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SUMMARY OF CONTENTS

This submission contains an Introduction and contributions relating to four terms of

reference.
A The extent of the health benefits of breastfeeding

C The potential impact on the health of Australians of increasing the rate of

breastfeeding
D Initiatives to encourage breastfeeding

F The impact of breastfeeding on the long term sustainability of Australia’s

health system.

Recommendations pl2.

PART A: INTRODUCTION

The Key Centre for Women’s Health in Society, since its foundation in 1988, has
been at the forefront of thinking, researching, teaching and disseminating information
about women's health. The Key Centre's work recognises that women's health and
wellbeing is integral to the healith and Wellbeing of their families and the whole

community.

Over the past 19 years, the Key Centre for Women's Health in Society (KCWHS) at
the University of Melbourne has been involved in research on breastfeeding and
educating health professionals involved with caring for breastfeeding women. This
work has been done by academic staff, doctoral students, Masters students and
Advanced Medical Science students. Several of the KCWHS staff and students have

contributed to this submission.

Dr Lisa Amir is an internationally renowned researcher on breastfeeding and a

general practitioner who has worked as a lactation consultant since 1990. She is the



author of over 30 peer-reviewed articles on breastfeeding. Dr Amir is the medical
officer for lactation services at The Royal Women's Hospital, Melbourne, as well as
being a lecturer at the KCWHS (on leave in 2007). She is currently a NHMRC Health
Professional Research Fellowship at Mother & Child Health Research, La Trobe
University and is the Editor-in-Chief of a new online journal, the International

Breastfeeding Journal. (www.internationalbreastfeedingjournal.com)

Ms Amanda Cooklin completed her Master of Women’s health at the KCWHS in
2000. She has since worked on a number of projects relating to maternal mental health
around childbirth. Amanda is currently undertaking her PhD research, supported by an
NHMRC Postgraduate Public Health Scholarship. Her research is investigating
mothers’ antenatal and postnatal employment and its effect on maternal health and

well-being, including breastfeeding.

Dr Karin Hammarberg is a Registered Nurse and has a BSc in Midwifery. Between
1984 and 2000 she was a clinical co-ordinator of IVF programs in Sweden and
Australia. In 1999 she completed a Masters by research examining women’s
experience of IVF treatment. Her PhD, awarded in 2006, investigated the experience
of birth and mothering after assisted conception. She is now a Research Fellow at the
KCWHS and her main research interests are psychosocial aspects of infertility and
assisted reproductive technology (ART) and long-term effects of ART on women,

men and children.

Dr Heather Rowe is a health scientist with a background in genetics, psychology and
health promotion. She has broad research interests in the psychosocial determinants of
women’s health, in particular those which are relevant to psychological wellbeing
during pregnancy and the postpartum periods. She is Postgraduate Course Coordinator
and Lecturer in the KCWHS, where she also supervises postgraduate student research.
She has an active program of funded research investigating the psychosocial impact of
medical technologies in pregnancy and birth, women’s mental health promotion and

the evaluation of postpartum mental health services for women.

Ms Amanda Tattam is a registered nurse and has a BA in journalism. Over the past

19 years her work has been published in numerous general and specialist newspapers,



magazines and books, in Australia and the UK. She is Community Liaison/Research
Translation Officer at the KCWHS and co-editor of Labour of Love; tales from the
world of midwives (Pan Macmillan 2005). Amanda is a member of the Australian

Breastfeeding Association and was an ABA community educator between 2004-2006.

The above authors wish to address the following Terms of Reference:

A: EXTENT OF THE HEALTH BENEFITS OF

BREASTFEEDING
Breastfeeding has long been regarded as an issue that is confined to antenatal and
postnatal care provision — either a specialist area of midwifery care or the domain of
lactation consultants. There is indisputable evidence about the risks of not
breastfeeding in developed and developing countries and for this and for the reasons
outlined below, the Key Centre believes breastfeeding is also a women's health issue

and more broadly, a public health issue.

The World Health Organization (WHO) has a number of important resources on
breastfeeding, including publications which summarise its benefits and outline steps
to promote breastfeeding in developing and developed countries. (See for example

http://www.who.int/nutrition/topics/exclusive_breastfeeding/en/)

WHO is unequivocal about the importance of breastmilk for babies. Breastmilk is the
optimal first food for babies, it provides all the energy and nutrients that the infant
needs for the first months of life, and it continues to provide up to half or more of a
child’s nutritional needs during the second half of the first year, and up to one-third
during the second year of life. Breastfeeding is an unequalled way of providing ideal
food for the healthy growth and development of infants; it is also an integral part of
the reproductive process with important implications for the health of mothers. A
recent review of evidence has shown that, on a population basis, exclusive
breastfeeding for 6 months is the optimal way of feeding infants. Thereafter infants
should receive complementary foods with continued breastfeeding up to 2 years of

age or beyond.



Australia’s National Health and Medical Research Council (NHMRC, 2003)
recommends exclusive breastfeeding for 6 months and has set a target of 80% of
babies being exclusively breastfed for 6 months. This target is not being met (Donath
and Amir, 2000) and will remain stagnant unless there is a concerted effort of the part

of the health system and the community as a whole, to better support breastfeeding.

A review article by Australian researchers (Alan and Hector 2005) examines the
strength of evidence of the health benefits of breastfeeding. For babies, breastfeeding
is protective against a range of infectious diseases including gastroenteritis, otitis
media, upper respiratory tract infections, allergies including asthma and some

childhood cancers.

The authors conclude that “Breastfeeding has been consistently shown to be
protective against a large range of immediate and longer term health outcomes that are
a significant burden on individuals, the health system and society. While some of the
positive effects of breastfeeding on particular health outcomes may be small, these
differences are extremely important at the population level. Taken together with the
numerous health outcomes where the effect is pronounced, the overall benefits of

breastfeeding are likely to be considerable.”

In relation to women’s health, breastfeeding helps to limit fertility, and there is strong
evidence that breastfeeding is associated with a lower risk of breast cancer and
ovarian cancer and a reduced risk of osteoporosis (Collaborative Group on Hormonal

Factors in Breast Cancer, 2002).

C: POTENTIAL IMPACT ON THE HEALTH OF
AUSTRALIANS OF INCREASING THE RATE OF
BREASTFEEDING
Increasing the rate of breastfeeding in Australia has the potential to reduce not only a
range of illnesses in babies and young children, but can play a role in preventing
diseases such as Type 2 diabetes.. However, in broad public health terms
breastfeeding’s long term health impact is in obesity prevention. Obesity is probably
" the greatest overall challenge facing Australia’s health system in the next few

decades. The proportion of the population that is either overweight or obese has



dramatically increased over the past 20 years and being overweight or obese is
strongly associated with the development of Type 2 diabetes. The two conditions are
80 inextricably linked that the International Diabetes Institute now uses the dual term
‘diabesity’ to describe the situation. It estimates that the number of people with
diabetes has trebled since 1981 and there will be 1.23 million Australians with
diabetes by 2010 (AusDiab, International Diabetes Institute, 2005) (Cameron Welborn
et al 2003).

Recent systematic reviews have shown a dose-dependent association between longer
duration of breastfeeding and decrease in the risk of overweight in later life (Harder,
Bergmann et al, 2005; Owen, Martin et al, 2005). In addition, breastfeeding has an
important role in obesity prevention in children (Armstrong, Reilly 2001). Looking at
the population impact, it has been estimated that 13,639 cases of obesity (95%CI
7,838, 19,308) could be prevented in England and Wales over 9 years if all infants
were breastfed for at least three months (Akobeng and Heller, 2006). It has also been
recognised that obesity may track across generations, thus prevention is an urgent

priority (Johnston, Gerstein et al 2006).

D. INITIATIVES TO ENCOURAGE BREASTFEEDING

Before looking at initiatives to encourage breastfeeding, it is worthwhile examining
the reasons why women don’t breastfeed or wean their babies before six months of

age. Several reasons have emerged from recent work undertaken at the KCWHS.

1. Breastfeeding and Maternal Employment

Amanda Cooklin is studying mental health and women’s paid employment after
childbirth and as part of her research has examined the international evidence about
the relationship between maternal employment in the first year after a baby is born

and breastfeeding duration.



The following psychosocial factors have been found to be associated with longer
breastfeeding duration including women being over 25 at the time of the birth of their
baby, (Roe, Whittington et al. 1999; Scott, Aitken et al. 1999) having made a decision
to breastfeed during the antenatal period (Scott, Aitken et al. 1999; Donath, Amir et
al. 2003) and high socio-economic status (Donath and Amir 2000; Donath, Amir et al.
2003; Scott, Binns et al. 2006). Maternal postnatal employment status is one of the
factors found to be associated with the early cessation of breastfeeding before the
recommended 6 months of exclusive breastfeeding (National Health and Medical

Research Council 2003)

There is robust international evidence about the effect of maternal employment and
workplace entitlements on breastfeeding outcomes. Several studies, although none of
Australian mothers, have investigated the effect of maternal postnatal employment on
breastfeeding duration. Representative American national surveys (Ryan and Martinez
1989; Visness 1997) and prospective cohort studies of adequate sample size
(Henderson, Evans et al. 2003; Taveras, Capra et al. 2003; McKinley and Hyde 2004;
Scott, Binns et al. 2006) have found that full-time employment in the first postpartum
year has a strong negative effect on breastfeeding duration. Mothers employed full-
time are less likely to breastfeed, and cease breastfeeding earlier than mothers
involved in full-time infant care. Part-time employment has little or no effect on
breastfeeding duration, as mothers employed part-time in the first year following birth
. have similar breastfeeding duration as non-employed mothers of infants (Carlson-
Gielen, Faden et al. 1991; Lindberg 1996; Fein and Roe 1998; Ryan, Zhou et al.
2006).

International research also has found that a longer maternity leave entitlement
contributes to greater breastfeeding duration (Visness 1997; Roe, Whittington et al.
1999; McKinley and Hyde 2004). There is also evidence that women most likely to
successfully combine breastfeeding with paid employment are typicaHy over 25 years
of age, are highly educated earning a high income and employed in highty skilled or
professional occupations (Ryan and Martinez 1989; Hills-Bonczyk, Avery et al. 1993;
Ryan, Zhou et al. 2006). Galtry (1997) suggests that socio-economically advantaged

women are likely to have access to statutory leave provisions and more choice and



about when and how much they participate in paid employment, allowing appropriate

time for the establishment of breastfeeding first.

Several studies have attempted to investigate the impact of workplace provisions
supporting breastfeeding mothers such as breastfeeding breaks or breast pumps
located in the workplace (Katcher and Lanese 1985; Moore and Jansa 1987; Taveras,
Capra et al. 2003; Bar-Yam 1998; Ortiz, McGilligan et al. 2004; Rojjanasrirat 2004;
Slusser, Lange et al. 2004). Although of limited methodological quality, these studies
have shown that workplace interventions potentially have some influence on the

successful combination of breastfeeding and paid employment.

According to the above international literature, breastfeeding duration is shortened by
socio-economic disadvantage, full-time employment and a lack of access to maternity
leave entitlements. The effect of paid employment and workplace entitlements on
breastfeeding behaviour has not been investigated in Australian women, and further
research is needed to establish this. It is possible however that many mothers
resuming paid employment due to financial need in their baby’s first year of life are
by necessity ceasing breastfeeding prematurely due to the lack of workplace
entitlements, and the difficulty of combining breastfeéding and paid employment
without adequate workplace support. It is also likely that many women cease
breastfeeding before they resume their employment because they anticipate they will

be unable to successfully combine breastfeeding and work.

Based on international evidence, there are several policy initiatives that would
promote the recommended breastfeeding duration, and the KCWHS has included

several recommendations below (see Part B below).

2. Mothering after assisted conception and breastfeeding duration

Dr Karin Hammarberg recently undertook a prospective longitudinal cohort study of
152 consecutively recruited Australian women who had conceived with assisted
reproductive technology (ART) —known in lay terms as fertility treatment or IVF. The
study found that although almost all study participants (89%) initiated breastfeeding,



the proportion who were exclusively breastfeeding their infants at three months was
smaller than that of the women in the 1995 Australian National Health Survey - 45%
versus 62% respectively (Donath and Amir, 2000).

A number of factors associated with higher rate of initiation and longer duration of
breastfeeding in community samples have been identified, including maternal age
over 25, higher level of education, being partnered, and higher socio-economic status
(Scott and Binns, 1998). These factors were all prevalent in the ART study population
but in spite of this, the rate of initiation of breastfeeding was not higher and the
proportion breastfeeding at three months was significantly lower than in Australian

womern.

Some study findings suggest that this lower rate of breastfeeding may in part be
explained by diminished confidence in the ability to provide enough breast milk for
the baby, which in turn may be due to the corroding effect of fertility difficulties on
self-confidence. Over two thirds of participants reported that they needed quite a lot
of feeding advice while in hospital. For participants who had had a caesarean birth,
who were first time mothers or who had twins the need for a lot of feeding advice was
almost universal. Participants who reported that they needed “quite a lot” of advice
about infant feeding when they were in hospital were significantly less likely to
breastfeed at three months than those who needed “a little” or “none at all” (57%
versus 78% respectively, p=0.01). Participants who felt that the advice they received
was “very clear and worked well” were more likely to breastfeed at three months than
those who perceived the advice as “confusing” or only “fairly clear” (75% versus 55%
respectively, p=0.01) .Adding weight to the importance of clear information,
participants’ comments regarding breastfeeding advice in hospital were

predominantly concerned with its lack of consistency and clarity.

Almost one third of participants either did not initiate breastfeeding or breastfed for
less than six weeks. Worry about adequacy of the milk supply may have prevented
some mothers from initiating or continuing breastfeeding beyond six weeks.
However, of those who did breastfeed, many continued this for a relatively long time.
Fifty-four percent of all participants continued io breastfeed for more than six months

and 27% were breastfeeding beyond one year. The proportion breastfeeding beyond



one year was higher than among the women in the 1995 Australian National Health

Survey (27% versus 14.6%).

Taken together, the findings of this study suggest that there are further opportunities
for education of health care professionals involved in the care of new mothers who
have conceived with ART. Provision of clear, concise and consistent breastfeeding
advice, intensive support, promotion of confidence in the ability to breastfeed, and
positive reinforcement that there is sufficient milk for the baby to thrive in the first
few weeks after birth is likely to increase duration of breastfeeding among these

women.

3. Hospital Practices and Breastfeeding Initiation

Dr Heather Rowe conducted a longitudinal prospective study of a representative
sample of 203 primiparous Australian mothers (Rowe and Fisher, 2002). The purpose
of Dr Rowe’s study was to investigate whether hospital practices immediately after
delivery can affect first mother-infant contact and the initiation of breastfeeding.
Participants were recruited from four metropolitan hospitals across Melbourne, one of

which was an accredited Baby Friendly Hospital.

Results from this study showed that of the women giving birth in the Baby Friendly
Hospital, 77% had initiated breastfeeding within one hour of the birth, and this was a
significantly greater proportion than in any of the other three hospitals (less than 50%
at each site). Caesarean birth was an important barrier to the initiation of
breastfeeding in all hospitals except the Baby Friendly Hospital, where women giving
birth by caesarean initiated breastfeeding significantly sooner than mothers having a

caesarean delivery in any of the three other hospitals.

The findings from this study suggest that early breastfeeding initiation is adversely
affected by hospital practices after caesarean surgery, but that these practices are
modifiable. In particular, staffing of the post-operative recovery room by midwives,
as occurred in the Baby Friendly Hospital, not by theatre nurses only as in other
hospitals, ensures that mothers and babies are cared for together in the post-operative
period. This enables uninterrupted mother-infant contact and early initiation of

breastfeeding. for all mothers, regardless of the mode of birth.

10



The role of fathers has also been considered in the literature on breastfeeding and
could be a valuable part of a public education campaign (see Part B). A number of
studies have shown that having a supportive partner is crucial to the establishment and
continuation of breastfeeding (Pisacane et al., 2005; Bar Yam and Darby, 1997; Scott
et al., 1997))

F. IMPACT OF BREASTFEEDING ON THE LONG TERM
SUSTAINABILITY OF AUSTRALIA’S HEALTH SYSTEM

A study in the ACT found that early weaning from breastmilk is associated with

significant hospital costs for treatment of gastrointestinal illness, respiratory illness

and otitis media, eczema, and necrotising enterocolitis (Smith et al 2002). In the ACT

alone the costs are estimated at $1-2 million which is a minimum estimate of the cost

of early weaning as it excludes numerous other chronic or common illnesses and out-

of-hospital health care costs.

Higher rates of exclusive breastfeeding would reduce these costs.
Interventions to protect and support breastfeeding are likely to be cost-effective for

the public health system.
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PART B: RECOMMENDATIONS

The Key Centre for Women’s Health in Society recommends the following be

considered in the present Inquiry:

1.

Extended paid maternity leave to all employees for a minimum 14 weeks (Human
Rights and Equal Opportunity Commission, 2002) to allow for the establishment
of breastfeeding prior to the resumption of paid employment, and to protect those
mothers who resume employment due to financial necessity from the likelihood of

early cessation of breastfeeding;

Statutory provision for women’s resumption of employment on a part-time basis
following a period of maternity leave, to facilitate the successful combination of
paid employment and breastfeeding and so that breastfeeding can continue for the

recommended six months ( or longer) following the birth,

Further research about the effect of workplaces initiatives to prolong breastfeeding
duration and to assist breastfeeding mothers to continue breastfeeding once they
have resumed their paid work; the provision of a private place for the expression

and storage of breastmilk, adequate breaks for breastmilk expression.

While much research on breastfeeding is taking place in Australia, there are some
gaps in knowledge. For example, research into the effectiveness of interventions
such as increased postnatal support for breastfeeding mothers using health
professionals and peers; educéﬁng fathers to improve maintenance of
breastfeeding; strategies for GPs, nurses and midwives to improve their support
for breastfeeding and a better understanding of the complex socio-economic and

cultural factors that contribute to low rates of breastfeeding.

The Federal Government should mandate all maternity hospitals to become
accredited as Baby-Friendly hospitals under the UNICEF Baby-Friendly Hospital

Initiative.

12



6. Greater education about the barriers to breastfeeding for health professionals.
There are some women who might need greater support for breastfeeding, such as
women having a caesarean birth and women conceiving using ART as discussed
in section D above. This needs to be included in training and education for those

supporting and assisting women with breastfeeding.

7. Flexible support options for women experiencing problems with breastfeeding.
Maternal and child health/early childhood nurses provide professional support in
the early post natal period, but for many women this is a limited and inflexible
option.  The Australian Breastfeeding Association provides a great deal of
support to women but more should be provided by government-funded services,
This support should be flexible and responsive, including home visits and day stay
visits in clinics, telephone support and peer support. Medicare funding for
lactation consultant visits (by practitioners accredited by the International Board
of Certified Lactation Consultants) would make breastfeeding assistance more
affordable in the postnatal period. Currently the demand for free or low cost

services far outstrips supply and waiting times are unacceptably long.

8. A well resourced, multifaceted, government-funded public education campaign

about breastfeeding is urgently required. Such a campaign should include:

~ Promoting breastfeeding in public to assist women (particularly young

women) to feel that breastfeeding is a normal physiological act.
- The potential health hazards of bottle feeding with artificial formula

— The importance of men: a number of studies have shown that the role of
fathers supporting women has a positive effect on breastfeeding duration

however, this is not widely known in the community.

— The physical and emotional benefits of extended breastfeeding — that is,

continuing to breastfeed a baby into the second year and beyond.

13
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