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Recent research highlights the importance of breastfeeding to health across the lifecourse, yet inadequate investment to facilitate breastfeeding according to World Health Organization recommendations threatens to undermine breastfeeding’s protective effects. Western media narratives often fail to convey the significance of breastfeeding, and such narratives can hinder efforts to direct sufficient resources to scaling up effective systems and generating policy change. Delayed action disproportionately harms poor and marginalized communities. The urgency of making these investments in an era of rapidly intensifying climate change and other crises is clear. Reframing the narrative is needed to better appreciate the significance of breastfeeding as well as to recognize and address extensive efforts of undermine it. Evidence-based scientific, health professional and media discussions are necessary to recognize breastfeeding as foundational to food and health security and to enact change so that protecting, promoting and supporting breastfeeding is integrated across all policies.

KEYWORDS
 breastfeeding, food security, health security, climate change, infant and young child feeding in emergencies (IYCF-E), disasters, health policy, commercial milk formula marketing


Introduction

Contemporary Western debates frequently frame breastfeeding in the context of individual, highly moralized decisions (1, 2). While similar tropes may be increasingly common elsewhere, narrative frameworks in Western settings have an outsize influence because these wealthy nations assert considerable power in policy decisions that allocate global funding resources as well as over the regulatory environment that shapes infant feeding decisions. These moralized media debates, however, are often misguided and do not reflect the everyday realities of breastfeeding decisions. Nearly half of families globally live in poverty (3), and continue to experience inadequate structural and interpersonal support pre-and postnatally for breastfeeding (4, 5) while simultaneously subjected to aggressive, predatory marketing of the commercial milk formula (CMF) industry (6). Models estimate that over 800,000 infants and young children die each year due to not being appropriately breastfed, and over 100,000 mothers annually die of ovarian and breast cancers, and experience substantial additional morbidity due to suboptimal breastfeeding (7, 8). While the toll of suboptimal breastfeeding affects populations across high, middle, and low-income settings, poor and marginalized populations are disproportionately harmed by the inadequacy of supports for breastfeeding; they bear most of the burden of infant and maternal death and long-term health consequences (5, 7). In a time of increasing inequality and rapidly accelerating crises (9–12), a significant reorientation of media narratives is necessary to reframe the protection, promotion and support of breastfeeding as foundational to food and health security (13, 14) and as a policy priority across multiple sectors ranging from food and health systems, to emergency preparedness and climate mitigation. This warrants significant scale-up of national and international investment.


Breastfeeding’s evolutionary roots and contemporary public health significance

Recent research has shown that the significance and scope of impacts of breastfeeding on health and human development is far greater than even previously recognized (5). These impacts are grounded in evolutionary adaptations that underlie lactation, some of which predate mammals (15). Contemporary human lactation adaptations reflect specific mammalian reproductive and infant care strategies that are characteristic of primate species but also have unique elements because of our own human evolutionary history. All primates give birth to large-brained infants that require close contact, frequent nursing, and an extended period of postnatal care. Humans, however, are born in an exceptionally immature state and have an even longer postnatal period of brain maturation that requires intensive bodily contact and caregiving (16, 17). Humans have a series of biocultural adaptations to accommodate these needs, including multiple caregivers in the community, some of whom may also serve as alloparents and may also engage in cooperative lactation practices (18). The biological adaptations within this lactation system are far reaching—ranging from cardiac, thermoregulatory, metabolic, circadian, and psychosocial co-regulation to a sophisticated system of immunological communication within which the infant’s immune system matures over time (5). These adaptations have played—and continue to play—a crucial role in ensuring survival and facilitating development in a vast array of environments in which humans live. Public health research demonstrates the far-reaching effects of breastfeeding in providing protection from malnutrition, dehydration, infectious-and non-communicable diseases as well as in shaping cognition and development (5).



Historical decline in breastfeeding

As a biocultural process, successful lactation relies on an enabling social environment that is a product of a number of intersecting forces. While we know that breastfeeding has deep evolutionary roots and has been the historical norm across populations, its practice and duration have varied across populations (19). The greatest shift in infant feeding practices, however, came about relatively recently as a part of enormous social changes driven by the rise of colonialism and racial capitalism, and accompanying medicalization (15). Racial capitalism, as introduced by Robinson, refers to the inextricably linked systems of the accumulation of wealth in capitalism and racial oppression and exploitation (2). These violent, extractive systems caused profound disruptions to entire lifeways across the globe. They uprooted Indigenous systems of knowledge and increasingly replaced them with biomedicalized systems rooted in Western, white, elite cultural assumptions of infant care. These systems aimed to regulate women’s productive and reproductive capacities and regiment infant care, including feeding and sleep (15). For instance, in the 1930s Belgian colonizers were concerned with shortening the duration of lactation and reducing responsive breastfeeding in the Congo because they viewed these practices as “uncivilized” and because they wanted to reduce birth spacing and increase fertility to be able to extract more labor from the colony (20). Coupled with increasingly aggressive efforts to market commercial milk formulas (CMF), and the consolidation of medical authority in medically-supervised births, there was a profound decline in breastfeeding that reached its nadir in the middle of the 20th century. While global efforts in the second half of the 20th century have rallied in advocacy and support for breastfeeding within global public health and biomedical guidance, material investment in structural changes has lagged behind and continues to threaten breastfeeding globally (5).



The historical role of the CMF industry in undermining breastfeeding

The CMF industry has played a powerful role in shaping nutritional science and policies. From its origins in the 19th century, the industry preyed on existing cultural concerns about infant feeding and the rapidly changing social circumstances that families faced during the acceleration of industrialization, urban migration, and increasingly challenging labor conditions (2, 21, 22). Additionally, CMF marketing tactics drew on the scientific authority of male health professionals and scientists who argued that these milk products solve concerns about the adequacy of breastfeeding and breastmilk and were superior to breastfeeding. These arguments were aggressively pursued in marketing campaigns in Europe. Increasingly, however, these products were incorporated into colonial and later post-colonial economic systems (20, 21, 23, 24). In the 1950s Nestlé, for instance, aggressively promoted formula as a solution to address malnutrition across Africa, particularly through establishing relationships with colonial medical professionals as well as NGOs. These efforts paid off handsomely for the company as it shaped the malnutrition research agenda and exploited it as part of its marketing efforts (24, 25). The distribution of CMF became part of the course for governmental public health efforts that aimed to “improve” nutrition, particularly for Indigenous populations. The Canadian government, for instance, targeted Indigenous breastfeeding practices within public health systems and instructed scheduled feedings with CMF (26). These efforts were part of large-scale settler colonial efforts to undermine and erase Indigenous cultural and childcare practices, which included the forced removal of children to residential schools (26). Only after the devastating increases in mortality were documented did the government reverse course (26).

Some of the most aggressive tactics in poorer settings later gained media attention, galvanized by physicians, nutritionists, and community activists who witnessed severe illness and consequent death (2, 21, 27). The scandals were prompted by aggressive marketing tactics, including egregious examples of health professionals, and even sales representatives dressed as health professionals, providing formula samples and extolling the virtues of CMF to new mothers in maternity wards (2). The immediate impacts were visible and large scale, crystallized in The Baby Killer report published in 1974 (21). Observers described bottle-fed babies sickened primarily from contaminated water, lack of infrastructure to keep bottles clean, the dilution of CMF when money ran short, and sickness and death due to lack of protection against infectious disease conferred by breastfeeding. The devastating impacts of these tactics spurred global outrage, led to the Nestlé boycott, and ultimately to laying the foundations of contemporary global health efforts to protect, promote, and support breastfeeding and regulate CMF marketing via the World Health Assembly’s adoption of the of the International Code of Breast-milk Substitutes (the Code) in 1981 (2, 21).



Continued challenges in addressing the influence of CMF industry marketing efforts

Over the past four decades, despite continued efforts and subsequence resolutions to the Code few settings have implemented strong protections for breastfeeding (6). While measures for the timely initiation of breastfeeding, exclusivity, and duration reflect progress in many areas of the world, marketing and corporate political activity have also accelerated, raising more profits than ever before (28). The CMF industry is now a USD 55 billion business and has become a powerful player in every realm from scientific and health professional communities to public-private partnerships in nutrition, to policy mechanisms in global economic and trade policies that enables its virtually unchecked growth (28, 29). Self-reported insufficient milk (SRIM) is a key reason why mothers introduce CMF and stop breastfeeding sooner than they desire, and half of breastfeeding mothers report SRIM (5). Although there are multiple inadequacies in the health system and workplace protections, which also influence these outcomes, marketing is a key driver (6).

A common strategy employed in CMF marketing is to reframe normal human infant behavior as problematic, and then position CMF as the solution to this problem. For instance, CMF advertisements commonly refer to addressing crying and fussiness, and improving sleep (6). These are typical infant behaviors that require responsive care—not CMF (5). Introducing CMF undermines exclusive breastfeeding and displaces opportunities for breastfeeding and therefore stimulating milk production, leading to premature breastfeeding cessation (5).

Recently, the science on human milk has received considerable industry attention and funding. This work focuses on the components of milk that can be added to CMF (30–32). The addition of these components is then marketed to parents to claim that the product is “more similar” to human milk and will produce healthier and more intelligent infants and children—even in the absence of scientific support for these claims (6). The reductive, component-based approaches to human milk abstract away the complex dynamics and variability of the living substance of human milk and the breastfeeding process itself. Human milk reflects a wealth of evolutionary adaptations that have shaped human milk in the context of breastfeeding—originating out of the bodily proximity of infants and their mothers and in response to the broader biosocial environment (19, 33). Efforts to extract human milk and its components as products out of the process of breastfeeding reflect tactics built on the foundations of commercial exploitation of infant feeding (1, 15, 34). These tactics rely on the separation of product from process to ultimately displace breastfeeding and replace it with CMF.

Importantly, few are aware of the range and extent of industry tactics to undermine breastfeeding and expand their markets. This includes the scientific and health professional community who is subject to industry framings of science and health professional education (6)—all of which become part of the unconscious background for providing guidance and recommendations for infant feeding. For instance, health professional education about breastfeeding may be provided by the CMF industry or its front groups, and the CMF industry frequently sponsors health professional associations, conferences, as well as scientific research (6). At the same time, governments have not provided adequate resources for independent, evidence-based lactation training for health professionals or sufficient investment in research. This leaves health professionals vulnerable to industry influence, and in turn shapes their advice to families. Specialty CMF, such as products claiming to address allergy, for instance, have been particularly successfully marketed to health professionals who, in turn, recommend them to parents (6).

The downplaying of the significance of lactation in human health paired with what may be perceived as scientific authority on the replaceability of breastfeeding is also a powerful tool for persuading policy makers that there is little need for marketing or additional safety regulations (2). This means that industry tactics fade into the cultural background for policy makers who may inadvertently replicate ethnocentric assumptions about lactation and further corporate agendas. This is particularly dangerous because policy change is unlikely in the absence of broader awareness.

As one example, the US medical community has been slow to fully support breastfeeding and the leading pediatric association has an ongoing philanthropy that is partially funded by CMF manufacturers (2). The 2-year recommended duration for breastfeeding per World Health Organization (WHO) guidance was only adopted in US pediatric guidelines in 2022 (1, 2, 35). Even then, the guidance was controversial. It came amid a national CMF crisis that was prompted by the shutdown of a plant that produced a large portion of CMF in the US and was linked to contaminated CMF that sickened and killed some infants (2). For many, the pediatric guidance furthered a sense that agencies expect birthing people to take on even more bodily labor for lactation without any additional support. The US stands out among wealthy nations for its lack of federal paid leave, poor workplace protections, and highly fragmented access to healthcare, which also limits access to skilled lactation support in perinatal care and in the community (36, 37). At the same time, the US has also been a site of aggressive marketing efforts to consumers and health professionals, and industry efforts to capture the regulatory environment which facilitates these efforts (2, 37). The formula crisis has prompted greater media attention to industry efforts to hinder adoption of stronger regulations (2), but there is still limited awareness of broader industry efforts to sow doubt about scientific evidence on breastfeeding, undermine structural support for lactation (e.g., paid leave and regulatory protections) and shape public norms and narratives about breastfeeding (6). Media debates that focus on individualized responsibility around breastfeeding can serve as a diversionary tactic away from corporate responsibility and the need for policy action to create supportive systems and regulations on corporate activity (38).



The urgency of integrating lactation in emergency preparedness and climate change policies

Insufficient appreciation of lactation’s enormous role in securing health is reflected in inadequate integration of lactation across public health domains. For instance, few nations integrated appropriate guidance on breastfeeding into their COVID-19 responses, often leading to maternal-infant separation policies that had a wide range of negative consequences, including on breastfeeding (39). Similarly, protecting promoting and supporting lactation is insufficiently integrated into disaster preparedness and climate mitigation policies. Yet infant and young child mortality is highest in the wake of both slow and fast disasters, which are rapidly accelerating with climate change (40–42). In these settings, it’s particularly essential to provide appropriate support for continued breastfeeding, and to avoid unnecessary distribution of CMF, which undermines breastfeeding.

The most recent IPCC report and the Lancet commission (43, 44) both pointed out that the world is going to experience more extreme weather, including storms and drought, greater heat stress, and mass displacement of people due to increasingly hostile conditions that endanger life and limit the ability to grow food and access water. Moreover, further pandemics will be fueled by the expansion of vector-born disease and habitat encroachment. These effects already disproportionately affect the world’s poorest, predominately located in the Global South and poor and marginalized people in the Global North (44, 45). Even in comparatively wealthier settings, each time there are strong storms, flooding, electrical outages, and water shortages or water safety concerns—infants reliant on CMF are at immediate heightened risk for dehydration, hunger, and diarrheal disease (46–48). Inadequate attention to these critical issues means a failure to invest adequate resources into the everyday task of creating an enabling environment for breastfeeding to prevent accelerating harms.




Discussion: enacting change

Enacting change to fully recognize breastfeeding as foundational to health, as well as food and health security, requires simultaneously addressing the chronic underinvestment in creating enabling environments and emergency preparedness and mitigation policies. In some cases, national recommendations may align with World Health Organization recommendations. However, stated support without adequate investment is vastly inadequate to create an environment that makes these recommendations possible.

Investing in health professional training and in health systems that support birthing people is needed so that they are adequately prepared to support lactation and they can implement best practices without industry interference (4). Similarly, paid leave and workplace protections are crucial to be able to continue breastfeeding once it is established (49). Additionally, regulatory reform is necessary to limit the influence of the CMF industry across multiple areas of policy and sectors (28). Investment in multi-sectorial efforts to address everyday challenges have an impact that stretch beyond these scenarios when emergencies strike (4). The more families and communities are supported in breastfeeding practices, the more likely that their infants will survive emergency scenarios and the pressures imposed by climate change and continue to thrive. Furthermore, the more support lactation receives in the perinatal period and early childhood, the better longer-term outcomes for morbidity and mortality. These supports are also pivotal in efforts to address health inequities within settings. The physical, mental health and financial impacts of these conditions are far greater than the investment required to prevent them (8, 50).

To create momentum for policy change across multiple sectors, public health and healthcare professionals, scientists, and journalists require training in recognizing and addressing the industry playbook that has been deployed to undermine breastfeeding – as well as other areas of public health (51, 52). Scholars and practitioners need to learn that industry tactics are far-reaching and assert influence not only over lactation but all other areas of health, that are explored under the umbrella of the emerging field of commercial determinants of health (38, 51, 53). This training is essential to help create evidence-based framing of discussions of breastfeeding and lactation. Creating scientific, health professional and media environments that present a more accurate, and nuanced understanding of lactation can greatly facilitate societal investment needed to create an enabling environment.



Conclusion

The impact of breastfeeding on the health of infants and young children, their mothers and birthing people, and entire communities is unparalleled (5). Significant investment and education is necessary to scale up investment and support to enable breastfeeding across sectors (5). We must continue to reframe messages around lactation and facilitate conversations to enhance public, scientific, health professional, and policy makers’ understanding of the value of lactation as securing food, hydration, and ultimately survival and long-term health.



Data availability statement

The original contributions presented in the study are included in the article/supplementary material, further inquiries can be directed to the corresponding author.



Author contributions

The author confirms being the sole contributor of this work and has approved it for publication.



Conflict of interest

The author declares that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.



Publisher’s note

All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.



References

 1. Tomori, C, Palmquist, AE, and Quinn, EA. Introduction In: C Tomori, AE Palmquist, and EA Quinn, editors. Breastfeeding: new anthropological approaches. New York: Routledge (2018). 1–28.

 2. Tomori, C, and Palmquist, AEL. Racial capitalism and the US formula shortage: a policy analysis of the formula industry as a neocolonial system. Front Sociol. (2022) 7:961200. doi: 10.3389/fsoc.2022.961200

 3. Castaneda Aguilar, RA, Dewina, R, Diaz-Bonilla, C, Edochie, IN, Fujs, TH, Jolliffe, D , et al. Update to the poverty and inequality platform (PIP). Washington, DC: World Bank. (2022).

 4. Tomori, C, Hernández-Cordero, S, Busath, N, Menon, P, and Pérez-Escamilla, R. What works to protect, promote and support breastfeeding on a large scale: a review of reviews. Matern Child Nutr. (2022) 18:e13344. doi: 10.1111/mcn.13344

 5. Pérez-Escamilla, R, Tomori, C, Hernández-Cordero, S, Baker, P, Barros, AJ, Begin, F , et al. Breastfeeding: crucially important, but increasingly challenged in a market-driven world. Lancet. (2023) 401:472–85. doi: 10.1016/S0140-6736(22)01932-8

 6. Rollins, N, Piwoz, E, Baker, P, Kingston, G, Mabaso, KM, McCoy, D , et al. Marketing of commercial milk formula: a system to capture parents, communities, science, and policy. Lancet. (2023) 401:486–502. doi: 10.1016/S0140-6736(22)01931-6 

 7. Victora, CG, Bahl, R, Barros, AJ, França, GV, Horton, S, Krasevec, J , et al. Breastfeeding in the 21st century: epidemiology, mechanisms, and lifelong effect. Lancet. (2016) 387:475–90. doi: 10.1016/S0140-6736(15)01024-7 

 8. Rollins, NC, Bhandari, N, Hajeebhoy, N, Horton, S, Lutter, CK, Martines, JC , et al. Why invest, and what it will take to improve breastfeeding practices? Lancet. (2016) 387:491–504. doi: 10.1016/S0140-6736(15)01044-2 

 9. Diffenbaugh, NS, and Burke, M. Global warming has increased global economic inequality. Proc Natl Acad Sci U S A. (2019) 116:9808–13. doi: 10.1073/pnas.1816020116 

 10. Lakner, C, Mahler, DG, Negre, M, and Prydz, EB. How much does reducing inequality matter for global poverty? J Econ Inequal. (2022) 20:559–85. doi: 10.1007/s10888-021-09510-w

 11. Myers, S, Fanzo, J, Wiebe, K, Huybers, P, and Smith, M. Current guidance underestimates risk of global environmental change to food security. BMJ. (2022):378. doi: 10.1136/bmj-2022-071533

 12. Hendriks, SL, Montgomery, H, Benton, T, Badiane, O, de la Mata, GC, Fanzo, J , et al. Global environmental climate change, covid-19, and conflict threaten food security and nutrition. BMJ. (2022):378. doi: 10.1136/bmj-2022-071534

 13. Salmon, L. Food security for infants and young children: an opportunity for breastfeeding policy? Int Breastfeed J. (2015) 10:1–13. doi: 10.1186/s13006-015-0029-6

 14. Pérez-Escamilla, R. Food security and the 2015–2030 sustainable development goals: from human to planetary health: perspectives and opinions. Curr Dev Nutr. (2017) 1:e000513. doi: 10.3945/cdn.117.000513 

 15. Tomori, C, Quinn, EA, and Palmquist, AEL. Making space for lactation in the anthropology of reproduction In: S Han and C Tomori, editors. The Routledge handbook of anthropology and reproduction. New York: Routledge (2022). 527–40.

 16. Rosenberg, K, and Trevathan, WR. Human evolution and the helpless infant In: K Rosenberg and WR Trevathan, editors. Costly and cute. Santa Fe, New Mexico: SAR (2016). 1–28.

 17. Rosenberg, KR. The evolution of human infancy: why it helps to be helpless. Annu Rev Anthropol. (2021) 50:423–40. doi: 10.1146/annurev-anthro-111819-105454

 18. Palmquist, A. Cooperative lactation and the mother-infant nexus. The mother-infant nexus in anthropology. Cham, Switzerland:Springer (2020) 125–142.

 19. Tomori, C, Palmquist, AEL, and Quinn, EA. Breastfeeding: new anthropological approaches. New York: Routledge (2018).

 20. Hunt, NR. " Le Bebe en Brousse": European women, African birth spacing and colonial intervention in breast feeding in the Belgian Congo. Int J Afr Hist Stud. (1988) 21:401–32. doi: 10.2307/219448 

 21. Sasson, T. Milking the third world? Humanitarianism, capitalism, and the moral economy of the Nestlé boycott milking the third world? Am Hist Rev. (2016) 121:1196–224. doi: 10.1093/ahr/121.4.1196

 22. Valenze, D. Milk: a local and global history. New Haven, Connecticut: Yale University Press (2011).

 23. Manderson, L. Bottle feeding and ideology in colonial Malaya: the production of change. Int J Health Serv. (1982) 12:597–616. doi: 10.2190/0A5U-GCC6-V4BU-28T5 

 24. Wilhelm, L. ‘One of the Most urgent problems to solve’: malnutrition, trans-Imperial nutrition science, and Nestlé's medical pursuits in late colonial Africa. J Imp Commonw Hist. (2020) 48:914–33. doi: 10.1080/03086534.2020.1816624

 25. Wilhelm, L., Kubie, O, and McKenna, C. Nestlé’s corporate reputation and the long history of infant formula. In: The Global History of Capitalism. Oxford: University of Oxford, Oxford Centre for Global History (2019).

 26. Burnett, K, Hay, T, and Chambers, L. Settler colonialism, indigenous peoples and food: Federal Indian policies and nutrition programs in the Canadian north since 1945. J Colon Colon Hist. (2016) 17:501–10. doi: 10.1353/cch.2016.0030

 27. Van Esterik, P, and O’Connor, RA. The dance of nurture: negotiating infant feeding. Oxford, New York: Berghahn books (2017).

 28. Baker, P, Russ, K, Kang, M, Santos, TM, Neves, PAR, Smith, J , et al. Globalization, first-foods systems transformations and corporate power: a synthesis of literature and data on the market and political practices of the transnational baby food industry. Glob Health. (2021) 17:58. doi: 10.1186/s12992-021-00708-1 

 29. Russ, K, Baker, P, Byrd, M, Kang, M, Siregar, RN, Zahid, H , et al. What you don’t know about the codex can hurt you: how trade policy trumps global health governance in infant and young child nutrition. Int J Health Policy Manag. (2021) 10:983–97. doi: 10.34172/ijhpm.2021.109 

 30. Cohen, M, and Cassidy, T. Milk from Mars. The challenges of regulating lab-produced (human) milk. Food Drug Law J. (2022) 77:6–50. Available at: https://heinonline.org/HOL/P?h=hein.journals/foodlj77&i=10

 31. Newman, S, and Nahman, M. Nurture commodified? An investigation into commercial human milk supply chains. Rev Int Polit Econ. (2022) 29:1967–86. doi: 10.1080/09692290.2020.1864757

 32. Palmquist, AE, Perrin, MT, Cassar-Uhl, D, Gribble, KD, Bond, AB, and Cassidy, T. Current trends in research on human milk exchange for infant feeding. J Hum Lact. (2019) 35:453–77. doi: 10.1177/0890334419850820 

 33. Quinn, EA. Centering human milk composition as normal human biological variation. Am J Hum Biol. (2021) 33:e23564. doi: 10.1002/ajhb.23564 

 34. Van Esterik, P. Beyond the breast-bottle controversy. New Brunswick, NJ: Rutgers University Press (1989).

 35. Meek, JY, and Noble, L. And Section on Breastfeeding. Policy statement: breastfeeding and the use of human milk. Pediatrics. (2022) 150:e2022057988. doi: 10.1542/peds.2022-057988

 36. Palmquist, AEL, Tomori, C, Tumlinson, K, Fox, C, Chung, S, and Quinn, EA. Pandemic policies and breastfeeding: a cross-sectional study during the onset of COVID-19 in the United States. Front Sociol. (2022) 7:958108. doi: 10.3389/fsoc.2022.958108 

 37. Pérez-Escamilla, R. What will it take to improve breastfeeding outcomes in the United States without leaving anyone behind? Am J Public Health. (2022) 112:S766–9. doi: 10.2105/AJPH.2022.307057 

 38. Gilmore, AB, Fabbri, A, Baum, F, Bertscher, A, Bondy, K, Chang, H-J , et al. Defining and conceptualising the commercial determinants of health. Lancet. (2023) 401:1194–213. doi: 10.1016/S0140-6736(23)00013-2 

 39. Hoang, DV, Cashin, J, Gribble, K, Marinelli, K, and Mathisen, R. Misalignment of global COVID-19 breastfeeding and newborn care guidelines with World Health Organization recommendations. BMJ Nutr Prev Health. (2020) 3:339. doi: 10.1136/bmjnph-2020-000184

 40. Dall’Oglio, I, Marchetti, F, Mascolo, R, Amadio, P, Gawronski, O, Clemente, M , et al. Breastfeeding protection, promotion, and support in humanitarian emergencies: a systematic review of literature. J Hum Lact. (2020) 36:687–98. doi: 10.1177/0890334419900151

 41. Mudiyanselage, SR, Davis, D, Kurz, E, and Atchan, M. Infant and young child feeding during natural disasters: a systematic integrative literature review. Women Birth. (2022) 35:524–31. doi: 10.1016/j.wombi.2021.12.006

 42. Hirani, SAA, Richter, S, Salami, BO, and Vallianatos, H. Breastfeeding in disaster relief camps: an integrative review of literature. Adv Nurs Sci. (2019) 42:E1–E12. doi: 10.1097/ANS.0000000000000231 

 43. Romanello, M, McGushin, A, Di Napoli, C, Drummond, P, Hughes, N, Jamart, L , et al. The 2021 report of the lancet countdown on health and climate change: code red for a healthy future. Lancet. (2021) 398:1619–62. doi: 10.1016/S0140-6736(21)01787-6 

 44. Pörtner, H-O, Roberts, DC, Adams, H, Adler, C, Aldunce, P, Ali, E , et al. Climate change 2022: impacts, adaptation and vulnerability. IPCC Sixth Assessment Report (2022): 37–118.

 45. Sultana, F. Critical climate justice. Geogr J. (2022) 188:118–24. doi: 10.1111/geoj.12417

 46. Palmquist, AE. A formula for disaster: PLOS global public health, (2022). Available at: https://speakingofmedicine.plos.org/2022/05/24/a-formula-for-disaster/ (Acccessed May 24, 2022)

 47. Emergency Nutrition Network. (2017) Operational guidance on infant feeding in emergencies (OG-IFE) version 3.0. Emergency nutrition network. Available at: http://www.ennonline.net/operationalguidance-v3-2017

 48. Tomori, C. Protecting lactation in a time of climate change and accelerating emergencies. Global Alliance for Nursing and Midwifery (GANM) blogs, Baltimore: Johns Hopkins School of Nursing. (2022). Available at: https://ganm.nursing.jhu.edu/protecting-lactation-in-a-time-of-climate-change-and-accelerating-emergencies/?fbclid=IwAR2Bulc66zLZNlKh8m_XxBw6mOYL3yZ-mpX92hwzWMMIffTOZP2Fr8iZNBA

 49. Vilar-Compte, M, Hernández-Cordero, S, Ancira-Moreno, M, Burrola-Méndez, S, Ferre-Eguiluz, I, Omaña, I , et al. Breastfeeding at the workplace: a systematic review of interventions to improve workplace environments to facilitate breastfeeding among working women. Int J Equity Health. (2021) 20:110. doi: 10.1186/s12939-021-01432-3 

 50. Walters, DD, Phan, LTH, and Mathisen, R. The cost of not breastfeeding: global results from a new tool. Health Policy Plan. (2019) 34:407–17. doi: 10.1093/heapol/czz050 

 51. Lacy-Nichols, J, Jones, A, and Buse, K. Taking on commercial determinants of health at the level of actors, practices and systems. Front Public Health. 10:981039. doi: 10.3389/fpubh.2022.981039

 52. Lacy-Nichols, J, Marten, R, Crosbie, E, and Moodie, R. The public health playbook: ideas for challenging the corporate playbook. The lancet. Glob Health. (2022) 32:ckac129.092. doi: 10.1093/eurpub/ckac129.092

 53. Maani, N, Petticrew, M, and Galea, S. The commercial determinants of health. Oxford: Oxford University Press (2022).



OPS/xhtml/Nav.xhtml




Contents





		Cover



		Protecting, promoting and supporting breastfeeding in all policies: reframing the narrative



		Introduction



		Breastfeeding’s evolutionary roots and contemporary public health significance



		Historical decline in breastfeeding



		The historical role of the CMF industry in undermining breastfeeding



		Continued challenges in addressing the influence of CMF industry marketing efforts



		The urgency of integrating lactation in emergency preparedness and climate change policies









		Discussion: enacting change



		Conclusion



		Data availability statement



		Author contributions



		Conflict of interest



		Publisher’s note



		References



















OPS/images/cover.jpg
& frontiers | Frontiers in Public Health

Protecting, promoting and
supporting breastfeeding in all
policies: reframing the narrative












OPS/images/crossmark.jpg
(®) Check for updates







OPS/images/logo.jpg
& frontiers Frontiers in Public Health






