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Abstract
Background: Suboptimal breastfeeding practices among infants and young children <24 months of age are
associated with elevated risk of pneumonia morbidity and mortality. We conducted a systematic review and metaanalysis to quantify the protective effects of breastfeeding exposure against pneumonia incidence, prevalence,
hospitalizations and mortality.
Methods: We conducted a systematic literature review of studies assessing the risk of selected pneumonia
morbidity and mortality outcomes by varying levels of breastfeeding exposure among infants and young children
<24 months of age. We used random effects meta-analyses to generate pooled effect estimates by outcome, age
and exposure level.
Results: Suboptimal breastfeeding elevated the risk of pneumonia morbidity and mortality outcomes across age
groups. In particular, pneumonia mortality was higher among not breastfed compared to exclusively breastfed
infants 0-5 months of age (RR: 14.97; 95% CI: 0.67-332.74) and among not breastfed compared to breastfed infants
and young children 6-23 months of age (RR: 1.92; 95% CI: 0.79-4.68).
Conclusions: Our results highlight the importance of breastfeeding during the first 23 months of life as a key
intervention for reducing pneumonia morbidity and mortality.

Background
Pneumonia, the leading cause of child mortality, was
responsible for approximately 1.4 million deaths among
children < 5 years of age in 2010 [1]. Pneumonia is also a
major cause of global morbidity with an estimated 156
million episodes and 14.9 million hospitalizations per year
[2,3]. The incidence of pneumonia illness and deaths is
marked by a substantial wealth gap, with the majority of
morbidity and mortality occurring in developing countries
and among the poorest children [4].
Studies suggest that optimal breastfeeding practices,
including exclusive breastfeeding during the first six
months of life and continued breastfeeding until 24
months of age, are critical for reducing the burden of
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pneumonia among infants and young children [4-6]. The
protective effect of human milk against respiratory infection is attributed to its numerous immunobiological components [7-9].
A systematic review published in 2002, which assessed
the optimal duration of breastfeeding for reduction of
respiratory illness and mortality, provided support for the
global recommendation for exclusive breastfeeding during the first 6 months of life [6]. The objective of this systematic review is to assess and consolidate evidence
supporting the protective effects of breastfeeding on
pneumonia incidence, prevalence, hospitalizations and
mortality among children <24 months of age in developing countries. To achieve this aim, we employed carefully
developed and standardized methods of comprehensive
systematic review and meta-analysis [10,11]. The results
of this review will be utilized to generate Lives Saved
Tool (LiST) projections of the potential deaths averted by
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increasing the coverage of exclusive breastfeeding for the
first 6 months of life and continued breastfeeding until
24 months of age [11].

Methods
We conducted a systematic literature review of studies
assessing the risk of pneumonia by varying levels of breastfeeding exposure among infants and young children <24
months of age. We searched for combinations of keywords
(breastfeeding, suckle, breast milk, human milk, colostrum,
wet nurse, pneumonia, respiratory tract infection, lower
respiratory infection, acute respiratory infection and
bronchiolitis) in the following electronic databases: Ovid
MEDLINE (from 1948 to 2011), EMBASE (from 1980 to
2011) and the Cochrane central register for controlled
trials. No limits were applied for language. We conducted
our initial search between the 19th and 21st of November
2008 and two updated searches on the 19th of August
2010 and the 14th of March 2011.
All titles/abstracts of retrieved studies were read, duplicates and irrelevant studies were excluded, and the
remaining studies were considered for inclusion if they
met the following criteria: 1) randomized controlled trial
(RCT) or observational study (cohort, longitudinal, casecontrol or cross-sectional ); 2) study group <2 years of age;
3) study conducted in a developing country [12], a CEE/
CIS country, or among indigenous populations of developed countries; 4) provided data assessing levels of suboptimal breastfeeding as a risk factor for one of the following
outcomes: pneumonia incidence, pneumonia prevalence,
pneumonia (and all-cause) hospitalizations, pneumoniaspecific mortality, and all-cause mortality.
If eligibility could not be determined based on title/
abstract alone, the full text was obtained for initial screen.
Letters to the editor, case reports and review papers were
excluded. A sample of items was screened and checked
against the inclusion criteria by an independent review
author, and full texts of all included studies were subsequently reviewed to confirm inclusion criteria. We
included studies focused on respiratory infections defined
as either pneumonia or lower respiratory tract infection
(LRTI) but excluded studies that only assessed bronchiolitis, bronchitis, tuberculosis, asthma or upper respiratory
tract infections (URIs), such as colds or otitis media. If
respiratory infections were not defined or URIs and LRTIs
were combined, we only included studies where such
cases were hospitalized, assuming illness due to acute
LRTI. We also excluded studies reporting exclusive breastfeeding for children beyond 6 months of age and studies
that did not restrict the allocation of outcomes to concurrent breastfeeding status. Furthermore, studies including
infants born to HIV-positive mothers were excluded
because of the altered immune status of such infants.
Papers identified for data abstraction were subjected to a

Page 2 of 8

more thorough review, and those with unclear methodology or data in a form that could not be extracted for
meta-analysis were excluded if attempts to contact the
study authors were unsuccessful.
The review authors, who were not blinded to the study
authors or results, extracted data for each outcome by
breastfeeding exposure levels classified according to current WHO definitions (Table 1) [13,14]. To account for
varying definitions of exclusive breastfeeding over time,
we assigned breastfeeding exposure to a WHO category
based on the description of the feeding practice, not the
authors’ category label. Consequently, we allocated some
exclusive breastfeeding labels to predominant breastfeeding, as previously documented [15]. We did not, however,
differentiate between exclusive and predominant breastfeeding on the basis of receipt of prelacteal feeds during
the first 3 days of life, since this review did not aim to
assess early initiation of breastfeeding.
Relative risk (RR) and 95% confidence intervals (CIs)
were extracted from all included studies; if these effect
measures were unavailable, they were generated using
reported numerators and denominators in STATA 12.0
[16]. We organized data into relevant age strata (i.e. 0-28
days, 0-5 months, 0-11 months, 6-11 months, 12-23
months, 6-23 months) and excluded studies that grouped
analyses across select age categories. The reference categories for RRs were determined based on relevance to age:
exclusive, predominant and partial breastfeeding were the
reference categories for infants aged 0-5 months; predominant, partial and any breastfeeding were the reference
categories for infants aged 0-11 months; and any breastfeeding was the reference category for all age groups
extending from ≥6 months of age.
If a given study reported separate effect measures for
ages falling within one stratum in our analysis, we conducted fixed effects meta-analysis to pool the effect sizes.
We used random effects meta-analysis to combine estimates across studies for each outcome and age category.
Meta-analyses were carried out in STATA 12.0 using the
meta command [16].
In following CHERG guidelines, we assessed the quality
of the pooled effect measures for each outcome by evaluating the contributing studies and quantitative measures.
The CHERG grading system assigns a qualitative score
(i.e. ‘high’, ‘moderate’, ‘low’, ‘very low’) to each effect estimate in order to assess the value of its inclusion in LiST
[11]. Self-selection, which occurs when breastfed children
are weaned due to repeated illness or poor growth, and
reverse causality, which results when breastfeeding is terminated at the onset of respiratory illness, may bias the
association between breastfeeding and pneumonia-specific
morbidity and mortality [17]; thus, we utilized a previously
detailed scoring system to evaluate the presence of such
biases in the studies contributing to each pooled effect
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Table 1 Breastfeeding exposures [15]
Exposure Category
[13]

Permitted to Receive

Exclusive Breastfeeding

• breast milk from mother or wet nurse or expressed breast milk
• NO other liquids or solids except vitamin drops or syrups, mineral supplements, prescribed medicines, or oral
rehydration solutions

Predominant
Breastfeeding

• breast milk from mother or wet nurse or expressed breast milk
• water and water-based drinks NO food-based fluid with the exception of fruit juice and sugar water
• vitamin drops or syrups, mineral supplements, or prescribed medicines

Partial Breastfeeding

• breast milk from mother or wet nurse or expressed breast milk
• any other liquids or non-liquids, including both milk and non-milk products

No Breastfeeding

• formula and/or animal’s milk
• NO breast milk

Any Breastfeeding

• breast milk from mother or wet nurse or expressed breast milk
• Includes children exclusively, predominantly, fully, and partially breastfed

measure [15]. In brief, the scoring system penalizes a study
for failure to incorporate the following methods intended
to reduce bias: (1) exclusion of events among neonates < 7
days of age; (2) exclusion of non-singleton births, premature births, low birth weight infants, and infants with congenital abnormalities or other serious illnesses; (3)
determination of breastfeeding exposure immediately
before event onset, rather than that concurrent with outcome; (4) determination of the association between weaning and illness/poor growth and subsequent exclusion of
such infants or young children [17]. See additional file 1
for detailed abstraction information about studies.

Results
Our review identified 1164 unique publications. After
title and abstract review we fully screened 155 papers
(Figure 1). Following in-depth review and data extraction,
10 studies were identified for inclusion in the final analysis [18-27]. Of these, 7 were prospective cohort and 3
were case-control studies. By WHO region, the included
studies were conducted in Latin America (n=5), South
Asia (n=4), Africa (n=2) and the Western Pacific (n=1),
with 1 study located in three different locations.
Pneumonia incidence

There was a dose-response relationship between level of
breastfeeding exposure and the relative risk of incident
pneumonia among infants 0-5 months of age. Compared
to exclusively breastfed infants 0-5 months of age, the relative risk of incident pneumonia was highest among those
not breastfed and lowest among those predominantly
breastfed (Table 2). The risk of incident pneumonia was
also elevated among not breastfed infants 6-23 months of
age (Table 3).
Pneumonia prevalence

The estimated relative risk of prevalent pneumonia was
higher among partially (RR: 5.45; 95% CI: 1.35-21.97)
and not (RR: 5.61; 95% CI: 1.23-25.53) breastfed infants

0-5 months of age compared to those exclusively
breastfed (Table 2). The relative risk of prevalent pneumonia was also elevated among infants 6-23 months of
age who were not breastfed compared to those who
were (RR: 1.93; 95% CI: 1.39-2.69) (Table 3).
Pneumonia mortality

The estimated relative risk of pneumonia mortality was
higher among partially breastfed (RR: 2.50; 95% CI:
1.03-6.04) compared to exclusively breastfed infants 0-5
months of age, and the same trend was observed among
predominantly and not breastfed infants in the same age
category (Table 2). In comparing not breastfed to
breastfed infants and young children 6-23 months of
age, there was also a trend towards higher pneumonia
mortality (Table 3).
All-cause mortality

In comparison to exclusively breastfed infants, the estimated relative risk of all-cause mortality was higher
among predominantly (RR: 1.48; 95% CI: 1.14-1.92), partially (RR: 2.84; 95% CI: 1.63-4.97) and not (RR: 14.40;
95% CI: 6.13-33.86) breastfed infants 0-5 months of age
(Table 2). The estimated relative risk of all-cause mortality was higher when comparing not breastfed (RR:
3.69; 95% CI: 1.49-9.17) to breastfed infants and young
children 6-23 months of age (Table 3). Elevated risk of
all-cause mortality was also suggested among predominantly (RR: 1.41; 95% CI: 1.0-1.99), partially (RR: 2.96;
95% CI: 0.75-11.69), and not (RR: 1.75; 95% CI: 0.3010.26) breastfed neonates compared to those exclusively
breastfed.
Hospitalizations

The estimated relative risk of hospitalization for pneumonia was higher among not breastfed infants 0-5
months of age compared to those exclusively breastfed
(RR: 4.06; 95% CI: 1.48-11.14) (Table 2). The estimated
relative risk of hospitalization from any cause was higher
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Figure 1 Review process of the effects of suboptimal breastfeeding exposure on pneumonia incidence, prevalence, mortality, hospitalizations,
and all-cause mortality and hospitalizations

among predominantly (RR: 1.98; 95% CI: 1.25-3.12), partially (RR: 1.88; 95% CI: 1.16-3.04) and not (RR: 6.03;
95% CI: 3.18-11.44) breastfed infants 0-5 months of age
compared to those exclusively breastfed (Table 2).
Quality assessment and effect size estimates for LiST

Based on the CHERG grading system, all outcomes were
moderate in study design and quality (Table 4). There was
a consistent trend towards protection conferred by breastfeeding across all outcome-specific estimates. Based on the

CHERG standard rules, there is sufficient evidence of the
protective effect of exclusive breastfeeding on mortality
among infants 0-5 months of age to support its inclusion
in LiST; the estimates comparing predominant, partial,
and no breastfeeding exposure to exclusive breastfeeding
on pneumonia mortality will be included in the LiST
model (Table 5). The final effect size for pneumonia mortality among infants and young children 6-23 months of
age was derived from studies with fewer than 50 total
events per outcome (Table 5). Thus, according to CHERG

Lamberti et al. BMC Public Health 2013, 13(Suppl 3):S18
http://www.biomedcentral.com/1471-2458/13/S3/S18

Page 5 of 8

Table 2 The effect of suboptimal breastfeeding on selected outcomes during infancy
0-5 months*
Outcome

Reference
Category

Predominant

Partial

0-11 months*
Not

Partial

Not

Pneumonia Incidence

Exclusive

1.79 (1.29-2.48)[27]

2.48 (0.23-27.15)[27]

2.07 (0.19-22.64)[27]

-

-

Pneumonia
Prevalence

Exclusive

1.13 (0.25-5.16)[18]

5.45 (1.35-21.97)[18]

5.61 (1.23-25.53)[18]

-

-

4.81 (2.54-9.14)[18]

4.96 (2.07-11.88)[18]

1.40 (0.91-2.15)
[21,22]

2.11 (1.50-2.96)
[21,22]

Predominant
Partial
Pneumonia Mortality

Exclusive

1.03 (0.54-1.95)[18]
1.66 (0.53-5.23)
[19,20]

Predominant

2.50 (1.03-6.04)
[19,20]

14.97 (0.67-332.74)
[19,20]

1.37 (0.50-3.78)[20]

13.0 (4.03-42.02)[20]

Partial
All-Cause Mortality

Exclusive

9.47 (2.85-31.47)[20]
1.48 (1.14-1.92)
[19,20,25]

Predominant

2.84 (1.63-4.97)
[19,20,25]

14.40 (6.13-33.86)
[19,20]

1.69 (1.10-2.61)[20]

8.08 (4.45-14.69)[20]

Partial
Pneumonia
Hospitalization

Exclusive

1.31 (0.9-1.9)[22]
-

-

3.44 (1.60-7.37)
[26]

8.99 (4.59-17.59)
[26]

4.77 (2.65-8.61)[20]
1.49 (0.80-2.79)[20]

Predominant

1.54 (0.80-2.98)[20]

4.06 (1.48-11.14)[20]

1.04 (0.66-1.62)[20]

2.72 (1.12-6.61)[20]

Partial

2.63 (1.06-6.53)[20]

2.62 (1.69-4.04)
[26]

Any
All-Cause
Hospitalization

Exclusive

4.32 (2.95-6.33)
[26]
1.98 (1.25-3.12)[20]

Predominant

1.88 (1.16-3.04)[20]
0.95 (0.71-1.28)[20]

Partial

6.03 (3.18-11.44)[20]

-

-

3.05 (1.82-5.11)[20]
3.21 (1.88-5.49)[20]

*Effect reported as RR (95% CI)

standard rule 0, there is inadequate evidence to support
the inclusion of these effect sizes in LiST.

Discussion
Our findings highlight the protective effects of breastfeeding against pneumonia incidence, prevalence, hospitalizations, mortality and all-cause hospitalizations and
mortality. Exclusive breastfeeding conferred incrementally
greater protection among infants 0-5 months of age than
predominant and partial breastfeeding (Table 2). Furthermore, continued breastfeeding through 23 months of age
was protective compared to no breastfeeding (Table 3).
Table 3 The effect of not breastfeeding on selected
outcomes in children 6-23 months of age
Outcome*

6-23 months**

Pneumonia Incidence

1.17 (0.37-3.65)[27]

Pneumonia Prevalence

1.93 (1.39-2.69)[18]

Pneumonia Mortality

1.92 (0.79-4.68)[19,23]

All-Cause Mortality

3.69 (1.49-9.17)[19,24]

*No studies reported hospitalizations among infants and young children 6-23
months of age
**Effect reported as RR (95% CI); Any breastfeeding is reference category

These results support the WHO recommendation for
exclusive breastfeeding during the first six months of life
and continued breastfeeding for 18 months thereafter.
There was a dearth of literature assessing the effect of
suboptimal breastfeeding on selected morbidity outcomes during the neonatal period. However, studies
reporting the impact of breastfeeding on all-cause mortality were largely consistent.
Our review validates and expands upon the evidence
base established by the Lancet nutrition series [5]. We
report effect sizes for neonates, where available, and for
three additional outcomes—pneumonia prevalence, pneumonia hospitalizations and all-cause hospitalizations. In
addition, we used three different reference categories—
exclusive, predominant and partial breastfeeding for
infants 0-5 months of age. We can therefore comment on
the apparent dose-response relationship among infants
during this stage of life. Table 2 illustrates an increasing
risk of morbidity and mortality across decreasing dose of
breastfeeding among infants 0-5 months of age.
The majority of studies included in this review did not
utilize methods to reduce reverse causality bias (Table 4).
However, the effect sizes were large and consistent across
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Table 4 Quality assessment of studies measuring the association between suboptimal breastfeeding and selected
outcomes
Directness
No of
Design
studies (ref)

Limitations

Consistency

Generalizability
to population
of interest

Generalizability to
intervention of interest

Study shows benefit of EBF among infants 0-5 mos
of age; study shows benefit of any BF among
infants 6-23 mos of age (+1)

Only Asia (-0.5)

EBF not reported for
neonates alone

Only Latin
America (-0.5)

EBF not reported for
neonates alone

Pneumonia Incidence: moderate outcome-specific quality
1 [27]

Cohort

Reverse causality
highly likely (-0.5)

Pneumonia Prevalence: moderate outcome-specific quality
1 [18]

Cohort

Reverse causality likely Study shows benefit of EBF among infants 0-5 mos
(-0.5)
of age; study shows benefit of any BF among
infants 6-23 mos of age (+1)

Pneumonia Mortality: moderate outcome-specific quality
5 [19-23]

Reverse causality
Cohort/
Casehighly likely or likely
control for 3 of 5 studies (-0.5)

All studies show benefit of EBF among infants 0-5
mos of age; all studies show benefit of any BF
among infants 6-23 mos of age (+1)

Asia, Latin
America, Africa,
Western Pacific

All-Cause Mortality: moderate outcome-specific quality
4
Cohort
[19,20,24,25]

Reverse causality
highly likely or likely
for all 4 studies (-0.5)

All studies show benefit of EBF among infants 0-5
mos of age; all studies show benefit of any BF
among children 6-23 mos of age (+1)

Asia, Latin
America, Africa

Pneumonia Hospitalizations: moderate outcome-specific quality
2 [20,26]

Cohort/
Casecontrol

Reverse causality
highly likely or likely
for both studies (-0.5)

All studies show benefit of EBF among infants 0-5
mos of age; studies show benefit of any BF among
children 0-11 mos of age (+1)

Asia, Latin
America, Africa

EBF not reported for
neonates alone; BF not
reported for children >11
mos

Asia, Latin
America, Africa

EBF not reported for
neonates alone; BF not
reported for children >6
mos

All-Cause Hospitalizations: moderate outcome-specific quality
1 [20]

Cohort

Reverse causality
highly likely (-0.5)

Study shows benefit of EBF among infants 0-5 mos
of age (+1)

outcomes and age groups and it is therefore improbable
that such bias is completely accountable for our findings.
This assertion is supported by repeat analyses conducted
by four included studies, which report effect sizes of the
same direction and comparable magnitude before and
after adjusting for reverse causality [20-22,25]. Furthermore, findings were consistent over a wide geographic
area.
Our analyses were limited by the inclusion of effect
measures calculated with raw data, unadjusted for

potential confounders of breastfeeding and illness, such
as socioeconomic status. In addition, included studies
were observational and thus confounding may be present. Nevertheless, this methodology has been utilized in
previous studies and was not a major limitation to our
analyses given the consistency across included studies
with and without adjustment for confounding. Moreover, poverty has been linked to longer duration of
breastfeeding in developing countries, and thus the failure to adjust for certain confounders may have resulted

Table 5 Application of standardized rules for choice of final outcome to estimate effect of breastfeeding on the
reduction of pneumonia mortality
Outcome Measures

Application of
Standard Rules

n=2; 50 events
The risk of pneumonia mortality is 1.66 (0.53-5.23) for predominant BF; 2.50 (1.03-6.04) for partial BF;
14.97 (0.67-332.74) for not BF compared to EBF

Rule 2: Apply effect
estimates

n=2; 28 events
The risk of pneumonia mortality is 1.92 (0.79-4.68) for not BF compared to any BF

RULE 0: Insufficient
Evidence

0-5 months*
Pneumonia
Mortality
6-23 months
Pneumonia
Mortality

*Evaluating events for studies where reference category is EBF
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in a conservative estimate of the protection conferred by
breastfeeding exposure [28].
This review did not aim to estimate the risk of suboptimal feeding practices among children born to HIVinfected mothers and is therefore limited by the inability
to generalize our findings to such populations. Several
studies suggest the benefits of exclusive breastfeeding
among children born to HIV-infected mothers during
the first six months of life [29,30], and the current
WHO/UNICEF recommendation supports this practice
and continued feeding during the first year in conjunction with ARV drugs during the breastfeeding period
[31]. However, further research is necessary in order to
confirm the relevance of our reported effect sizes among
HIV-infected mothers and infants.
Our findings represent the best available estimates for
the protection conferred by optimal breastfeeding against
pneumonia and all-cause morbidity and mortality in lowand middle-income countries. The recommendations
summarized in Table 5 will therefore be implemented in
the LiST model.

Conclusions
This review underscores the essential role of breastfeeding in the prevention of pneumonia-specific and allcause morbidity and mortality. Our findings highlight
the importance of exclusive breastfeeding during the
first six months of life and continued breastfeeding for
18 months thereafter for child survival. While we report
the best available effect estimates for inclusion in LiST,
updated systematic literature review and meta-analyses
should be repeated periodically, in light of changing patterns of pneumonia and all-cause morbidity and mortality among children 0-23 months of age. This review did
not assess the impact of breastfeeding promotion; however, such research is warranted given the low coverage
of exclusive and continued breastfeeding in developing
countries.
Additional material
Additional file 1: The ‘Data Abstraction’ tab includes all data
abstracted from studies, as well as notes on methodology and
limitations. The ‘Reverse Causality’ tab includes the assessment
sheet used to systematically score studies on reverse causation
bias.

Competing interests
The authors have no competing interests.
Authors’ contributions
LML contributed to the abstraction of data from included studies,
conducted data analyses and led manuscript preparation. IZG led the
systematic review and contributed to manuscript preparation. ET and HN
assisted the literature review and abstraction. HC oversaw the literature

Page 7 of 8

review and abstraction. CLFW and REB provided technical leadership and
assisted with the interpretation of the analysis and the final manuscript
preparation.
Acknowledgements
The study was supported by a grant from the Bill and Melinda Gates
Foundation to the US Fund for UNICEF for the ongoing work of the Child
Health Epidemiology Reference Group (CHERG).
Declarations
The publication costs for this supplement were funded by a grant from the
Bill & Melinda Gates Foundation to the US Fund for UNICEF (grant 43386 to
“Promote evidence-based decision making in designing maternal, neonatal,
and child health interventions in low- and middle-income countries”). The
Supplement Editor is the principle investigator and lead in the development
of the Lives Saved Tool (LiST), supported by grant 43386. He declares that
he has no competing interests.
This article has been published as part of BMC Public Health Volume 13
Supplement 3, 2013: The Lives Saved Tool in 2013: new capabilities and
applications. The full contents of the supplement are available online at
http://www.biomedcentral.com/bmcpublichealth/supplements/13/S3.
Authors’ details
Department of International Health, Johns Hopkins Bloomberg School of
Public Health, Baltimore, MD, USA. 2Department of Family Medicine,
University of Split School of Medicine, Split, Croatia. 3Centre of Population
Health Sciences, University of Edinburgh Medical School, Edinburgh, UK.
4
Public Health Foundation of India, New Delhi, India.
1

Published: 17 September 2013
References
1. Liu L, Johnson HL, Cousens S, Perin J, Scott S, Lawn JE, Rudan I,
Campbell H, Cibulskis R, Li M, et al: Global, regional, and national causes
of child mortality: an updated systematic analysis for 2010 with time
trends since 2000. Lancet 2012, 379(9832):2151-2161.
2. Rudan I, Boschi-Pinto C, Biloglav Z, Mulholland K, Campbell H:
Epidemiology and etiology of childhood pneumonia. Bull World Health
Organ 2008, 86(5):408-416.
3. Nair H, Simoes E, Rudan I, Gessner B, Azziz-Baumgartner E, Zhang JS,
Feikin D, Mackenzie G, Moisi J, Roca A, et al: Global and regional estimates
of hospitalised severe acute lower respiratory infections in young
children in 2010: a systematic review and meta analysis. Lancet 2013,
381(9875):1380-1390.
4. Gupta GR: Tackling pneumonia and diarrhoea: the deadliest diseases for
the world’s poorest children. Lancet 2012, 379(9832):2123-2124.
5. Black RE, Allen LH, Bhutta ZA, Caulfield LE, de Onis M, Ezzati M, Mathers C,
Rivera J: Maternal and child undernutrition: global and regional
exposures and health consequences. Lancet 2008, 371(9608):243-260.
6. Kramer MS, Kakuma R: The optimal duration of exclusive breastfeeding.
Cochrane Database Syst Rev 2012, 8:CD003517.
7. Hanson LA, Korotkova M, Telemo E: Breast-feeding, infant formulas, and
the immune system. Ann Allergy Asthma Immunol 2003,
90(6 Suppl 3):59-63.
8. Nikawa H, Samaranayake LP, Hamada T: Modulation of the anti-Candida
activity of apo-lactoferrin by dietary sucrose and tunicamycin in vitro.
Arch Oral Biol 1995, 40(6):581-584.
9. Lopez Alvarez MJ: Proteins in human milk. Breastfeed Rev 2007, 15(1):5-16.
10. Victora CG: LiST: using epidemiology to guide child survival
policymaking and programming. Int J Epidemiol 2010, 39(3):650-652.
11. Walker N, Fischer-Walker C, Bryce J, Bahl R, Cousens S: Standards for
CHERG reviews of intervention effects on child survival. Int J Epidemiol
2010, 39(Suppl 1):i21-31.
12. UNICEF: The State of the World’s Children. 2009.
13. Indicators for assessing breastfeeding practices. Geneva, Switzerland:
World Health Organization. WHO/CDD/SER; 1991:91:14.
14. Indicators for assessing infant and young child feeding practices.
Geneva, Switzerland: World Health Organization. WHO/CDD/SER; 2007:91:14.
15. Lamberti LM, Fischer Walker CL, Noiman A, Victora C, Black RE:
Breastfeeding and the risk for diarrhea morbidity and mortality. BMC
public health 2011, 11(Suppl 3):S15.

Lamberti et al. BMC Public Health 2013, 13(Suppl 3):S18
http://www.biomedcentral.com/1471-2458/13/S3/S18

Page 8 of 8

16. Stata Corp. Statistical Software: Release 10.1. College Station TX: Stata
Corporation; 2008.
17. Victora CG: Case-control studies of the influence of breastfeeding on
child morbidity and mortality: methodological issues. In Breastfeeding,
nutrition, infection and infant growth in developed and emerging countries.
Newfoundland: ARTS Biomedical Publishers and Distributors;Atkinson SA,
Hanson LA, Chandra RK. St Johns 1990:405-418.
18. Brown KH, Black RE, Lopez de Romana G, Creed de Kanashiro H: Infantfeeding practices and their relationship with diarrheal and other
diseases in Huascar (Lima), Peru. Pediatrics 1989, 83(1):31-40.
19. Arifeen S, Black RE, Antelman G, Baqui A, Caulfield L, Becker S: Exclusive
breastfeeding reduces acute respiratory infection and diarrhea deaths
among infants in Dhaka slums. Pediatrics 2001, 108(4):E67.
20. Bahl R, Frost C, Kirkwood BR, Edmond K, Martines J, Bhandari N, Arthur P:
Infant feeding patterns and risks of death and hospitalization in the first
half of infancy: multicentre cohort study. Bull World Health Organ 2005,
83(6):418-426.
21. Victora CG, Smith PG, Vaughan JP, Nobre LC, Lombardi C, Teixeira AM,
Fuchs SM, Moreira LB, Gigante LP, Barros FC: Evidence for protection by
breast-feeding against infant deaths from infectious diseases in Brazil.
Lancet 1987, 2(8554):319-322.
22. Victora CG, Smith PG, Barros FC, Vaughan JP, Fuchs SC: Risk factors for
deaths due to respiratory infections among Brazilian infants. Int J
Epidemiol 1989, 18(4):918-925.
23. Yoon PW, Black RE, Moulton LH, Becker S: Effect of not breastfeeding on
the risk of diarrheal and respiratory mortality in children under 2 years
of age in Metro Cebu, The Philippines. Am J Epidemiol 1996,
143(11):1142-1148.
24. Briend A, Wojtyniak B, Rowland MG: Breast feeding, nutritional state, and
child survival in rural Bangladesh. Br Med J (Clin Res Ed) 1988,
296(6626):879-882.
25. Edmond KM, Zandoh C, Quigley MA, Amenga-Etego S, Owusu-Agyei S,
Kirkwood BR: Delayed breastfeeding initiation increases risk of neonatal
mortality. Pediatrics 2006, 117(3):e380-386.
26. Cesar JA, Victora CG, Barros FC, Santos IS, Flores JA: Impact of breast
feeding on admission for pneumonia during postneonatal period in
Brazil: nested case-control study. BMJ 1999, 318(7194):1316-1320.
27. Kumar V, Kumar L, Diwedi P: Morbidity related to feeding pattern in
privileged urban and under privileged rural infants. Indian Pediatr 1981,
18(10):743-749.
28. Contemporary patterns of breast-feeding: report on the WHO
Collaborative Study on Breast-feeding. Geneva, Switzerland: World Health
Organization; 1981:211:24.
29. Homsy J, Moore D, Barasa A, Were W, Likicho C, Waiswa B, Downing R,
Malamba S, Tappero J, Mermin J: Breastfeeding, mother-to-child HIV
transmission, and mortality among infants born to HIV-Infected women
on highly active antiretroviral therapy in rural Uganda. J Acquir Immune
Defic Syndr 2010, 53(1):28-35.
30. Coovadia HM, Rollins NC, Bland RM, Little K, Coutsoudis A, Bennish ML,
Newell ML: Mother-to-child transmission of HIV-1 infection during
exclusive breastfeeding in the first 6 months of life: an intervention
cohort study. Lancet 2007, 369(9567):1107-1116.
31. Guidelines on HIV and infant feeding: principles and recommendations
for infant feeding in the context of HIV and a summary of evidence.
Geneva, Switzerland: World Health Organization; 2010.
doi:10.1186/1471-2458-13-S3-S18
Cite this article as: Lamberti et al.: Breastfeeding for reducing the risk of
pneumonia morbidity and mortality in children under two: a systematic
literature review and meta-analysis. BMC Public Health 2013 13(Suppl 3):
S18.

Submit your next manuscript to BioMed Central
and take full advantage of:
• Convenient online submission
• Thorough peer review
• No space constraints or color figure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at
www.biomedcentral.com/submit

