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Abstract
Aim: This study estimated the healthcare cost savings for the government due to the 
prevention of gastroenteritis (GE) infections and lower respiratory tract infections 
(LRTI) in the first year of life, attributed to an increase in the exclusive breastfeeding 
rate at 4 months in Hong Kong.
Methods: The model used the best available data inputs, with uncertainty considered 
using probabilistic sensitivity analysis. We additionally assessed the impact of neonatal 
jaundice (NNJ) on the economic benefits of increasing exclusive breastfeeding rates.
Results: During 2010–2019, five admissions for GE and three admissions for LRTI per 
1000 births would have been prevented in the first year of life if the exclusive breast-
feeding rate at 4 months increased from the actual levels (~15–30%) to 50%, result-
ing in annual healthcare cost savings of USD1.05 (95% CI 1.03–1.07) million/year. 
The cost saving would reach USD1.89 (95% CI 1.86–1.92) million/year if the exclusive 
breastfeeding rate at 4 months increase to 70%. However, if higher NNJ admissions 
during 7–90 days related to more exclusive breastfeeding are considered, the cost 
saving would reduce by 60%.
Conclusion: Our findings can guide policymakers in allocating budget and resources for 
breastfeeding promotion in Hong Kong. The prevention of unnecessary NNJ admis-
sions would maximise the economic benefits of exclusive breastfeeding at 4 months.
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1  |  BACKGROUND

The health benefits of breastfeeding for children are well-
established. Yet, exclusive breastfeeding (EBF) during the 
first 6 months of infancy and continued breastfeeding for up 
to 2 years and beyond, as recommended by the World Health 
Organisation, is not the norm in many places, including Hong 
Kong. During the 1980–90s, Hong Kong had one of the lowest 
breastfeeding rates in the world.1 Efforts have been made to 
improve breastfeeding support in hospitals,2 including a policy 
change in 2006 to stop hospitals from accepting free infant for-
mula, and breastfeeding rates at hospital discharge increased 
from 19% in 1992 to higher than 80% since 2011.3 However, 
EBF rates at 4 and 6 months were still low (respectively 29% and 
26% in 2018).4 The large gap in attaining optimal breastfeeding 
practices highlights the need to further enhance policy to pro-
tect, promote and support breastfeeding.

Breastfeeding benefits the health of both children and 
mothers. Increasing breastfeeding rates, both exclusive and 
any breastfeeding, will reduce government healthcare costs 
for treating the paediatric and maternal diseases prevented by 
breastfeeding. From a governmental policy perspective, an eco-
nomic evaluation of the healthcare costs attributable to subopti-
mal breastfeeding can guide budget allocation for breastfeeding 
promotion to maximise population health. The cost savings due 
to a reduction in hospital admissions for high disease-burden 
paediatric conditions in infancy, such as gastroenteritis (GE) in-
fections and lower respiratory tract infections (LRTI), would be 
particularly impactful.5

Economic evaluations have shown that increased breastfeed-
ing rates are cost-saving in a range of different settings, includ-
ing the USA,6–8 Mexico,9 Europe,10–12 Australia13 and Southeast 
Asia.14 The estimates are setting- and model- specific due to 
the differences in healthcare systems, healthcare costs, health-
seeking behaviours, baseline breastfeeding rates and population 
structure. Although the incidence of neonatal jaundice (NNJ) in-
creases with an increase in EBF rate, none of the previous eco-
nomic evaluations considered it when estimating cost savings for 
an increase in breastfeeding rates.15

Here, we carried out an economic evaluation to assess paediatric 
hospital admissions averted and healthcare cost that would be saved 
due to an increase in the EBF rate at 4 months. We also additionally 
assessed the counterimpact of NNJ, the risk of which particularly in-
creases with EBF, on the economic benefits of breastfeeding promotion.

2  |  METHODS

We aimed to calculate the potential governmental cost saving at-
tributed to a reduction in hospitalizations for GE and LRTI in the 
first year of life in Hong Kong if EBF rates at 4 months had been 
higher during 2010–2019, with and without considering the im-
pact of NNJ.

2.1  |  Perspective

This economic evaluation focused on governmental cost attributed 
to hospitalisations in the first year of life to implicate government 
budgeting for breastfeeding promotion. We did not consider societal 
costs associated with not breastfeeding.

2.2  |  Hospital admissions, bed days and costs per 
bed day

There are eight public hospitals and 13 private hospitals in Hong Kong, 
providing in-patient hospital care for GE, LRTI and NNJ. The present 
analysis only considered the costs of admissions in public hospitals, which 
provide the majority of in-patient paediatric services and are heavily sub-
sidised by the government. The average cost per bed day in the general 
paediatric wards in all public hospitals in each year during 2010–2019 
was provided by the finance department in Prince of Wales Hospital.

The number of admissions due to GE, LRTI and NNJ and number 
of bed days per admission were obtained from aggregated in-patient 
discharge data capturing all admissions in public hospitals during 
2010–2019 from the Hong Kong Hospital Authority. Admissions 
due to GE, LRTI and NNJ were identified using the International 
Classification of Diseases, Ninth Revision, Clinical Modification 
(ICD-9-CM) code (Table S1). We used the primary diagnosis of ad-
mission to avoid double counting (i.e., an infant suffering from both 
GE and LRTI during the same admission) and to eliminate nosocomial 
infection-related admissions. We assumed all admissions were to 
general paediatric beds, i.e., not to the more costly beds in neonatal 
or paediatric intensive care units.

2.3  |  Time horizon and discount rate

We considered the protection from breastfeeding against 
GE and LRTI in the first year of life and its impact on NNJ in 

Key notes

•	 None of the previous economic evaluations of breast-
feeding considered the costs of treating neonatal 
jaundice.

•	 Our data showed that the cost savings to the govern-
ment attributed to an increase in exclusive breast-
feeding could be reduced by 60% due to more 
neonatal jaundice admissions associated with exclu-
sive breastfeeding.

•	 The present economic evaluation suggests that prevent-
ing unnecessary neonatal jaundice admissions would 
maximise the immediate economic benefits of exclusive 
breastfeeding in Hong Kong.
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the first 3 months of life. We estimated costs for treating NNJ  
during 0–6, 7–30 and 31–90 days, as physiological NNJ  
during the first week of life could be unrelated to feeding mode, 
and prolonged jaundice is typically investigated after 2–4 weeks 
of age.16,17

A 0% discount rate was used for the cost in the first year of life. 
All costs are presented in 2020 price levels, and the inpatient costs 
per case were adjusted using the Consumer Price Index published by 
the Hong Kong Census and Statistics Department.

2.4  |  Breastfeeding rate

Exclusive breastfeeding rates were obtained from Hong Kong bi-
ennial breastfeeding surveys and individual studies. We chose the 
EBF rate at 4 months as a measure of optimal scenarios after con-
sidering the local context. First, a previous local study18 provided 
the evidence on the protection of EBF at 3 months against GE, and 
several meta-analyses showed protection was stronger with longer 
breastfeeding. Second, reliable data on EBF rates at 4 months in 
Hong Kong are available. Third, the statutory maternity leave in 
Hong Kong is 14 weeks, making the promotion of EBF for 4 months 
more achievable compared to 6 months.

2.5  |  Economic modelling

We adopted a seven-step framework (Figure 1) that has been em-
ployed in previous similar economic evaluations on breastfeed-
ing.6,11,19,20 The input parameters are summarised in Table 1.

For each year, the base-case scenario represented the gov-
ernment expenditure on hospital admissions for selected diseases 
based on the actual number of hospital admissions, length of stay 
and bed costs with the actual breastfeeding rate in that year in Hong 
Kong, and three hypothetical optimal scenarios representing situa-
tions with, respectively, the EBF rate at 4 months increased from the 
base-case during 2010–2019 to 50%, 70% and 90%.

For each of the base-case and hypothetical optimal scenarios, we 
estimated the breastfed population and the non-breastfed popula-
tion from the incidence of the diseases (assuming a child is admit-
ted only once for the same condition) and the risk ratio in favour 
of breastfeeding abstracted from the literature, using the equations 
shown in Box 1 in Appendix S1.

The number of admissions averted due to an increase in breast-
feeding rate (i.e., the healthcare cost attributable to sub-optimal 
breastfeeding) was the difference between the base-case scenario 
and each hypothetical optimal scenario. The governmental cost sav-
ings were obtained by multiplying the averted admissions by the 

F I G U R E  1  Schematic diagram and 
input parameters of the economic model.
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year-specific average length of stay and the year-specific average 
cost of a bed day.

2.6  |  Probabilistic sensitivity analyses

The probabilistic sensitivity analysis was conducted to test the 
uncertainty of various parameters, including relative risks, actual 
breastfeeding rate, the cost of a bed day, the incidence of GE, LRTI 
and NNJ, and length of stay, with specified probabilistic distributions 
shown in Table 1.

2.7  |  Deterministic sensitivity analyses

For the predicted cost savings for GE/LRTI, we also performed 
one-way analyses to assess the influence of different parameters 
(relative risks, length of stay, cost for public hospital admission and 
actual EBF rate) and presented the difference compared with esti-
mates obtained from the base-case simulation when mean values 

of all parameters were used. Multi-way analyses were performed 
to show the results in the most cost-saving (best) case and the least 
cost-saving (worst) case simulations for the selected EBF rate.

3  |  RESULTS

3.1  |  Number of births, public hospital use and 
hospital expenditure during 2010–2019

The annual number of births in Hong Kong decreased from ~88 000–
92 000 in 2010–2012 to about 50 000–60 000 in 2013–2019 
(Figure 2A). The significant drop in births was due to a policy change 
in 2013 to stop women resident in mainland China from coming to 
Hong Kong to deliver unless their husbands were Hong Kong resi-
dents. EBF rates at 4 months increased from 19% in 2012 to above 
26% since 2016. (Figure 2B).

The average yearly number of admissions of infants aged 
0–12 months in public hospitals due to GE/LRTI was 1862/year 
and 2340/year, respectively, during 2010–2019. (Figure 2C) Infants 

F I G U R E  2  Secular trends in 2020–2019 of (A) number of births, (B) breastfeeding rates and (C) yearly number of hospital admissions and 
bed days for GE, LRTI and NNJ.

(A) Annual number of births (B) Breastfeeding rate at 4 months

(C) Number of hospital admissions and bed-days due to GE & LRTI (0-12 months) and NNJ (7-90 days)
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admitted had slightly longer hospital stays for LRTI (2.98–3.57 days/
admission) than for GE (2.05–2 46 days/admission). Compared to 
GE/LRTI, there were more admissions due to NNJ (11 352/year for 
infants aged 0–6 days; 7927/year for infants aged 7–90 days), but 
the average length of stay was shorter (1.0–1.9 days/admission and 
0.1–0.2 day/admission, respectively).

Hospitalisation for GE, LRTI (0–12 months) and NNJ (0–3 months) 
contributed to approximately 2.8%, 5.1% and 11.5% of total bed 
days of infants aged 0–12 months in public hospitals during 2010–
2019, respectively. The annual cost for these hospitalizations for 
GE (USD 3.38 million/year) and LRTI (USD 6.08 million/year) in the 
first year of life was much lower than that for NNJ hospitalisation in 
the first 3 months of life (USD15.8 million/year), of which 90% was 
attributed to admissions in the first 6 days of life.

3.2  |  Economic evaluation of breastfeeding 
promotion

Table 2 and Figure S1 show the number of admissions due to GE, 
LRTI and NNJ that could be changed and the governmental cost that 
could be saved/increased each year during 2010–2019 attributed to 
higher EBF rates (50%, 70% or 90%) from the probabilistic sensitiv-
ity analyses.

Potential cost savings for GE and LRTI

Increasing the EBF rate at 4 months from those in 2010–2019 (15–
30%) to 50% or above would reduce admissions for treating GE and 
LRTI by at least 198/year and 141/year, respectively (Figure S1A). The 
predicted annual cost savings/year due to reducing hospitalisation 
for GE/LRTI in the first year of life would have been USD1.05 (95% 
CI 1.03–1.07) million if the EBF rates at 4 months increase to 50% 
(Table 2 and Figure S1B). The cost savings would be USD 1.89 (95% CI 
1.86–1.92) million or more if EBF rates at 4 months increased to 70%.

The deterministic sensitivity analyses suggested that cost savings 
were most sensitive to the relative risk of GE and LTRI associated with 
breastfeeding (Figure  S2). When the EBF rate at 4 months reaches 
50%, annual cost savings from avoiding GE and LTRI would range from 
USD 0.2 million if breastfeeding is least protective (i.e., upper bound 
of relative risk) to USD 2.2 million if breastfeeding is most protective. 
In the worse-case scenario, where the actual breastfeeding rate and 
relative risk of GE and LRTI are at the upper bounds and length of stay 
and hospital cost are at lower bounds, achieving EBF at 4 months to 
50% would still be cost saving (USD 0.1 million).

3.2.1  |  The impact of NNJ on cost savings for 
GE and LRTI

If the increase in NNJ admissions during 7–90 days is considered, 
cost savings would be reduced ~60% to USD0.4 (95% CI 0.36–0.45) TA
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million and USD0.75 (95% CI 0.68–0.82) million if EBF rates at 
4 months increase to 50% and 70%, respectively. (Table 2) If the in-
crease in NNJ admissions in the first 6 days of life is also considered, 
an increase in the EBF rate would cost at least USD1.56 (95% CI 
1.49–1.62) million due to more admissions for NNJ in all scenarios.

When breastfeeding is most protective against GE and LRTI, in-
creasing the EBF rate at 4 months to 50% will cause more healthcare 
costs unless hospitalizations for NNJ during 0–3 months are reduced 
by at least 25%.

4  |  DISCUSSION

4.1  |  Summary of findings

Our economic evaluation, based on conservative assumptions, sug-
gested that increasing the EBF rate at 4 months in Hong Kong from 
15–30% to 50% could have saved governmental healthcare costs 
of at least 1 million USD per year during 2010–2019 by reducing 
public hospital use for treating GE and LRTI in the first year of life. 
Such cost savings could reach 1.89 million USD when EBF rates at 
4 months increase to 70%. For the first time, we demonstrated that 
about 60% of such healthcare cost savings could be offset by the 
increase in hospitalisation for NNJ during 7–90 days postpartum due 
to more exclusively breastfed infants. These findings give important 
information to guide healthcare expenditure to maximise the health 
of Hong Kong children and, with the review of NNJ management pol-
icy, to maximise economic benefits from breastfeeding promotion.

4.2  |  Uncertainties in the models

Our economic evaluation used the best available data and probabil-
istic sensitivity analyses to consider uncertainties of input param-
eters. As expected, the cost saving attributed to reducing hospital 
admissions for GE/LRTI was most sensitive to protection effect of 
EBF, as shown in deterministic sensitivity analyses. The protection of 
EBF for 4 months against GE/LRTI was not available from published 
meta-analyses5 or local studies. The only local data was from a 1997 
birth cohort,21 which showed that children exclusively breastfed for 
3 months (~6%) had fewer hospital admissions due to GE/LRTI in the 
first 6 months, but the protection against LRTI did not reach statisti-
cal significance.18 Therefore, we chose the most suitable protection 
effect of EBF at 4 months reported in a UK birth cohort,22 despite its 
larger CIs than those from meta-analyses. Nevertheless, our sensi-
tivity analysis confirmed that increasing the EBF rate to 50% is still 
cost-saving even when assuming the protection is at the lower bound 
for GE and LRTI or when no protection against LRTI is considered. 
Furthermore, we assumed no benefit from partial breastfeeding or 
EBF for 3 months or less, and we did not include costs of intensive 
care, general outpatient clinics and accident and emergency visits. 
We also used primary diagnosis, instead of any diagnosis, in count-
ing hospital use. Therefore, the potential total governmental cost 

savings attributed to the reduction of GE and LRTI due to a higher 
EBF rate should be higher; and our predicted cost saving is realistic.

4.3  |  Comparison with other studies

We set out to perform economic evaluations focusing on paediat-
ric diseases in early infancy for rapid monetary return. We also ex-
cluded severe but rarer conditions protected by breastfeeding, e.g., 
necrotizing enterocolitis, and milder conditions requiring few hospi-
talizations in our setting, e.g., otitis media. Therefore, the economic 
benefits of breastfeeding estimated here cannot be directly com-
pared with those conducted in elsewhere, including more diseases 
in infants, older children and mothers. Our estimated annual cost 
savings per 1000 births attributed to preventing GE and LTRI also 
differed from the UK,11 Spain12 and the US,7 due to differences in 
model assumptions, healthcare systems, healthcare costs and base-
line breastfeeding rates in different settings.

4.4  |  NNJ in economic evaluation of breastfeeding

For the first time, we quantified the potential negative impact of NNJ 
on the economic benefits of breastfeeding. Some costs potentially 
saved by more breastfeeding could be offset by the increase in pro-
longed or breastmilk NNJ, as proxied by admissions for NNJ for infants 
aged 7–90 days. Such NNJ is a prolongation of unconjugated hyper-
bilirubinemia usually after the third week of life and up to 3 months 
in healthy exclusively breastfed infants. Breastmilk jaundice is not a 
disease but rather a normal and harmless developmental phenom-
enon observed even in optimally exclusively breastfed infants who 
are thriving well. This explains the short hospital stay (about 3–5 h) for 
NNJ during 7–90 days of age, suggesting that infants were admitted 
for NNJ monitoring instead of treatments requiring longer stays.

On the other hand, our analysis showed that the government may 
pay more healthcare costs for all excess NNJ admissions from birth 
attributable to increased breastfeeding. The major cause of NNJ in 
the first week of life is termed physiological jaundice, caused by in-
sufficient uptake and conjugation of bilirubin due to developmental 
hepatic immaturity and/or excess intestinal reabsorption of bilirubin, 
i.e., enterohepatic circulation. Although not all breastfed infants de-
veloped physiological jaundice, the prevalence of physiological jaun-
dice increases with the EBF rate, and its economic impact could be 
huge in Hong Kong. As such, preventing unnecessary admissions for 
NNJ will maximise both the health benefits and economic benefits 
of breastfeeding in the Hong Kong and similar settings.

4.5  |  Public health implications – how much and 
what to invest

Our economic evaluation found that increasing EBF rates at 
4 months from the actual rate to 50% could save government cost of 
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1 million US$ per year due to prevention of GE and LRTI in the first 
year of life, informing policymakers of a potential budget for breast-
feeding promotion in Hong Kong. We also show the importance of 
optimising NNJ management in maximising the economic benefits 
of breastfeeding.

Not all breastfeeding promotion interventions are effective,19,23 
implicating the need to identify cultural and setting-specific strat-
egies. Most Hong Kong mothers intend to breastfeed,24 but more 
than half stop breastfeeding before they had wished,25 and only 
~30% managed EBF for 1 month. Investing in breastfeeding support 
in the first month should be prioritised not only because the major-
ity who did not sustain breastfeeding to 4 months gave up during 
this period, but also for the prevention of “insufficient breastfeeding 
jaundice”17 or “sub-optimal intake jaundice”.16 Equally important is 
the continued investment in established evidence-based strategies, 
including implementing Baby Friendly Hospital Initiative policies 
in all birthing hospitals, strengthening breastfeeding support after 
discharge, implementing paid maternity leave26 and strengthen-
ing the implementation of the International Code of Marketing of 
Breastmilk Substitutes to protect mothers from unethical marketing 
of infant formula27,28 to enable mothers to make informed choices 
about infant feeding.29

4.6  |  Limitations

Some limitations require consideration. First, we assumed a child 
was admitted only once for GE or LRTI in the first year of life. 
However, if a child is admitted more than once with GE or LRTI, it 
would likely have little impact on the estimations of cost savings 
since it could be argued that the protective effect of breastfeed-
ing would apply to all admissions. Second, we assumed the protec-
tive effect of breastfeeding using data from the United Kingdom. 
The effect size of the protection from breastfeeding of different 
durations and exclusivity in Hong Kong would improve the esti-
mates for cost saving. Finally, although the bed cost was obtained 
from the local Hospital Authority and is highly reliable, the cost 
estimates can be strengthened by healthcare cost of paediatric/
neonatal intensive care units, out-patient clinics and accident and 
emergency units.

5  |  CONCLUSION

This study conservatively estimated that increasing EBF at 4 months 
from the current rate to 50% in Hong Kong could have saved one 
US million per year during 2010–2019, attributed to treating GE 
and LRTI in the first year of life in government hospitals. At least 
60% monetary benefits could be offset by the potential increase in 
NNJ prevalence attributed to more breastfed infants, implicating 
the importance of policy changes in managing NNJ while promot-
ing breastfeeding to maximise child health in Hong Kong and similar 
Asian settings with high rates of NNJ.

AUTHOR CONTRIBUTIONS
Hui drafted the initial manuscript, conceptualised and designed 
the study, reviewed and revised the manuscript. Yeung, Wong and 
Loganathan critically reviewed manuscript and contributed to the 
interpretation of data. Liao carried out the data analysis. Nelson 
conceptualised and designed the study, reviewed and revised the 
manuscript. All authors approved the final manuscript as submitted 
and agree to be accountable for all aspects of the work.

ACKNOWLEDG EMENTS
We are grateful to the hospital admission data provided by the 
Central Panel on Administrative Assessment of External Data 
Requests, Hospital Authority & the Finance Department, Prince of 
Wales Hospital, Hospital Authority.

FUNDING INFORMATION
This work was funded by the Health and Medical Research Fund, 
Government of the Hong Kong SAR (#07181226).

CONFLIC T OF INTERE S T S TATEMENT
The authors have no conflicts of interest relevant to this article to 
disclose.

E THIC S S TATEMENT
This study was approved by the Joint Chinese University of 
Hong Kong-New Territories East Cluster Clinical Research Ethics 
Committee (CREC reference number 2019.616).

ORCID
Carlos K. H. Wong   https://orcid.org/0000-0002-6895-6071 

R E FE R E N C E S
	 1.	 Leung GM, Ho LM, Lam TH. Breastfeeding rates in Hong 

Kong: a comparison of the 1987 and 1997 birth cohorts. Birth. 
2002;29(3):162-8.

	 2.	 Tarrant M, Lok KY, Fong DY, et al. Effect on baby-friendly hospital 
steps when hospitals implement a policy to pay for infant formula. 
J Hum Lact. 2016;32(2):238-49.

	 3.	 Breastfeeding rate at discharge reported by Baby Friendly Hospital 
Initiative Hong Kong Association.  https://​www.​babyf​riend​ly.​org.​
hk/​en/​breas​tfeed​ing-​trend/​​. Accessed 5 Aug 2024.

	 4.	 Breastfeeding Survey 2021. Department of Health, Hong Kong 
SAR Government. https://​www.​fhs.​gov.​hk/​engli​sh/​repor​ts/​files/​​
BF_​survey_​2021.​pdf. Published 2021. Accessed 5 Aug 2024.

	 5.	 Horta BL, Victora CG, World Health Organization. Short-Term 
Effects of Breastfeeding: A Systematic Review on the Benefits 
of Breastfeeding on Diarrhoea and Pneumonia Mortality. World 
Health Organization; 2013.

	 6.	 Bartick M, Reinhold A. The burden of suboptimal breastfeed-
ing in the United States: a pediatric cost analysis. Pediatrics. 
2010;125(5):e1048-e1056.

	 7.	 Bartick MC, Schwarz EB, Green BD, et al. Suboptimal breastfeeding 
in the United States: maternal and pediatric health outcomes and 
costs. Matern Child Nutr. 2017;13(1):e12366.

	 8.	 Bartick MC, Stuebe AM, Schwarz EB, Luongo C, Reinhold AG, 
Foster EM. Cost analysis of maternal disease associated with sub-
optimal breastfeeding. Obstet Gynecol. 2013;122(1):111-9.

 16512227, 2025, 1, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/apa.17396 by H

O
N

G
 K

O
N

G
 PO

L
Y

T
E

C
H

N
IC

 U
N

IV
E

R
SIT

Y
 H

U
 N

G
 H

O
M

, W
iley O

nline L
ibrary on [16/12/2024]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://orcid.org/0000-0002-6895-6071
https://orcid.org/0000-0002-6895-6071
https://www.babyfriendly.org.hk/en/breastfeeding-trend/
https://www.babyfriendly.org.hk/en/breastfeeding-trend/
https://www.fhs.gov.hk/english/reports/files/BF_survey_2021.pdf
https://www.fhs.gov.hk/english/reports/files/BF_survey_2021.pdf


    |  73HUI et al.

	 9.	 Colchero MA, Contreras-Loya D, Lopez-Gatell H, Gonzalez de Cosio 
T. The costs of inadequate breastfeeding of infants in Mexico. Am J 
Clin Nutr. 2015;101(3):579-86.

	10.	 Cattaneo A, Ronfani L, Burmaz T, Quintero-Romero S, Macaluso A, 
Di Mario S. Infant feeding and cost of health care: a cohort study. 
Acta Paediatr. 2006;95(5):540-6.

	11.	 Pokhrel S, Quigley MA, Fox-Rushby J, et al. Potential economic im-
pacts from improving breastfeeding rates in the UK. Arch Dis Child. 
2015;100(4):334-40.

	12.	 Quesada JA, Méndez I, Martín-Gil R. The economic benefits 
of increasing breastfeeding rates in Spain. Int Breastfeed J. 
2020;15(1):1-7.

	13.	 Smith JP. “Lost milk?” counting the economic value of breast milk in 
gross domestic product. J Hum Lact. 2013;29(4):537-46.

	14.	 Walters D, Horton S, Siregar AYM, et al. The cost of not breastfeed-
ing in Southeast Asia. Health Policy Plan. 2016;31(8):1107-16.

	15.	 Leung GM, Lam T-H, Ho L-M, Lau Y-L. Health consequences of 
breast-feeding: doctors' visits and hospitalizations during the first 
18 months of life in Hong Kong Chinese infants. Epidemiology. 
2005;16:328-35.

	16.	 Flaherman VJ, Maisels MJ, AoB M. ABM clinical protocol# 22: 
guidelines for management of jaundice in the breastfeeding infant 
35 weeks or more of gestation—revised 2017. Breastfeed Med. 
2017;12(5):250-7.

	17.	 Gartner LM. Breastfeeding and jaundice. J Perinatol. 
2001;21(1):S25-S29.

	18.	 Tarrant M, Kwok M-K, Lam T-H, Leung GM, Schooling CM. Breast-
feeding and childhood hospitalizations for infections. Epidemiology. 
2010;21:847-54.

	19.	 Mavranezouli I, Varley-Campbell J, Stockton S, et  al. The cost-
effectiveness of antenatal and postnatal education and support 
interventions for women aimed at promoting breastfeeding in the 
UK. BMC Public Health. 2022;22(1):1-22.

	20.	 Weimer J. The Economic Benefits of Breastfeeding: A Review and 
Analysis. Food and Rural Economics Division, Economic Research 
Service, U.S. Department of Agriculture; 2001.

	21.	 Schooling CM, Hui LL, Ho LM, Lam T-H, Leung GM. Cohort pro-
file:‘children of 1997’: a Hong Kong Chinese birth cohort. Int J 
Epidemiol. 2012;41(3):611-20.

	22.	 Quigley MA, Kelly YJ, Sacker A. Breastfeeding and hospitaliza-
tion for diarrheal and respiratory infection in the United Kingdom 
Millennium Cohort Study. Pediatrics. 2007;119(4):e837-e842.

	23.	 Relton C, Strong M, Thomas KJ, et al. Effect of financial incentives 
on breastfeeding: a cluster randomized clinical trial. JAMA Pediatr. 
2018;172(2):e174523.

	24.	 Lok KYW, Bai DL, Tarrant M. Family members' infant feeding pref-
erences, maternal breastfeeding exposures and exclusive breast-
feeding intentions. Midwifery. 2017;53:49-54.

	25.	 Lok KY, Chow CL, Fan HS, Chan VH, Tarrant M. Exposure to baby-
friendly hospital practices and mothers' achievement of their 
planned duration of breastfeeding. BMC Pregnancy Childbirth. 
2020;20(1):1-8.

	26.	 Chai Y, Nandi A, Heymann J. Does extending the duration of leg-
islated paid maternity leave improve breastfeeding practices? 
Evidence from 38 low-income and middle-income countries. BMJ 
Glob Health. 2018;3(5):e001032.

	27.	 Baker P, Santos T, Neves PA, et  al. First-food systems transfor-
mations and the ultra-processing of infant and young child diets: 
the determinants, dynamics and consequences of the global rise 
in commercial milk formula consumption. Matern Child Nutr. 
2021;17(2):e13097.

	28.	 Baker P, Smith J, Salmon L, et  al. Global trends and patterns of 
commercial milk-based formula sales: is an unprecedented infant 
and young child feeding transition underway? Public Health Nutr. 
2016;19(14):2540-50.

	29.	 World Health Organization. How the Marketing of Formula 
Milk Influences Our Decisions on Infant Feeding. World Health 
Organization; 2022.

SUPPORTING INFORMATION
Additional supporting information can be found online in the 
Supporting Information section at the end of this article.

How to cite this article: Hui LL, Liao E, Yeung KHT, Wong 
CKH, Loganathan T, Nelson EAS. An economic evaluation on 
sub-optimal breastfeeding in Hong Kong: Infant health 
outcomes and costs. Acta Paediatr. 2025;114:65–73. https://
doi.org/10.1111/apa.17396

 16512227, 2025, 1, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/apa.17396 by H

O
N

G
 K

O
N

G
 PO

L
Y

T
E

C
H

N
IC

 U
N

IV
E

R
SIT

Y
 H

U
 N

G
 H

O
M

, W
iley O

nline L
ibrary on [16/12/2024]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://doi.org/10.1111/apa.17396
https://doi.org/10.1111/apa.17396

	An economic evaluation on sub-optimal breastfeeding in Hong Kong: Infant health outcomes and costs
	Abstract
	1  |  BACKGROUND
	2  |  METHODS
	2.1  |  Perspective
	2.2  |  Hospital admissions, bed days and costs per bed day
	2.3  |  Time horizon and discount rate
	2.4  |  Breastfeeding rate
	2.5  |  Economic modelling
	2.6  |  Probabilistic sensitivity analyses
	2.7  |  Deterministic sensitivity analyses

	3  |  RESULTS
	3.1  |  Number of births, public hospital use and hospital expenditure during 2010–2019
	3.2  |  Economic evaluation of breastfeeding promotion
	Potential cost savings for GE and LRTI
	3.2.1  |  The impact of NNJ on cost savings for GE and LRTI


	4  |  DISCUSSION
	4.1  |  Summary of findings
	4.2  |  Uncertainties in the models
	4.3  |  Comparison with other studies
	4.4  |  NNJ in economic evaluation of breastfeeding
	4.5  |  Public health implications – how much and what to invest
	4.6  |  Limitations

	5  |  CONCLUSION
	AUTHOR CONTRIBUTIONS
	ACKNOWLEDGEMENTS
	FUNDING INFORMATION
	CONFLICT OF INTEREST STATEMENT
	ETHICS STATEMENT
	ORCID
	REFERENCES


