, single mothers, or larger families, and was
not more common in the colder months, at weekends, or among the more socially deprived
Jamilies, in fact bed-sharing was more common among the least deprived in the first months
of life. Breastfeeding was strongly associated with bed-sharing, both at birth and at 3
months.”



New Zealand Experience

(1994) Data from 1529 infants was analysed to identify factors that might hinder the establishment and
duration of breastfeedinglg.

When adjusted for confounding factors, “not exclusive breastfeeding” at discharge was significantly
associated with “mother not bedsharing”, amongst other factors.

When similarly adjusted, a “short overall duration of breastfeeding” was associated with “mother not
bedsharing” amongst other factors.

USA Whele Population Experience

Similarly, in the United States, from a 10,000 family national survey", bed-sharing mothers were three
times more likely to be breastfeeding (rather than bottle feeding)™.

In fact, the study “Trends in Infant Bed Sharing in the

United States, 1993-2000" showed that the proportion Prevalence of Bedsharing and Breastfeeding
of infants “usually sharing” an adult bed at night had USA & Alaska
more than doubled, increasing from 5.5% to 12.8%. 045 80%
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This has come at a time when population-wide
breastfeeding at 6 months has increased from 19.0% to
31.4%' Through this time SIDS has fallen from 1.17%
to 0.62% per thousand.

T 40% :1;
+30% %
+20% &
(The “independence-crazy” US culture would not have T10%
increased in bed-sharing unless it really had to support
breastfeeding.)

Proportion of Infants Bedsharing

+ 0%

1993 | 2000 | 1993 | 2000
All USA Alaska

Alaskan Experience =9 Alaska "Always” or "Almost Atways"
USA "Usually"

-~z USA Breastiesding to 6 months
iz Alaska "Braastfoeding to 6 months”

Similarly, in Alaska, over this same time period the
proportion of mothers who report that they “Always” or
“Almost Always” sleep with their infants increased from 16% to 40%, while breastfeeding has
increased from 31.3% to 50.2% and SIDS has declined “50% to 70%"” (Gessner and Porter)™.

Australian Experience

Unfortunately I haven’t come across any breastfeeding/bed-sharing comparisons for Australia, but to
normalize bed-sharing...On any given night in Brisbane it can be expected that 30% of parents with 3
month olds will be sharing a bed with their infants (12% >5 hrs, 12% between 2-5 hrs, 6% less than 2
hours)™. This cohort came from the south of Brisbane, and it is reasonable to expect that the finding
can be generalized around Australia. Of 260,000 babies in Australia, 78,000 will be sharing an adult
bed for some part of the night when they are three months old. Based on the English experience'” there
will be a slightly higher incidence of bed-sharing of one-month-old infants, but about the same for all
the months of an infant’s life.

And the vast majority of parents aren’t doing it because they “can’t get enough of their babies”, but rather
for the simple practical reason that it makes breastfeeding at night manageable. (From Baddock® in New
Zealand: The most frequent reasons for bedsharing were that the mothers felt it provided comfort for the infant (14
mothers), it was natural (12), it facilitated breastfeeding (11), it was convenient (10), and it promoted bonding(8).)



Why are Norwegian women the most successful breastfeeders in the post-
developed world?

From the Norwegian Directorate for Health and Social Affairs publication “Hvordan du ammer ditt
barn?” (How do you breastfeed your baby? “Night feeding” p16) published 7/2/2005, last amended
9/1/2007 htip://www.shdir no/vp/multimedia/archive/00004/18-2092 4513a.pdf

Translated...

Night Feeding

Particularly during the first half-year it is usual that the baby requires feeding 24 hours, day and
night. Night breastfeeding stimulates milk production, and with a (?) baby night feeds are a simple
matter.

With the lowest possible light, take the baby up to you in the bed when you breastfeed, and you
should there sleep together if there are not any contraindications against it. The baby should
have its own doona/quilt.

If the parents smoke, the baby should sleep in its own bed because of an increased risk for SIDS.

Care and nappy changes should take place only if it is absolutely necessary. Some babies sieep through
the night very early, others wake every night, whether they have mothers milk or not. Only if the
baby has a satisfactory weight gain, is it alright to allow it to sleep through the night.

If you for a time have too little milk or the baby is not settling (?), you should breastfeed often and
willingly add in a night feed or two. If you become tired and stressed (?) with all the night waking and
much night feeding, fry to sleep a little yourself when the baby sleeps during the day.



John Lennon and the Breastfeeding Increase in the 1970’s

Breastfeeding appears to be dependent on co-sleeping (which in these studies and advices has been mostly
bed-sharing). Looking back at the early 1970’s it seems unlikely that the sudden increase in breastfeeding
could have happened without an increase in the prevalence of bed-sharing. The 1970°s were times of
peace, love and counterculture, and bed-sharing was part of it. A longitudinal study into “non-
conventional” families began in California in 1975.

That these breastfeeding increases happened simultaneously around the western developed world doesn’t
seem possible without also a simultaneous increase in bedsharing.

I can’t help wondering about John Lennon and Yoko Ono’s week-long “Bed-In for Peace” in 1969, where
John and Yoko blasted simultaneously into every lounge room of the western developed world, inviting us
all to share a bed for peace with them (having invited the world’s media to join them in bed) thereby taking
an axe to the private sanctity of the marital bedroom. They were on their honeymoon. A few months later
they followed it up in Toronto where musicians Jomed them in bed to record “G1ve peace a chance”, a song
destined to become the peace anthem of the decade®.

Maybe John & Yoko provided the means by which the western world could be accidentally successful at
breastfeeding. Perhaps the parents took their newborns into bed, and rediscovered that elusive parental
peace, and breastfeeding success as well.

“Imagine” was released in 1971, and Pediatricians of the developed world gave the iatrogenic advice to
place babies on their tummies to sleep, instead of on their backs as traditionally practiced, heralding the
SIDS epidemic.

Lennon was shot in 1980, but not before books had been written on the health benefits of breastfeeding.
Mothers universally tried breastfeeding, but breastfed babies generally don’t sleep in cots.

“Sharing a Bed for Peace” to increase Australia’s breastfeeding rate...

If Australia would like more of it’s infants and mothers to have the favorable mental and physical health
outcomes associated with breastfeeding, the simplest and cheapest way (and likely the only way) is to
recommend that new mothers

Share a sleep surface with their infants from their first night in hespital,

And thereafter on a safe sleeping surface at home
.. with a strong message from Yoko Ono not to do it with drugs or alcohol.

Listen to the people screaming SIDS, accidental rollovers, they’ll all turn into sexual
deviants/clingy/dependent, it’ll wreck their parent’s sleep, the babies will form bad habits, males will miss
out on sex!...sigh, yes, coming to that.



Where Did All the Bed-sharing Fears Come From?

There has been a problem in western nations and their European origins for some
centuries, over what to do with the excess pregnancies for which no one has the

resources to parent. No single issue arouses greater passion. I've read a little
b itErmrE Bookmark not defined.,26,27,28,29,30,31

Middle Ages: Fourth trimester abortion (infanticide) was a family issue,
particularly among poor families to limit family size. Most common methods
were to “overlay” the baby (lie on top of it soon after birth), or to withhold
breastfeeding. Midwives were sometimes given the job (“a witch stole my baby in
the night”). Churches tolerated it. Withholding breastfeeding was regarded as the
cruelest approach.

Reformation: Churches got strong. Took exception to overlaying, and seized the
right to deal with the “excess babies”. To prevent women claiming that they had
“accidentally” rolled on their baby, they ordered that babies were not to sleep in
their mothers’ beds. In Florence the punishment for midwife “witches” was to be
burnt at the stake. Infanticide was not a feasible option, and babies were
abandoned instead.

Foundling homes were established to deal with the massive numbers of abandoned
babies. Most died (no breast milk obviously, and no infant formula). In France,
babies from Paris were sent off to wet-nurses in the country — most babies died.

Infanticide

Deliberate
Overlaying

Churches
Witches

Foundling
Homes

Baby Farms
Abortion
SIDS
and

Breastfeeding

There was always self or assisted abortion, as [ understand it. Babies oniy happened if these attempts

failed.

In Australia in the late 19" Century the large middle class was almost universally breastfeeding and babies
were in their parent’s rooms, and in their beds. Well-off women had access to reasonable contraception
from the late 1880°s. Not so for busy working class women. It is thought there was a bit of infanticide,
and some “baby farms” — places where you could send a baby where it would be fed opium to keep it
peaceful, eventually dying. Abortions seemed to be available through midwife-type services.

Early 20™ Century: Federal authorities were very

upset about the very low birthrate. Doctors got a Life Expectancy at Birth vs Total Fertility Rate
monopoly over abortion services. Working class 9 UNICEF Numbers - 172 populations
women were admonished by both men and women 8 TrvorLeste
for not breastfeeding. Science and clocks and )
reasonable milk alternatives had arrived, and & 7 Yemen Ocoupied Paiestinian
artificial feeding schedules developed to feed the ‘;‘ 61 ’ Tertory
babies of women who wouldn’t breastfeed. Itisa g 51 : . Mosty Arab
great misfortune that timing was later S 4, APSteused .+ States . Lebanese-bom
recommended for breastfeeding too. Baby weigh- B 34 ) | Australan Residents
in centres were established. Germ theory led to the - 5 4 o
instruction that all children should have separate - SN
bedS Ukraine, Russia, Belarus -

: 0 Eastern Bloo with men wived out

30 50 70 90

1912: The “Baby Bonus” was brought in to help
women (particularly poorer women) provide well
for their babies and encourage them to have more.
Over the next 15 years or so there was no
improvement in either infant mortality or maternal

Life Expectancy at Birth

mortality (lots of self-induced abortions), and there was no increase in the birth rate. There was criticism

that the bonus was spent on new drapes and furniture. Sound familiar?
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1920°s: It is thought that breastfeeding was still predominant in the early 1920°s., but Sir Truby King

advised women to have their babies spend a lot of their time in dark quiet rooms, to self soothe, and to feed

on schedule. Breastfeeding fell dramatically and continuously until the early 1970’s.

Late 1960’s/Early 1970’s: Women seized the right to deal with the “excess pregnancies”. Legal and
Quasi-legal termination arrived.

AND THE POINT WILL BE...

With as much confraception as a woman could possibly want, perhaps 100,000
early miscarriages, 85,000 ferminations, around 1900 fetal deaths, 900 neonatal
deaths, 300 post-neonatal deaths which can be explained,

60 which can’t (most often in very compromised infants of
smoking mothers/fathers/others fiving in extreme poverty, who
have been saved in the first place by NICUs),
the degree of residual State fear concerning
“what might happen fo a baby in a womaon’s
bed” seems somewhat irational.

By failing fo accurately report the exireme statistical unlikelihood
of SIDS and “accidental overlaying” for today’s breastfeeding
parents’

in foct, not even bothering to
calculate such risks,

the State is keeping responsible majority parents in a
condition of unreasonabile fear,

many of whom sacrifice the evolved (or designed) necessity of nighttime
mother-infant proximity to facilitate breastfeeding on behalf of this fear,

thereby compromising their likelihood of breastfeeding success,
and all the benefits which flow from it

Discussion on Residual State Fears
¢ The Risk of Accidental Overlaying
e The Risk of SIDS
e  The Risk Causing Psycho-Sociological Harm
e  The Risk of Marital Discord

e The Rigk of Dependency
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The Risk of Accidental Overlaying

There are already a lot of well-publicised sensible recommendations for the safe practice of night-time
surface-sharing and I won’t go through them here at great length (firm surface, safe bedding, no mind-
altering substances eg alcohol/drugs/sleeping medications, nothing that could impede responsive adult or
infant movement, other people in the bed who don’t know the baby’s there etc..).

There is something that needs to be seriously addressed, and this is the perception by a large proportion of
women that they might ‘roll on their baby’ if they sleep on the same surface.

Of the ~19,000 infants who shared a night time sleep surface each night in Victoria over 2004 and
2005, that’s ~14,000,000 sleeping events of ‘exposure’ (actuarial term), there was not one single death
attributed to accidental overlay or asphyxiation (although there was one event of asphyxiation for an
infant in a portacot in 2004, and one entrapment of an infant in a cot in 2005).

It isn’t even possible to evaluate a risk for it. There really should be a Royal Commission into why
women aren’t told the true level of risk. Granted, the majority of these mothers would have been
breastfeeding mothers, and night-time surface-sharing breastfeeding mothers spontaneously adopt highly
protective sleeping postures in comparison to formula feeding mothers®® (who place their baby at the head
of the bed rather than curling up around it as a feeding mother does), but nonetheless, the risk is very low
for all mothers.

There is a long history to this. McKenna® writes

“The exaggerated fear of suffocating an infant while co-sleeping may, in part, stem from western
cultural history. During the last 500 years many economically destitute women living in Paris,
Brussels, Munich and London (to name but a few locales) confessed to Catholic priests of having
murdered by overlaying their infants, in order to control family size. Led by the priests who threatened

ex-communication, fines or imprisonment (for actual deaths) infants were banned from parental beds.”

It is more likely that women are frightened by a very long history of the fear of punishment should an
accident occur, rather than by any empirical observation of the likelihood of the event. Certainly those in
the position of announcing likelihoods have not said anything to remove a woman’s fear.
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The Risk of Sudden Infant Death Syndrome

An infant is said to have died from “Sudden Infant Death
Syndrome” (SIDS), if, after a full autopsy, no particular
cause of death has been identified*.

SIDS is not asphyxiation, entrapment in a cot, nor an
accidental overlay in an adult bed, nor determined
infanticide. SIDS is not a “cause” of death, it’s a “we
don’t know” description.

The experience of Sudden Infant Death Syndrome in
Australia is shown in the graph to right®. States accepted
the definition of this syndrome at different times. The
incidence of SIDS rose from the early 1970’s (aithough
unexplained deaths in cots have always been present),
peaked in 1986 (at about 2.3 deaths per thousand live
births), and has been falling since.

It is generally believed that a very large component of the
SIDS experience was due to the iatrogenic advice of
pediatricians (first suggested at a conference in Vienna in
1971 and implemented perhaps a year later) to place
infants to sleep on their tummies, rather than on their
backs (the traditional way a mother would lie her baby).
After the “Back to Sleep” campaigns of the early 1990’s,
the incidence of SIDS fell dramatically.

The experience has been similar in most developed
populations — the paths for England & Wales, Norway,
Australia and New Zealand can be seen at right, as a
proportion of each country’s maximum incidence.

The incidence of SIDS has been quite different however.

Sudden Infant Deaths per 1000 Live Births by

Year - Australia
(Vic only <1873)
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SIDS Incidence Path
as a proportion of the maximum rate, by year
England & Wales, Norway, Australia, New Zealand
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New Zealand had a relatively high incidence of SIDS at the peak (~4.5/1000), and Sweden’s was

comparatively low (~1/1000).

As a further illustration of changes in the experience, the winter peak in SIDS diagnoses has all but gone.
The experience has been similar for England&Wales and for New Zealand (at least). No one knows why it
appears important for babies to sleep on their backs. There are several hypotheses.

Sudden Infant Death Occurrences by Month (Australia)
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Which babies are more likely to have a final diagnosis of SIDS?

When I was about five (~1965) I was the proud cousin of twin girls, born prematurely, one with a
hole in her heart. When the girls were able to be visited our family excitedly prepared to go in.
Before leaving we got a phone call, and learnt that the healthy twin had died, of no known cause.
As a five year old it was nice to see one little girl cousin through the glass of the nursery window —
I marveled at her tiny fingers. But about 30 years later, driving through Healesville (a place of
my childhood), a memory was triggered and for the safety of those around me had to pull off the
road, to cry out the grief I absorbed 30 years earlier as a five year old, as I watched my mother
take that phone call, and then watched her try to decide whether to take the two toy giraffes she
had bought as gifts or just the one.

1 do not enter this field lightly, or with any disrespect for anyone who has suffered from the grief of losing
an infant in unexpected circumstances.

If a Sudden Unexpected Death in an Infant (SUDI) cannot be explained, it is called SIDS. Explained
deaths are mostly infections (pneumonia, meningococcal).

In England, babies dying of SIDS (post-tummy sieeping) and Explained SUDI are predominantly babies
who are born into extreme poverty and parental disadvantage.

From a study in five regions of England %
within the “National Confidential Enquiry 305 mEDS.
into Stillbirths and Deaths in Infancy” (total ~ 4& wExplained SUD]

population >17 million), looking at 325 DAl Congrols

SIDS deaths and 72 unexpected but

Explained deaths, nearly half of all deaths A
occurred in the occupational group 10
“Unemployed” - see graph at right. All

SUDI deaths were under-represented in the 0- B , .
more advantaged Occupational 1 I R M v ¥ Unemp
Classifications. Creonpational Classification

R SIS =323 Baplained SUDE =68 -Comrols =1580

This is likely to be the same lr% Australia. Fig 4. Occupational classification of sudden infant death syndrome,

From the ABS SIDS Information Paper explained sudden and unexpected deaths in infancy, and control families.

{Aug 2003) : Epidemiology of SIDS and Explained Sudden Infant Death, Leach et al,
Pediatrics 1999,104:43-

“Infants of Aboriginal and Torres Strait Islander origin are six times more likely to die of SIDS than non-

indigenous infants”.

The general risk description common to the developed populations is as follows: Babies of mothers who
have smoked in pregnancy, of low birth weight, short gestational age, multiple births, babies who have
been admitted to special care units at birth, of male gender, mothers aged less than 20, maternal use of
illegal drugs more than once and alcohol consumption, where the baby is of high parity (2™ or 3" child
twice the risk, 4™ or later child five times the risk) and where the family lives in overcrowded housing
(defined).

In the majority of cases these risk factors converge to a very small component of the general population. It
needs to be strongly pointed out that all descriptions of where and how the infant was found are dependent
on parental report — deceased infants are not typically left in death position (wherever it happened to be)
with (e.g.) covers over their face, to await the assessment of ambulance staff or police. Undetected
infanticide is expected in at least 10% of the (UK) cases.
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Infanticide is important, because it was the first reason why babies where removed from their mothers sides
in European populations in the late middle ages.

A Specific SIDS Risk Group: Young Mothers
SIDS, Breastfeeding, Abortion, Neglect and (Conscious or Unconscious) Infanticide

“IT°'S AN AWE-INSPIRING FORCE,
THE IRON DETERMINATION OF A
WOMAN WHO REFUSES TO
BEAR A CHILD THAT SHE KNOWS
SHE CANNOT MOTHER.”
Helen Garner,
“LOST ~ Illegal Abortion Stories”,

One of the highest risk groups for Sudden Infant Deaths is ““Young
Mother”. Nearly half of all the mothers less than 20 in Australia
are smokers. Babies born of young mothers are more typically of
low birth weight. They are more likely to be single, or to have an
unemployed partner, and to live in crowded housing conditions
(eg, 1 bedroom flat, or caravan). Six risk factors for SIDS,
altogether. If this is their second or subsequent child there is a

Edited by Jo Wainer

Although such mothers could benefit financially from breastfeeding,
the vast majority will not be breastfeeding for any significant duration.
Universally, studies of breastfeeding' show that risks of not
breastfeeding in developed populations are: young mother, smoker,
low-birth weight baby, un-partnered, not tertiary educated.

If a young woman realizes early on in her pregnancy that she does not
have the resources to mother a child, and that those around her do not
have the resources to support her, but the woman herself has the
resources for a termination, she may pursue this option, deferring
motherhood to a time where she is fully resourced.

This leaves three groups of young women who are going through with
a pregnancy:

s Women who are fully resourced and prepared for the rigors of
motherhood who may even breastfeed

¢  Women who do not have resources for a termination and/or
the wherewithal to find one, nor perhaps even the knowledge
that they are pregnant

¢  Women who are not fully resourced and prepared for the
rigors of motherhood but whose values or cultural
surrounds say they should not terminate their pregnancy
(such would be the case in Ireland where abortion is
illegal, and in parts of the USA where abortion is legal,
but where there are a number of conditions which are
restrictive in practice including limits to finance).

The higher the teen abortion ratio® in a population, the lower
will be the population incidence of “SIDS”” (irrespective of
actual cause of death). See graph at right. Although this will not
by itself account for the incidence of SIDS, restrictive abortion
practices and extreme poverty must play their parts in the
population incidence of SIDS.

Suddan infant Death Syndrome per 1000
live births

further risk. It is likely their nutrition is poor.

Mothering Resources &
Termination

A woman who fully
breastfeeds her infant for the
first 6 months (as
recommended by WHO) has
physically resourced her infant
for 15 months in total - 9
months internally through
pregnancy, and 6 months
externally through
breastfeeding.

A woman who feeds modified
cows milk from birth has
provided 9 months of physical
resources (pregnancy alone),
and a woman who terminates
can be said to have insufficient
resources to offer the
pregnancy.

SIDS per 1000 live births vs Proportion Teen
Pregnancies Terminated
Devaloped populations for w hich termination data was
able to be found (2000/1)
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No study on SIDS has ever come up with a specific risk factor for various groups in the population with an
interest in bed-sharing, such as educated, non-smoking drug-free dedicated mothers who are breastfeeding.

Broad International Experience

The “International Childcare
Practices Study: infant sleeping
environment” looked at the nighttime
practices within urban cohorts around

the world14. One of the cohorts was
drawn from Brisbane

This study will become a classic,
simply because it is supposed that the
outcome is the reverse to what had
been anticipatedzo, the population
incidence of SIDS is negatively
associated with the incidence of bed-
sharing in urban cohorts of the
population. That is, the higher the
proportion of bed-sharers, the lower
the population incidence of SIDS.

Japan and Sweden are bed-sharing
nations with good breastfeeding
and very low SIDS. Chinese Hong
Kong also has very prevalent bed-
sharing (in the general absence of
breastfeeding) and almost non-
existent SIDS.

SIDS ‘Rates (1985) Per 1000 Live Births In Relationship
to Percent Bedsharing
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Figure 7 Sudden infant death syndrome (SIDS) rates in relation to percentage
of societal bedsharing (per culture, country or region).

Contrary to what would be predicted by those arguing a finear, simple
relationship between bedsharing and SIDS, some of the lowest SIDS

rates are associated with the highest bedsharing or co-sleeping geographical or
cultural entities. Source: SIDS Global Task Force Child Care

Study — Nelson et al, 2001.90

From McKenna & McDade, “Why babies should never sleep alone A review
of the co-sleeping controversy in relation to SIDS, bedsharing and breast
feeding”, PAEDIATRIC RESPIRATORY REVIEWS (2005) 6, 134-152

There is nothing endemically dangerous about bed-sharing, other than the conditions under which it might
be practiced by the extreme minority population in Australia, in the same way that cars can be dangerous in
the hands of the drunk and inexperienced few.

Cars are not discouraged for the general population (although not good for the environment), and on the
same grounds, there’s no reason why mother-infant surface sharing should be discouraged, particularly
where it supports the highly positive practice of breastfeeding (and is good for the environment, and
doesn’t hurt other people’s children). In fact, it should be highly encouraged, as it is likely that the
extended risks of not breastfeeding outweigh the rarer risks of a baby dying from an un-known cause.

Bed-sharing is not advised for mothers who smoke, but Norwegian breastfeeding
smokers don’t appear to be taking this advice, putting the risks of not breastfeeding
ahead of the rare risk of SIDS. Given the risks, this seems a rational thing to do.

SIDS is interesting, it’s like trying to reach the moon for the research population, but it shouldn’t be
running the lives of mothers and infants to the extent that other positive parenting practices are

compromised.

It might actually be the inevitable surface-sharing of breastfeeding which is the vital ingredient of infant

health,
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The Risk of Causing Psycho-social harm

It would appear that in Australia babies were still in the parental bedroom at the time of Federation, and
breastfeeding was near universal, in contrast to Europe where well-to-do babies and children had long been

separated to nurseries with their nannies™.

In the late 1800’s European psychologists (who perhaps had been separated from their mothers and had
unsatiated infantile desires for their mothers themselves) suggested, from their adult perspective, that the
mother-child relationship was sexual. Kociumbas® writes “In 1879 S Lindner [...suggested] that the
infant’s instinct to suck had a sexual foundation, and in 1898 Havelock Ellis produced a detailed
proposition that the mother-child relationship was sexual. It remained for Freud to put the last nail in the

coffin ...”. This turned breastfeeding into a possible sexual act, and put all mothers under scrutiny.

McKenna has gathered together a long list of studies demonstrating that bed-sharing children have at least
equivalent but often better psycho-socio-emotional outcomes in comparison to their cot-sleeping

counterparts. These studies are oft-repeated and have a life of their own.™

Given the prevalence of bed-sharing amongst successful breastfeeding mothers, it is to be wondered if the
finding of better mental health outcomes for children breastfed for 6 months or more stems not from
nutritional aspects of breast milk (as suggested by nutrition researcher Wendy Oddy), but from the secure
parental attachment facilitated by night-time bed-sharing.

The Risk of Marital Discord

Are they kidding?? What woman, who has just evacuated a watermelon through a very small opening, or
through major abdominal surgery, who is wearing a very large pair of maternity underpants containing a 12
inch maternity pad which is soaked with blood and covering perineal stitches, who is leaking breast milk all
over the bed, what woman who has recently given birth, wants sex??? Whether the baby is in a cot or bed,
the husband isn’t missing out on anything. At least if the baby is in the bed some of the breast milk might
get to the right place.

When it comes time to “climb back up on the horse”, (and in the 1800°s women were given 18 months,
because it was believed that sex made the blood boil, and since breast milk was thought to be white blood
sex wasn’t good because the milk would also boil and go off), when it comes time to “climb back up on the
horse”, a way and place and time is always found to accommodate it, unless one of the partners is
unwilling. This is quite a different issue, and has nothing to do with the sleeping place of the child to

accommodate night-time ease of breastfeeding.
The Risk of Dependency

Parents are infinitely powerful in comparison to an infant. If the time comes that they want to move the
infant out, they just do it. At least there will have been some night-time surface-sharing supported breast
feeding, rather than none at all. Parents and infant will have been far better slept through the process.
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The simplest and cheapest way to increase Australia’s
breastfeeding rate...

Just overtly give mothers “permission” to sleep with their babies from
their first night in hospital, and thereafter on a safe sleeping surface at
home, while breastfeeding, and let them know that

¢ They won’t roll on their babies
{so long as the simple safe guidelines are followed — provide
the women with the specific risks for their demographic so
they can weigh up the cost-risk-benefits for themselves),

¢ Their healthy babies won’t die of unknown causes (unless
perhaps the babies are in a cot!)
(So long as the simple safe guidelines are followed — provide
the women with the specific risks for their demographic so
they can weigh up the cost-risk-benefits for themselves),

¢  Their ‘marital life’ won’t be interrupted
(Husbands and wives or partners come to their own
understandings — most husbands find it easier to be with a
“well-slept happy woman” and a “content well-fed baby”
rather than a “tired crying emotional woman” and a
“distressed crying and hungry baby who has to be walked up
and down the hallway at 3am to try to get it to sleep while the
mother tries to get back to sleep™),

e The psycho-social and emotional development of their
children will at least be the equal of but probably better
than their cot-sleeping counterparts,

¢  The children will grow up to be highly independent
sleepers if this should this be the eventual parental wish,

and that

¢  They will get more sleep in a 24 hour period — even more
than bottle feeders,

¢  All of the promised physical and mental health benefits,
the economic and environmental benefits, suggested
intellectual and attachment benefits of breastfeeding will
be there not only for their infant, but for themselves,

¢  They will be able to continue to breastfeed with little
difficulty, even if they must return to work , and

¢ They will have a lower risk of post-natal depression.

That will overcome most of the fundamental barriers — those of
fatigue, milk supply, and returning to work.

Victoria’s 2004 Experience!®

In Victoria in 2004 there were 22
deaths of infants (29-364 days) for
whom the cause of death could not be
determined. Twenty were given the
SIDS classification; two didn’t have
autopsies on religious grounds and
were left as “unclassified”.

There were no infant deaths attributed
to asphyxiation or overlaying in
Victoria in 2004, except for one who
had been wedged between an ill-
fitting mattress and the side of a
portacot.

¢ From parental report, 13 died alone
(60%) (presumably in a cot?), and
9 died with others (40%).

¢ The statistics did not report the
parental smoking/drug/alcohol
status in respect of the 13 infants
who died alone.

e Of the nine cases that died with
others, eight did nothave a
complete data history on smoking,
drugs and alcohol, however,
alcohol and drugs had been present
in at least 4 of the cases, and there
was current smoking in the
household in at least 4 of the cases.
There was no report of
breastfeeding status at last feed.

e Ofthe 9, one was with a parent on
a couch, one with a parent on a
mattress, and of those who were
reported to have died in an adult
bed, two were with a parent and
another sibling, four were with two
parents, and one with one parent.

Death due to overlaying or
asphyxiation in respect of these 9
cases could not be ruled out, but
was not determined.

The statistics did not report any of the
other parental demographic risk
factors associated with Sudden Infant
Death, nor any of the infant
characteristic risk factors.

Without considering any of the
characteristics of the parents, or
infants, or the feeding practice
employed on the last feed prior to
death (breastfeeding or bottle
feeding), the risk of SIDS for all live
births was about 1 in 4200.
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Adverse Associations between Nuclear Power and Women’s Gestational
Capacities — Fertility, Breastfeeding and Abortion

I was distressed to hear John Howard initiate an investigation into nuclear power options for Australia.
Through years of detailed study in breastfeeding, abortion and fertility I had noticed that women had very

poor breastfeeding and abortion outcomes in regions where there was a lot of nuclear power production. In
summary:
{Proportion Breastfed minus Proportion Aborted) vs
Women and Nuclear Power Nuciear Density
50 Regions, USA, (2000}

0.400

¢ As nuclear density increases women have increasingly
poor breastfeeding and abortion outcomes for their
demographic type.

08504 * R =0.8567
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There is reason to be deeply concerned about the impact of 020

pregnancies aborted

Proportion of babies with "Any Breastfeeding at 6
months” minus Proportion of ’known'

imposing nuclear power on women and infants in Australia. 01507
Australian women are already pushing maximum abortion 04002
ratios™, below replacement fertility®’, and annual data from 00501
Victoria shows breastfeeding to be falling]. :ZZZ | "ﬁﬁ.\‘
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attributed to human will and the social environment, but there Nuciear Dansity (Natural log of megawatthoursikmz)
is substantial evidence that on a population level, all of the

female physical gestational outcomes (fertility, breastfeeding and abortion) are highly influenced by

statuses of the natural environment.

The Earth and Nuclear Power Accumulated Nuclear Power Generation
Giobal Temperature Anomalies (5 yr Ave)
It is hard not to be similarly concerned about the impact on the Solar Cycle Length (scaled)
earth’s fertility. The current scientific inclination is to 60000
attribute regional temperature rises to the increasing
concentration of well-mixed CO2. However, associations
with the profoundly recent man-made imposition of nuclear

ower generation®” are direct and strong.
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Estimated global temperatures” have only escalated away
from solar cycle length models* since the gross introduction
of nuclear power in the late 1970°s, and it is the nuclear dense
regions which have seen a great deal of warming (East coast
USA, Canada food bowl, and Europe)™®.
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In contrast, the increase in well-mixed CO2 concentration has
occurred at a very steady rate, and the atmospheric models for
global temperature change by necessity must include an
extraordinary range of variables to get close. Thousands of
scientists, who have all studied the same material at university,
are investigating global warming from this multi-layered atmospheric perspective (as a result of a
theoretical mechanism proposed more than 50 years ago). Without denying this theoretical mechanism, I

— Accumulated Nuclear Power Generation (Billion Kilowatts )
- Solar Cycle Length (vears*-0.35+3.6)
-~ Global Temperature Anomalies (deg C) (5 yr ave)
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would wish that someone would also consider the contribution of nuclear power to regional warming. The
greatest weakness of scientific process is the requisite narrow path of investigation.

Atomic processes are suggested to be occurring within the Earth’s core, generating the Earth’s geomagnetic
field** in much the same way atomic processes are believed to generate the solar magnetic field. The
impact (on the core) of surface atomic processes (nuclear power production), does not appear to have
undergone any scientific scrutiny. Investigation into the impact of high density neutrino emission from
nuclear power stations — measurable at tremendous distance from the reactors themselves - has barely
begun. Certainly the intensity of the geomagnetic field is falling.

I am concerned that nuclear power production may be destroying other functions of the Earth’s natural
processes, apart from women’s gestational capacities. T doubt that environmentalist James Lovelock is
right when he suggests in his book “Gaia” that nuclear power would be good for the earth.

Purpose and Requests

I write to highlight the imperative for you to take an active position against nuclear power (for Australia
and for the globe), to protect the capacity of women in Australia to bear and nurture their infants.

From the perspective of a reproducing female who is sustainably employed in building new life, I am
compelled to advise that it is highly irresponsible to extract a large advance of ‘life’ from a uranium

atom, leaving in the residual a debt of ‘death’ so great that repayment is required by the inhabitants

over the next 100,000 years (whatever those inhabitants might be).

Touching very lightly on ‘energy needs’, Australia’s history shows that Australians were very happy long
before electricity had been dreamed of. Certainly the previous generation got on quite well without air
conditioners, and patronized the local swimming pools a little better, with a better sense of community. All
would not be lost if we lost some electrical capacity.

As for building a nation with massive industry with massive power needs, those of us with severe water
restrictions may consider that a population of 20,000,000 is-enough for now. Thave a great sense of faith in
the capacity of women to reproduce according to the limits of the environment, and that the below-
replacement fertility of Australia’s women should be heeded for what it represents. Information in this
letter suggests that the introduction of a nuclear industry will further degrade the natural population growth
of this country, rather than allow the growth that nuclear proponents suggest. Fifth on the Olympic medal
table is really quite good.

An overview on the deficiency of female capacities in nuclear dense environments (and background
information) follows. If you are short on time, head straight for page nine, “Total Gestational Capacities”,
and the “Summary” on page 10. It has been difficult to determine ‘the right balance’ of information to
present - please contact me if you’d like the any of the data, its sources, or references supporting the
statements in this letter. Every statement is referenced.

NB: In this submission, “known pregnancies” refers to Live Births + Induced Terminations (also sometimes called
“viable pregnancies”).

21




Background - Breastfeeding, Abortion, Fertility

Breastfeeding, abortion and fertility are generally studied as separate variables, but in the way described
below, they belong together....

A woman who fully breastfeeds her infant for the first 6 months (as recommended by WHO®) has
physically resourced her infant for 15 months in total — 9 months internally through pregnancy, and 6
months externally through breastfeeding.

A woman who feeds modified cows milk from birth has provided 9 months of physical resources

(pregnancy alone), and a woman who terminates can be said to have insufficient resources to offer the
pregnancy.

By combining these three items, one can see the relative total ‘resources’ women in various developed
population environments have to offer their pregnancies and infants. Women in nuclear dense
environments such as France and Belgium are grossly lacking in ‘resources’. (NB: Dairy herd variables
should also be included in any population study, since 700,000 French babies would die each year without
the cows.)

Extent of “Will”

It is commonly supposed that fertility is an act of will of the parents, that breastfeeding is an act of will
from the mother, and that abortion is an act of will from the woman and/or those who cannot support her
pregnancy. These notes are intended to illustrate the extent of the “power of will”.

In Australia an estimated 50% of pregnancies are unplanned, and of the unplanned pregnancies which
survive spontaneous miscarriage, about 50% are voluntarily terminated. Of the 300,000 couples trying to
get pregnant, less than 200,000 will conceive a viable pregnancy in the year of study. There is usually a
delay between ‘trying for a baby’ and ‘conceiving a baby’.

It is very difficult to reconcile the random nature of conception with the highly regular seasonal pattern to
live birth in reporting populations. Australia’s highly specific seasonal pattern of birth has hardly varied
since first reported with data from the 1910’s, despite a very wide variety of economic and social
conditions and the legalization of abortion. Although dramatically illustrated below, this seasonal variation

Average Dally Births by Month of Occurrence - Variation from the Twelve Month Rotling Trend
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is actually very small, varying by little more than +/- 5% from the rolling 12 month trend. When one
considers that abortion is estimated to run at about 25% of “known pregnancies”, it is astonishing that this
seasonal pattern of live birth keeps its form. It’s hard to go past the idea of there being a seasonally
dependent environmental limit on positive conception outcomes.
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Also, while every abortion may be related as a case-specific act of will, the proportion of pregnancies
voluntarily terminated for 9 developed populations (at least) also follows a highly seasonal pattern specific
to the region, and mirrors the conception pattern of the region, illustrated in the example for Oregon below.
(Abortion slightly enhances, or slightly smoothes

“Seasonality of the Abortion Ratio - Preliminary Data"

Nine Developed Populations the conception pattern — it does not make the
Thrae Month Smoothed
Adjusted for Trond pattern.)
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et Vermont OREGON - Live Birth Conceptions and Abortions -
Monthly Variation from 12 Month Rolling Trend
In Order...

i Utalh 1. Estimated Live Birth Concepti

2, Resldent Abortions as & Ratio of Estimated "Exposed to Risk"
Pragnancies

—— Minnesota

1,400 1.300
~e--Nth Carolina - White . .+ 1.250
1,050 + . ; 7
g “‘\ 1.200
et Sth Australia Ew 100 / ]
@ & i + 1150
] 3 3 e
32| £
- New Zealand o & 085 # + 1,400 B
E & g
ES tonl) £
) 4 1.080
P -4 2 0.800 3 R} - A 2
uw <
.+ 1.000
0.850 P ¥
e SWEASN
4 0850
0.800
+ 0.900
0.750 0.850
=3 =3 = 44
g g g g 8
2 8 5 & & 8 5 g 8 & 5 5 & g g
3 & & > k3 & =3 & =3 =4 = 3 B3 3 3
b4 4 s b4 b4 & & & & &

Month and Year

South Australia
Abortion Ratio vs Esti d Live Birth C

by Month

s o
B B

Abortion Ratio (Abortions/Exposed to Risk
Pregnancies) - Three Month Average

Comprehensive abortion data is not available for Australia
as a whole, and South Australian abortion data appears

irregular at first glance. However, as a proportion of
‘exposed to risk’® pregnancies, as for other populations, the
incidence of abortion reflects the incidence of conception.

Daily Live Birth Conceptions by Morth

There are times of high and low incidence of

conception, and these mirror the times of low

H H g H :
s 3 3 3 % and high incidence of abortion...”Good times”
e LIV Birth Conceptions e Aboriion Ratic

and “Bad Times”

* Actuarially determined exposure of pregnancies at different ages of gestation, adjusted for the relative risk
associated with the particular age of gestation
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Finally, breastfeeding in the majority of developed populations is seldom a maternal choice...it’'s a
maternal experience. The intention to breastfeed may or may not be formed at the time the baby is born.
The experience of the birth or the first few hours after birth, past experiences of self, friends or family,
ante-nata! advice, educational level, sociodemographic variables, age, partner support, hospital practices,
“self-confidence” (and more) may influence the commencement of breastfeeding,

In the majority of developed populations, however, there is a rapid failure rate, and routinely it is reported
that about 40% of those who commence fail early on due to a perceived inability to meet the infant’s needs

(except in Norway, where maternal age was the only reported determinant of breastfeeding failure).

Having seen breasts of all proportions operating very effectively it is difficult to imagine that those in

Norway can be so much more effective than those in other developed populations. Seasonal patterns of
breastfeeding duration have also been reported for three populations (Egypt, Sweden & India).

The Breastfeeding-Abortion Association

There is a positive association between breastfeeding and
abortion (particularly teen abortion) in developed
populations. Populations with high abortion ratios will
generally have high breastfeeding rates.

This confuses those who have attributed value judgments to
each of these maternal (or more appropriately) familial
behaviours.

Typically, breastfeeding is regarded as the ultimate in
loving maternal inclusion, and abortion regarded as the
extreme in rejection. In fact, the two usually run together in
a population.

At the extremes, the population Sweden has high
breastfeeding and higher abortion ratios, and Ireland (where
abortion is illegal) has low reported abortion ratios (all from
the UK) and almost non-existent breastfeeding.

However, after consideration of many demographic,
economic, social and environmental variables (as well as
issues of abortion legality and reporting), it was observed
across the developed populations that some populations had
substantially higher abortion ratios for their given
breastfeeding proportions. A commonality in these countries
of high nuclear density was descried, and a study of
gestational outcomes in varying nuclear densities initiated.
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The Study Population

The United States was chosen as the study population, It was divided into 50 overlapping regions, each
comprised of a state and those that ringed its borders. Some regions, therefore, were comprised of 8 states,
the ‘Maine’ region only two. Alaska and Hawaii were on their own. The District of Columbia was joined
with Maryland.

These regions were chosen because not all states have nuclear power plants, because many women cross
borders for terminations of pregnancy with insufficient reporting of non-resident abortion data, and because
the breastfeeding statistics, while the very best available for durational consistency of survey across the
states, have been suggested to suffer from small sample sizes for some states and years.

Very large differences in the capacities of women emerged for these 50 regions.

Breastfeeding

Breastfeeding Proportion vs Nuclear Density
While the regional breastfeeding capacities of women 50 Regions, USA (2000)
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ante-natal care, and teen birth proportion were examined.

Adjustment for the Black proportion of births (and concomitant lower breastfeeding rates*) made little
difference to the outcome, as the black proportion of all births was generally very low with an insignificant
impact on total breastfeeding proportion. In fact, the white breastfeeding rate showed greater sensitivity to
region.

Other characteristics, baby friendly hospitals, post-natal community support, maternity leave, maternal
employment and socio-demographic status of each region were not specifically examined for each region.
Consideration had been given to some of these items on a broader study of the developed populations using
UN women’s statistics™.
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Abortion

Not much is known about abortion in Australia, other
than that the proportion aborted is estimated to be
higher than that of most western developed populations,
and within a few percent for the various states.

However, as for the regional incidence of breastfeeding
in the USA, the aborted percentage of known
pregnancies varies widely by region, from the low teens
to the high 30’s.

There is a strong positive association between the
aborted proportion®’ 48 and nuclear density, although,

again, the points are not independent. The high/low
split in abortion outcomes will be explained.

Proportion of '’known' pregnancies aborted
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The variables of race, abortion conditions (funding, waiting periods, notification of parents for minors),

number of providers (by density, population, number of abortions), and the incidence of teen pregnancy

were considered. Contraceptive use and sex education were not specifically examined for each region.

Consideration had been given to contraceptive use on a broader study of the developed populations using

UN women’s statistics50

Breastfeeding, Abertion, and Nuclear Density

When the net physical capacities of women are
examined for the 50 regions, with breastfeeding
acting as the ‘positive’ expression of maternal
capacity and abortion acting as the ‘negative’
expression, there is a very direct association with
nuclear density.

Areas of high nuclear density have higher abortion
and lower breastfeeding proportions in comparison to
regions of low nuclear density.
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Controlling for Nuclear Density

As a gesture to control for Nuclear Density, the
breastfeeding vs abortion data points have been equally
divided into three series — Low, Medium and High
Nuclear Density. When nuclear density is thus controlled,
the highly positive association between breastfeeding and
abortion observed between the developed populations
becomes observable in the USA regions.

It is this side-by-side characteristic of breastfeeding and
abortion which is the origin of the split in the earlier
nuclear density comparisons.

Higher breastfeeding occurs in nuclear dense areas where
it is supported by higher abortion. Similarly, where there
is limited abortion for a particular nuclear density, there
will be limited breastfeeding.
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It is, however, difficult to separate these results from similar, although slightly weaker, associations with
population density alone, since for the USA there is a very high association between population density and
nuclear density. The sensitivity of response to both population density and nuclear density over time>* has

therefore been examined.

The USA has been working hard on promoting breastfeeding and reducing the incidence of abortion. If
these female capacities were subject to a changing nuclear density, one would expect smaller improvements
in regions of greater increases in nuclear density. Similarly, one would expect the same for changes in

population density if these female capacities were responsive to population density. The outcomes are quite

different however.
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The nuclear association is consistent with the Year 2000 snapshot, with the smallest improvements in the
regions of greatest nuclear increase (note the Maine point to the far upper left where a nuclear plant had
closed during the period). The sensitivity to population density is not consistent with the snapshot,

however, with a vague positive response.
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Total Gestational Capacities — Combining the USA Regions with the other Developed Nuclear

Populations

It becomes possible to identify the populations
in which women have the greatest reproductive
resources by bringing the fertility,
breastfeeding, and abortion variables to a
similar basis and regressing against nuclear
density. The “developed populations” used are
entire populations, and they ‘fit’ very well on
the line.

For the mathematically interested, the
regression equation is:
-2.5¥*TFR-4.9*TBR+2.6*TAR +10.9 = ND,
plotted here for simplicity as

TFR +2 * TBR-TAR vs ND.

The women/families of very high nuclear
density France and Belgium are the most

under-resourced (points to bottom right).

Total Gestational Capacity

1*Total Fertility Rate
+ 2* Total Breastfed Rate

- 1* Total Aborted Rate
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The women/families with the greatest resources in the USA are those in the regions centred on Utah, Idaho,

Wyoming, Montana, and the states of Alaska & Hawaii.
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The countries of Japan and Sweden are ‘outliers’, with the women/families performing well for their
nuclear density.

Essentially, the regression equation says that, for a given nuclear density (and the environmental conditions
of the time), an increase in abortion will produce an increase in breastfeeding or fertility. Or that an

increase in fertility will have the outcomes of reduced breastfeeding and/or increased abortion.

SUMMARY OUTPUT
Regression Statistics

Muitiple R 0.879
R Square 0.773
Adjusted R Square 0.762
Standard Error 0.735
Observations 62
ANOVA

Significance

df SS MS F F
Regression 3 106.982 35.661 65.923 1.1149E-18
Residual 58 31.374 0.541
Total 61 138.356
Standard
Coefficients Error t Stat P-value Lower 95% Upper 95%

Intercept 10.921 0.763 14.313 1.09E-20 9.364 12.449
Total Fertility Rate -2.462 0.402 -6.129 8.34E-08 -3.266 -1.658
Total Breastfed Rate -4.854 0.490 -9.897 4.56E-14 -5.835 -3.872
Total Abortion Rate 2.593 0.447 5.807 2.83E-07 1.699 3.487

The breastfeeding rate is the most significant driver in the equation, and the outliers Japan and Sweden
have much higher breastfeeding than those of similar nuclear density. It could be that the women in these
two countries are assisted by favourable breastfeeding practices. These two populations have high recorded
rates of “co-sleeping” with their infants, a practice having a highly positive impact on breastfeeding ease
and success. In recent history co-sleeping has not been a general cultural practice in developed
populations.

In Summary
There is a great deal more information to provide on this field, but in the meantime:

There would appear to be a natural limit to the capacities of women and those who support them,
strongly associated with the environmental (not social) conditions of population density, and that
there is a concern that nuclear power production may further degrade this environmental limit.

It could be concluded that nuclear power is considered to be ‘good’ in populations where the natural
processes of women are not considered to be important, and where the women are more likely to be
the victims of unwanted pregnancies they cannot support.

At the very least, it can be concluded that nuclear power stations are put where women/families are
least able to support further life, and where women are least empowered to breastfeed for the mental
and physical health benefits for themselves and their infants, for the economic benefits for themselves
and their population, for the intellectual and (arguably) attachment benefits for their infants, and for
the environmental benefits for their population.
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