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Abstract

:

Breastfeeding to 12 months and beyond offers considerable health benefits to both infants and mothers. Despite these recognized benefits, relatively few women in high income countries breastfeed for 12 months, and rarely breastfeed to 24 months. The aim of this study was to identify the prevalence and determinants of continued breastfeeding to 12 and 24 months amongst a cohort of Australian women participating in the Adelaide-based Study of Mothers’ and Infants’ Life Events affecting oral health (SMILE). Duration of breastfeeding was known for 1450 participants and was derived from feeding related data collected at birth, 3, 6, 12 and 24 months. Multivariable logistic regression analysis was used to investigate the relationship between explanatory variables and continued breastfeeding to 12 and 24 months. In total, 31.8% of women breastfed to 12 months and 7.5% to 24 months. Women who were multiparous, university educated, had not returned to work by 12 months and whose partners preferred breastfeeding over bottle feeding were more likely to be breastfeeding at 12 months. While women who had introduced complementary foods before 17 weeks and formula at any age were less likely to be breastfeeding at 12 months. Mothers who were born in Asian countries other than India and China, had not returned to work by 12 months and had not introduced formula were more likely to be breastfeeding at 24 months. The majority of the determinants of continued breastfeeding are either modifiable or could be used to identify women who would benefit from additional breastfeeding support and encouragement.
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1. Introduction


The World Health Organization recommends that infants be exclusively breastfed for the first six months of life, after which time nutritionally adequate complementary foods should be introduced and breastfeeding continued to at least 2 years of age [1]. The importance of breastfeeding for the growth and health of infants in the first year of life is well-established and there is convincing evidence that breastfeeding beyond 12 months has a positive influence on a child’s health and development [2,3]. In addition to being a source of nutrients, breast milk includes a host of bioactive components that guide the development of an infant’s immune system [4]. Research has shown that these immunological factors are maintained to two years [5] and protection against mortality and morbidity from infectious diseases extends well into the second year of life [3]. Women who breastfeed for 12 months and beyond have been found to be more in tune with their infant’s satiety and hunger cues, enabling the establishment of better eating patterns and likely reducing the risk of obesity [6,7]. A clear inverse dose response relationship between breastfeeding duration and risk of obesity has been established [8] and in a recent study, an Australian cohort of children breastfed for 52 weeks had half the risk of being overweight or obese at 24−36 months compared with those never breastfed or breastfed for less than 17 weeks [9].



Research has shown that breastfeeding can also benefit the mother by reducing the risk of breast cancer [10], ovarian cancer [11], type 2 diabetes mellitus [12], hypertension [13], metabolic syndrome [14], cardiovascular disease [15,16] and possibly osteoporosis [17]. In all of these studies, an inverse association between each outcome was seen with longer duration per child and/or cumulative (lifetime) duration of breastfeeding.



While the World Health Organization (WHO) recommends that women breastfeed their infants to 2 years and beyond [1], and despite the recognized benefits for infants and mothers, few Australian women contemplate breastfeeding to this age [18]. For this reason, breastfeeding recommendations issued by relevant authorities in Australia [19] and other high income countries such as the USA [20] have modified the WHO guidelines and recommend a culturally more attainable goal that women breastfeed to 12 months and beyond. Even so, relatively few women in most high income countries achieve this recommendation, where on average the prevalence is lower than 20% [3]. In Australia, the most recent data on breastfeeding practices come from the 2014–15 National Health Survey which reported that 27.5% of children aged 13−24 months were breastfed at 12 months [21].



Several terms have been used to describe breastfeeding beyond the first year of life including ‘continued’ [3], ‘sustained’ [2], ‘extended’, ‘long-term’ and ‘prolonged’ [22]. On their own, these terms are culturally subjective unless anchored with an age. Furthermore, several of these terms, the latter two in particular, may have negative connotations in high income countries, where disapproving attitudes increase, and support for breastfeeding decreases, as the age of the child increases [22,23,24]. Care therefore, needs to be taken in the use of terminology when encouraging women to continue to breastfeed beyond 12 months. For the purposes of this paper we have chosen the term ‘continued breastfeeding’ as used by Victora et al. [3] in the recent Lancet Breastfeeding Series. The aim of this study was to identify the prevalence and determinants of continued breastfeeding to 12 and 24 months amongst a cohort of Australian women.




2. Materials and Methods


The study is a secondary analysis of infant feeding data collected as part of the Study of Mothers’ and Infants’ Life Events Affecting Oral Health (SMILE), a population-based longitudinal birth cohort study [25]. SMILE was originally funded to recruit and follow a cohort of socioeconomically-diverse South Australian newborns from birth into their third year of life, and additional funding has been secured to follow the SMILE cohort until 7 years of age. The primary health outcomes of SMILE are two related conditions: early childhood dental caries and obesity/overweight.



2.1. Setting and Recruitment


Between July 2013 until August 2014 a total of 2147 women and 2181 newborns, including 34 pairs of twins, were recruited from three major maternity hospitals in Adelaide, Australia. All new mothers with sufficient competency in English to understand the description and instructions of the study were invited to participate. While there were no specific exclusions related to gestational age and birthweight, mothers with infants in the NICU were not invited to participate. Those women who indicated their intention to move out of the greater Adelaide area within a year were excluded. Efforts were made to over-recruit from those hospitals which service the more socially disadvantaged communities in Adelaide to account for an anticipated higher attrition rate.



Women were recruited, from the postnatal wards of the participating hospitals, usually within 48 h of giving birth. Those agreeing to participate in the study were invited to complete a baseline questionnaire and follow-up questionnaires at 3, 6, 12 and 24 months. Further details of the study protocol have been reported elsewhere [25].




2.2. Statistical Analysis


Of the 2147 women recruited, 2112 (98.3%) completed a baseline questionnaire. The analysis population consists of the 1450 women for whom breastfeeding duration was known, that is they were known to have stopped breastfeeding prior to, or to still be breastfeeding at, 24 months. The primary outcome variables in this analysis are continued breastfeeding at 12 and 24 months postpartum. These variables were derived from questions on infant feeding practices—including current feeding method, age of cessation of breastfeeding and age of introduction of formula, complementary foods and other beverages—collected from follow-up questionnaires (either postal or online), self-completed by women at baseline and when their child was 3, 6, 12 and 24 months of age. With regards to breastfeeding practices, no distinction was made between whether a mother was directly breastfeeding from the breast or feeding an infant expressed breast milk via a bottle. The age at which these feeding events occurred were reported in weeks and/or months. Ages reported in weeks were divided by 4.33 and rounded to calculate age in months, with 26, 52 and 104 weeks representing 6, 12 and 24 months respectively.



Explanatory variables known or suspected to be associated with maintenance of breastfeeding to 12 months or more [26] were derived from the baseline questionnaire and included: mother’s age in years (<25, 25−34 or ≥35 years); education (high school/vocational or some/completed university); country of birth (Australia/New Zealand, UK, India, China, Asia-other or Other); age of child when mother returned to work (before 12 months or not by 12 months); parity (primiparous or multiparous); pre-pregnancy body mass index (BMI) (<25, ≥25 kg/m2) based on self-reported weight and height; partner’s feeding preference (prefers breastfeeding or prefers formula /ambivalent) as perceived by the mother. The Index of Relative Socio-Economic Advantage and Disadvantage (IRSAD) was generated using household postcode and used as a measure of socioeconomic position (SEP)[27]. The IRSAD was categorized from deciles into 5 groups from most to least disadvantaged. Infant related explanatory variables included infant sex; birth weight (<2500, 2500–3999 or 4000 g); age of introduction of solids (<17, 17−25 or ≥26 weeks) and age when formula was introduced (<4 weeks, 4–7 weeks, 8−15 weeks, 16−25 weeks, ≥26 weeks or never received formula).



Simple binary logistic regression was used to investigate the relationship between explanatory variables and continued breastfeeding to 12 and 24 months (results not shown). To reduce the risk of residual confounding those variables in the simple analysis with a p-value < 0.20 were entered into a multivariable model [28]. Results are reported as adjusted odds ratios (AOR) with 95% confidence intervals (CI).



There were minimal missing data for sociodemographic variables. No attempt was made to impute missing data for these variables on the basis that a previous sensitivity analysis for other dietary outcomes investigated in this cohort, in which missing data for sociodemographic explanatory variables were imputed under the assumption that data were missing at random, revealed that distributions of variables in the imputed data sets were consistent with the complete case data [29]. However, data on age at which the mother returned to work were missing for a substantial number of cases (19.2%), and a sensitivity analysis was conducted with the multivariable analyses being repeated without this variable to determine if its exclusion changed the findings of this study.



The study was approved by the Southern Adelaide Clinical Human Research Ethics Committee (HREC/50.13, approval date: 28 Feb 2013) and the South Australian Women and Children Health Network (HREC/13/WCHN/69, approval date: 7 Aug 2013). Signed informed consent was obtained from women who were advised that their participation was voluntary and that they could withdraw at any time without prejudice.





3. Results


3.1. Subject Characteristics


The majority of women in this analysis (n = 1431) were aged 25 to 34 years (66.1%), had commenced or completed university (50.8%) and were born in Australia (71.4%) (Table 1). Mothers who provided baseline data but without data on breastfeeding status at 24 months were younger, less educated, more socially disadvantaged and more likely to have been born outside of Australia. The population was similar to the profile reported by the Pregnancy Outcome Unit for South Australia for births in 2013 with regards to country of birth, but our sample consisted of slightly fewer younger (<25 years) mothers [30] (Table S1).



Almost all women (94.9%) had initiated breastfeeding and 31.8% had breastfed to 12 months and 7.5% to 24 months (Table 2 and Figure S1).



The overall median duration of breastfeeding was 28.7 weeks and, with the exception of women born in the United Kingdom (UK) and Ireland, the median duration for women born in Australia (26.5 weeks) was significantly lower (p < 0.001) than for women born in other countries (Table 3).




3.2. Determinants of Breastfeeding to 12 Months


Women who were multiparous (AOR 1.52, 95%CI 1.08−2.15), had commenced or completed a university degree (AOR 2.28, 95%CI 1.57−3.31) and had not returned to work within 12 months of the birth of their child (AOR 1.45, 95% CI 1.04–2.02) were significantly more likely to breastfeed to 12 months and beyond compared with primiparous women, those with a high school or vocational level education and those who had returned to work, respectively (Table 4). Women whose partners preferred breastfeeding were 76% more likely to breastfeed to 12 months than those who reported that their partner preferred formula feeding, or was ambivalent about how they fed their child (AOR 1.76, 95%CI 1.22−2.56). Finally breastfeeding at 12 months was independently negatively associated with the use of formula and the very early introduction of complementary foods. Women who introduced complementary foods before 17 weeks were less likely to be breastfeeding at 12 months (AOR 0.43, 95%CI 0.23−0.80) compared women who introduced complementary foods at or after 26 weeks. The introduction of formula at any age before 12 months was strongly negatively associated with breastfeeding at 12 months. There was no independent association with maternal age or country of birth.




3.3. Determinants of Breastfeeding to 24 Months


Again the use of formula at any age up to 12 months was strongly negatively associated with the odds of breastfeeding to 24 months, and women who had not returned to work by 12 months were significantly more likely to breastfeed to 24 months than those who had returned to work (AOR 2.58, 95%CI 1.56−4.31). While mother’s country of birth was not independently associated with breastfeeding to 12 months, women born in Asian countries other than India and China (AOR 2.88, 95%CI 1.35−6.11) had significantly greater odds of breastfeeding to 24 months compared with Australian women.




3.4. Sensitivity Analysis


The exclusion of the explanatory variable ‘age of infant when mother returned to work’ from the breastfeeding at 12 months model resulted in maternal age being a significant independent predictor of breastfeeding, with younger mothers (<25 years) being less likely to breastfeed to 12 months compared to older mothers (≥35 years); all other variables remained significant (Supplementary Table S2). However, the exclusion of this variable from the breastfeeding at 24 months model had no effect on the results with age of introduction of formula and maternal country of birth remaining as significant predictors of breastfeeding to 24 months.





4. Discussion


This research provides insight into the prevalence of continued breastfeeding to 12 and 24 months amongst a contemporary cohort of South Australian mothers. In this study, just under one third of women continued breastfeeding to 12 months or beyond which is similar to that reported for the USA (30.7%) [31] and Norway (36%) [32]. When compared to earlier Australian studies, including a secondary analysis of the 2010 Australian National Infant Feeding Survey (31.2%) [33], the 2014–15 National Health Survey (27.5%) [21] and the 2004 national Longitudinal Study of Australian Children (LSAC) (30%) [34], the proportion of infants breastfed to 12 months has remained relatively unchanged over the last decade or so. Hence, the majority of Australian infants and their mothers are continuing to be deprived of the considerable benefits of continued breastfeeding.



Compared to low income countries where more than 60% of children are breastfed for 20 to 23 months [3], breastfeeding to 2 years is rare in Australia and other high income countries. In this study, only 7.5% of mothers were still breastfeeding at 2 years which was similar to the 5.6% of women reported to breastfeed beyond 24 months in a large Canadian study [35]. Data from the 2011 UK Diet and Nutrition Survey of Infants and Young Children suggests that the prevalence would be even lower in the UK as only 8% of children aged 12 to18 months were still being breastfed [36]. Slightly higher prevalence rates have been reported for a study of women in northern Italy (12%) [37] and a study of WIC participants in California (11%) [38].



This study identified a significant association between continued breastfeeding and a number of sociodemographic factors, although not all factors were associated with continued breastfeeding to both 12 and 24 months. Consistent with other studies of women from high income countries [26], level of maternal education was strongly associated with continued breastfeeding and compared to women with a high school or vocational education, those with at least some university education were more than twice as likely to breastfeed to 12 months. Secondary analysis of the 2010 NIFS data found also that university educated women were more likely to breastfeed to 12 months than less educated women [33], and this association between continued breastfeeding to 12 months and higher level of education has been reported in the Australian Longitudinal Study on Women’s Health (ALSWH) [39] as well as US [40] and Italian [37] studies.



Parity was independently associated with continued breastfeeding, with the odds of breastfeeding to 12 months being 52% higher for multiparous women compared to first time mothers. Parity has not been consistently associated with continued breastfeeding [26] however, in Australia where at least nine out of every 10 women initiate breastfeeding [41], multiparity may serve as a proxy measure of prior breastfeeding experience which has been associated with continued breastfeeding [26]. For example, a longitudinal analysis of the ALSWH revealed that Australian women were much more likely to breastfeed their second child for 6 months or more if they had breastfed their first child for at least 6 months [39]. This finding is important as it highlights the importance of helping first time mothers to successfully establish breastfeeding and achieve their intended duration goals so that subsequent infants can benefit from this experience. It also highlights the importance of identifying multiparous women who have had an unsuccessful breastfeeding experience with their first infant and providing them with additional support to increase the duration of breastfeeding for the latest and subsequent children [39].



While foreign born mothers have been shown to be more likely to breastfeed to 12 months than US-born mothers [38] and Swedish-born mothers [42], the association between country of birth and continued breastfeeding has been rarely investigated in Australian studies. The median duration of breastfeeding in this study was significantly lower amongst Australian and UK-born women than women born in India, China and other Asian countries. While maternal country of birth was not associated with continued breastfeeding to 12 months, women born in Asian countries other than India and China were more likely to breastfeed to 24 months than Australian women. Women in this latter group were predominantly from South East Asian countries such as the Philippines, Thailand, and Vietnam which are known for their high rates of continued breastfeeding [3]. There is evidence that migrant mothers become acculturated and adopt the breastfeeding practices of their host country [43,44] and therefore, women from countries with a tradition of continued breastfeeding should be encouraged and supported to maintain their cultural practices in Australia.



Compared to women who entered pregnancy with a healthy BMI, those with a high pre-pregnancy BMI were roughly half as likely to continue breastfeeding to 12 months. Excess body weight has been consistently associated with a lower odds of initiating breastfeeding and a shorter duration of exclusive and any breastfeeding [45,46]. Women with obesity are more likely to deliver by caesarean section [47] and therefore are more likely to miss out on the opportunity to practice early skin-to-skin feeding [48], which in turn has been shown to be more closely associated with exclusive breastfeeding among mothers with obesity than other mothers [48]. Physical barriers such as larger breasts, bigger areolas and additional body tissue can make positioning and attachment difficult [49], while having overweight and obesity have been associated with delayed onset of lactation [46]. Embarrassment and discomfort with breastfeeding is heightened in women with overweight and obesity, even in the hospital setting where women may be in a shared room or open ward with a constant stream of familiar and unfamiliar visitors [49]. Women with overweight and obesity require additional support and guidance in hospital to overcome the physical barriers associated with larger breasts, and strategies and support from partners and family members to tackle the perceived stigma associated with obesity and breastfeeding in public [49].



The importance of partner support for breastfeeding was demonstrated in this study, with women whose partners preferred breastfeeding being 76% more likely to breastfeed to 12 months than those whose partners either preferred formula feeding or were ambivalent about the feeding method. Partner approval and support of breastfeeding has been consistently shown to be a key determinant of breastfeeding success including the decision to breastfeed and to continue breastfeeding [50,51]. Partner support is likely to be even more important in the case of continued breastfeeding to 12 months and beyond, as societal acceptance, particularly amongst men, of continued breastfeeding and breastfeeding in public decreases as the age of the breastfed child increases [23,24].



Continued breastfeeding was negatively associated with maternal employment, with those who had not returned to work by the time their child was 12 months old being significantly more likely to be breastfeeding at 12 and 24 months. Maternal employment has not consistently been associated with continued breastfeeding to 12 months, with a recent review reporting that most studies that assessed maternal work failed to find an association [26]. However, a study of WIC participants in California reported that women who returned to work within 3 months of delivery were significantly less likely to breastfeed to either 12 or 24 months postpartum compared to women who returned to work after their infant was 7 months or older [38]. Similarly, participation in childcare, which can be taken as a proxy indicator of maternal employment, has been shown to be associated with a reduced likelihood of continued breastfeeding to 12 months in a US [40] and Norwegian [52] study.



Even when available, not all women will be eligible for maternity leave, or for financial reasons able to take maternity leave. Therefore the level and type of support provided within their place of employment on return to work may influence their decision to breastfeed and duration of breastfeeding [53,54]. Employers should be encouraged, or even required, to offer supportive work arrangements to enable a woman to continue breastfeeding after she returns to work. This includes at the very least flexible scheduling and sufficient time to express milk and a designated lactation space other than a bathroom (toilet). Interestingly, a US study revealed that women working within the service and production/transportation industries—those who for financial reasons are most likely to return to work when their child is only months old—received a lower level of workplace support than women within the professional/ management industry [53].



In-hospital formula supplementation has been consistently shown to reduce the likelihood of a woman being able to attain exclusive breastfeeding by hospital discharge [55] and to have a detrimental effect on overall-duration of breastfeeding [56,57,58]. This study demonstrates however that the detrimental effect of formula is not just contained to the in-hospital use of formula but that the introduction of formula at any age has a negative effect on overall duration. Even the introduction of formula after the age of 6 months, by which time breastfeeding has been successfully established, was independently negatively associated with continued breastfeeding to 12 and 24 months. The reasons for giving formula will vary according to the age of the child, with perceived insufficient milk supply and poor latch being reasons for in-hospital use of formula [57], whereas mothers who first give formula after 6 months may do so for employment-related reasons or the perception that their infant was hungry [59]. Whatever the reason, women should be supported to overcome problems and circumstances which result in the introduction of formula in order to extend the duration of breastfeeding.



A limitation of this secondary analysis is that the primary purpose of the SMILE study was not to investigate continued breastfeeding practices. Therefore, we were unable to investigate important determinants such as a mother’s breastfeeding intentions and attitudes towards continued breastfeeding, her knowledge of recommendations related to breastfeeding duration and events which may have impacted on her ability to continue to breastfeed to 12 months and beyond. Exploration of these factors is warranted in future studies specifically designed to investigate continued breastfeeding practices amongst Australian women. A further limitation is that breastfeeding practices were self-reported and may therefore have been susceptible to social desirability bias and misreporting, although as the primary focus of this study was oral health this bias may not be as much of an issue compared to a study which focused on infant feeding practices. The findings with regards to country of birth may not be generalizable as recruitment was limited to those women who were sufficiently competent in English to complete the surveys, although the ethnic profile of the analysis population was similar to that of women who gave birth in South Australia in 2013 [30]. According to the most recent population census data for 2016, 36% of Australian women aged 20–40 years have completed a university degree [60], indicating that the study population was more highly educated than the general population. However, the census data does not account for women in this age group who may be currently studying at a university or who had dropped out of university. Despite the sociodemographic difference between participants and non-participants, a strength of the study was the intentional oversampling of participants from socially disadvantaged areas [25] which resulted in a socio-economically diverse analysis population which was relatively representative of the population from which it was drawn [30].




5. Conclusions


This study found that just under one-third of Australian women breastfed to 12 months as recommended in the Australian Infant Feeding Guidelines and fewer than 1 in 10 breastfed to 24 months as recommended by the World Health Organization. While there are benefits to be gained from breastfeeding of any duration, the majority of Australian infants and their mothers are missing out on the additional benefits of continued breastfeeding. The majority of factors associated with the practice of continued breastfeeding are potentially modifiable and could be used to identify those women who might benefit from additional breastfeeding support from health professionals in the hospital, their family and partners at home, and from employers in the workplace.








Supplementary Materials


The following are available online at https://www.mdpi.com/1660-4601/16/20/3980/s1, Figure S1: Proportion of children breastfed to each month of age, Table S1: Comparison of characteristics of participants and non-participants and South Australian (SA) pregnancy outcome data for 2013, Table S2: Sensitivity analysis: Factors independently associated with breastfeeding at 12 months and 24 months postpartum with age of return to work removed.





Author Contributions


Conceptualization of the SMILE cohort study, L.D., J.S. and D.H.; methodology, J.S.; formal analysis, E.A., J.S.; data curation, G.D., D.H.; writing—original draft preparation, J.S., E.A.; writing—review and editing, L.D., D.H., G.D.; funding acquisition, L.D., J.S., D.H.




Funding


This research was funded by a National Health and Medical Research Council Project Grant (P:1046219).




Acknowledgments


The contributions of hospitals and study participants are gratefully acknowledged.




Conflicts of Interest


The authors declare no conflict of interest. The funders had no role in the design of the study; in the collection, analyses, or interpretation of data; in the writing of the manuscript, or in the decision to publish the results.




Abbreviations


The following abbreviations are used in this manuscript





	AOR
	Adjusted odds ratio



	BF
	Breastfeeding



	BMI
	Body mass index



	CI
	Confidence interval



	IRSAD
	Index of Relative Socio-Economic Advantage and Disadvantage



	SA
	South Australia



	SEP
	Socio-economic position



	SMILE
	Study of Mothers’ and Infants’ Life Events affecting oral health



	UK
	United Kingdom



	US
	United States



	WIC
	Special Supplemental Nutrition Program for Women, Infants, and Children







References


	



World Health Organization/UNICEF. Global Strategy for Infant and Young Child Feeding; World Health Organization: Geneva, Switzerland, 2003. [Google Scholar]

	



Mortensen, K.; Tawia, S. Sustained breastfeeding. Breastfeed. Rev. 2013, 21, 22–34. [Google Scholar] [PubMed]

	



Victora, C.G.; Bahl, R.; Barros, A.J.D.; França, G.V.A.; Horton, S.; Krasevec, J.; Murch, S.; Sankar, M.J.; Walker, N.; Rollins, N.C. Breastfeeding in the 21st century: Epidemiology, mechanisms, and lifelong effect. Lancet 2016, 387, 475–490. [Google Scholar] [CrossRef]

	



Andreas, N.J.; Kampmann, B.; Le-Doare, K.M. Human breast milk: A review on its composition and bioactivity. Early Hum. Dev. 2015, 91, 629–635. [Google Scholar] [CrossRef] [PubMed]

	



Goldman, A.S.; Goldblum, R.M.; Garza, C. Immunologic components in human milk during the second year of lactation. Acta Paediatr. Scand. 1983, 72, 461–462. [Google Scholar] [CrossRef]

	



Fisher, J.O.; Birch, L.L.; Smiciklas-Wright, H.; Picciano, M.F. Breast-feeding through the first year predicts maternal control in feeding and subsequent toddler energy intakes. J. Am. Diet. Assoc. 2000, 100, 641–646. [Google Scholar] [CrossRef]

	



Taveras, E.M.; Scanlon, K.S.; Birch, L.; Rifas-Shiman, S.L.; Rich-Edwards, J.W.; Gillman, M.W. Association of breastfeeding with maternal control of infant feeding at age 1 year. Pediatrics 2004, 114, e577–e583. [Google Scholar] [CrossRef]

	



Yan, J.; Liu, L.; Zhu, Y.; Huang, G.; Wang, P.P. The association between breastfeeding and childhood obesity: A meta-analysis. BMC Public Health 2014, 14, 1267. [Google Scholar] [CrossRef]

	



Bell, S.; Yew, S.; Devenish, G.; Ha, D.; Do, L.; Scott, J. Duration of breastfeeding, but not timing of solid food, reduces the risk of overweight and obesity in children aged 24 to 36 months: Findings from an Australian cohort study. Int. J. Environ. Res. Public Health 2018, 15, 599. [Google Scholar] [CrossRef]

	



Zhou, Y.; Chen, J.; Li, Q.; Huang, W.; Lan, H.; Jiang, H. Association between breastfeeding and breast cancer risk: Evidence from a meta-analysis. Breastfeed. Med. 2015, 10, 175–182. [Google Scholar] [CrossRef]

	



Li, D.-P.; Du, C.; Zhang, Z.-M.; Li, G.-X.; Yu, Z.-F.; Wang, X.; Li, P.-F.; Cheng, C.; Liu, Y.-P.; Zhao, Y.-S. Breastfeeding and Ovarian Cancer Risk: A Systematic Review and Meta-analysis of 40 Epidemiological Studies. Asian Pac. J. Cancer Prev. 2014, 15, 4829–4837. [Google Scholar] [CrossRef]

	



Aune, D.; Norat, T.; Romundstad, P.; Vatten, L.J. Breastfeeding and the maternal risk of type 2 diabetes: A systematic review and dose-response meta-analysis of cohort studies. Nutr. Metab. Cardiovasc. Dis. 2014, 24, 107–115. [Google Scholar] [CrossRef] [PubMed]

	



Bonifacino, E.; Schwartz, E.B.; Jun, H.; Wessel, C.B.; Corbelli, J.A. Effect of Lactation on Maternal Hypertension: A Systematic Review. Breastfeed. Med. 2018, 13, 578–588. [Google Scholar] [CrossRef] [PubMed]

	



Gunderson, E.P.; Jacobs, D.R., Jr.; Chiang, V.; Lewis, C.E.; Feng, J.; Quesenberry, C.P., Jr.; Sidney, S. Duration of lactation and incidence of the metabolic syndrome in women of reproductive age according to gestational diabetes mellitus status: A 20-Year prospective study in CARDIA (Coronary Artery Risk Development in Young Adults). Diabetes 2010, 59, 495–504. [Google Scholar] [CrossRef] [PubMed]

	



Peters, S.A.E.; Yang, L.; Guo, Y.; Chen, Y.; Bian, Z.; Du, J.; Yang, J.; Li, S.; Li, L.; Woodward, M.; et al. Breastfeeding and the Risk of Maternal Cardiovascular Disease: A Prospective Study of 300,000 Chinese Women. J. Am. Heart Assoc. 2017, 6, e006081. [Google Scholar] [CrossRef] [PubMed]

	



Nguyen, B.; Gale, J.; Nassar, N.; Bauman, A.; Joshy, G.; Ding, D. Breastfeeding and Cardiovascular Disease Hospitalization and Mortality in Parous Women: Evidence From a Large Australian Cohort Study. J. Am. Heart Assoc. 2019, 8, e011056. [Google Scholar] [CrossRef]

	



Duan, X.; Wang, J.; Jiang, X. A meta-analysis of breastfeeding and osteoporotic fracture risk in the females. Osteoporos. Int. 2017, 28, 495–503. [Google Scholar] [CrossRef]

	



Gribble, K.D. Long-term breastfeeding; changing attitudes and overcoming challenges. Breastfeed. Rev. 2008, 16, 5–15. [Google Scholar]

	



National Health and Medical Research Council. Infant Feeding Guidelines; National Health and Medical Research Council: Canberra, Australia, 2012.

	



American Academy of Pediatrics. Breastfeeding and the Use of Human Milk. Policy Statement. Pediatrics 2012, 129, e827–e841. [Google Scholar] [CrossRef]

	



Australian Bureau of Statistics. 4364.0.55.002—Health Service Usage and Health Related Actions, Australia, 2014–2015: Breastfeeding. Available online: https://www.abs.gov.au/ausstats/abs@.nsf/Lookup/by%20Subject/4364.0.55.002~2014-15~Main%20Features~Breastfeeding~10000 (accessed on 14 October 2019).

	



Cockerham-Colas, L.; Geer, L.; Benker, K.; Joseph, M.A. Exploring and influencing the knowledge and attitudes of health professionals towards extended breastfeeding. Breastfeed. Med. 2012, 7, 143–150. [Google Scholar] [CrossRef]

	



Scott, J.; Binns, C.; Arnold, R. Attitudes towards breast-feeding in Perth, Australia:Qualitative analysis. J. Nutr. Educ. 1997, 29, 244–249. [Google Scholar] [CrossRef]

	



Roche, A.T.; Owen, K.B.; Fung, T.T. Opinions Toward Breastfeeding in Public and Appropriate Duration. Infant Child Adolesc. Nutr. 2015, 7, 44–53. [Google Scholar] [CrossRef]

	



Do, L.; Scott, J.; Thomson, W.; Stamm, J.; Rugg-Gunn, A.; Levy, S.; Wong, C.; Devenish, G.; Ha, D.; Spencer, A. Common risk factor approach to address socioeconomic inequality in the oral health of preschool children—A prospective cohort study. BMC Public Health 2014, 14, 429. [Google Scholar] [CrossRef] [PubMed]

	



Santana, G.S.; Giugliani, E.R.J.; Vieira, T.O.; Vieira, G.O. Factors associated with breastfeeding maintenance for 12 months or more: A systematic review. J. Pediatr. 2018, 94, 104–122. [Google Scholar] [CrossRef] [PubMed]

	



Australian Bureau of Statistics. Socio-Economic Indexes for Areas. Available online: http://www.abs.gov.au/websitedbs/censushome.nsf/home/seifa (accessed on 15 January 2017).

	



Maldonado, G.; Greenland, S. Simulation study of confounder-selection strategies. Am. J. Epidemiol. 1993, 138, 923–936. [Google Scholar] [CrossRef] [PubMed]

	



Ha, D.; Do, L.; Spencer, A.; Thomson, W.; Golley, R.; Rugg-Gunn, A.; Levy, S.; Scott, J. Factors Influencing Early Feeding of Foods and Drinks Containing Free Sugars—A Birth Cohort Study. Int. J. Environ. Res. Public Health 2017, 14, 1270. [Google Scholar] [CrossRef]

	



Scheil, W.; Jolly, K.; Scott, J.; Catcheside, B.; Sage, L.; Kennare, R. Pregnancy Outcome in South Australia 2013; Pregnancy Outcome Unit SA Health, Ed.; Government of South Australia: Adelaide, Australia, 2015.

	



Centres for Disease Control and Prevention. Breastfeeding Report Card: United States, 2016. Available online: https://www.cdc.gov/breastfeeding/pdf/2016breastfeedingreportcard.pdf (accessed on 23 July 2019).

	



Lande, B.; Andersen, L.F.; Veierod, M.B.; Baerug, A.; Johansson, L.; Trygg, K.U.; Bjorneboe, G.E. Breast-feeding at 12 months of age and dietary habits among breast-fed and non-breast-fed infants. Public Health Nutr. 2004, 7, 495–503. [Google Scholar] [CrossRef]

	



Scott, J.; Koh, G. Breastfeeding beyond 12 months: Who’s doing this in Australia? Ann. Nutr. Metab. 2013, 63, 653. [Google Scholar]

	



Australian Institute of Australian Studies. Growing Up in Australia: The Longitudinal Study of Australian Children: 2006-07 Annual Report; Australian Institute of Australian Studies: Melbourne, Australian, 2008.

	



Borkhoff, C.M.; Dai, D.W.H.; Jairam, J.A.; Wong, P.D.; Cox, K.A.; Maguire, J.L.; Birken, C.S.; Macarthur, C.; Parkin, P.C.; TARGet Kids! Collaboration. Breastfeeding to 12 mo and beyond: Nutrition outcomes at 3 to 5 y of age. Am. J. Clin. Nutr. 2018, 108, 354–362. [Google Scholar] [CrossRef]

	



Lennox, A.; Sommerville, J.; Ong, K.K.; Henderson, H.; Allen, R. Diet and Nutrition Survey of Infants and Young Children, 2011. Available online: http://webarchive.nationalarchives.gov.uk/20130402145952/http://transparency.dh.gov.uk/2013/03/13/dnsiyc-2011/ (accessed on 23 July 2018).

	



Carletti, C.; Pani, P.; Knowles, A.; Monasta, L.; Montico, M.; Cattaneo, A. Breastfeeding to 24 months of age in the northeast of Italy: A cohort study. Breastfeed. Med. 2011, 6, 177–182. [Google Scholar] [CrossRef]

	



Langellier, B.A.; Pia Chaparro, M.; Whaley, S.E. Social and institutional factors that affect breastfeeding duration among WIC participants in Los Angeles County, California. Matern. Child Health J. 2012, 16, 1887–1895. [Google Scholar] [CrossRef]

	



Hure, A.J.; Powers, J.R.; Chojenta, C.L.; Byles, J.E.; Loxton, D. Poor adherence to national and international breastfeeding duration targets in an Australian longitudinal cohort. PLoS ONE 2013, 8, e54409. [Google Scholar] [CrossRef] [PubMed]

	



Li, R.; Darling, N.; Maurice, E.; Barker, L.; Grummer-Strawn, L. Breastfeeding rates in the United States by characteristics of the child, mother or family: The 2002 National Immunization Survey. Pediatrics 2005, 115, e31–e37. [Google Scholar] [CrossRef] [PubMed]

	



Australian Institute of Health and Welfare. 2010 Australian National Infant Feeding Survey: Indicator Results; AIHW: Canberra, Australia, 2011.

	



Wallby, T.; Hjern, A. Region of birth, income and breastfeeding in a Swedish county. Acta Paediatr. 2009, 98, 1799–1804. [Google Scholar] [CrossRef] [PubMed]

	



Choudhry, K.; Wallace, L.M. ‘Breast is not always best’: South Asian women’s experiences of infant feeding in the UK within an acculturation framework. Matern. Child Nutr. 2012, 8, 72–87. [Google Scholar] [CrossRef]

	



Castro, P.D.; Layte, R.; Kearney, J. Ethnic variation in breastfeeding and complimentary feeding in the Republic of Ireland. Nutrients 2014, 6, 1832–1849. [Google Scholar] [CrossRef]

	



Huang, Y.; Ouyang, Y.Q.; Redding, S.R. Maternal Prepregnancy Body Mass Index, Gestational Weight Gain, and Cessation of Breastfeeding: A Systematic Review and Meta-Analysis. Breastfeed. Med. 2019, 13, 13. [Google Scholar] [CrossRef]

	



Turcksin, R.; Bel, S.; Galjaard, S.; Devlieger, R. Maternal obesity and breastfeeding intention, initiation, intensity and duration: A systematic review. Matern. Child Nutr. 2014, 10, 166–183. [Google Scholar] [CrossRef]

	



Marchi, J.; Berg, M.; Dencker, A.; Olander, E.K.; Begley, C. Risks associated with obesity in pregnancy, for the mother and baby: A systematic review of reviews. Obes. Rev. 2015, 16, 621–638. [Google Scholar] [CrossRef]

	



Kair, L.R.; Nickel, N.C.; Jones, K.; Kornfeind, K.; Sipsma, H.L. Hospital breastfeeding support and exclusive breastfeeding by maternal prepregnancy body mass index. Matern. Child Nutr. 2019, 15, e12783. [Google Scholar] [CrossRef]

	



Chang, Y.S.; Glaria, A.A.; Davie, P.; Beake, S.; Bick, D. Breastfeeding experiences and support for women who are overweight or obese: A mixed methods systematic review. Matern. Child Nutr. 2019, e12865. [Google Scholar] [CrossRef]

	



Hunter, T.; Cattelona, G. Breastfeeding initiation and duration in first-time mothers: Exploring the impact of father involvement in the early post-partum period. Health Promot. Perspect. 2014, 4, 132–136. [Google Scholar] [CrossRef] [PubMed]

	



Scott, J.A.; Binns, C.W.; Oddy, W.H.; Graham, K.I. Predictors of breastfeeding duration: Evidence from a cohort study. Pediatrics 2006, 117, e646–e655. [Google Scholar] [CrossRef] [PubMed]

	



Kristiansen, A.L.; Lande, B.; Overby, N.C.; Andersen, L.F. Factors associated with exclusive breast-feeding and breast-feeding in Norway. Public Health Nutr. 2010, 13, 2087–2096. [Google Scholar] [CrossRef]

	



Snyder, K.; Hansen, K.; Brown, S.; Portratz, A.; White, K.; Dinkel, D. Workplace Breastfeeding Support Varies by Employment Type: The Service Workplace Disadvantage. Breastfeed. Med. 2017, 13, 23–27. [Google Scholar] [CrossRef] [PubMed]

	



Hawkins, S.S.; Griffiths, L.J.; Dezateux, C.; Law, C.; Millennium Cohort Study Child Health Group. The impact of maternal employment on breast-feeding duration in the UK Millennium Cohort Study. Public Health Nutr. 2007, 10, 891–896. [Google Scholar] [CrossRef] [PubMed]

	



Bentley, J.P.; Nassar, N.; Porter, M.; de Vroome, M.; Yip, E.; Ampt, A.J. Formula supplementation in hospital and subsequent feeding at discharge among women who intended to exclusively breastfeed: An administrative data retrospective cohort study. Birth 2017, 44, 352–362. [Google Scholar] [CrossRef]

	



Holmes, A.V.; Auinger, P.; Howard, C.R. Combination feeding of breast milk and formula: Evidence for shorter breast-feeding duration from the National Health and Nutrition Examination Survey. J. Pediatr. 2011, 159, 186–191. [Google Scholar] [CrossRef]

	



Chantry, C.J.; Dewey, K.G.; Peerson, J.M.; Wagner, E.A.; Nommsen-Rivers, L.A. In-hospital formula use increases early breastfeeding cessation among first-time mothers intending to exclusively breastfeed. J. Pediatr. 2014, 164, 1339–1345. [Google Scholar] [CrossRef]

	



Hörnell, A.; Hofvander, Y.; Kylberg, E. Solids and formula: Association with pattern and duration of breastfeeding. Pediatrics 2001, 107, 38. [Google Scholar] [CrossRef]

	



Smith, H.A.; Hourihane, J.O.B.; Kenny, L.C.; Kiely, M.; Leahy-Warren, P.; Murray, D.M. Infant formula feeding practices in a prospective population based study. BMC Pediatr. 2016, 16, 205. [Google Scholar] [