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Introduction 

 
Thank you for the opportunity to provide input to this inquiry. 
 
La Leche League (LLL) is an international non-governmental not-for-profit organisation 
whose mission is to provide breastfeeding support and information via mother-to-mother 
networks.   
 
La Leche League New Zealand (LLLNZ) has been supporting mothers and babies in 
New Zealand for over 40 years, and currently has 50 Groups and 140 trained accredited 
volunteer Leaders working in communities throughout the country.   
 
We have established connections with health professionals, consumers, government 
agencies and others in the breastfeeding and parenting communities, and are widely 
recognised as a leading provider of accurate, up-to-date and consistent information on all 
aspects of breastfeeding.    
 
The La Leche League principles of most relevance to this inquiry are: 
 

• Breast milk is the superior infant food. 
 
• For the healthy full-term baby, breast milk is the only food necessary until the 

baby shows signs of needing solids about the middle of the first year after birth. 
 

• Ideally, the breastfeeding relationship will continue until the baby outgrows the 
need. 

 
• Good nutrition means eating a well-balanced and varied diet of foods in as close 

to their natural state as possible. 
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Key Points 

 
Optimal nutrition prevents obesity.   Breastfeeding is an undisputed essential element of 
optimal health and development, and confers life-long protective health effects.  
Therefore, improving breastfeeding outcomes is an essential component of any obesity 
prevention strategy.   
 
The World Health Organisation (Global Strategy for Infant and Young Child Feeding, 
2002) 1 recommends that all infants be exclusively breastfed for the first half year of life, 
followed by continued breastfeeding to two years and beyond while nutritionally safe and 
adequate complementary foods are progressively added to the diet.  
 
Research continues to document the positive relationship between breastfeeding, reduced 
obesity and reduced development of diabetes. 2,3,4,5,6,7,8,9,10,11,12,13.  
 
Artificial baby milks, premature introduction of solids, premature weaning and 
nutritionally inadequate weaning foods expose children to increased risks of obesity (and 
numerous other ill-health outcomes). 
 
The mechanisms by which breastfeeding protects against obesity are not yet fully 
understood, but are thought to be multiple.  Further research is warranted.  Mechanisms 
are thought to include protective components in breast milk which influence the 
development of insulin receptors in the brain, changes in milk composition during 
feeding, and self-regulation of intake by breastfed babies.14,15,16,17  
  
Breastfeeding rates in New Zealand remain significantly lower than the government’s 
published goals (Ministry of Health Breastfeeding: A Guide to Action 2002 18), which 
themselves are very modest when compared with the WHO recommendations for optimal 
feeding.  There is significant room for improvement in both exclusive breastfeeding rates 
and duration of breastfeeding.18,19,20. 
 
Existing Ministry of Health plans to improve breastfeeding outcomes (Breastfeeding: A 
Guide to Action 2002 and Healthy Eating Healthy Action 2004 21) have been ineffective 
largely because they have not been actioned.  The Ministry has not been held accountable 
for achievement of the plans.  
 
Large numbers of New Zealand mothers breastfeed less or for a shorter duration than 
they intend, to the detriment of their and their children’s health.  There are numerous 
obstacles to both individual mothers and society as a whole achieving their breastfeeding 
goals.   
 
To enable breastfeeding to be established and maintained for as long as they and their 
babies mutually desire, mothers require timely and appropriate information and support 
from their families, communities, workplaces, education providers and healthcare 
practitioners.  Significant political and societal changes, across all sectors, are required to 
ensure that this support is routinely available.  Political will and leadership are essential 
to these changes being made. 
 
New Zealand is currently lagging behind internationally accepted best practice by 
continuing to recommend exclusive breastfeeding for only ‘four to six months’ rather 
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than the six months recommended by WHO, and by lack of official acknowledgement of 
the value of breastfeeding beyond a year.   
 
Optimal infant feeding decisions can only be made in an environment free of undue 
commercial influence.  The government and Ministry of Health support voluntary self–
regulation of marketing by the food industry, including the artificial baby milk industry, 
which we believe to be ineffective and against the interests of promoting good health.  
The current voluntary and self-regulated NZIFMA Code of Practice for the Marketing of 

Infant Formula falls far short of the minimum recommended standards and product 
coverage set by the International Code of Marketing of Breast Milk Substitutes.22 
 
Governments which successfully protect and encourage breastfeeding have social policy 
and legislation that embraces the following four key international documents:  

• WHO/UNICEF Global Strategy for Infant and Young Child Feeding, 2002 1 
• Innocenti Declaration, 1990, updated 2005 23,24

 

• United Nations Convention on the Rights of the Child (UNCROC), 1990 25
 

• WHO/UNICEF International Code of Marketing of Breast Milk Substitutes and 
subsequent Resolutions of the World Health Assembly 22

  

These four documents provide the key steps to addressing New Zealand’s sub-optimal 
breastfeeding rates.  
 

A comprehensive set of policy and legislative changes to materially protect and support 
breastfeeding and to restrict marketing of artificial milk would result in increased 
duration of breastfeeding and decreased incidence of obesity and diabetes.    
 
Stop Press:  
The new WHO Child Growth Standards (to be launched 27 April) set the benchmark for 
healthy growth of all children in the world from birth to age five.  According to advance 
publicity from WHO:   

“The Standards will be an effective tool for detecting obesity.  They allow for 
earlier diagnosis of excessive weight gain.  In fact, the current obesity epidemic in 
many countries would have been detectable earlier had this new Standard been 
available 20 years ago.”   

Unlike existing growth charts, including those currently used in New Zealand, the new 
Standards are based on the breastfed infant as the normative growth model because “the 
breastfed infant is the natural standard for physiological growth”. 
www.who.int/childgrowth 
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Recommendations 

 
La Leche League New Zealand looks to the government to take action to protect and 
encourage breastfeeding by passing legislation and implementing programmes as 
outlined in the four key international documents.  These measures would make a 
significant contribution to any strategy to reduce the incidence of obesity amongst 
children and subsequently adults, and would result in considerable savings to the health 
budget for the treatment of obesity-related disease. 
 
LLLNZ recommends that: 
 

• Any obesity prevention strategy must include multiple measures to improve 
breastfeeding outcomes, and these measures must be integrated with other 
components of the strategy. 

 
• Parliament passes broad legislation to protect the rights of breastfeeding mothers 

and children - including in the workplace, early childcare and public settings - as 
already recommended by the Health Select Committee last year. 

 
• The recently announced National Breastfeeding Advisory Committee be 

adequately resourced, and be a truly multi-sectoral cross-Ministry committee 
rather than just an advisory committee to the Ministry of Health. 

 
• All sectors involved in policy and practice of breastfeeding fully implement 

actions called for in the Global Strategy for Infant and Young Child Feeding 
1 and 

the Innocenti Declaration 
23.  

 

• The Ministry of Health be held accountable for implementing its plans including 
Healthy Eating, Healthy Action 2004 21 and Breastfeeding: A Guide for Action 

2002 18  
 
• Parliament adopts into law the International Code of Marketing of Breast Milk 

Substitutes and subsequent relevant World Health Assembly Resolutions 22 in 
their entirety, so as to create an environment in which families can make infant 
feeding decisions free from excessive and detrimental commercial influence.   

 
• The government turns to WHO and UNICEF for assistance in drafting Code 

legislation and regulation - not to the industry that the Code is intended to 
regulate. 
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Further Discussion and Information 

 

 

Breastfeeding Rates in New Zealand 

 
Optimal breastfeeding has been identified by the WHO Expert Committee on Infant 
Feeding as:  
 

“Exclusive breastfeeding for the first six months of life (ie nothing but mother’s own 

milk and prescribed medicine), followed by the gradual introduction of safe 

complementary foods, with continued breastfeeding to two years or beyond.”  
 
Collection and analysis of breastfeeding data in New Zealand is incomplete and requires 
attention.  However, according to statistics collected by Plunket between 2000 and 2005 
20 on the babies to whom it provides well-child services (approximately 90% of babies): 

• Of babies aged two to six weeks, only 51% were exclusively breastfed and 19% 
received no breast milk at all in 2005. 

• At 10 to 16 weeks of age, 38% of babies were exclusively breastfed and 29% 
received no breast milk at all in 2005. 

• At four to seven months of age, 11% of babies were exclusively breastfed and 
40% received no breast milk at all in 2005. 

• The rates of full artificial feeding (no breast milk) have been unchanged for five 
years. 

• The rates of exclusive breastfeeding have increased in all age groups, owing to a 
reduction in the proportion of babies who were partially breastfed. 

 
While the improvement in recent years in exclusive breastfeeding rates is very welcome, 
there is a very long way to go before the majority of New Zealand babies can be 
classified as optimally nourished.  The current sub-optimal breastfeeding outcomes 
translate into a significant contribution towards New Zealand’s obesity ‘epidemic’.    
  

 
National Breastfeeding Strategy 

 

LLLNZ welcomes the establishment of the long-awaited National Breastfeeding 
Advisory Committee, and supports the goal of recreating a society that supports and 
enables optimal breastfeeding.  We believe that the Committee has the potential to 
identify the multiple barriers to breastfeeding in New Zealand, and to develop the 
strategies required to remove those barriers.  In order for the Committee to be fully 
effective, we urge that: 
 

• It becomes a truly multi-sectoral committee as envisaged by the Innocenti 
Declaration.  This would mean that it would have cross-Ministry accountability 
and influence, rather than being an advisory committee to the Ministry of Health.  

 
• It be resourced adequately, in fact generously, so that it has the ability to both 

formulate strategies and to ensure that they are implemented. 
 
Those working directly in the breastfeeding field urgently need the co-ordination and 
support that a well-resourced National Breastfeeding Committee can provide.  
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Breastfeeding advocates and supporters are currently working largely in isolation, with 
few resources and are heavily dependent upon the volunteer sector.  It is essential for the 
protection of future health and wellbeing that awareness of the critical role of 
breastfeeding be raised amongst all who work in fields which impact upon - or are 
impacted upon by - breastfeeding outcomes, even if peripherally.  
 
Current practices reflect collective myths that breastfeeding is an option rather than a 
primary health necessity, and that breastfeeding success or otherwise is solely in the 
hands of individual mothers.  This is analogous to the similarly erroneous argument that 
parents are solely responsible for obesity in their children, and ignores the multiple 
environmental factors that work against families being able to make and implement 
optimal nutrition decisions. 
 
 
International Standards  

 

The four international documents referred to in this submission are interconnected.  
Adherence to all of them is essential if New Zealand babies and children (and 
subsequently adults) are to have their rights to health supported and protected. 
 
The United Nations Convention on the Rights of the Child  25 to which New Zealand 
has made a commitment “recognises the right of the child to the enjoyment of the highest 
attainable standard of health” (Article 24).  Breastfeeding and freedom from 
malnourishment and obesity are essential components of the child's right to health. 
 
The WHO/UNICEF Global Strategy for Infant and Young Child Feeding 1 is based on 
sound evidence of the significance of nutrition in the early months and years of life, and 
the crucial role that appropriate feeding practices play in achieving optimal health 
outcomes.   
 
The Innocenti Declaration 23 was originally adopted in 1990 and set out four operational 
targets for governments: establishing a national breastfeeding committee and coordinator; 
implementing the Baby Friendly Hospital Initiative (BFHI) in all maternity facilities; 
implementing the International Code of Marketing of Breast Milk Substitutes; and 
protecting the breastfeeding rights of working women.  These were enhanced by the 
addition of a further five specific targets in 2005.  New Zealand has made significant 
progress towards meeting the BFHI targets, but only minor progress towards meeting 
other goals.  There is clearly a lack of political will to take the necessary legislative and 
regulatory steps, and to commit the required resources, to enable all of the goals to be 
met. 
 
The WHO/UNICEF International Code of Marketing of Breast Milk Substitutes 22 sets 
out minimum requirements for regulating the marketing of artificial baby milks and 
related products such as bottles and teats, and other breast milk substitutes such as early 
weaning foods.  Although the NZ government adopted the International Code in 1983, it 
has not implemented it and the Ministry of Health remains insistent that a voluntary 
approach to regulation is preferable.  We disagree:  it is our belief that a voluntary 
approach is very unlikely ever to result in compliance with the principles and aims of the 
International Code; that the industry will continue to endeavour to give the impression of 
adhering to the Code while seeking to undermine it with sophisticated marketing; that 
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monitoring will remain problematic; and that the Ministry of Health is compromised by 
its relationship with the artificial baby milk industry.   
 
The International Code specifies that governments should turn to WHO and UNICEF for 
assistance in drafting legislation and regulation – rather than to the industry that the Code 
is intended to regulate – and that monitoring is to be carried out in a transparent 
independent manner, free from commercial influence, as required by WHA Resolution 49, 

15.   These safeguards are not happening in New Zealand at the moment. 
 
The current voluntary and self-regulated NZIFMA Code of Practice for the Marketing of 

Infant Formula falls far short of the minimum recommended standards and product 
coverage set by the International Code.  Although there is no overt advertising of 
artificial milks for babies under six months, heavy marketing of ‘follow-on’ and ‘toddler’ 
milks mean that parents are influenced to regard artificial milk as adequate replacements 
for, or even superior to, breast milk beyond six months.  Marketing of formula for infants 
under six months includes labelling which is almost indistinguishable from the products 
for older babies and adjacent placement on supermarket shelves.  Further, commercially 
prepared baby foods are heavily promoted for babies from four months of age, resulting 
in babies being fed too much solid food too early and continued breastfeeding being 
compromised. 
 
It is our observation that the promotion of the timely introduction of complementary 
(solid) foods is severely compromised in New Zealand including by some Well-Child 
providers. There are conflicts of interest in this sector resulting from sponsorship of 
providers by the baby food industry, specifically the relationship between Plunket and 
Watties and the distribution of Bounty Packs, which contain free samples of prepared 
baby foods, via maternity providers.  
 
The end of direct-to-consumer advertising by the baby food industry is a much-needed 
step in the fight against obesity, both because this advertising leads to families making 
sub-optimal nutrition choices and because it encourages a ‘prepared foods mentality’.  
This serves the profit interests of the food industry, but is at the expense of families’ 
physical and financial health. 
 
 
2005 Findings of the Health Select Committee 

 

LLLNZ concurs with the 2005 findings of the Health Select Committee resulting from its 
consideration of the petition to protect breastfeeding rights.26 The Committee identified a 
number of barriers to achieving breastfeeding targets; expressed concern that the current 
voluntary self-regulation of the infant formula industry in New Zealand was not sufficient 
to ensure compliance with the International Code; urged that the National Breastfeeding 
Committee be established as a matter of urgency; and recommended that the government 
explore legislative options for protecting breastfeeding. 
 
Our concerns about International Code compliance and the National Breastfeeding 
Committee are expressed above.  We are also concerned that exploration of legislative 
options for protecting breastfeeding appears to have stalled, and urge that this process be 
reactivated. 
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