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UNITED STATES BREASTFEEDING COMMITTEE 

 
STATEMENT ON BREASTFEEDING AS A CRITICAL STRATEGY FOR 

OBESITY PREVENTION 
 
 

The United States Breastfeeding Committee recommends breastfeeding as a primary 

prevention strategy to reduce overweight and obesity and promote the maintenance of a 

healthy weight throughout the life span. 

 

Obesity is recognized as a major and growing health concern in the United States. Due to its 

increasing prevalence and the chronic health risks associated with its diagnosis, obesity is a 

particularly challenging and complex issue to address. Multiple factors contribute to obesity and 

confound understanding of its progression, including nutritional, genetic, biological, hormonal, 

and environmental exposures. Exclusive breastfeeding is not a panacea for the obesity epidemic, 

but it is one of the most easily modifiable and cost-effective strategies available.  

 

Research has identified breastfeeding as a potentially critical strategy in reducing the risk of 

obesity in adolescence and adult life. The exclusivity, as well as the duration, of breastfeeding 

must be considered when investigating the relationship between breastfeeding and obesity. All 

major medical organizations recommend exclusive breastfeeding for the first six months, 

followed by continued breastfeeding for the first year and beyond, with the gradual introduction 

of appropriate complementary foods to the infant’s diet beginning around six months of age.1 

 

A recent systematic review of breastfeeding research conducted by the Agency for Healthcare 

Research and Quality (AHRQ)2 reports an association between being breastfed and a reduced 

risk of being overweight or obese in adolescence and adult life. Exclusive breastfeeding appears 

to have an even stronger effect than combining breastfeeding with formula feeding. The 

incidence of childhood overweight and obesity was lower among infants who were exclusively  
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breastfed for the first six months of life.3 Studies that controlled for exclusivity and duration of 

breastfeeding showed a more significant protective effect against childhood obesity.   

 

Possible explanations for the protective effect of breastfeeding against obesity include behavioral 

mechanisms such as metabolic programming, differences in macronutrient intake, and family 

environment.4 It is well documented that formula fed infants consume larger volumes and gain 

weight more rapidly than breastfed infants, with the increased weight being predominantly 

adipose tissue in formula fed infants, while breastfed infants gain proportionately more lean body 

mass. Research shows rapid weight gain during infancy is associated with childhood obesity.5  

 

A multinational study of the growth of exclusively breastfed infants conducted by the World 

Health Organization (WHO) indicates that the 50th percentile BMI for exclusively breastfed 

infants is lower at and after 6-7 months of age.6 These data indicate that both formula feeding 

and non-exclusive breastfeeding may be contributing to the obesity epidemic among American 

children. The estimated population-attributable risk of childhood obesity due to formula feeding 

is 15-20%.7 

 

Newer research has investigated the relationship between breastfeeding and the co-morbidities 

related to obesity, such as hypertension, cardiovascular disease, and diabetes. AHRQ reports a 

minimal reduction in adult blood pressure for those adults who were breastfeed as infants. 

Results from a meta-analysis of cohort and case-control studies reported a reduction in total and 

LDL cholesterol levels in adults who were breastfed.1 AHRQ also reports evidence to suggest 

breastfeeding for more than three months is associated with a reduced risk of type 1 diabetes.1 

Another meta-analysis of seven studies reported that breastfeeding was associated with a reduced 

risk of type 2 diabetes in later life.1 

 

Optimal breastfeeding, as recommended by major medical organizations, contributes to normal 

growth and improved child and adult health outcomes. Policy and research aimed to improve  
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breastfeeding exclusivity and duration rates, especially among populations at risk for obesity, are 

essential components of a comprehensive national obesity prevention strategy. 

 
 
USBC is an organization of organizations. Opinions expressed by USBC are not necessarily the 
position of all member organizations and opinions expressed by USBC representatives are not 

necessarily the position of USBC.  
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