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Nurtures

Breastfeeding Saves Lives: 
Protecting Infant Health Everyday and in Emergencies
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Breastfeeding cultures save lives

Breastfeeding mothers are affected by their 
family, friends, community, and health and 
government institutions. Whether or not those 
around her are supportive of breastfeeding 
has a great impact on a mother’s breastfeeding 
outcome. This fact sheet explores the societal 
factors that affect breastfeeding, and the 
attitudes and behaviours which make up a 
breastfeeding culture.

Before baby is born

While breastfeeding 
is an intimate act 
between mother and 

child, it can also be beneficial 
to look at breastfeeding as “a 
complex relationship between 
mother and baby, the wider 
family and the community.”1 

Consider the fact that 
most mothers make infant 
feeding decisions either before 
conception or in the very 
early stages of pregnancy.2 
What causes her to make this 
decision? Many things can play 
a role: the information she has 
received about infant feeding, 
experiences her friends have 
had, the advertising of infant 
formula, her confidence that she 
can balance nursing and work, 
or the advice she has received 
from health professionals. If a mother is surrounded 
by a breastfeeding culture—that is, a society in which 
breastfeeding is understood and encouraged—it is more 
likely that she will decide to breastfeed and meet her 
breastfeeding goals.

When a culture of breastfeeding support is in place, 
women have a much better chance of overcoming any 
difficulties as they arise. This is as true in situations of 
minor difficulty (if mother has to go back to work, if 

baby gets sick etc.) as it is in emergency situations, such 
as natural or man-made disasters.

Breastfeeding success and the  
social environment
There is evidence to suggest that commonly-cited 
breastfeeding difficulties are socio-somatic.3 This 
means they are determined by a woman’s social 
environment rather than by anything physical. For 
example, many factors can lead a mother to believe 
she is not producing enough milk: if her baby cries 
frequently, if health professionals use weight gain 

as a primary indicator of 
infant health, if her friends 
appear to be breastfeeding 
without difficulty, if formula 
advertising is pervasive, 
and especially if the mother 
does not feel confident. 
These factors do not reflect a 
mother’s physiological ability 
to breastfeed, but often lead to 
unnecessary supplementation 
with infant formula. In this 
way a breastfeeding problem 
is “produced” by the mothers’ 
social environment. That 
is why a pro-breastfeeding 
social environment, made up 
of supportive families, health 
professionals, government 
institutions, and societal 
attitudes, is so important.

Families and relatives
People close to a mother—her 

partner, mother, sister, or close friends—can play a large 
part in determining whether or not breastfeeding is 
successful. Studies have shown that more than any other 
relative, the baby’s father’s attitude greatly influences 
whether or not mothers breastfeed successfully.4 
Women whose partners understand the importance of 
breastfeeding are significantly more likely to initiate and 
sustain breastfeeding. The baby’s maternal grandmother 
also has significant influence.

A breastfeeding culture means breastfeeding 
anytime, anywhere is normal.
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Health system
Effective breastfeeding policies in healthcare are 
outlined in the 10 Steps of UNICEF’s Baby Friendly 
Hospital Initiative, and are an integral part of a 
breastfeeding culture. The 
health system is responsible 
for providing breastfeeding 
support to mothers before, 
during, and after birth. 

There are a number of 
steps to be taken to ensure 
that breastfeeding support is fully integrated into 
prenatal care.5 Any health facility serving pregnant 
women should have a written breastfeeding policy, and 
professionals working with the mother should discuss 
the benefits of breastfeeding and her breastfeeding 
goals in the prenatal period.

Mothers who intiate breastfeeding within the first 
hour of birth have a greater chance of sustaining 
exclusive breastfeeding throughout infancy.6 Hospital 
practices that encourage early initiation—within the 
first hour after birth—include allowing for immediate 
skin-to-skin contact, practicing rooming-in, and the 
elimination or delaying of unessential interventions 
that keep mother and baby apart (weighing, heel pricks, 
vitamin K shots, etc.) 

While close to 90 per cent of Canadian women 
initiate breastfeeding after birth, rates quickly begin 
dropping and at six months of infant life only 16.4 per 
cent of women are still exclusively breastfeeding.7 The 
first few weeks of a baby’s life are critical to prolonged 
breastfeeding success, and professional support within 
the first few weeks of infant life can prolong duration 
and maintain exclusivity of breastfeeding. A one-on-

one routine, preventive visit with a health professional 
trained in lactation management at two weeks after 
birth has been shown to stave off breastfeeding cessation 
for at least the first month.8 Peer support groups, in 

which mothers can share 
their experiences with others, 
are also important.

After the first few weeks 
of the baby’s life, family 
and friends replace health 
professionals in the role of 

breastfeeding support. Breastfeeding education that 
targets mothers only therefore does little to prolong 
breastfeeding duration. Education programs should 
be directed at family members as well, particularly the 
mother’s partner. 

Any breastfeeding information given to parents 
should be free of commercial influence. As stipulated 
by the International Code of Marketing of Breastmilk 
Substitutes, health systems should not be used to 
promote infant feeding products to mothers.9 

Government
The government must recognize and protect a woman’s 
right to breastfeed and an infant’s right to the highest 
attainable standard of health. Specifically, governments 
should draft policies ensuring that breastfeeding women 
do not face discrimination and are able to breastfeed 
anytime, anywhere, in any public space. 

The government can also play a key role by 
legislating appropriate maternity benefits. Strong 
maternity benefits have been shown to result in better 
breastfeeding practices. In 2001, most Canadian 
provinces extended job-protected maternity leave from 
six months to one year. With reduced pressure to return 
to work, mothers were able to breastfeed longer, and the 
exclusive breastfeeding rates at six months for mothers 
eligible for maternity leave rose from 20 per cent to 28 
per cent .10 

Labour laws should include provisions for working 
mothers to breastfeed or express breastmilk in the 
workplace. This is vital, as working mothers who believe 
that balancing breastfeeding and work will be difficult 
and stressful may not start breastfeeding at all. 

National governments are also responsible for 
implementing the International Code of Marketing 
of Breastmilk Substitutes and relevant  World 

The government must recognize and 
protect a woman’s right to breastfeed



NurturesW
B

W
 2

0
0

9

Page 3

Health Assembly (WHA) resolutions, which ban 
the advertising of breastmilk substitutes and artificial 
feeding products (see the fact sheet on the International 
Code in this kit). This protects parents from commercial 
pressures when making important infant feeding 
decisions. 

Public attitudes
Negative societal attitudes make it difficult for nursing 
mothers to freely participate in society. In breastfeeding 
cultures, the sight of a breastfeeding woman in public 
is not unwelcome, and breastfeeding mothers are able 
to participate in public life without fear of stigma. If 
every time a mother tries to breastfeed she is told to go 
somewhere more “discreet” or “private,” she is much 
more likely to give up altogether. 
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Breastfeeding cultures in 
emergencies
When disasters hit communities, infants are at 
higher risk for disease and mortality. It is much 
easier for best breastfeeding practices to be 
implemented during an emergency situation if 
they are already in place before the crisis arises. 
These two case studies show how a preexisting 
culture of breastfeeding can protect babies in 
emergency situations.

Guinea-Bissau 1998
In 1998 in Guinea-Bissau, an armed conflict 
erupted which caused 300,000 refugees to flee 
their homes.  A study11 published after the war 
found that children who were breastfeeding 
before the conflict had a six-fold higher chance of 
surviving than those who were not breastfeeding. 
Those who were not breastfed faced greater 
risk of dying from the consequences of their 
displacement, such as respiratory infections or 
diarrhea. 

Guinea-Bissau, like many Sub-Saharan 
African countries, has a strong breastfeeding 
culture—the median age for weaning is 22 
months. Good breastfeeding practices among 
Guinea-Bissau mothers saved many lives.

Botswana 2006 
For several years, government health policy in 
Botswana had recommended that women who 
were HIV positive not breastfeed their children. 
This policy included the donation of free formula 
to HIV positive mothers. Previously, almost 
all babies in the region had been breastfed. 
The switch to infant formula turned out to be 
disastrous. During the 2006 rainy season, floods 
hit communities on the northern edge of the 
Kalahari desert, causing the contamination of 
water supplies. A diarrhea outbreak ravaged 
the area, and after four months 532 children 
had died. Most of the dead had been fed the 
donated breastmilk substitutes. Botswana no 
longer donates free formula to HIV+ mothers and 
supports exclusive breastfeeding for all infants and 
formula only when artificial feeding is acceptable, 
feasible, affordable, sustainable and safe.


