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Abstract 

Background Breastfeeding has many health, economic and environmental benefits for both the infant and pregnant 
individual. Due to these benefits, the World Health Organization and Health Canada recommend exclusive breastfeed‑
ing for the first six months of life. The purpose of this study is to examine the prevalence of exclusive and any breast‑
feeding in Canada for at least six months, and factors associated with breastfeeding cessation prior to six months.

Methods We performed a secondary analysis of breastfeeding‑related questions asked on the cross‑sectional 
2017–2018 Canadian Community Health Survey. Our sample comprised 5,392 females aged 15–55 who had given 
birth in the five years preceding the survey. Descriptive statistics were carried out to assess the proportion of females 
exclusively breastfeeding and doing any breastfeeding for at least six months by demographic and behavioural fac‑
tors. We also assessed, by baby’s age, trends in the introduction of solids and liquids, breastfeeding cessation and the 
reasons females stopped breastfeeding. Multivariate log binominal regression was used to examine the association 
between breastfeeding at six months and selected maternal characteristics hypothesized a priori to be associated 
with breastfeeding behaviour.

Results Overall, for at least six months, 35.6% (95% confidence interval (CI): 33.3%‑37.8%) of females breastfed exclu‑
sively and 62.2% (95% CI: 60.0%‑64.4%) did any breastfeeding. The largest decline in exclusive breastfeeding occurred 
in the first month. Factors most strongly associated with breastfeeding for at least six months were having a bachelor’s 
or higher degree, having a normal body mass index, being married and daily co‑sleeping. Insufficient milk supply was 
given as the most common reason for breastfeeding cessation irrespective of when females stopped breastfeeding.

Conclusion Six‑month exclusive breastfeeding rates in Canada remain below targets set by the World Health Assem‑
bly. Continued efforts, including investment in monitoring of breastfeeding rates, are needed to promote and support 
exclusive breastfeeding, especially among females vulnerable to early cessation.
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Introduction
Breastfeeding has established health, economic and 
environmental benefits, including improved cognitive 
development among infants and lowering the risk of 
infections, diabetes and cancers in children and females 
[1–3]. In recognition of such benefits, the World Health 
Organization (WHO) and Health Canada recommend 
exclusive breastfeeding for the first six months of life 
[4], which is defined as receiving breast milk (including 
expressed breast milk) and no other liquid (including 
water) or solid foods with the exception of nutritional 
supplements and medications [5].

Previous studies have shown that many females in Can-
ada do not meet the WHO/Health Canada recommen-
dation. Data from the 2006–2007 Canadian Maternity 
Experience Survey indicated that only 14.4% of females 
exclusively breastfed for at least six months [6]; and that 
25% of women who initiated breastfeeding added liq-
uids other than breastmilk to their child’s diet within two 
weeks of delivery [7]. By 2011–2012, six-month exclusive 
breastfeeding rates had increased, but remained low at 
26% [8]. Of additional concern is that rates tend to vary 
significantly across sociodemographic groups signalling 
that breastfeeding behaviour is influenced by numerous 
social determinants of health [9, 10].

We examined six-month exclusive breastfeeding rates 
and factors associated with breastfeeding duration. Any 
breastfeeding was also examined. These analyses will 
update published Canadian breastfeeding statistics by six 
years using the most complete and representative data 
available and further inform health professionals about 
Canadian breastfeeding patterns.

Methods
Data
We used data from the 2017 and 2018 CCHS, which is 
a national cross-sectional survey conducted by Statis-
tics Canada that includes questions about breastfeeding 
and other maternal characteristics. This survey provides 
the most current and nationally representative data on 
breastfeeding, with a response rate of 60.7%. Breastfeed-
ing questions were asked of females aged 15–55 who gave 
birth in the five years preceding the survey, about their 
youngest child. In the case of a multiple birth, one of the 
children was picked at random. This corresponded to 
females who gave birth between 2012 and 2018. There 
were 5,392 females who met this inclusion criterion, 
representing 5.0% of 2017–2018 CCHS respondents. 
From this cohort, we excluded 148 individuals (2.7% 
of cohort) with missing information on whether they 
breastfed. We further excluded 399 females (7.4%) with 
children less than six months old who were still breast-
feeding at the time of the survey, as they would not have 

had the opportunity to breastfeed for six months. The 
remaining 4,845 females (weighted to 1,471,316 females 
representative of the Canadian population) constituted 
the cohort used for the “any breastfeeding” analysis. An 
additional 104 females (1.9%) were excluded from the 
“exclusive breastfeeding” analysis, as they were miss-
ing information on the timing of introduction of liquids 
and/or solids. These analyses were therefore based on 
4,741 females (weighted to 1,443,068 females representa-
tive of the Canadian population). Not all people who 
breast/chestfeed identify as ‘female’; however we use this 
term because it corresponds to the phrasing used in the 
CCHS. Further details on the CCHS can be found on the 
Statistics Canada website [11].

Measures
The main outcome of the study was exclusive breast-
feeding for at least six months. Exclusive breastfeeding 
duration was derived from a question on whether the 
respondent breastfed (Yes/No) and questions about the 
age of the infant when other liquids and/or solids were 
introduced into the infant’s diet and the length of the 
breastfeeding. Any breastfeeding duration was derived 
from the question on whether the respondent breast-
fed (Yes/No) and a question on how long they breast-
fed. Exclusive breastfeeding duration was measured 
in months corresponding to the age of the baby when 
other liquids or solids were added to the baby’s diet. Any 
breastfeeding duration was measured in months corre-
sponding to the age of the baby when any breastfeeding 
stopped.

The following maternal characteristics were deter-
mined a priori to have a potential association with 
breastfeeding duration based on previous literature [3–5, 
8–10]: maternal age, province or territory of residence, 
educational attainment, household income, popula-
tion group, immigrant status, pre-pregnancy body mass 
index (BMI), rural/urban residence, smoking status dur-
ing the last three months of pregnancy, co-sleeping with 
baby, marital status and perceived mental health. The 
CCHS defined co-sleeping as the baby and parent(s) 
sharing the same bed. The analytical categories used for 
all measures are indicated in Table  1. We subsequently 
excluded household income from our analysis because it 
was not collected for respondents living in Canada’s three 
territories. A sensitivity analysis restricted to females 
living in the provinces found that results were not sig-
nificantly impacted by this exclusion. Due to sample 
size limitations, First Nations, Metis and Inuit females 
were grouped as Indigenous. With the exception of 
pre-pregnancy BMI, smoking status during pregnancy, 
and co-sleeping with baby, all data reflect the respond-
ent’s condition on the day of the survey which could 



Page 3 of 11Ricci et al. BMC Pregnancy and Childbirth           (2023) 23:56  

Table 1 Exclusive and any breastfeeding rates for at least six months, by maternal characteristics, 2017–2018 Canadian Community 
Health Survey

Exclusive breastfeeding for at least 6  monthsa Any breastfeeding for at least 6  monthsa

Unweighted N Weighted rate Unweighted N Weighted rate

Canada 1617 35.6% (33.3%‑37.8%) 2885 62.2% (60.0%‑64.4%)

Age

 15–19b

 20–24 69 24.6% (17.2%‑32.0%)c 117 36.6% (28.9%‑44.3%)

 25–29 276 28.3% (23.8%‑32.8%) 524 56.6% (51.9%‑61.4%)

 30–34 569 34.8% (31.2%‑38.3%) 1039 64.3% (60.8%‑67.7%)

 35–39 487 40.5% (35.8%‑45.2%) 825 65.8% (61.3%‑70.3%)

 40–44 189 41.6% (34.4%‑48.7%) 327 69.7% (63.3%‑76.1%)

 45–55 22 36.1% (13.4%‑58.7%)c 41 47.6% (24.0%‑71.1%)c

Region

 Newfoundland 28 21.8% (13.3%‑30.3%)c 45 46.6% (33.4%‑59.8%)

 Prince Edward Island 18 27.0% (15.0%‑39.1%)c 35 54.9% (40.6%‑69.2%)

 Nova Scotia 48 27.7% (19.2%‑36.3%)c 85 50.5% (40.9%‑60.1%)

 New Brunswick 33 39.5% (27.1%‑51.8%)c 58 57.1% (45.7%‑68.6%)

 Quebec 246 26.1% (22.0%‑30.2%) 542 54.3% (50.0%‑58.5%)

 Ontario 470 37.4% (32.9%‑41.8%) 815 64.6% (60.3%‑69.0%)

 Manitoba 109 42.9% (34.7%‑51.1%) 184 65.6% (57.7%‑73.5%)

 Saskatchewan 96 40.7% (31.4%‑50.1%) 147 60.5% (51.8%‑69.3%)

 Alberta 264 33.5% (28.6%‑38.4%) 479 62.4% (57.1%‑67.6%)

 British Columbia 247 51.3% (44.6%‑58.0%) 396 76.0% (71.1%‑80.8%)

 Yukon 23 65.2% (48.2%‑82.3%) 38 90.1% (78.0%‑100%)

 Northwest Territories 19 33.1% (19.1%‑47.1%)c 33 53.5% (38.3%‑68.7%)

 Nunavut b 28 33.9% (17.6%‑50.2%)c

Education – Respondent

 Less than high school 82 25.6% (18.0%‑33.2%)c 159 46.8% (38.5%‑55.0%)

 High school graduate 259 30.1% (25.2%‑34.9%) 452 50.9% (45.5%‑56.3%)

 Trade School/College 549 31.4% (28.2%‑34.6%) 1020 57.1% (53.6%‑60.7%)

 Bachelors or higher 714 42.9% (39.0%‑46.8%) 1229 74.1% (70.6%‑77.5%)

 Missing b 13 61.5% (36.4%‑86.5%)c

Population Group

 White 1111 34.6% (32.2%‑37.0%) 2013 60.3% (57.9%‑62.8%)

 Black 67 40.4% (28.9%‑51.8%) 110 69.7% (58.7%‑80.6%)

 East/Southeast Asian 124 43.0% (35.1%‑50.9%) 203 66.0% (58.2%‑73.9%)

 South Asian 72 35.4% (23.0%‑47.8%)c 110 61.4% (47.2%‑75.6%)

 Middle Eastern 29 24.9% (13.6%‑36.1%)c 64 68.1% (53.2%‑82.9%)

 Latino 27 42.0% (24.0%‑60.0%)c 55 72.2% (53.8%‑90.6%)

 Indigenous 122 26.7% (19.4%‑34.0%) 215 51.2% (43.3%‑59.1%)

 Missing 65 45.6% (32.9%‑58.3%) 115 78.7% (69.1%‑88.3%)

Immigrant Status

 Non‑immigrant 1188 32.9% (30.5%‑35.3%) 2160 59.0% (56.6%‑61.4%)

 5 years or less 137 42.5% (32.6%‑52.4%) 214 65.4% (55.8%‑74.9%)

 6 to 10 years 123 45.3% (36.6%‑54.1%) 196 75.9% (68.2%‑83.6%)

 Greater than 10 years 112 35.0% (26.5%‑43.5%) 217 63.1% (54.1%‑72.1%)

 Missing 57 45.5% (31.9%‑59.1%)c 98 78.0% (68.6%‑87.3%)

 Residence

 Rural area 385 30.8% (27.1%‑34.5%) 694 53.7% (49.6%‑57.8%)

 Population Centre 1232 36.6% (33.9%‑39.2%) 2191 63.9% (61.4%‑66.4%)
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be different from the respondent’s condition in the six 
months following the index birth.

Analysis
We calculated breastfeeding rates overall and across 
maternal characteristics. The cumulative proportion 
of females introducing liquids and solids, and the rea-
sons for stopping breastfeeding were examined by the 
baby’s age in months. Any statistic based on less than 
10 individuals or which had a coefficient of variation of 
more than 35% was suppressed as per Statistics Canada 

guidelines [11]. All analyses were carried out using sam-
pling weights. We calculated 95% confidence intervals 
using the bootstrap method [11].

Using a multivariable log binomial model, we calcu-
lated adjusted prevalence ratios (aPR) for exclusive and 
any breastfeeding for studied maternal characteristics. 
We purposefully included education, province/territory 
of residence and population group in the initial models, 
as these variables have been consistently shown to influ-
ence breastfeeding behaviour [8]. For other covariates, 
the significance level to enter the model was set at 20% 

Table 1 (continued)

Exclusive breastfeeding for at least 6  monthsa Any breastfeeding for at least 6  monthsa

 Marital Status

 Married 1153 42.3% (39.4%‑45.3%) 1943 70.4% (67.6%‑73.2%)

 Living Common Law 246 24.8% (20.8%‑28.8%) 527 50.2% (45.8%‑54.5%)

 Widowed, Divorced, Separated 86 27.5% (20.4%‑34.6%) 160 56.4% (47.8%‑65.1%)

 Single, Never married 132 17.5% (12.6%‑22.5%) 255 36.6% (30.3%‑42.9%)

Perceived Mental Health

 Poor 15 17.0% (6.5%‑27.4%)c 31 36.8% (21.5%‑52.1%)c

 Fair 93 28.7% (21.3%‑36.1%) 159 49.7% (41.3%‑58.2%)

 Good 389 36.4% (31.8%‑41.1%) 714 62.1% (57.7%‑66.5%)

 Very Good 616 35.2% (31.5%‑38.9%) 1131 64.4% (60.9%‑67.9%)

 Excellent 503 37.2% (33.1%‑41.3%) 849 62.8% (58.6%‑67.0%)

Missingb

Pre‑Pregnancy BMI (kg/m2)

 Underweight
(< 18.5 kg/m2)

73 34.7% (25.4%‑44.0%) 128 56.6% (46.5%‑66.7%)

 Normal
(18.5–24.9 kg/m2)

882 39.4% (36.1%‑42.7%) 1555 67.8% (64.8%‑70.8%)

 Overweight
(25.0–29.9 kg/m2)

301 29.8% (25.4%‑34.2%) 554 58.0% (53.1%‑62.9%)

 Obese
(> 30 kg/m2)

162 25.6% (20.2%‑31.0%) 306 47.5% (40.8%‑54.3%)

 Missing 199 40.5% (33.9%‑47.2%) 342 64.4% (57.6%‑71.2%)

Co‑sleep

 Daily 699 45.6% (41.4%‑49.9%) 1159 73.4% (69.6%‑77.1%)

 Occasional 419 33.1% (28.7%‑37.4%) 786 62.6% (58.3%‑66.9%)

 Never 483 27.4% (24.4%‑30.5%) 918 50.6% (47.3%‑53.9%)

 Missing 16 51.8% (22.1%‑81.4%)c 22 88.5% (75.5%‑100%)

Smoking During Last three months of Pregnancy

 Any Smoking 70 15.3% (9.7%‑20.8%)c 147 29.2% (22.7%‑35.7%)

 Never 1547 37.3% (34.9%‑39.6%)c 2734 64.8% (62.5%‑67.2%)

  Missingb

For pre-pregnancy BMI although the Canadian guidelines are conventionally applied to individuals aged 18 and older, we applied them to five 17 year old 
respondents in our cohort. The CCHS defined co-sleeping as the baby and parent(s) sharing the same bed

N = Number of females reporting exclusive or any breastfeeding, Total cohort for any breastfeeding is 4,845 females and total cohort for exclusive breastfeeding is 
4,741 females
a  Data are presented as proportions (95% Confidence Intervals) unless otherwise specified
b  Estimate has a coefficient of variation above 35 or sample size below 10
c  Estimate has a coefficient of variation above 15 (interpret with caution)
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and the level to stay in the model was set at 5%. The vari-
ance inflation factor was below 1.2 for all variables, so no 
adjustment for multicollinearity was required. With the 
exception of age, all variables were treated as categori-
cal. Reference categories were those with either the high-
est or lowest unadjusted breastfeeding rates with two 
exceptions. For province or territory of residence, British 
Columbia was chosen as it had high breastfeeding rates 
and a large population and for population group, white 
was chosen as the majority of the sample was white. 
Missing values were handled by creating a “missing” cat-
egory, as missingness was spread throughout the sample 
and exclusion of records with missing values would have 
resulted in the loss of 75% of our sample. With the excep-
tion of 14.4% missing for pre-pregnancy BMI, less than 
5% was missing for other variables. All analyses were 
conducted using SAS Enterprise Guide version 7.1.

Results
Exclusive breastfeeding at six months
Overall 35.6% of females (95% CI: 33.3%-37.8%) exclu-
sively breastfed for at least six months (Table  1). Rates 
generally increased with maternal age and education, 
with the highest rates reported by females aged 40–44 
and among those with a university degree. Geographi-
cally, rates were highest in the Yukon and British Colum-
bia and lowest in Newfoundland and Labrador and 
Quebec. Females in urban centres reported higher six-
month exclusive breastfeeding rates than females in rural 
areas. Immigrant females reported higher rates than 
non-immigrants, and across ethnic groups, East/South-
east Asian females reported the highest rates and Middle 

Eastern females reported the lowest. Married females 
had a higher prevalence than unmarried females. Addi-
tionally, six-month exclusive breastfeeding rates gener-
ally increased as perceived mental health increased, and 
were higher among those reporting a normal pre-preg-
nancy BMI compared to other BMI groups, among non-
smokers in the last three months of pregnancy compared 
to smokers, and among females who co-slept daily with 
their infant compared to females who occasionally or 
never co-slept.

Any breastfeeding at six months
Overall 62.2% of females (95% CI: 60.0%-64.4%) breast-
fed for at least six months (Table 1). The pattern of any 
breastfeeding across maternal characteristics was identi-
cal to that observed for exclusive breastfeeding, with the 
exception of population group where the highest rates 
were observed among Latino females and the lowest 
among Indigenous females.

Timing of breastfeeding cessation
Although over 90% of females initiated exclusive breast-
feeding, there was a steep decline of 20.1% in the first 
month (Fig. 1). After four months, the decline accelerated 
again with a drop of 9.8% and 10.6% prior to the ages of 
five months and six months, respectively. For any breast-
feeding, although the steepest drop also occurred during 
the first month (7.6%), month-to-month rates of decline 
were lower than those observed for exclusive breastfeed-
ing particulary between ages four to six months. By five 
months, less than half of females were exclusively breast-
feeding (46.2%, 95% CI: 44.8%-47.7%), dropping to the 

Fig. 1 Rates of exclusive and any breastfeeding,* by baby’s age, 2017–2018 Canadian Community Health Survey

Legend: *These rates are based on all females (those who initiated breastfeeding and those who did not breastfeed). Rates in Fig. 2 do not align 
completely with these, as those are based only on females who initiated breastfeeding
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previously mentioned 35.6% by six months. Figure 2 illus-
trates that the sharp decline in exclusive breastfeeding in 
the first month was predominantly due to 19.1% (95% 
CI: 16.7% to 21.5%) of breastfeeding females introducing 
other liquids into their child’s diet, and the accelerated 
decline observed after four months was predominantly 
due to the introduction of solid foods – 36.6% (95% CI: 
34.6% to 38.7%) of breastfeeding females introduced solid 
foods before six months.

Reason for stopping breastfeeding
Insufficient breast milk was the most frequent reason for 
stopping breastfeeding throughout the first six months, 
cited most often by females who stopped breastfeeding 

between four and five months (52.6%, 95% CI: 41.5%-
63.7%) (Table  2). Difficulty with breastfeeding was the 
second most frequent reason; it was cited most often by 
females who stopped breastfeeding prior to one month 
(24.6%, 95% CI: 17.7%-31.4%). The third most cited rea-
son for breastfeeding cessation was a medical condition 
with the mother or the baby. Other reasons – ready for 
solids, fatigue due to breastfeeding, planned to stop at 
this time, child weaned him/herself, returning to school 
or work – were given less frequently.

Adjusted prevalence ratios of six‑month breastfeeding
Educational attainment, marital status, pre-pregnancy 
BMI, smoking status during the last three months of 

Fig. 2 Cumulative proportion of females introducing other liquids or solid  foods*, by baby’s age, 2017–2018 Canadian Community Health Survey

Legend: *These rates are based only on females who initiated breastfeeding. Rates in Fig. 1 do not align completely with these, as those are based 
on all females (those who initiated breastfeeding and those who did not breastfeed)

Table 2 Reasons females stopped breastfeeding, by baby’s age. 2017–2018 Canadian Community Health Survey

a  Estimate has a coefficient of variation above 35 or sample size below 10

Baby’s age Not enough breast milk Difficulty with breastfeeding Medical condition 
mother/baby

Other

< 1 months 39.4% (31.4%‑47.5%) 24.6% (17.7%‑31.4%) 15.7% (10.8%‑20.6%) 20.4% (14.4%‑26.2%)

1 to < 2 months 46.7% (36.8%‑56.6%) 15.3% (9.4%‑21.3%) 16.8% (9.5%‑24.0%) 21.2% (12.7%‑29.6%)

2 to < 3 months 40.2% (29.5%‑50.8%) 15.8% (7.0%‑24.5%) 13.8% (4.5%‑23.0%) 30.2% (19.9%‑40.8%)

3 to < 4 months 45.2% (35.4%‑55.1%) 11.1% (6.7%‑15.5%) 11.5% (6.5%‑16.5%) 32.2% (22.4%‑41.9%)

4 to < 5 months 52.6% (41.5%‑63.7%) 8.0% (3.1%‑13.9%) 14.6% (6.8%‑22.4%) 24.7% (15.9%‑33.7%)

5 to < 6 months 36.8% (23.7%‑49.9%) a 21.2% (3.9%‑38.5%) 37.5% (24.4%‑50.7%)
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pregnancy, co-sleeping with baby and maternal age 
were significantly associated with six-month exclusive 
breastfeeding following adjustment for other character-
istics, while immigrant status, perceived mental health 
and rural/urban status were not (Fig.  3). For significant 
characteristics, the direction of effect remained predomi-
nantly the same compared to unadjusted results. Higher 
educational attainment, being married, having a normal 
pre-pregnancy BMI, not smoking during the last three 
months of pregnancy, co-sleeping with baby and older 
maternal age, all increased the prevalence of six-month 
exclusive breastfeeding. For example, each one-year 
increase in age corresponded to a 2% (aPR 1.02, 95% CI: 
1.0–1.03) increase in the prevalence of breastfeeding 
exclusively for six months. The largest aPR was observed 
for co-sleeping; females who co-slept daily had a 2.61 
(95% CI: 2.23–3.07) times greater prevalence of exclu-
sively breastfeeding for six months compared to those 
who never co-slept.

The prevalence of six-month exclusive breastfeeding 
also continued to vary significantly across province/ter-
ritory of residence and population group, but adjusted 
associations differed somewhat from unadjusted results. 

For example, while females in the Yukon and British 
Columbia still had the highest prevalence; females in 
Newfoundland and Labrador no longer had the lowest 
prevalence of breastfeeding. Lower adjusted prevalence 
ratios were observed for Quebec, Prince Edward Island, 
Nova Scotia and New Brunswick. With respect to popu-
lation group, Black females had the highest adjusted six-
month exclusive prevalence, East/Southeast Asians and 
South Asian had the lowest. Notably, although regional 
and ethnic variation in breastfeeding prevalence per-
sisted after adjustment, many of the aPRs were not sta-
tistically significantly different from one another (Fig. 3).

The trends in aPRs for any breastfeeding for six months 
showed similar patterns to those observed for exclusive 
breastfeeding for six months (Additional File 1).

Discussion
Just over a third (35.6%) of females in Canada who gave 
birth between 2012 and 2018 met the public health rec-
ommendation to breastfeed exclusively for six months, 
while 62.2% did some breastfeeding for at least six 
months. Lower breastfeeding rates were found among 
females who were socially disadvantaged, such as females 

Fig. 3 Adjusted prevalence ratios of exclusive breastfeeding for at least six months, by  characteristics*, 2017–2018 Canadian Community Health 
Survey. Legend: * The “missing” category for those who did not report the frequency of their co‑sleeping has an effect size of 3.77 (1.67–8.54) and 
has not been included in this graph because the confidence interval is a very wide due to this category only constituting 22 females. The missing 
category for smoking and education or the value for Nunavut were not shown because the estimate has a coefficient of variation above 35 or 
sample size below 10
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who were single or had lower levels of education. The 
largest drop in exclusive breastfeeding occurred during 
the first month and after the fourth month, and the most 
frequent reason given for breastfeeding cessation was 
insufficient breast milk. The following discussion focuses 
on exclusive breastfeeding but equally applies to any 
breastfeeding, as the results for any breastfeeding paral-
leled those for exclusive breastfeeding.

The 2012 World Health Assembly (WHA) set a target 
of 50% six-month exclusive breastfeeding by 2025 and 
70% by 2030 [12]. Although the rate of 35.6% observed in 
this study is below these targets, it indicates an increase 
in exclusive breastfeeding from observed rates of 14.4% 
and 26% in 2006–2007 and 2011–2012, respectively. [6, 
8]. Other countries also remain below the WHA targets, 
with the United States, Australia and Sweden report-
ing rates of 25.6%, 29% and 15% in 2017 [13–15]. As the 
years studied precede the COVID-19 pandemic, we were 
not able to study the pandemic’s impact on breastfeed-
ing rates. Although continued breastfeeding was recom-
mended even if COVID-19 is suspected or confirmed 
[16, 17], pandemic-related restrictions may have nega-
tively impacted the amount of breastfeeding support 
available to females [18]. Future work to assess if and how 
the pandemic affected Canadian breastfeeding rates is 
warranted.

A review of the determinants of breastfeeding practices 
highlighted that successful protection, promotion and 
support of breastfeeding is influenced at a structural level 
by sociocultural and market contexts; at a settings level 
by health services, family and communities, and work 
environments; and at the level of the individual [19]. We 
did not study this broad range of determinants, but our 
findings that higher educational attainment, being mar-
ried, living in certain provinces/territories and being of 
a particular population group, increase the prevalence 
of breastfeeding mirror those found in other studies [3, 
8, 20, 21] and reinforce the importance of sociocultural 
contexts in influencing breastfeeding practices. Despite 
having similar findings to past studies it is important to 
note these trends persist. Normal pre-pregnancy BMI, 
which may reflect dietary patterns, and not smoking dur-
ing pregnancy were also associated with increased breast-
feeding. Such individual-level factors are also known to 
be significantly influenced by social and economic condi-
tions throughout the life course [22]. Collectively, these 
sociocultural and socioeconomically influenced factors 
point to the need to identify and remove structural bar-
riers that impede breastfeeding. In particular, addressing 
lower breastfeeding rates among socially disadvantaged 
females can contribute to reducing a cycle of disadvan-
tage, as these females and their children experience the 
considerable benefits of breastfeeding.

At the settings level, breastfeeding practices are influ-
enced by factors such as employment conditions and 
health services [19]. During the years covered by this 
study, Canada’s maternity/parental leave policy provided 
females employment-protected leave for up to one year 
following the birth of their child, paid at 55% or higher of 
pre-leave earnings [23]. Although this policy is not fully 
inclusive, as eligibility requirements and low rates of pre-
leave pay effectively exclude some females, it nevertheless 
may have contributed to our finding that return to work 
was not one of the main reasons for cessation of breast-
feeding. Canada, however, fairs less favourably with 
regard to the Baby Friendly Hospital Initiative (BFHI), 
referred to in Canada as the Baby Friendly Initiative (BFI) 
[24]. The BFI comprises 10 health facility-based inter-
ventions to protect, promote and support breastfeeding, 
with substantial evidence that they collectively improve 
exclusive breastfeeding [25]. In 2017, only 4.7% of births 
in Canada occurred in a BFI-designated health facility 
[26] though almost all births (97.9%) in Canada occur in 
a hospital [27]. The WHO recommends that countries 
scale up BFI implementation to universal coverage and 
ensure sustainability, as one strategy to increase breast-
feeding exclusivity and duration [28].

Our study touched on three elements of the BFI: ena-
bling females and infants to remain together, having 
access to ongoing support, and supporting females to 
manage common difficulties [24]. With regard to females 
and infants remaining together, among the variables 
studied, co-sleeping had the strongest association with 
six-month breastfeeding. Females who co-slept daily 
had a 2.6 times greater adjusted prevalence of exclusive 
breastfeeding for six months compared to females who 
never co-slept. There has been strong messaging against 
co-sleeping following studies that showed an increased 
risk of injury to the infant or Sudden Infant Death Syn-
drome (SIDS) [29]. However, messaging is now shifting 
towards informing parents on how to arrange a safe sleep 
environment in both co-sleeping and non co-sleeping 
environments [29, 30]. 

The largest declines in exclusive breastfeeding occurred 
in the first month and after four months, and the most 
common reasons for cessation were insufficient milk 
supply and difficulty with breastfeeding. These findings 
are similar to those of other studies [8, 10, 20, 21], and 
emphasize the need for early and continued postpartum 
breastfeeding support. Although over 50% of females in 
our and other studies [10] perceive insufficiency in their 
milk supply, biologically less than five percent of females 
are unable to produce adequate milk to meet the nutri-
tional needs of their infant [7]. As an unintended conse-
quence, introducing other liquids or solids can interrupt 
breast milk production [8]. Early and ongoing access to 



Page 9 of 11Ricci et al. BMC Pregnancy and Childbirth           (2023) 23:56  

skilled breastfeeding support (e.g., lactation consultants) 
and peer-supports (e.g. community-based breastfeeding 
programs) can assist females in addressing perceptions 
of insufficient milk and other breastfeeding difficulties 
thereby increasing breastfeeding exclusivity and dura-
tion [20, 31]. The decline in exclusive breastfeeding after 
four months suggest this is another important time to 
reassert that breastmilk alone meets (most) babies’ nutri-
tional needs up to six months of age. There is no evidence 
that introducing foods other than breastmilk prior to six 
months improves infant health [32].

Improving exclusive breastfeeding rates not only 
requires interventions that support females but also data 
systems for monitoring breastfeeding trends and assess-
ing the impact of interventions. The CCHS provides a 
national picture but in-depth assessment of local barri-
ers and facilitators to breastfeeding are also needed. For 
example, our results suggest that breastfeeding may be 
more of a social norm in British Columbia and the Yukon 
than in other parts of the country. Investigating the fac-
tors that contribute to this could inform breastfeeding 
promotion in other jurisdictions, noting that interven-
tions must be adapted to the local context. Routine well-
baby visits, which include discussion about children’s 
eating habits and nutritional needs, occur at 2, 4, 6, 9, 12 
and 18  months, and at 2  years. These visits could serve 
as a source of data on breastfeeding as well as an oppor-
tunity to encourage exclusive breastfeeding until six 
months.

Limitations of study
Many maternal characteristics were measured at the 
time of the survey (2017–2018) which could potentially 
be five years after the birth. Our analysis implicitly 
assumes that these characteristics reflect the female’s 
characteristics at the time of the index birth which may 
not be the case. For example, perceived mental health 
at the time of the survey (which was found not to be 
significantly associated with six-month breastfeeding) 
may not reflect postpartum mental health which has 
been found to influence breastfeeding behaviour [33]. 
Additionally, due to the self-reported nature of the sur-
vey, reports of breastfeeding experiences may be sub-
ject to recall bias and social desirability bias. The CCHS 
also excludes select groups such as those living in insti-
tutions or living on Indigenous reserves. We cannot 
assume our estimates extend to excluded subgroups; 
however these exclusions only account for 2% of the 
Canadian population 12 and over. CCHS also does not 
capture the breastfeeding experiences of people who do 
not identify as female. Due to the cross-sectional nature 
of the survey temporality cannot be determined. As our 
study used 2017–2018 data, we were unable to assess 

the impact of the COVID-19 pandemic on breastfeed-
ing rates. Finally, CCHS data facilitated the study of 
only a limited number of maternal characteristics that 
could influence breastfeeding behaviour. Not being 
able to account for other characteristics such as parity, 
postpartum mental health or receipt of breastfeeding 
support at birth, makes our results subject to residual 
confounding from unmeasured factors. Despite these 
limitations, the nationally representative nature of the 
CCHS and its inclusion of questions on breastfeed-
ing make it a valuable source of data for monitoring 
trends in the duration of breastfeeding in Canada and 
for studying some of the factors associated with breast-
feeding cessation.

Conclusion
Although Canadian exclusive breastfeeding rates are 
rising, the majority of females still do not meet the rec-
ommendation to exclusively breastfeed for at least six 
months. Given that the largest decline in exclusive 
breastfeeding occurs before infants are a month old, and 
in light of the fact that numerous societal and maternal 
characteristics are associated with breastfeeding dura-
tion, there continues to be a need for early and multi-
pronged interventions to support females to exclusively 
breastfeed longer.
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