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A MESSAGE FROM THE SURGEON GENERAL
Breastfeeding is one of the most important contributors to infant health. Breastfeeding provides a
range of benefits for the infant’s growth, immunity, and development (1). In addition, breastfeeding
improves maternal health and contributes economic benefits to the family, health care system, and
workplace (2).
Despite the many benefits of breastfeeding, the rates of breastfeeding in the United States are low,
especially at 6 months postpartum. In 1998, the year for which the most recent statistics are available,
only 29% of all mothers breastfed at 6 months postpartum (3). Moreover, racial and ethnic disparities
in breastfeeding rates are wide and reveal alarmingly low breastfeeding rates among African American
women (19% at 6 months postpartum) (3). The nation must address these low breastfeeding rates as a
public health challenge and put in place national, culturally appropriate strategies to promote breastfeeding.
During the past 15 years, the Office of the Surgeon General has highlighted the public health impor
tance of breastfeeding through numerous workshops and publications. In 1984, the Office of the
Surgeon General held the first workshop on breastfeeding and human lactation, which made the fol
lowing recommendations:
• “Improve professional education in human lactation and breastfeeding
• “Develop public education and promotional efforts
• “Strengthen the support for breastfeeding in the health care system

the American Academy of Pediatrics (8), the American College of Obstetricians and Gynecologists (9),
the American Academy of Family Physicians (10), the American Dietetic Association (11), the
American College of Nurse-Midwives (12), the National Medical Association (13), and the American
Public Health Association (14).
To advance these efforts further, I requested the Office on Women’s Health, in conjunction with other
Federal agencies and health care professional organizations, to assist me in developing this Blueprint
for Action on Breastfeeding. Under the auspices of the Environmental Health Policy Committee, the
Office on Women’s Health created the Subcommittee on Breastfeeding, consisting of government
representatives from various Federal agencies and liaison members from non-federal organizations
(Box 1). This Blueprint for Action establishes a comprehensive breastfeeding policy for the nation.
The Blueprint for Action introduces an action plan for breastfeeding based on education, training,
awareness, support and research. The plan includes key recommendations that were refined by the
members and reviewers of the Subcommittee on Breastfeeding during their deliberations of sciencebased findings. Recognizing that breastfeeding rates are influenced by various factors, these recom
mendations suggest an approach in which all interested stakeholders come together to forge partner
ships to promote breastfeeding. Each of us, whether we play a role at the Federal, State, local, or pri
vate level, must turn these recommendations into programs best suited for our own communities.
Together we can shape a future in which mothers can feel comfortable and free to breastfeed their
children without societal hindrances. While there has been considerable progress toward reaching this
goal, there remains a significant challenge to reach African American women with culturally appropri
ate approaches to promote breastfeeding.

• “Develop a broad range of support services in the community
• “Initiate a national breastfeeding promotion effort directed to women in the world of work
• “Expand research on human lactation and breastfeeding” (4-5).
In 1985 and 1991, reports were developed to describe the various breastfeeding promotion activities
that resulted in follow-up to the Surgeon General’s workshop, such as legislation, policies, resolutions,
guidelines, meetings, publications, media campaigns, service delivery models, support systems, and
research (5-6).

David Satcher, M.D., Ph.D.
Assistant Secretary for Health
and Surgeon General
U.S. Department of Health and Human Services

In 1990, the United States recognized the importance of breastfeeding by signing the Innocenti
Declaration on the Protection, Promotion, and Support of Breastfeeding adopted by the World Health
Organization and United Nations Children’s Fund (UNICEF)(7). Concurrently, the U.S. Department of
Health and Human Services, through its Healthy People 2000 and subsequently Healthy People 2010,
established breastfeeding objectives for the early postpartum period, at 6 months postpartum, and at 1
year postpartum. In addition, recognition of the benefits of breastfeeding has led to the adoption of
breastfeeding policies by many health and professional organizations in the United States, including
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BREASTFEEDING AS A PUBLIC HEALTH CHALLENGE
Breastfeeding is the ideal method of feeding
and nurturing infants:

Box 2: Definitions

• Breast milk is the most complete form of
nutrition for infants.

Breastfeeding: The Institute of Medicine report
Nutrition During Lactation applies the term
"exclusive breastfeeding" when infants are fed
only by this method; "partial breastfeeding"
when breastfeeding is supplemented with limit
ed amounts of formula, juice, water, or solid
foods; and "minimal breastfeeding" when the
infant receives nearly all sustenance from for
mula and other foods (1). In this HHS docu
ment, "breastfeeding" and "human milk" are
interchangeable terms.

• Breastfeeding protects an infant from a wide array
of infectious and noninfectious diseases.
• Breastfeeding improves maternal health by reducing
postpartum bleeding and may lower the risk of pre
menopausal breast cancer and ovarian cancer.
Despite the well-recognized benefits of breastfeeding,
the Healthy People 2000 goals for breastfeeding were
not met (2-3). These goals were to increase to 75%
the proportion of mothers who breastfeed their babies
in the early postpartum period, and to increase to 50%
the proportion of mothers who breastfeed their babies
through 5 to 6 months of age (3). In 1998, 64% of all
mothers breastfed in the early postpartum period and
only 29% breastfed at 6 months postpartum (3).

Human Lactation: The process of milk produc
tion in which human milk is secreted by the
mammary glands, which are located within the
fatty tissue of the breasts.
Healthy People 2000: A national cooperative
effort by government agencies and voluntary
and professional organizations to improve the
health of all Americans by establishing health
objectives and measuring progress toward those
objectives. Its purpose is to promote health and
prevent disease through changes in lifestyle and
other factors. Healthy People 2000 set three
broad goals to: 1. Increase the span of healthy
lives for Americans, 2. Reduce health disparities
among Americans, and 3. Achieve access to pre
ventive services for all Americans (2).

One of the two major goals of Healthy People 2010 is
to eliminate health disparities among different seg
ments of the population (3). Racial and ethnic dispari
ties in breastfeeding are wide despite substantial
increases in breastfeeding rates in the last decade (15).
In 1998, 45% of African American mothers breastfed
their infants in the early postpartum period; 66% of
Hispanic mothers and 68% of white mothers did so.
Furthermore, in 1998, 54% of low-income Asian and
Pacific Islander children and 59% of low-income
American Indian and Alaska native children were ever
breastfed (16).

Healthy People 2010: Contains broad reaching
national health goals for the new decade, focus
ing on two major themes: 1. Increase quality
and years of healthy life, and 2. Eliminate health
disparities (3).

No group of women reached the goal of breastfeeding
for 5 to 6 months postpartum (50%), and again, dispar
ities exist across racial and ethnic groups (19% of
African American mothers, 28% of Hispanic mothers,
and 31% of white mothers breastfed). (See Box 3).

This document presents the consensus
of the members and reviewers on the HHS
Subcommittee on Breastfeeding; it does
not necessarily reflect the policy of the
non-federal representative organizations.

In Healthy People 2010, an additional objective was
added for 25% of mothers to breastfeed their babies
through the end of 1 year (3). Only 9% of African
American mothers met this objective in 1998, whereas
17% of Hispanic and 19% white mothers met the goal.
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BENEFITS OF BREASTFEEDING
Box 3: Racial and Ethnic Disparities in Breastfeeding Rates and
Healthy People 2010 Breastfeeding Objectives for the Nation3
Objective: Increase the proportion of mothers
who breastfeed their babies

1998 Baseline
Percent (%)

2010
Target

In early postpartum period
All women
Black or African American
Hispanic or Latino
White

64
45
66
68

75
75
75
75

At 6 months
All women
Black or African American
Hispanic or Latino
White

29
19
28
31

50
50
50
50

At 1 year
All women
Black or African American
Hispanic or Latino
White

16
9
19
17

25
25
25
25

Significant steps must be taken to increase breastfeeding rates in the United States and to close the wide
racial and ethnic gaps in breastfeeding. This goal can
only be achieved by supporting breastfeeding in the
family, community, workplace, health care sector, and
society. This Blueprint for Action introduces a comprehensive framework to increase breastfeeding rates
in the United States and to promote optimal breastfeeding practices.

A number of reasons might explain why so few
African American mothers breastfeed. Breastfeeding is
not viewed positively among African American
women (17). Furthermore, it has been difficult for
African American women to receive information and
education about breastfeeding, to have breastfeeding
initiated in the hospital, to continue breastfeeding in
the early days in the home setting, and to continue
breastfeeding for an extended period (17).

Extensive research on the biology of human milk and
on the health outcomes associated with breastfeeding
has established that breastfeeding is more beneficial
than formula feeding. Breastfed infants experience
fewer cases of infectious and noninfectious diseases as
well as less severe cases of diarrhea, respiratory infections, and ear infections (18-32). Mothers who breastfeed experience less postpartum bleeding, earlier
return to pre-pregnancy weight, and a reduced risk of
ovarian cancer and premenopausal breast cancer (3343). Furthermore, breastfeeding is cost-beneficial to
families (26). Based on this evidence, the American
Academy of Pediatrics has stated that “The breastfed
infant is the reference or normative model against
which all alternative feeding methods must be measured with regard to growth, health, development, and
all other short- and long-term outcomes” (8). Thus,
human milk is uniquely suited for human infants.

Breastfed infants, compared with formula-fed infants,
produce enhanced immune responses to polio, tetanus,
diphtheria, and Haemophilus influenzae immuniza
tions, and to respiratory syncytial virus infection, a
common infant respiratory infection (44, 62-63).
Human milk contains anti-inflammatory factors and
other factors that regulate the response of the immune
system against infection (44). There is also evidence
that breastfeeding results in earlier development of the
infant immune system (64).

Human milk contains an abundance of factors that
are active against infection. Since the infant’s immune
system is not fully mature until about 2 years of age,
the transfer of these factors from human milk provides
a distinct advantage that infants fed formula do not
experience. Specifically, human milk contains
immunologic agents and other compounds, such as
secretory antibodies, leukocytes, and carbohydrates,

Box 4: Infections that Are Lower in
Incidence or Severity in Breastfed
Infants than in Formula-fed Infants
• Diarrhea (18, 21, 29-30, 46)
• Respiratory tract infection (18, 21, 46-49)
• Otitis media (19, 29, 50-51)

• Urinary infection (54-55)
• Necrotizing enterocolitis (56-57)
• Invasive bacterial infection (44, 59-61)

9

Enhanced Immune System

Resistance to Infectious Diseases

• Pneumonia (52-53)

Increasing the rates of breastfeeding is a compelling
public health goal, particularly among the racial and
ethnic groups who are less likely to initiate and sustain
breastfeeding throughout the infant’s first year (3).

that act against viruses, bacteria, and parasites (44-45).
Overall, research shows that breastfeeding may
decrease the incidence of several acute bacterial
and viral infections in infants (Box 4).

Protection against infection is strongest during the
first several months of life for infants who are breastfed exclusively (19, 21, 29, 46-48, 59). Several studies suggest that the benefits continue even after breastfeeding ceases (19, 21, 61), and a few studies have
found that breastfeeding into the second 6 months of
life protects against infection (29-30, 52). Longer
durations of breastfeeding may provide an even
stronger protective effect (19, 21, 51, 61, 65). Finally,
children who were breastfed exclusively have fewer
illnesses than those who were never breastfed (19,
46, 48).

Nutritional and Growth Benefits
Human milk contains a balance of nutrients that more
closely matches human infant requirements for growth
and development than does the milk of any other
species (66). For example, compared to cow’s milk,
human milk is low in total protein and low in casein,
making it more readily digestible and less stressful on
immature infant kidneys. The lipids and enzymes in
human milk promote efficient digestion and utilization
of nutrients (66-67).
Scientific evidence suggests that the normal pattern for
breastfed infants is to gain less weight and to be leaner

10
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CAUTIONS ABOUT BREASTFEEDING
at 1 year of age than formula-fed infants, while main
taining normal activity level and development (68).
This early growth pattern may influence later growth
patterns, resulting in less overweight and obesity
among children who were breastfed (68-76). Despite
the finding that many African American infants are
premature or small at birth, premature babies fare
better when breastfed compared to premature babies
who are fed formula (69, 77).

induce a more rapid uterine involution (1, 108).
Breastfeeding, particularly exclusive breastfeeding,
delays the resumption of normal ovarian cycles and
the return of fertility in most women (109). Mothers
who breastfeed their infants may also experience
psychological benefits, such as increased selfconfidence and facilitated bonding with their
infants (110-112).
Studies have shown that breastfeeding for longer
time periods (up to 2 years) and among younger
mothers (early 20s) may reduce the risk of pre
menopausal and possibly postmenopausal breast
cancer (35-40, 113). In addition, the risk of ovarian
cancer may be lower among women who have
breastfed their children (41-43).

Reduced Risk for Chronic Diseases
Many studies in infant feeding have found lower rates
of several chronic childhood diseases among children
who were breastfed. Recent findings suggest that
breastfeeding may reduce the risk of type 1 and 2
diabetes (78-82), celiac disease (83-85, 87),
inflammatory bowel disease (88-90), childhood
cancer (28, 91-92), and allergic disease/asthma
(32, 96-100). Mixed results from some studies suggest
that further research is needed to establish some of
these benefits (86, 93-95).

Socioeconomic Benefits

Developmental Benefits
Considerable interest has been raised about the poten
tial effect of breastfeeding on cognitive development
(101-107). Long-chain polyunsaturated fatty acids,
available in breast milk, are important for brain growth
and development (103-107). Observations in some
studies on neurological and cognitive outcomes in
breastfed children have led to a hypothesis that the
early visual acuity and cognitive function of these
children is greater than in non-breastfed children
(101, 104-105). However, this hypothesis has not
been conclusively proven (102,106).

Improved Maternal Health
Breastfeeding has several positive hormonal, physical,
and psychosocial effects on the mother. Breastfeeding
increases levels of oxytocin, a hormone that stimulates
uterine contractions, helping to expel the placenta, to
minimize postpartum maternal blood loss, and to

Breastfeeding provides economic and social benefits to
the family, the health care system, the employer, and
the nation (114). Families can save several hundred
dollars over the cost of feeding breast milk substitutes, even after accounting for the costs of breast
pump equipment and additional food required by the
nursing mother (115). Breastfed infants typically
require fewer sick care visits, prescriptions, and hospi
talizations, especially if breastfed exclusively or
almost exclusively (26). Consequently, total medical
care expenditures were about 20% lower for fully
breastfed infants than for never-breastfed infants (116).
Because of the high occurrence of poverty among
African Americans, these families would benefit sub
stantially from breastfeeding their infants (117).
Employers also benefit when their employees breastfeed. Breastfed infants are sick less often; therefore,
maternal absenteeism from work is significantly lower
in companies with established lactation programs
(118). In addition, employer medical costs are lower
and employee productivity is higher.
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Human milk provides the most complete form of nutrition for infants, including premature and sick newborns, with rare exceptions (8). When direct breastfeeding is not possible, expressed human milk, fortified when necessary for the premature infant, should
be provided (8). Professional health care advice
against breastfeeding or recommendations about pre
mature weaning should be based on a careful consideration of the general benefits of breastfeeding, the risks
of not receiving human milk, and the most up-to-date
information about the following situations.
Under certain conditions, women should not
breastfeed:
• HIV-infected women in the United States should
not breastfeed or provide their breast milk for the
nutrition of their own or other infants because of the
risk of HIV transmission to the child (119-121). In
countries with populations at increased risk for other
infectious diseases and nutritional deficiencies
resulting in infant death, the mortality risks associat
ed with not breastfeeding may outweigh the possible
risk of transmission of HIV infection (8).
• Women with human T-cell leukemia virus type 1
(HTLV-1) should not breastfeed because of
the risk of transmission to the child (122).
Under certain conditions, a case-by-case assessment
should be made of whether or not breastfeeding is
advisable or should be temporarily suspended. A
physician should evaluate cases involving:
• Environmental Exposures: During the last 30
years, environmental chemicals, such as polychlori
nated biphenyls (PCBs), DDT, dioxin, methyl mercury, and lead have appeared in breast milk without
ocupational or even known exposure on the part of
the woman (Appendix 1) (123). Although most
women have detectable levels of these agents, there
are no established “normal” or “abnormal” values
for clinical interpretation; therefore, breast milk is
not routinely tested for these environmental pollu
tants. Thus far, effects on the nursing child have
been seen primarily in poisonings where the mother
herself was clinically ill (124).

Advisories are issued by the states, U.S. territories,
Native American tribes, and the Environmental
Protection Agency to inform residents of potential
health risks from consuming contaminated noncom
mercially caught fish and wildlife. These advisories
identify specific fish and wildlife species from spe
cific water bodies (125). These fish advisories
should be followed.
• Hepatitis C: Transmission of hepatitis C through
breast milk has not been established. The risk of
infection among infants of infected mothers is the
same whether breast or bottle fed. However, bleed
ing or cracked nipples on the breast of a woman
positive for hepatitis C may put a breastfeeding
infant at risk for transmission of hepatitis C (126).
• Illicit Drugs: Amphetamines, cocaine, heroin, marijuana, and phencyclidine should not be ingested by
the nursing mother. Not only are they hazardous to
the nursing infant, but also they are detrimental to
the physical and emotional health of the mother.
This list is not complete; no drug of abuse should be
ingested by nursing mothers even in the absence of
adverse reports in the literature (127-128).
• Implants and Breast Surgery: It is not known
whether breastfeeding by women who have breast
implants has an effect on the nursing infant (129).
Many women with implants lactate successfully.
Women who have had reduction mammoplasty may
not be able to lactate if the glandular tissue has been
removed or the connection between it and the nipple
is interrupted.
• Metabolic Disorders: An infant born with
galactosemia cannot metabolize lactose, a
sugar found in all mammalian milk. Such infants
must be fed plant-derived formula (130). Infants
with phenylketonuria can be successfully breastfed,
but doing so requires special clinical management
(131).
• Pharmaceutical Drugs: For most prescribed and
over-the-counter medications taken by women, the
risk to the nursing infant is unknown. A few medications make it necessary to discontinue breastfeeding.

12
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FACILITATION AND SUPPORT FOR BREASTFEEDING
• For example, cyclophosphamide, cyclosporin, dox
orubicin, ergotamine, methotrexate, and radioactive
isotopes are prohibited during lactation (8, 127).
Pharmaceutical drugs that effect the central nervous
system, such as anti-anxiety, anti-depressant, and
anti-psychotic agents, are of special concern when
taken by nursing mothers (127). Some pharmaceuti
cal agents such as bromocriptine and possibly estro
gens in contraceptive doses make breastfeeding
more difficult because they decrease breast milk
production and consequently shorten breastfeeding
duration (127). A woman taking any of those drugs
should not breastfeed without first consulting her
health care provider.
• Tobacco and Alcohol Consumption: Alcohol
appears in breast milk (132-133). For this reason,
and for the general health of the mother, if alcohol is
used, intake should be limited. The American
Academy of Pediatrics Committee on Drugs lists
alcohol as “usually compatible with breastfeeding”
(127). Nursing mothers should not smoke. Nicotine
is present in the breast milk of smokers and may
adversely affect milk volume (134). However,
for women who cannot or will not stop smoking,
breastfeeding is still advisable, since the benefits
of breast milk outweigh the risks from nicotine
exposure.

A woman’s ability to optimally breastfeed her infant
depends on the support she receives from those around
her. Several factors and contexts facilitate the initia
tion and continuation of breastfeeding; others may
pose barriers. The overriding principle is to make
breastfeeding as easy as possible for the mother rather
than to discourage her from breastfeeding, either inten
tionally or unintentionally.

Health Care System
The health care system has an important role to play in
the promotion and support of breastfeeding (135-140).
Breastfeeding support is particularly critical in the first
few weeks postpartum, as lactation is being estab
lished (141). Therefore, all breastfeeding mothers
must have access to lactation management support
provided by trained physicians, nurses, lactation spe
cialists, peer counselors, and other trained health care
providers, especially during the first days and weeks
postpartum (142).
All health care providers who interact with women or
infants should be knowledgeable about the basics of
lactation and the role their specialty plays in breastfeeding (135-140). Providers of maternal and child
health care have a special role in the promotion of
breastfeeding during the prenatal and postnatal peri
ods. They must be knowledgeable and skillful in

counseling women about breastfeeding and lactation,
and in providing medical care to breastfeeding mothers
and their babies. To this end, culturally appropriate
training for breastfeeding should be integrated into the
curricula of health profession schools. Special atten
tion should be given to barriers to breastfeeding for all
women, especially African American and other minori
ty women (143). Breastfeeding training should also be
provided under the continuing education requirements
for practitioners.
Early experience with breastfeeding is critical, and
nonsupportive hospital experiences and lack of support
from health care providers have been identified as bar
riers to breastfeeding, especially among African
American women (17). Therefore, maternity care and
newborn facilities should follow practices conducive
to proper lactation (144-145) even when in-hospital
maternity care is of short duration. For example,
hospitals and other maternity centers are encouraged to
adopt the “Ten Steps to Successful Breastfeeding” as
outlined by the United Nations Children’s Fund, the
World Health Organization, the Breastfeeding Hospital
Initiative Feasibility Study Expert Work Group, and
Baby Friendly USA (146-149) (Box 5). Furthermore,
the 1984 Surgeon General’s Workshop on Breastfeed
ing and Human Lactation recommended several hospi
tal practices, presented in Box 6, which influence
breastfeeding initiation and are important during hos
pital stays (4).

Box 5: Practices for Successful Breastfeeding Services
at Hospital and Maternity Centers 146-149
•
•
•
•
•
•
•
•
•
•
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A written breastfeeding policy that is communicated to all healthcare staff
Staff training in the skills needed to implement the policy
Education of pregnant women about the benefits and management of breastfeeding
Early initiation of breastfeeding
Education of mothers on how to breastfeed and maintain lactation
Limited use of any food or drink other than human breast milk
Rooming-in
Breastfeeding on demand
Limited use of pacifiers and artificial nipples
Fostering of breastfeeding support groups and services
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A large proportion (70%) of employed mothers who
have children under 3 years of age work full time
(150). About one-third of these mothers return to
work within 3 months and about two-thirds within 6
months after the baby is born (151-152). However,
African American women are more likely than other
women to return to work earlier (8 weeks) and to be
engaged in jobs that do not allow the mother to be successful at breastfeeding (153). The workplace envi
ronment should enable mothers to continue breastfeeding as long as the mother and baby desire. Worksite
programs that support breastfeeding will facilitate the
continuation of breastfeeding after mothers return to
their jobs (154-155). Such programs include:

With a large number of infants enrolled in childcare, it
is also important that childcare facilities be supportive
of breastfeeding (157). Childcare centers should make
accommodations for mothers who wish to breastfeed
their children or have their children fed expressed milk
at the facility.

• “Education for personnel about why their breastfeed“ing co-workers need support
• “Adequate breaks, flexible work hours, job sharing
“and part-time work
• “Private “Mother’s Rooms” for expressing milk in a
“secure and relaxing environment

• previous success with breastfeeding
experience in hospital

• “Access to hospital-grade, autocycling breast pumps
at the workplace
• if breastfeeding not immediately successful, staff continues to be
supportive

• woman sees others breastfeeding in
hospital

Childcare Facilities

• “Corporate policies providing information for all
“employees on the benefits of breastfeeding and
“services available to support breastfeeding women

• closed circuit TV show in
hospital on breastfeeding

• nurse (or any attendant) making mother
comfortable and helping to arrange baby
at breast for nursing

• literature on breastfeeding in
understandable terms
• staff (doctors as well as nurses) give
reinforcement for breastfeeding (respect,
smiles, affirmation)

• woman doesn’t see others
breastfeeding

• staff interrupts her breastfeeding session for lab tests,
etc.

• previous failure with breastfeeding
experience in hospital

• woman sees official-looking nurses
authoritatively caring for babies by bottle
feeding (leads to woman’s insecurities
re: own capability of care)

• woman given infant formula kit and infant
food literature
• pictures of woman
bottle-feeding
• pictures of woman breastfeeding

• staff discusses use of breast pump and
realities of separation from baby, re:
breastfeeding

• pictures of woman breastfeeding

• woman told she doesn’t "do it right," staff
interrupts her efforts, corrects her re:
positions, etc.
• strict times allotted for breastfeeding regardless of mother/
baby’s feeding "cycle"
• staff encourages and reinforces breastfeeding immediately on labor and delivery

• staff’s own skills and comfort
re: art of breastfeeding and
time to teach woman on one-toone basis

• woman told to "take it easy," "get your
rest" . . . impression that breastfeeding is
effortful/tiring
• staff instructs woman "to get
good night’s rest and miss the
feed"
• staff initiates discussion re: woman’s
intention to breastfeed pre- and
intrapartum

• no rooming-in policy
• rooming-in; staff help with baby care in
room, not only in nursery

• woman helped by staff to suckle baby in
recovery room

• appropriate language skills
of staff, teaching how to handle
breast engorgement and nipple
problem

• mother separated from baby due to biliru
bin problem

• mother-infant housed on separate floors in
post-partum period
• scheduled feedings regardless of
mother’s breastfeeding wishes

• mother-infant separation at birth

Strongly Discouraging
Discouraging

• baby put to breast immediately in
delivery room

• baby not taken from mother after
delivery

Physical Contact

Encouraging

• staff sensitivity to cultural
norms and expectations of
woman

Verbal Communication

Strongly Encouraging

• literature on breastfeeding in understandable terms

Non-Verbal Communication
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The Workplace

• “Prenatal lactation education specifically tailored for
“working women

Experiential

Box 6: Hospital Practices Which Influence Breastfeeding Initiation 4
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• “Small refrigerators for safe storage of breast milk
• “Subsidization or purchase of individually owned
“portable breast pumps for employees
• “Access to a lactation professional on-site or by
phone to give breastfeeding education, counseling
and support during pregnancy, after delivery and
when the mother returns to work
• “Coordination with on-site or near-site child care
“programs so infant can be breastfed during the day

Public Education and Support
All breastfeeding women and their partners need reli
able and culturally appropriate sources of information
and social support for breastfeeding (158-159).
Depending on a woman’s needs, various levels of skill
and training may be called for, from lactation consul
tants or specialists to peer counselors to other mothers
who have breastfed (160). Women may access infor
mation through books, web pages, information phone
lines, hotlines, home visits, prenatal/postpartum classes, or mother-to-mother support groups.
Social support, particularly peer support, is critical for
special populations with lower breastfeeding rates
(e.g., African Americans, teen mothers) (161-162).
More broadly, the views and perceptions of those
interacting with a woman can affect her view on
breastfeeding, particularly those of the infant’s father
(141). Health education in schools should include
information on the importance of breastfeeding for
children’s and women’s health. Educational cam
paigns should be directed toward fathers, especially
African American fathers, and other family members
(e.g., grandmothers) who greatly influence the
woman’s decision to breastfeed (141, 163-167).
A public health social marketing effort is needed to
increase breastfeeding rates. In addition to culturally
appropriate interventions, the social marketing effort
would include a media campaign which presents
images of breastfeeding as the normal way to feed
infants in most places women and their infants go
(168-169).

• “Support groups for working mothers with children”
“(156).

16
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MAJOR HHS BREASTFEEDING ACTIVITIES IN THE 1990s
Marketing of Breast Milk Substitutes
The marketing of infant formula negatively affects
breastfeeding (142, 170-172). The International Code
of Marketing of Breast Milk Substitutes and a subse
quent WHO resolution delineates guidelines for for
mula marketing to ensure that it does not interfere with
the establishment of lactation (173). The International
Code stipulates the responsibilities of manufacturing
industries regarding their role in promoting breastfeed
ing and appropriate infant feeding practices.

Since the 1991 follow-up to the Surgeon General’s
Workshop on Breastfeeding and Human Lactation,
much has happened to advance the promotion, protection, and support of breastfeeding for families in the
United States. In the 1990s, HHS supported the estab
lishment of the United States Breastfeeding Committee
(USBC). As a collaborative public-private partnership
of about 30 major organizations, the USBC was creat
ed to satisfy one of the goals identified in the Innocenti
Declaration: “Establishing of a multisectoral national
breastfeeding committee composed of representatives
from relevant government departments, nongovern
mental organizations, and health professional associa
tions” (7). In November 1998, HHS cosponsored the
National Breastfeeding Policy Conference in
Washington, D.C., which generated recommendations
for setting a national policy agenda to promote, pro
tect, and support breastfeeding well into the 21st cen
tury. Many of the themes that emerged from the 1984
Surgeon General’s Workshop on Breastfeeding and
Human Lactation continued as a thread throughout this
conference.

National Institutes of Health provides substantial support for breastfeeding research, totaling $13 million in
FY 1998. The Food and Drug Adminstration regulates
manufacturers of breast pumps and ensures their safety
and effectiveness. This includes a review of design
performance, labeling instructions, and applications.

HHS, through the Health Resources and Services
Administration’s Maternal and Child Health Bureau,
requested that the USBC provide a strategic plan to
implement this policy agenda. The breastfeeding
strategic plan (Appendix 2) sets forth goals and
objectives to improve breastfeeding initiation and
duration, to reduce and remove barriers to breastfeed
ing, to provide equitable access to lactation care and
services, and to promote breastfeeding as the cultural
norm for infant and child feeding (174). The USBC
strategic plan for breastfeeding was closely reviewed
and considered during the development of the
Blueprint for Action.
HHS agencies support breastfeeding through a variety
of programs. The Health Resources and Services
Administration provides substantial support for breastfeeding provider training and research. The Centers
for Disease Control and Prevention plays a major role
in supporting breastfeeding nationally through applied
research, program evaluation, and surveillance. The

17
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BLUEPRINT FOR ACTION ON BREASTFEEDING
Infants should be exclusively breastfed during the first
4 to 6 months of life (175), preferably for a full 6
months (8-9). Ideally, breastfeeding should continue
through the first year of life (8-9, 175). This Blueprint
for Action reaffirms the scientific evidence that breastfeeding is the best method for feeding most newborns,
and that breastfeeding is beneficial to the infant’s and
the mother’s health. Achieving an increase in the proportion of mothers who breastfeed their babies will
require the collaboration of Federal agencies, State and
local governments, communities, health professional
organizations, advocacy groups, multidisciplinary sci
entists, industry, health insurers, and the American
people. This Blueprint for Action invites all interested
stakeholders to forge partnerships for the promotion of
breastfeeding. It is also designed to attract broadbased family, community, professional, corporate, and
philanthropic participation in order to better focus the
public’s attention and to motivate actions at the individual and community levels.
Moreover, this Blueprint for Action is directed toward
all women and cuts across all racial and ethnic populations, socio-economic classes, educational groups, and
employment arrangements. It concentrates energy in
key breastfeeding promotion domains and denotes
responsibility for a definitive course of action by the
various stakeholders to achieve a greater proportion of
breastfeeding mothers in American society.
To achieve the Healthy People 2010 Breastfeeding
Objectives for the Nation (Box 3), the Blueprint for
Action recommends that the following steps be taken
by the health care system, the workplace, the family,
and the community, and identifies several areas of
research.

Health Care System
• Train health care professionals who provide maternal and child care on the basics of lactation, breastfeeding counseling, and lactation management
during coursework, clinical and in-service training,
and continuing education.
• Ensure that breastfeeding mothers have access
to comprehensive, up-to-date, and culturally tailored

lactation services provided by trained physicians,
nurses, lactation consultants, and nutritionists/
dietitians.
• Establish hospital and maternity center practices
that promote breastfeeding, such as the “Ten Steps
to Successful Breastfeeding” (Box 5).
• Develop breastfeeding education for women,
their partners, and other significant family
members during the prenatal and postnatal visits.

Workplace
• Facilitate breastfeeding or breast milk expression
in the workplace by providing private rooms, com
merical grade breast pumps, milk storage arrange
ments, adequate breaks during the day, flexible work
schedules, and onsite childcare facilities.
• Establish family and community programs that
enable breastfeeding continuation when women
return to work in all possible settings.
• Encourage childcare facilities to provide quality
breastfeeding support.

Research
• Conduct research that identifies the social, cultural,
economic, and psychological factors that influence
infant feeding behaviors, especially among African
American and other minority and ethnic groups.
• Improve the understanding of the health benefits of
breastfeeding, especially in reducing the risk for
chronic childhood diseases among disadvantaged
infants and children.
• Monitor trends on the incidence and duration of
exclusive, partial, and minimal breastfeeding,
including minority and ethnic groups.
• Compare the cost-effectiveness of different
programs that promote, protect, and support
breastfeeding to ensure optimal use of resources.
• Conduct research to better understand the role of
fathers in promoting breastfeeding.
• Evaluate the influence of brief postpartum hospital
stays on the initiation and duration of breastfeeding.

Family and Community

• Determine the safety of over-the-counter and prescription products taken by lactating women on
infant health

• Develop social support and information resources
for breastfeeding women such as hotlines,
peer counseling, and mother-to-mother support
groups.

• Conduct a large, well-designed case-control study
on the effects of breast implants on childhood
disorders.

• Launch and evaluate a public health marketing
campaign portraying breastfeeding as normal,
desirable, and achievable.
• Encourage the media to portray breastfeeding as
normal, desirable, and achievable for women of all
cultures and socioeconomic levels.
• Encourage fathers and other family members to
be actively involved throughout the breastfeeding
experience.
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CONCLUSION
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Appendix 1: Environmental Pollutants That May Be Found in Human Milk 123
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Chemical Agent

Potential Health Effect

•
•
•
•
•
•

•
•
•
•
•
•

Estrogenic, antiandrogenic activity
Ectodermal defects, developmental delay
Chloracne
Neurotoxicity
Neurotoxicity
Hypotonia, seizures, rash

• Volatile organic compounds:
Tetrachloroethylene
Trichloroethylene
Halothane
Carbon disulfide

•
•
•
•

Hepatotoxicity
Hepatotoxicity
Hepatotoxicity
Neurotoxicity

• Nicotine

• Neurotoxicity

• Metal:
Lead
Methyl mercury

• Renal, central nervous system injury
• Central nervous system toxicity

DDT, DDE
PCB/PCDF
TCDD (Dioxin)
Chlordane
Heptachlor
Hexachlorobenzene
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Appendix 2: Breastfeeding in the United States: Strategic Plan 174

Goal 1

Assure access to comprehensive, current and culturally appropriate lactation care
and services for all women, children, and families.

Objective 1.1

Identify and disseminate evidence-based best practices and polices throughout the health
care system.

Objective 1.2

Educate all health care providers and payers regarding appropriate breastfeeding and
lactation support.

Objective 1.3

Ensure that all women have access to appropriate breastfeeding support within the
family and/or community.

Objective 1.4

Ensure the routine collection and coordination of breastfeeding data by Federal,
State, and local government and other organizations, and foster additional research
of breastfeeding.

Goal 2

Ensure that breastfeeding is recognized as the normal and preferred method of
feeding infants and young children.

Objective 2.1

Develop a positive and desirable image of breastfeeding for the American public.

Objective 2.2

Reduce the barriers to breastfeeding posed by the marketing of breast milk substitutes.

Goal 3

Ensure that all Federal, State, and local laws relating to child welfare and family
law recognize and support the importance and practice of breastfeeding.

Objective 3.1

Ensure that all lawmakers and government officials at Federal, State, and local levels are
aware of the importance of protecting, promoting, and supporting breastfeeding.

Goal 4

Increase protection, promotion, and support for breastfeeding mothers in the
work force.

Objective 4.1

The rights of women in the workplace will be recognized in public and private sectors.

Objective 4.2

Ensure that all mothers are able to seamlessly integrate breastfeeding and employment.
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