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Exclusive breastfeeding promotion policies: whose oxygen
mask are we prioritizing?
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Provision of human milk is crucial for maternal and infant health. However, exclusive breastfeeding may exacerbate mood disorders
in women unable to achieve this goal. A nuanced approach that considers all aspects of maternal and infant health is needed. In
this paper, we bring attention to the potentially negative consequences on maternal and infant health that may be associated with
exclusive breastfeeding in the setting of significant challenges. We discuss recent literature exploring the relationship between
breastfeeding and maternal mental health, and contextualize it with our first-hand experiences as healthcare professionals who
aimed to exclusively breastfeed and encountered difficulties. Given existing evidence and our collective anecdotal experience, we
advocate for a balanced approach when supporting parents struggling to breastfeed. Timely recommendations are offered for
healthcare providers, medical educators and hospital administrators seeking to balance maternal and infant child health
considerations while continuing to promote breastfeeding.
PRÉCIS STATEMENT: Exclusively promotion of breastfeeding impacts maternal mental health and consequently, infant health. We
advocate for balanced considerations of maternal and infant child health while promoting breastfeeding.
CLINICAL IMPLICATIONS:

● Singular promotion of exclusive breastfeeding may exacerbate adverse maternal mental health outcomes.
● A balanced consideration of maternal and infant child health is vital as breastfeeding is encouraged.
● Clinicians who provide front-line support to breastfeeding parents must be taught and expected to provide nuanced

breastfeeding support that anticipates both physical and mental health challenges.
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INTRODUCTION
“A woman comes to her postpartum visit with her obstetrician and
immediately becomes tearful. She is exhausted, overwhelmed,
anxious and depressed. She feels like a failure and feels guilty that
despite multiple efforts, she has to supplement her breastmilk
with formula as she is not producing sufficient milk for her baby.
She has tried multiple over the counter remedies; she pumps after
each feeding episode in an attempt to increase her milk supply.
She is getting limited sleep because it takes her baby 30min to
feed, then she spends another 15min getting the baby to sleep,
followed by an additional 20min pumping. She is able to sleep
one to two hours before it is time to wake up again and restart the
cycle. She has had frequent appointments with the pediatrician
because the baby wasn’t gaining adequate weight. She tries very
hard to not give formula unless absolutely needed, even though
her pediatrician has encouraged her to add formula. She has seen
several lactation consultants and occupational therapists specializ-
ing in infant feeding. She has started arguing with her husband
who feels she should simply stop breastfeeding. He believes she is
depressed, anxious, and simply not herself. She says she always
planned to breastfeed until her baby was one year of age. She also

reminds you of all the information you provided stating that
“breast is best” for babies.
Another woman welcomes her first baby filled with anticipation

for a long breastfeeding journey. She is a pediatrician and has
counseled many mothers about the benefits of breastfeeding. Her
friends and family have bought her many breastfeeding
“supplies,” such as nursing pads, nipple balms and snacks and
teas designed to increase milk supply. She has access to multiple
breast pumps. She is excited to begin. Over the course of the first
week, she experiences significant pain and difficulty latching her
baby. Her baby becomes progressively more and more jaundiced
and comes close to needing to be re-hospitalized for treatment for
the jaundice. This causes her significant stress and anxiety. She
sees the baby’s pediatrician many times and begins to see a
lactation consultant regularly. Although her milk eventually comes
in and her baby’s weight and bilirubin levels stabilize, the pain and
challenges of latching continue for months, as does her anxiety
about the baby’s weight. She has countless visits with the
pediatrician, lactation consultant and even an infant occupational
therapist. She is surrounded by a strong support system and yet
she has never felt more alone in her life. She wonders if there is
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something wrong with her, given that she has all the tools
to succeed at breastfeeding but feels like a failure daily. She
has cried more in the first months of her baby’s life than
she can ever remember crying in her life. Her baby is over three
months old before she is able to directly feed him without
pain and tears.”
The benefits of breastfeeding for birth parents and their infants

are well-documented [1]. Among lactating individuals, breastfeed-
ing is associated with reduced risk of postpartum hemorrhage [1],
maternal breast [2], ovarian [3], endometrial and thyroid cancers
[1], as well as decreased risk of cardiovascular disease, metabolic
syndrome and type 2 diabetes mellitus [4]. For infants, breastfeed-
ing is associated with decreased risk of early ear, gastrointestinal
and respiratory infections as well as lower risk of autoimmune
conditions later in childhood like inflammatory bowel disease,
asthma and diabetes mellitus [1]. Finally, there is well-documented
positive impacts on infant neurodevelopment and mother-infant
bonding [5, 6]. Perhaps most notably, breastfeeding is also
associated with reduced infant mortality [7].
However, the negative experiences and outcomes of birth

parents who do not meet their breastfeeding goals also warrant
attention and are much less studied. For instance, birth parents
who face breastfeeding challenges may be at an increased risk of
developing postpartum depression [8]. Although current recom-
mendations for counseling breastfeeding parents now reference
awareness of these risks and acknowledgement of potential
challenges [9]. Many breastfeeding birth parents continue to be
affected by mental health issues related to pain, shame, guilt and
feelings of inadequacy. As health and health research profes-
sionals with personal and professional expertize in maternal and
infant child health, we advocate for a stronger emphasis in clinical
practice and medical education on a nuanced approach to
messaging around infant feeding that prioritizes maternal mental
health as the conduit for optimal infant health. We believe both
clinical practice guidelines and medical education modules would
benefit from increased language highlighting the potential harm
that can be associated with solely promoting exclusive breast milk
provision as the foremost goal for all birth parents.

BREASTFEEDING PROMOTION POLICIES
Because of the myriad health benefits, breastfeeding is rightfully
heavily promoted by medical professionals in hospitals, birthing
centers, and obstetric and pediatric clinics. The American
Academy of Pediatrics (AAP), for example, recommends exclusive
breastfeeding for six months and continued breastfeeding as solid
foods are introduced for the first year [10]. The World Health
Organization (WHO) recommends continued breastfeeding
through the first two years of life [11]. In addition, a myriad of
local and global strategies have been developed and implemen-
ted in the last three decades to promote breastfeeding across the
world. For instance, in 1991, the WHO and UNICEF jointly launched
the Baby Friendly Hospital Initiative (BFHI) as part of a global
strategy focused on infant and child nutrition [12]. Hospitals that
have implemented these policies have indeed seen increased
rates of breastfeeding initiation and duration [12–15]. In addition,
the BFHI has been recognized as successful in facilitating the
integration of health system-based care and community-level
services [12].

UNDER-EXPLORED IMPACTS OF EXCLUSIVE BREAST MILK
MESSAGING
Undoubtedly, existing scientific evidence supports both exclusive
breastfeeding as a public health goal and the positive impact of
public health and hospital-centered initiatives on improved rates of
breastfeeding [14]. However, the scarcity of research exploring the

impact of exclusive breast milk messaging on women’s well-
being is concerning. The act of breastfeeding or pumping for
breast milk is physically taxing and can be associated with a
variety of adverse outcomes such as mastitis, pain while feeding,
soreness after feeding, painful uterine contractions, and dry and
bleeding nipples [16]. These complications are common and may
be even more likely among lactating individuals with anatomical
challenges such as flat or inverted nipples or among those who
experience latching difficulties or low milk supply [16]. These
physical challenges are exacerbated when a birth parent has little
or no social support or has limited infrastructure to support
breastfeeding goals such as limited resources for pumping when
returning to work or decreased access to trusted lactation
consultants.
The physical rigor that breastfeeding/breast milk provision

demands of postpartum parents can also be associated with
adverse maternal mental health outcomes, especially in the face
of challenges. For instance, in a study of nearly 600 women,
researchers found that mothers who perceived that they were
making poor progress on breastfeeding were more likely to have
symptoms of depression than women who perceived their
progress to be satisfactory [17]. Other studies have found similar
patterns: women who worry about breastfeeding or feel that they
have failed to breastfeed were more likely to experience
postpartum depression [18, 19]. Although the directionality of
the relationship between breastfeeding challenges and postpar-
tum depression is unclear from these studies, the association is
concerning. Additionally, many women are uninformed about the
intensity of pain experienced with breastfeeding, pain that can be
so severe as to generate feeding-related anxiety that negatively
impacts the mother-infant bonding relationship [16]. Moreover,
women are often surprised by a suboptimal breastfeeding
experience since they are uninformed about the physicality of
breastfeeding and the emotions of vulnerability that emerge as a
result [16]. We can attest, through personal and professional
experience, that these issues can compound to leave birth parents
with feelings of inadequacy, incompetency and isolation to the
great detriment of their mental and overall health. However,
research exploring strategies to decrease the risk of such adverse
processes from emerging or mitigate their impact on concrete
maternal mental health outcomes is lacking.
Equally important and similarly lacking is a better under-

standing of the incidence and drivers of infant complications that
may result from the rigid promotion of exclusive breast milk
messaging and other breastfeeding promotion strategies. For
instance, there have been several case reports of newborn infants
suffering life-threatening complications related to jaundice,
hypoglycemia, failure to thrive, and severe dehydration due to
insufficient consumption of breastmilk [20, 21]. In addition, there
has been growing alarm about reports of sudden unexpected
postnatal collapse and their potential association to strict
adherence to breastfeeding policies [22]. These associations have
crucial public health implications and thus merit rigorous
exploration that should occur alongside continued public health
and research efforts to promote breastfeeding.

IMPLICATIONS FOR PRACTICE
We propose five recommendations for moving forward in a way
that balances and advocates for both infant and maternal health
in a holistic way (Fig. 1). These recommendations for public health
messaging, medical education and research will not only improve
our understanding of birth parents who pursue breastfeeding but
may also allow us to support early feeding journeys in equitable,
partnered ways. First, there must be increased concrete emphasis
in both clinical practice and medical education modules of the
potential association between the strong recommendations for
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exclusive breastfeeding/breast milk provision and the negative
messaging that some birth parents internalize. Drawing from our
personal and professional experiences, these may include
thoughts or feelings that the birth parent is “inadequate,” “not
good enough”, “a failure” or that they “don’t love their baby
enough,” if they are unable to, or choose not to exclusively
breastfeed their infant. These feelings or thoughts must be
explored and normalized both via public health research and
clinical care. Exploring strategies to decrease existing social stigma
associated with formula supplementation or cessation of breast
milk provision [23] is a critical public health need and a first step in
beginning to address the feelings of despair, anxiety, and
depression that affected birth parents feel.
Second, more research is needed on the full impact of

promoting exclusive breastfeeding, with a deeper exploration of
potential negative impacts on lactating individuals and their
infants. Of great concern is the current gap in the literature
assessing how birth parents, when pressured to breastfeed by
personal beliefs, family, society and health care providers,
experience adverse mental health outcomes. A patient-centered
community-based approach to this research would be ideal. That
is, an approach where mothers and lactating individuals—at all
stages and experiences of breastfeeding—are part of the research
team from the beginning to provide input on conceptualization of
the research questions, designs of the studies, recruitment of
participants, and interpretation of findings [24]. Relatedly, studies
on how best to support maternal mental health during
breastfeeding struggles are also lacking and if done in a patient-
centered way, may in turn contribute to improvements in
breastfeeding exclusivity and maintenance [25].
Third, it is important to recognize that existing medical education

curriculums for clinicians who provide front-line support to
breastfeeding parents (i.e., primarily those who practice in obstetrics
and gynecology, pediatrics and family medicine) do not system-
atically teach and evaluate trainees’ knowledge about how to
address breastfeeding complications like engorgement, latching
difficulties, and pain. This educational gap must be addressed in
order to improve how well clinicians working closely with
breastfeeding parents identify and appropriately address breast-
feeding challenges and any potential adverse mental health
outcomes in a timely and evidence-based way. In addition, we
believe that trainees must be taught to utilize a broader definition of

“success” in breastfeeding/breast milk provision when counseling
birth parents. Although exclusive breastfeeding may be optimal for
many maternal-infant dyads, the associated pressure and experi-
enced challenges in the process may prove detrimental to the
combined health outcomes of other dyads. It is thus important for
health care providers to learn about and be open to the diverse
experience of birth parents and re-define success in breastfeeding in
novel ways. To do so, healthcare systems, academic institutions who
train healthcare providers and providers themselves may need to
more concretely engage in “dyad-centered care” approaches to
policies and practices that prioritize both physical and mental health
for both birth parents and infants [26].
Fourth, we recommend deeper exploration of the positive

and negative impacts of exposure to and participation in social
media on women’s breastfeeding and breast milk provision
experiences. Digital platforms are increasingly being recognized
by researchers as powerful tools for both data collection and
public health messaging [27]. While there is some early evidence
of supportive benefits to the breastfeeding experience associated
with participation in online social media-based groups [28, 29], the
potential impact of participation in such groups on maternal
mental health is underexplored. In addition, more work is needed
to explore the impact of digital media in general on internalized
and societally normalized stigma associated with infant feeding
decisions.
Finally, we believe all the above issues must be addressed or

studied through an equity lens. In the United States, it is well-
documented that structural inequities contribute to socioeco-
nomic and racial/ethnic disparities in both breastfeeding and
maternal mental health outcomes [30, 31]. Birth parents from low
income and historically racially minoritized communities thus sit at
the nexus of intersectional risk factors for both breastfeeding and
mental health challenges. As educational and research gaps are
addressed, it will therefore be critical for educators, scientists and
advocates to ensure that any improvements or progress that may
emerge from these efforts be equitably distributed. This will
require thoughtful planning to recruit diverse research partici-
pants for studies that explore novel ways to promote breastfeed-
ing in dyad-centered ways, as well as iterative evaluation of any
new quality improvement initiatives, public health programs or
healthcare policies to ensure that these narrow rather than widen
existing disparities [32].

Fig. 1 Legend. Recommendations for a dyad-centered approach to breastfeeding promotion in medicine.
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CONCLUSION
The provision of breast milk is crucial. It benefits both birth parents
and their infants in myriad long-lasting ways. However, optimizing
maternal mental health throughout the process of breastfeeding
or providing breast milk is equally important to children’s health.
This is especially true given that postpartum depression was on
the rise before the emergence of the COVID-19 global pandemic
[33]. While the full impact of the pandemic on rates of maternal
mental health remains to be seen, there is early cross-sectional
evidence of worsening rates of peripartum mood disorders
associated with COVID-19 [34]. Thus, it is particularly urgent for
healthcare systems, medical educators, and healthcare providers
to find ways to align the full physical and mental health needs of
birth parents with the maternal and infant child health benefits of
breast milk provision. We believe the concept of putting the
oxygen mask on oneself in the event of an emergency applies
directly to the crisis that many breastfeeding birth parents find
themselves in during the first few weeks of their infants’ lives. Birth
parents should be encouraged to and actively supported in
“placing the oxygen mask” on themselves first as they navigate
the extremely challenging early weeks of caring for and feeding
their babies. To do this will require all involved stakeholders—
from health care systems to educators to individual health care
providers both within and outside of health care centers—to
recognize the nuances at play in the individuals’ lives and support
breastfeeding goals while simultaneously prioritizing maternal
mental health. Only then might the provision of breast milk realize
its true potential on optimal health outcomes for both birthing
parents and babies.
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