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The Public Health Association of Australia notes the following: 
 
1) Breastfeeding is an extremely important public health issue  
 

a) Breastfeeding is the optimum method, the natural and most healthy way, of feeding 
infants. Breast milk is a perfectly balanced source of nutrition and contains a variety of 
nutrients and immunological factors that cannot be replicated [1, 2]. 

 
b) As breastfeeding is the natural way to feed infants, health professionals should refer to the 

risks of not breastfeeding, rather than the “benefits” of breastfeeding [3].  
 
c) The health risks of not breastfeeding are many. 

 
i) The evidence for the health risks of not breastfeeding is extensive and increasingly 

derived from good quality studies included in meta-analyses and systematic reviews [4]. 
ii) There is convincing evidence for increased gastrointestinal illnesses, otitis media, 

respiratory tract infections, and neonatal necrotizing enterocolitis in infants and 
children not breastfed [4]. There is evidence of a dose-response relationship, i.e. more 
intensive and longer breastfeeding is associated with the greatest health benefits. For 
example, there is strong evidence that breastfeeding is associated with a lower risk of 
breast cancer (premenopausal and postmenopausal) in proportion to the duration of 
breastfeeding in mothers [5-7].  Mothers who do not breastfeed are also at increased 
risk of ovarian cancer and rheumatoid arthritis [4].  

iii) There is increasing evidence that feeding infants formula instead of breastmilk leads to 
higher incidence and prevalence of a number of chronic diseases and risk markers of 
chronic disease, including obesity, type 2 diabetes and atherosclerosis, in childhood and 
adulthood [4, 8].  

iv) Exclusive breastfeeding for six months and a long duration of breastfeeding (for at 
least 12 months) confers optimal health protection to infants and mothers [9]. 

 
d) The poor health outcomes from not following recommended breastfeeding practices 

present a huge economic and social burden on individuals, families, and the health system 
[10, 11].  The poor health outcomes that breastfeeding protects against are among the 
major health problems in Australia and contribute significantly to the health burden. 

 
e) Breastmilk contributes significantly to Gross Domestic Product in Australia, and yields a 

net economic benefit of a minimum of $2.2 billion each year in Australia [12, 13]. 
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f) Breastfeeding is a human rights issue: infants have the right to human milk [14]. The 
Convention of the Rights of the Child requires governments to ensure that all segments of 
society, in particular parents, are informed about the risks of not breastfeeding [15]. 

 
g) When maternal milk isn‟t available, the use of banked human donor milk may significantly 

improve health outcomes and reduce health care costs in the neonatal intensive care unit 
[16-18]. Currently two milk banks are operating in Australia (one in Perth and one on the 
Gold Coast in Queensland); neither is supported by government funds. Support from 
governments, as well as from health professionals, is vital for the establishment of human 
milk bank facilities throughout Australia [19]. 

 
h) Although virtually all women are physically capable of breastfeeding, infant formula is 

necessary for infants under 12 months when human milk is not available. Infant formula is 
based on cow‟s milk or, in special circumstances, soy beans, modified to be suitable for 
young children. As a manufactured food it is at risk of errors in manufacture, and 
contamination during manufacture or in the home [20-23]. The World Health Assembly, in 
2005, recognised “the need for parents and caregivers to be fully informed of evidence-
based public-health risks of intrinsic contamination of powdered infant formula and the 
potential for introduced contamination, and the need for safe preparation, handling and 
storage of prepared infant formula” [24]. The so-called “follow-up milks” for infants over 
12 months are not necessary as children can receive adequate nutrients from a mixed diet 
[25]. The use of infant formula incurs substantial environmental costs. These costs include 
deforestation, soil erosion, pollution and wasted resources [26]. 

 
i) The International Code of Marketing of Breastmilk Substitutes (the International Code) was 

adopted by the World Health Organization in 1981 as WHA resolution 32.22 by 118 
member states; Australia voted in favour of the resolution (the USA alone voted against) 
[27]. The aim of the Code is to protect and promote breastfeeding and ensure proper use 
of breastmilk substitutes, when these are necessary. The Code prohibits all advertising and 
promotion of products to the general public, prohibits the use of the health care system to 
promote breastmilk substitutes, demands that product information be factual and 
scientific, and allows health professionals to receive samples but only for research 
purposes. 

 
Since 1981, there have been a number of World Health Assembly resolutions related to 
infant and young child feeding. In 1996, the World Health Assembly expressed concern 
that “health institutions and ministries may be subject to subtle pressure to accept, 
inappropriately, financial or other support for professional training in infant and child 
health” and urged countries “to ensure that the financial support for professionals working 
in infant and young child health does not create conflicts of interest . . . ” [28] In 2002, the 
World Health Assembly endorsed the Global Strategy for Infant and Young Child Feeding 
[9] which called for renewed commitment by governments to implement the International 
Code [29]. 

 
j) The Innocenti Declaration was adopted by participants at the WHO/UNICEF policy makers 

meeting in Florence, Italy, in 1990, and endorsed by Resolution WHA 45.34. All 
governments were urged to develop national breastfeeding policies, set national targets, 
monitor prevalence of breastfeeding, appoint a national breastfeeding coordinator or 
appropriate authority and establish a multisectoral national breastfeeding committee 
composed of representatives from relevant government departments, non-government 
organisations and health professional associations, ensure all maternity facilities fully 
practise the Ten Steps to Successful Breastfeeding take action to give effect to the 
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principles and aim of the International Code, and protect the breastfeeding rights of 
working women [30]. Since then, the Innocenti Declaration has been re-issued and re-affirmed 
[31]. 

 
k) The Baby Friendly Hospital Initiative (BFHI) is a global program of WHO and UNICEF to 

encourage maternity hospitals to implement the Ten Steps to Successful Breastfeeding and 
to practice in accordance with the International Code [32]. In 1992, the World Health 
Assembly urged all countries to “encourage and support all public and private health 
facilities providing maternity services so that they become Baby Friendly” [33]. The 2005 
Innocenti Declaration called for all governments to revitalise the BFHI and to expand the 
Initiative to include maternity, neonatal and child health services and community based 
support for lactating women and caregivers of young children [31]. The UK and USA are 
working towards making their community health services and paediatric units “Baby 
Friendly” [34, 35]. 

 
2) Most mothers in Australia initiate breastfeeding but the majority of mothers cease breastfeeding early 
 

a) The NHMRC recommends that all babies are exclusively breastfed for the first six months 
of life, and, together with complementary food, continue to be breastfed until 12 months 
of age – and beyond if both mother and infant wish. [36]. The World Health Organization 
also recommends exclusive breastfeeding for the first six months of life, but extends the 
recommendation of continued breastfeeding with complementary foods for up to two 
years and beyond [1]. 

 
b) National data from the 2001 National Health Survey show that although most mothers in 

Australia (around 90%) initiate breastfeeding, the rate rapidly declines to less than half of 
all mothers breastfeeding at six months and less than a fifth breastfeeding for the 
recommended 12 months [37]. Rates of full breastfeeding to six months are also low. 
There are no national data on rates of exclusive breastfeeding to six months. 

 
3) There is no national monitoring of breastfeeding in Australia, and a lack of consistency in survey methods, 

analysis and reporting of breastfeeding data across Australia 
 

a) The 2001 document „Towards a National System for Monitoring Breastfeeding in 
Australia‟ [38]  highlights the need for, and was a first step towards, standardising the 
monitoring and reporting of breastfeeding practices in Australia. No data have been 
collected nationally since this document was released (the National Health Surveys 
occurred in 1995 and 2001), but several states, notably NSW and QLD have conducted 
state-level CATI surveys. No breastfeeding questions will be included in the next national 
nutrition and physical activity survey  in 2007. 

b) Several states are working towards electronic perinatal data collection, including infant 
feeding data, but there is no consistent approach. 

 

4) There is currently no strategic approach to breastfeeding support, promotion and research 

in Australia 
The requirement for a national peak body to oversee the promotion, protection and support of 
breastfeeding was outlined in the 1990 Innocenti Declaration [30] and reaffirmed in the Global 
Strategy for Infant and Child Feeding in 2003 [9]. Many countries have established national 
committees or peak bodies to ensure a strategic approach to breastfeeding promotion and 
research, including the following, but Australia has yet to do so.  

New Zealand: http://www.moh.govt.nz/nbac; 
Canada: http://www.breastfeedingcanada.ca/html/contents.html; 

http://www.moh.govt.nz/nbac
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USA: http://www.usbreastfeeding.org/breastfeeding/index.htm; 
Ireland: http://www.healthpromotion.ie/breastfeeding/national_committee/. 

 
Some states have produced breastfeeding policies as a step towards state-level coordination of 
breastfeeding initiatives. For example, NSW Health released the breastfeeding policy directive: 
Breastfeeding in NSW: Promotion, Protection and Support in April 2006 [26]. This policy lists 
five strategic areas for action for the state health department and Area Health Services: (1) 
Organisational support for an enhanced, coordinated NSW Health effort; (2) Workplace 
development and provision of breastfeeding-friendly workplaces; (3) Provision of evidence-
based health services; (4) Intersectoral collaboration with organisations outside of the NSW 
Health system; and (5) Monitoring and reporting of breastfeeding rates. 
 
Eat Well Australia: An Agenda for Action for Public Health Nutrition 2000-2010, identifies 
„Promoting breastfeeding and improving infant nutrition‟ as a national priority and sets out an 
agenda for action listing objectives, proposed actions, target groups and potential partners [39]. 
Little has been done to fund and coordinate this work. 
 
There is no coordination of breastfeeding research in Australia. As such, the small amount of 
research that is funded in Australia occurs in a fragmented manner; no specific funding is 
available.  

 
5) Many factors affect breastfeeding behaviours, and some women are more at risk of not breastfeeding than others. 

Breastfeeding requires appropriate support. 
 

a) It is consistently and widely reported that young mothers, mothers without a tertiary 
education and mothers of a socio-economically disadvantaged background are substantially 
less likely to breastfeed or to maintain breastfeeding [40]. Breastfeeding rates vary among 
mothers from different culturally and linguistically diverse backgrounds [41-43]. There is 
increasing evidence that mothers who are overweight or obese are less likely to breastfeed 
and more likely to cease breastfeeding early [44, 45], as are women who return to work 
early after the birth of their child [46]. 

 
b) Breastfeeding is a natural act, but also a learned behaviour that can require effort and 

assistance to establish. There are physically challenging aspects of early breastfeeding [47]. 
Nearly all women can breastfeed provided they have appropriate social, emotional, 
informational and structural support. Many factors that are beyond the control of the 
individual affect a mother‟s intention to breastfeed and for how long she breastfeeds. 
Successful breastfeeding requires support from the baby‟s father and wider family and 
community [48, 49]. Some women feel uncomfortable breastfeeding in public places [50, 
51].  

 
 
6)  Evidence for effectiveness of some breastfeeding interventions is strong, but lacking in other areas  

 
a) There is strong evidence for the effectiveness of interventions to promote, protect and 

support breastfeeding that are aimed at the individual mother – mainly education (although 
not written information alone, which can be detrimental) and one-to-one support [52, 53]. 
Evidence is also strong for the effectiveness of interventions at the hospital services level – 
specifically the Baby Friendly Hospital Initiative (BFHI), particularly some of the 
individual steps of  the BFHI (rooming-in, not giving supplementary feeds, early skin-to-
skin contact, not giving hospital discharge packs containing formula or advertising 
formula), and the BFHI as a complete strategy [54-58]. Effectiveness appears to increase 

http://www.healthpromotion.ie/breastfeeding/national_committee/
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with increased compliance with all of the Ten Steps and it has been shown that monitoring 
for compliance with BFHI is necessary to promote the full effect of the BFHI [54]. The 
target areas for improvement in Australia are BFHI Steps 1b, 2, 7 and 10 [59].  Full 
implementation of the BF Hospital Initiative, alone, is unlikely to be sufficient to ensure an 
adequate duration of breastfeeding [60, 61].  

 
b) There is a lack of evidence internationally and in Australia surrounding the effectiveness of 

interventions to address the home, community, societal and environmental level 
determinants of breastfeeding behaviours (i.e. those interventions that provide support for 
the breastfeeding mother once she has left the hospital). 

 
c) Significant numbers of women now combine early mothering with paid work – most often 

part-time – in the first year of their baby‟s life. The ILO Maternity Protection Convention 
2000 (No. 183) entitles women to 14 weeks paid maternity leave and lactating women to 
one or two paid breastfeeding breaks per working day. However, not all working women 
receive maternity leave – paid or unpaid. The Australian Government Department of 
Health and Ageing has produced and disseminated resources which support Balancing 
Breastfeeding and Work [62, 63]; but the degree of implementation of this approach is 
unknown in Australia. Reports of success in workplace breastfeeding initiatives are 
gathering from the USA in particular, and other countries including the UK [46, 64-69]. 

 
 
7) The Baby Friendly Health Initiative has limited momentum in Australia 
 

a) The number of hospitals in Australia now accredited (as of 18 November 2006) is 58: 23 in 
VIC; 11 in SA, 8 in QLD; 6 in TAS; 3 in the NT; and 2 each in NSW, WA and the ACT.  

 
b) In Australia, the BFHI has been expanded to encompass the „Seven point plan for the 

protection, promotion and support of breastfeeding in community health care settings‟ and 
has hence become the “Baby Friendly Health Initiative” to acknowledge this broader 
scope. The need for guidelines for good practice in paediatric units is not widely 
acknowledged.   

 
8) The WHO International Code has no authority in Australia, and monitoring of compliance is limited 
  

a) Although Australia was one of the original countries that voted to adopt the International 
Code, it has largely failed to implement resolution WHA34.22 which indicates that 
member states should „translate the Code into national legislation, regulations or other 
suitable measures‟ and „to monitor compliance with the Code‟.  

 
b) The Marketing in Australia of Infant Formula (MAIF) agreement is a voluntary agreement 

between the Australian Government and companies that import and/or manufacture 
breastmilk substitutes. Not all infant formula companies have signed the agreement and it 
only covers formulas for use in infants up to the age of 12 months. The agreement does 
not cover several aspects of the Code relating to, for example, the cessation of free and 
subsidised supplies of breast milk substitutes in the health care system, guidelines for the 
marketing of bottles and teats, and a code of marketing for retailers.  

 
c) In 1992, the Advisory Panel on the Marketing in Australia of Infant Formula (APMAIF) 

was established to monitor compliance with and advise the Government on the MAIF 
Agreement. The APMAIF brochure sets out the differences between the International 
Code of Marketing of Breast-milk Substitutes (International Code) and the MAIF 



 6 

Agreement. The brochure also contains guidelines for lodging complaints about alleged 
breaches of the MAIF Agreement and information about the Panel, including its terms of 
reference [70]. 

 

Limitations of the MAIF agreement include: the sales of formula not included in the agreement 
(e.g. pharmacy company brands); the promotion of follow-on formulas for infants over 12 months 
to the general public which keeps the brand name in the public arena; and the sale of teats and 
feeding bottles. 
 
 
9) New growth charts based on breastfed children are available 
 

In 2006, the World Health Organization launched new growth charts based on data collected 
from healthy breastfed infants in several continents [3, 71]. Previous growth charts have 
included infants fed infant formula. The new growth charts may be more appropriate for use in 
Australia than the current ones, although reservations have been expressed [72]. 

 
 
10) Health professionals and consumers need accurate information about safe use of medicines for breastfeeding 

women 
 

There are very few medicines which are unsafe for breastfeeding women [36, 73]. The amount 
of maternal medicine an infant would receive is less than 1% of an infant dose for the vast 
majority of medications [74]. However, it is important that health professionals have access to 
up-to-date information on medications and breastfeeding. 
 
 

The Public Health Association of Australia recommends that the following actions be 
undertaken:  
 
11) A peak body, funded by the Federal Government, should be established at the national level 

to devise and co-ordinate a strategic approach to promoting, protecting and supporting 
breastfeeding in Australia and to support for Australian breastfeeding research. A broad range 
of stakeholders should be approached to provide input to this committee.  

 
12) State and local health services should establish broad coalitions (including non-health 

and community partners) to support coordination of breastfeeding promotion, protection and 
support efforts. Such coalitions could be ultimately under the co-ordination of the national 
body. 

 
13) Consensus and consistency in monitoring breastfeeding should be reached: 

a) A national working group with state and territory representatives should be established to 
reach consensus on the optimal monitoring and reporting of breastfeeding at the national, 
state and local levels. 

b) All State and Territory Government health departments should collect standardised data 
on population breastfeeding rates, using the agreed definitions and indicators of 
breastfeeding. 

c) A separate, facilities-based monitoring system in which breastfeeding rates at hospital 
discharge, along with other indicators, are measured over time with a view to improving 
health facility policies and practices should be coordinated to achieve consistency at the 
state and national level. 

d) Appropriate breastfeeding questions must be included in national health surveys. 
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14) Ongoing funding should be provided for breastfeeding research in Australia, particularly for 

evaluation of independent and cumulative effects of breastfeeding interventions aimed at 
individual, group (health services, home, work, and community, environments) and societal 
levels. 

 
15) There should be policy and national funding support for routine implementation of the Baby 

Friendly Health Initiatives: 
a) Every maternity hospital in Australia should be required to be accredited as a Baby 

Friendly Hospital, to encourage breastfeeding as the norm.  
b) Ongoing monitoring of compliance with the Ten Steps should be implemented. 
c) The community section of the Baby Friendly Initiative needs to be implemented nationally. 
d) Baby Friendly guidelines for Australian paediatric units need to be developed and 

implemented. 
 
16) Training of all health professionals involved in mother and child health, including 

midwives, community nurses, paediatricians, obstetricians, general practitioners, and others 
working with new parents (including education component of undergraduate and postgraduate 
medical degrees), needs to be nationally coordinated so that all relevant health professionals 
are competent in supporting women to establish and maintain breastfeeding: 
a) Nationally-consistent training materials need to be developed and regularly reviewed so 

that health professionals working with pregnant women and mothers provide consistent, 
up-to-date information on the risks of not breastfeeding, can provide clinical support for 
breastfeeding (including prevention and management of breastfeeding problems such as 
nipple pain, mastitis, etc), and understand the need for community support for 
breastfeeding. 

b) Breastfeeding knowledge, clinical competence and attitudes of relevant health 
professionals need to be regularly audited and updated. 

 
17) Antenatal and postnatal breastfeeding education should be provided as part of normal 

clinical care, including: 
a) Funding should be provided for the production and dissemination of nationally consistent, 

accessible information on breast and artificial feeding for parents and parents-to-be. 
Parents need to be aware of the risks of not breastfeeding and how to formula feed in a 
safe manner. Breastfeeding women need easy access to breastfeeding support and advice. 

b) Breastfeeding education and support, including evidence of continuity throughout the 
perinatal and postnatal periods, should be included in clinical governance and audit 
mechanisms. 

 
18) There should be legislative support for breastfeeding at the environmental and societal level: 

a) All businesses and employers should provide flexible work practices, work breaks and 
facilities to allow employees to combine breastfeeding and work. 

b) Large organisations should be encouraged to provide on-site child care. 
c) Paid maternity leave to at least six months, and preferably 12 months, should be adopted 

nationally. 
d) Provision of parenting facilities (to enable breastfeeding) in public places, should be 

included in local government planning requirements for all large public amenities, such as 
shopping centres.  

   
19) Public education is necessary to confirm women‟s right to breastfeed whenever and 

wherever a mother happens to be.  
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20) The Commonwealth, State and Territory health departments should move towards 
mandating the International Code, including: 
a) Mandate that free or subsidised supplies of breast milk substitutes and other products 

covered by the Code are not provided in any part of the health care system. 
b) Develop a code of practice or agreement in alignment with the Code for: 

i) manufacturers and importers of bottles and teats; 
ii) retailers and advertisers of breast milk substitutes; and, 
iii) manufacturers, retailers and advertisers of follow-on (toddler) formulas. 

c) Widely disseminate to health professionals information about their obligations under the 
Code. 

d) Encourage health professionals and other relevant professionals to report breaches of the 
MAIF agreement/ International Code. 

 
21) Sponsorship and conflict of interest issues need to be addressed. Advocacy towards 

ensuring the following is recommended: 
a) Government departments and health professional organisations should not accept any 

funding or other support from infant formula manufacturers for health professionals‟ 
education, including conference sponsorship and exhibition. 

b) Editors and publishers of journals and magazines for health professionals should not 
accept infant formula advertisements [75]. 

c) Editors and publishers of journals for health professionals should not accept manuscripts 
submitted by authors who have received funding or support from infant formula 
manufacturers. 

 
22) Government should explore the best way to provide easily accessible evidence-based accurate 

information on medicines for breastfeeding women for health professionals and 
consumers.  

 
23) Government should support, financially, the development and ongoing operation of human 

milk banks in all states and territories. Volunteer donor milk should be available free of 
charge to infants who require human milk. 

 
24) Application of the new WHO growth charts in Australia should be explored. 
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