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Articles

Co infection and Other Clinical Characteristics of COVlD-19 in Children
Qin Wu, Yuhan Xing, Lei Shi, Wenjie Li, Yang Gao, Silin Pan, Ying Wang,
Wendi Wang and Quansheng Xing
Pediatrics 2020; l 46:e2020096 l
http://pediatrics.aappublications.org/content/ 146/ l /e20200961.abstract?etoc

Pediatric patients with COVID-19 presented with symptoms distinct from
adults and were susceptible to coinfection; persistent fecal shedding of
viral RNA was found after respiratory specimens revealed negative results.
Parental Hesitancy About Routine Childhood and Influenza Vaccinations: A
National Survey
Allison Kempe, Alison W. Saville, Christina Albertin, Gregory Zimet,
Abigail Breck, Laura Helmkamp, Sitaram Vangala, L. Miriam Dickinson,
Cindy Rand, Sharon Humiston and Peter G. Szilagyi
Pediatrics 2020; 146:e20193852
http://pediatrics.aappublications.org/content/ 146/ I/e20193852.abstract?etoc

ln this study, we assessed the prevalence of hesitancy about routine
childhood and childhood influenza vaccination among a nationally
representative sample of US parents.

Improving HPV Vaccination Rates: A Stepped-Wedge Randomized Trial
Rebecca B. Perkins, Aaron Legler, Emily Jansen, Judith Bernstein, Natalie
Pierre-Joseph, Terresa J. Eun, Dea L. Biancarelli, Thomas J. Schuch,
Karin Leschly, Anny T.H.R. Fenton, William G. Adams, Jack A. Clark,
Mari-Lynn Drainoni and Amresh Hanchate
Pediatrics 2020; I46:e20192737
http:/ /pcdial'rics.aappublications.org/content/ 146/l /e2019273 7 .abstract?etoc

An interprofessional, multicomponent HPV vaccination intervention resulted
in sustained improvement to both initiation and completion rates at the
population level.
Clinical Features of E-cigarette, or Vaping, Product Use-Associated Lung
Injury in Teenagers
Devika R. Rao, Kendra L. Maple, Amy Dettori, Folashade Afolabi, Jenny
K.R. Francis, Maddy Artunduaga, Tiffany J. Lieu, Kim Aldy, Dazhe James
Cao, Stephanie Hsu, Sing Yi Feng and Vineeta Mittal
Pediatrics 2020; 146:e20194104
http://pediatrics.aappublications.org/content/ J 46/ I /e20194104.abstract?etoc

We provide a description of the clinical presentation, laboratory and
imaging findings, and clinical course of 13 adolescents treated for EV ALT
in Dallas, Texas, in 2019.
E-cigarette Marketing Regulations and Youth Vaping: Cross-Sectional
Surveys, 2017-2019
David Hammond, Jessica L. Reid, Robin Burkhalter and Vicki L. Rynard
Pediatrics 2020; I46:e20194020
http:/ /pediatrics.aappublications.org/content/ 146/ I/e20194020.abstract?etoc

ln this article, we examine the impact of recent changes in regulatory
restrictions one-cigarette marketing in Canada on youth's exposure to
e-cigarette marketing, and vaping behavior.
Respiratory Syncytial Virus-Associated Hospitalizations Among Young
Children: 2015-2016
Brian Rha, Aaron T. Cums, Joana Y. Lively, Angela P. Campbell, Janet A.
Englund, Julie A. Boom, Parvin H. Azimi, Geoffrey A. Weinberg, Mary A.
Staat, Rangaraj Selvarangan, Natasha B. Balasa, Monica M. McNeal, Eileen
J. Klein, Christopher J. Harrison, John V. Williams, Peter G. Szilagyi,
Monica N. Singer, Leila C. Sahni, Daniella Figueroa-Downing, Darius
McDaniel, Mila M. Prill, Brett L. Whitaker, Laura S. Stewart, Jennifer E.
Schuster, Barbara A. Pahud, Gina Weddle, Vasanthi Avadhanula, FlorM.
Munoz, Pedro A. Piedra, Daniel C. Payne, Gayle Langley and Susan I.
Gerber
Pediatrics 2020; I46:e201936 J I
http://pediatrics.aappublications.org/content/ I46/l /e20193611.abstract?etoc

ln this active, prospective, multicenter, population-based surveillance
study, we provide updated estimates of RSV hospitalization burden among US
children <5 years old in 2015-2016.
Child Care Attendance and Educational and Economic Outcomes in Adulthood
Pascale Domond, Massimiliano Orri, Yann Algan, Leanne Findlay, Dafna
Kohen, Frank Vitaro, Richard E. Tremblay and Sylvana M. Cote
Pediatrics 2020; l46:e20193880
http://pediatrics.aappublications.org/content/ 146/ I/e20193880.abstract?etoc

This 30-year prospective cohort study, leveraging administrative data,
reveals association between early child care attendance, high school
graduation, and reduced risk of adult poverty.
Global Burden of Childhood Epilepsy, 1ntellectual Disability, and Sensory
Impairments
Bolajoko 0. Olusanya, Scott M. Wright, M.K.C. Nair, Nern-Yun Boo, Ricardo
Halpern, Hannah Kuper, Amina A. Abubakar, Nihad A. Almasri, Jalal
Arabloo, Narendra K. Arora, Sophia Backhaus, Brad D. Berman, Cecilia
Breinbauer, Gwen Carr, Petrus J. de Vries, Christie del Castillo-Hegyi,
Aziz Eftekhari, Melissa J. Gladstone, Rosa A. Hoekstra, Vijaya Kancherla,
Mphelekedzeni C. Mulaudzi, Angelina Kakooza-Mwesige, Felix A. Ogbo, Helen
E. Olsen, Jacob 0. Olusanya, Ashok Pandey, Maureen E. Samms-Vaughan,
Chiara Servi Ii, Amira Shaheen, Tracey Smythe, Donald Wertlieb, Andrew N.
Williams, Charles R.J. Newton, Adrian C. Davis, Nicholas J. Kassebaum and
on behalf of the Global Research on Developmental Disabilities
Collaborators (GRDDC)
Pediatrics 2020; l46:e20192623
http:/ /pediatrics.aappublications.org/content/ 146/ I/e20192623.abstract?etoc

At least 291 million children and adolescents had disabilities in 2017
globally, which is substantially higher than the GBD estimate of93 million
in 2004.
Survival Without Major Morbidity Among Very Low Birth Weight Infants in
California
Henry C. Lee, Jessica Liu, Jochen Profit, Susan R. Hintz and Jeffrey B.
Gould
Pediatrics 2020; 146:e20193865
http://pediatrics.aappublications.org/content/ 146/ l /e20193865.abstract?etoc

Using a population-based approach, this study sbows improvement in survival
without major morbidity among VLBW infants in California.
Prenatal Antidepressant Use and Risk of Adverse Neonatal Outcomes
Gretchen Bandoli, Christina D. Chambers, Alan Wells and Kristin Palmsten
Pediatrics 2020; 146:e20192493
http:/ /pediatrics.aappublications.org/content/ I46/l /e20192493.abstract?etoc

Using a large privately insured administrative claims database, we assessed
patterns of antidepressant use in pregnancy and associated offspring
outcomes.
Pediatric Outcomes After Regulatory Mandates for Sepsis Care
Kristin H. Gigli, Billie S. Davis, Jonathan G. Yabes, Chung-Chou H.
Chang, Derek C. Angus, Tina Batra Hershey, Jennifer R. Marin, Grant R.
Martsolf and Jeremy M. Kahn
Pediatrics 2020; 146:e20193353
http://pediatrics.aappublications.org/content/ l 46/l /e201933 53.abstract?etoc

The authors of this study evaluate the effect of the 2013 New York State
sepsis regulations on pediatric sepsis outcomes using a comparative
interrupted time-series analytic approach.
in-Hospital Formula Feeding and Breastfeeding Duration
Marcia Burton McCoy and Pamela Heggie
Pediatrics 2020; I46:e20192946
http://pediatrics.aappublications.org/content/ 146/ l /e20192946.abstract?etoc

PS matcbi.ng techniques produce a more accurate estimate of the negative
effect of TI-IFFon breastfeeding duration among Minnesota WIC participants.
Recovery of lron Stores After Adolescents Donate Blood
Ralph R. Vassallo, Joan F. Hilton, Marjorie D. Bravo, Eric Vittinghoff,
Brian Custer and Hany Kamel
Pediatrics 2020; 146:e201933 I 6
http://pediatrics.aappublications.org/content/ 146/1/e20193316.abstract?etoc

ln the absence of supplements, rebuilding lost iron stores in adolescent
blood donors takes substantially longer for some donors than currently
mandated lDis.
Mental Health Problems and Risk of Suicidal Ideation and Attempts in
Adolescents
Massimiliano Orri, Sara Scardera, Lea C. Perret, Despina Bolanis,
Caroline Temcheff, Jean R. Seguin, Michel Boivin, Gustavo Turecki,
Richard E. Tremblay, Sylvana M. Cote and Marie-Claude Geoffroy
Pediatrics 2020; 146:e20193823
http://pediatrics.aappublications.org/content/ I46/l/e20193823.abstract?etoc

In this contemporary sample, we report the prevalence of suicide-related
outcomes and associations with MHPs from ages I 3 to 20 years.
Attention-Deficit/Hyperactivity Disorder and Psychotropic Polypharmacy
Prescribing Trends

Heather L. Girand, Szymon Litkowiec and Minji Sohn
Pediatrics 2020; l 46:e20192832
http://pediatrics.aappublications.org/content/ l 46/l /e20192832.abstract?etoc

Tnthis study, we describe increasing rates of ADHD and psychotropic
polypharmacy in children and young adults and analyze patient
characteristics associated with polyphannacy.
Benzodiazepinc Treatment and Fracture Risk in Young Persons With Anxiety
Disorders
Greta A. Bushnell, Tobias Gerhard, Stephen Crystal and Mark Olfson
Pediatrics 2020; 146:e20193478
http://pediatrics.aappublications.org/content/ 146/ I/e201934 78.abstract?etoc

In this study, we observed an elevated fracture rate in children with
anxiety disorders initiating benzodiazepine treatment compared to SSRI
treatment, with no increase in young adults.
Parent-Child Agreement on Postconcussion Symptoms in the Acute Postinjury
Period
Isabelle Gagnon, Elizabeth Teel, Gerard Gioia, Mary Aglipay, Nick
Ba1Towman,Maegan Sady, Christopher Vaughan, Roger Zemek and PEDIATRIC
EMERGENCY RESEARCH CANADA (PERC) 5P TEAM
Pediatrics 2020; l 46:e20192317
http://pediatrics.aappublications.org/content/146/l /e20192317.abstract?etoc

In this study, we establish parent-child agreement for postconcussion
symptom reports and examine the predictive power of a previously derived
clinical rule when using child-reported symptoms.
Parent Preferences for Pediatric Clinician Messaging to Promote Smoking
Cessation Treatment
Brian P. Jenssen, Mary Kate Kelly, Jennifer Faerber, Chloe Hannan, David
A. Asch, Justine Shults, Robert A. Schnoll and Alexander G. Fiks
Pediatrics 2020; 146:e20 I 93901
http://pediatrics.aappublications.org/content/ 146/ l/e2019390 l .abstract?etoc

Using parent report, we analyze what smoking cessation messages from
pediatric clinicians are most likely to motivate them to start treatment.
Long-term Social Outcomes After Congenital Heart Surgery
Alireza Raissadati, Hanna Knihtilii, Tommi Piitilii, Reta Nieminen and Eero
Jokinen
Pediatrics 2020; 146:e20193745
http://pediatrics.aappublications.org/content/ l 46/1/e201937 45.abstract?etoc

Using the Finnish national CHS and population databases, in this article,
we provide a comprehensive insight into long-term social outcomes after
CHS.
A Core Outcome Set for Neonatal Opioid Withdrawal Syndrome
Lauren E. Kelly, Flora Shan, Sonya MacVicar, Emily Czaplinksi, Wendy
Moulsdale, Sarah Simpson, Karel Allegaert, Lauren M. Jansson and Martin
Offringa
Pediatrics 2020; I46:e20200018
http://pediatrics.aappublications.org/content/146/l

/e20200018.abstract?etoc

An internationally developed, evidence-infonned, and consensus-based set of
13 outcomes is created to be measured in clinical care and research on
NOWS.
Young Children's Use ofSmartphones and Tablets
Jenny S. Radesky, Heidi M. Weeks, Rosa Ball, Alexandria Schaller,
Samantha Yeo, Joke Dumez, Matthew Tamayo-Rios, Mollie Epstein, Heather
Kirkorian, Sarah Coyne and Rachel Barr
Pediatrics 2020; 146:e20193518
http:/ /pediatrics.aappublications.org/content/ 146/ l /e20193518.abstract?etoc

Mobile device sampling is a feasible, objective, and unobtrusive method
that provides detailed output regarding the timing, content, and duration
of tablet or smartphone use.
Competency of Future Pediatricians Caring for Children With Behavioral
and Mental Health Problems
Cori Green, JoAnna K. Leyenaar, Adam L. Turner and Laurel K. Leslie
Pediatrics 2020; 146:e20192884
http:/ /pediatrics.aappublications.org/content/ 146/ I/e20192884. abstract?etoc

In this national survey, we describe pediatric trainee competence in the
assessment and treatment of B/MH conditions and variation in competence
across training programs.
Resuscitation Opportunities for Fellows of Very Low Birth Weight Infants
in the Vermont Oxford Network
Megan M. Gray, Erika M. Edwards, Danielle E.Y. Ehret, Brianna K. Brei,
Lucy T. Greenberg, Rachel A. Umoren, Steven Ringer and Jeffrey Horbar
Pediatrics 2020; 146:e20193641
http://pediatrics.aappublications.org/content/ I46/l/e20193641.abstract?etoc

In this study, we use the VON database to characterize the frequency of
VLBW and ELBW DR resuscitations and procedures at NPM fellowship programs.
Defining the Essential Components of a Teaching Service
Caroline J. Gross, Laura E. Chiel, Amanda R. Gomez, Carolyn H. Marcus,

Catherine D. Michelson and Ariel S. Winn
Pediatrics 2020; l 46:e2020065 l
http://pediatrics.aappublications.org/content/ l 46/l /e2020065 l .abstract?etoc

We present a consensus definition of the essential and recommended
components of resident teaching services using Delphi methodology.

Commentaries

Rethinking Flu Vaccine Messaging
Annabelle de St. Maurice and Kathryn Edwards
Pediatrics 2020; I46:e20201770
http:/ /pediatrics.aappublications.org/content/ 146/ l /e20201770.extract?etoc

Curbing Youth £-cigarette Use Must Remain a Priority
S. Christy Sadreameli and Peter J. Mogayzel Jr
Pediatrics 2020; 146:e20200902
http://pediatrics.aappublications.org/content/ 146/ l /e20200902.extract?etoc

Measuring the Burden of RSV in Children to Precisely Assess the Impact of
Preventive Strategies
Octavio Ramilo and Asuncion Mejias
Pediatrics 2020; I46:e2020 I 727
http://pediatrics.aappublications.org/content/ l 46/ l /e20201727 .extract?etoc

High-Quality Child Care as an Effective Antipoverty Strategy: Emerging
Evidence From Canada
Iheoma U. Iruka
Pediatrics 2020; 146:e20200483
http://pediatrics.aappublications.org/content/ l 46/ l /e20200483.extract?etoc

The increasing Global Burden of Childhood Disability: A Call for Action
Marissa Vawter-Lee and Patrick T. McGann
Pediatrics 2020; 146:e20201119
http://pediatrics.aappublications.org/content/ 146/ l/e20201119.extract?etoc

Continually Improving Outcomes for Ve,y Low Birth Weight Infants
Roger F. Soll and William Edwards
Pediatrics 2020; l 46:e20200436
http ://pediatrics .aappu bl ications .org/ content/ 146/l /e202004 36. ex tract?etoc

Studying Medication Safety in Pregnancy: A Call for New Approaches,
Resources, and Collaborations
Sascha Dublin, Paige Wartko and Rita Mangione-Smith
Pediatrics 2020; 146:e20201540
http://pediatrics.aappublications.org/content/ l 46/1/e20201540.extract?etoc

The Legacy of Pediatric Sepsis State Legislation
Halden F. Scott, Fran Balamuth and Elizabeth R. Alpem
Pediatrics 2020; I46:e20201525
http:/ /pcdiatrics.aappublications.org/content/ 146/1/e20201525.extract?etoc

In-Hospital Formula Feeding and Breastfeeding Duration
Lori Feldman-Winter and Ann Kellams
Pediatrics 2020; 146:e2020122 l
http:/ /pediatrics.aappublications.org/content/ 146/ l /e20201221.extract?etoc

Reducing Iron Deficiency in Teen-Aged Blood Donors
Alan E. Mast
Pediatrics 2020; 146:e20201318
http://pediatrics.aappublications.org/content/l 46/l /e20201318.extract?etoc

Using Mobile Device Sampling to Objectively Measure Screen Use in
Clinical Care
Libby Matile Milkovich and She1i Madigan
Pediatrics 2020; 146:e20201242
http:/ /pediatrics.aappublications.org/content/ l 46/ l /e20201242.extract?etoc

Addressing the Behavioral and Mental Health Educational Gap in Pediatric
Residency Training
Sue E. Poynter, Kenya McNeal-Trice and Javier Gonzalez <leiRey
Pediatrics 2020; l 46:e20200805
http ://pediatrics .aappu blications .org/ con tent/ 146/ l /e20200805. extract?etoc

The Maturation of a Proficient Neonatologist: From the Delivery Room to
Independent Practice
Heather French and Eric Eichenwald
Pediatrics 2020; I46:e202002 l 2
http://pediatrics.aappublications.org/content/l 46/1 /e20200212.extract?etoc

Consideration of Heterogeneity in a Meta-analysis of Latino Sexual Health
Interventions

Vincent Guilamo-Ramos, Andrew Hidalgo and Lance Keene
Pediatrics 2020; l 46:e20201406
http://pediatrics.aappublications.org/content/ l 46/ l /e20201406.extract?etoc

Dyslexia in Pediatrics: Simple Practices to Tackle a Complex Tssue
Iliana I. Karipidis and David S. Hong
Pediatrics 2020; 146:e20201470
http://pediatrics.aappublications.org/content/ 146/ I/e202014 70.extract?etoc

From the American Academy of Pediatrics

Policy Statement: Digital Advertising to Children
Jenny Radesky, Yolanda (Linda) Reid Chassiakos, Nusheen Ameenuddin,
Dipesh Navsaria and COUNCIL ON COMMlJNlCA TlON AND MEDIA
Pediatrics 2020; 146:e20201681
http://pediatrics.aappublications.org/content/ J 46/ I/e20201681.abstract?etoc

Policy Statement: Advocacy and Collaborative Health Care for
Justice-Involved Youth
Mikah C. Owen, Stephenie B. Wallace and COMMITTEE ON ADOLESCENCE
Pediatrics 2020; l 46:e20201755
http://pediatrics.aappublications.org/content/146/l /e20201755.abstract?etoc

Policy Statement: Electronic Documentation in Pediatrics: The Rationale
and Functionality Requirements
Heather C. O'Donnell, Srinivasan Suresh and COUNCIL ON CLINICAL
INFORMATION TECHNOLOGY
Pediatrics 2020; 146:e20201682
http://pediatrics.aappublications.org/content/ 146/ I/e20201682.abstract?etoc

Technical Report: Electronic Documentation in Pediatrics: The Rationale
and Functionality Requirements
Heather C. O'Donnell, Srinivasan Suresb and COUNCIL ON CUNICAL
INFORMATION TECHNOLOGY
Pediatrics 2020; 146:00
http://pediatrics.aappublications.org/content/ 146/1100.abstract?etoc

AAP Meeting Abstracts

NCE Abstracts 2020
Pediatrics 2020; 146:e202000ln

http://pediatrics.aappublications.org/content/

146/ I /e202000ln.abstract?etoc

Pediatrics Perspectives

Mitigating the Impacts of the COVID- I 9 Pandemic Response on At-Risk
Children
Charlene A. Wong, David Ming, Gary Maslow and Elizabeth J. Gifford
Pediatrics 2020; 146:e20200973
http:/ /pcdiatri cs .aappu bl ications .org/ content/ l 46/ I /e2020097 3. abstract?etoc

Strategies that could mitigate the health risks of pandemic response
measures for at-risk subpopulations of children are outlined for policy
makers, health care workers and systems, and communities.
Sheltering in Place in a Xenophobic Climate: COVID-19 and Children in
immigrant Families
Rushina Cholera, Olanrewaju 0. Falusi and Julie M. Linton
Pediatrics 2020; 146:e2020 l 094
http://pediatrics.aappublications.org/content/146/l

/e20201094.extract?etoc

Vulnerable Youth and the COVlD-19 Pandemic
Rachel T. Silliman Cohen and Emily Adlin Bosk
Pediatrics 2020; 146:e20201306
http:/ /pediatrics.aappublications.org/content/ 146/ l /e2020 I 306.extract?etoc

Increased Risk for Family Violence During the COVID-19 Pandemic
Kathryn L. Humphreys, Myo Thwin Myint and Charles H. Zeanah
Pediatrics 2020; 146:e20200982
http://pediatrics.aappublications.org/content/

146/ l /e20200982.extract?etoc

Children's Hospital ICU Resource Allocation in an Adult Pandemic
Ian D. Wolfe, Jeremy R. Garrett, Brian S. Carter and John D. Lantos
Pediatrics 2020; 146:e20201140
http://pediatrics.aappublications.org/content/

146/ l/e20201140.extract?etoc

Toward a Deeper Understanding of Gun Violence
Nancy A. Dodson and David Hemenway
Pediatrics 2020; 146:e20193333
http://pediatrics.aappublications.org/content/

146/1/e20193333.extract?etoc

The Daunting Problem of Medical Complexity and Housing Instability
Rebecca R. Seltzer, B. Simone Thompson and Chris Feudtner
Pediatrics 2020; 146:e20193284
http://pediatrics.aappublications.org/content/ l 46/1/e20193284.extract?etoc

Monthly Feature

A Little Hurts a Lot: Exploring the Impact ofMicroaggressions in
Pediatric Medical Education
Kimberly Young, Angela Punnett and Shazeen Suleman
Pediatrics 2020; 146:e20201636
http://pediatrics.aappublications.org/content/ l 46/l /e20201636.extract?etoc

Research Briefs

Lung Ultrasound in Children With COVID-19
Marco Denina, Carlo Scolfaro, Erika Silvestro, Giulia Pruccoli, Federica
Mignone, Marisa Zoppo, Ugo Ramenghi and Silvia Garazzino
Pediatrics 2020; 146:e20201157
http://pediatrics.aappublications.org/content/146/1/e20201157.extract?etoc

Review Articles

Parenting Interventions in Pediatric Primary Care: A Systematic Review
Justin D. Smith, Gracelyn H. Cruden, Lourdes M. Rojas, Mark Van Ryzin,
Emily Fu, Matthew M. Davis, John Landsverk and C. Hendricks Brown
Pediatrics 2020; 146:e20193548
http://pediatrics.aappublications.org/content/ 146/ l /e20193548.abstract?etoc

In this article, we review the evidence for implementation of parenting
programs in pediatric primary care, which are effective at preventing and
treating children's behavioral health problems.
Sexual Health Programs for Latinx Adolescents: A Meta-analysis
Reina Evans, Laura Widman, McKenzie Stokes, Hannah Javidi, Elan Hope and
Julia Brasileiro
Pediatrics 2020; 146:e20193572
http://pediatrics.aappublications.org/content/ 146/l /e20193572.abstract?etoc

Synthesizing 12 trials, sexual health interventions improved abstinence,

condom use, and sexual health knowledge and reduced the number of sex
pa1iners among Latinx adolescents.

Diagnostic Dilemmas

An 8-Year-Old Boy With Fever, Splenomegaly, and Pancytopenia
Rachel Offenbacher, Brad Rybinski, Tuhina Joseph, Nora Rahmani, Thomas
Boucher and Daniel A. Weiser
Pediatrics 2020; 146:e20192372
http://pediatrics.aappublications.org/content/ I 46/l /e201923 72.abstract?etoc

The case of an 8-year-old boy with fever, abdominal pain, and pallor found
to have splenomegaly and pancytopenia who was ultimately diagnosed with a
rare etiology

State-of-the-Art Review Article

Reintroducing Dyslexia: Early Identification and Implications for
Pediatric Practice
Joseph Sanfilippo, Molly Ness, Yaacov Petscher, Leonard Rappaport, Barry
Zuckerman and Nadine Gaab
Pediatrics 2020; 146:e20193046
http://pediatrics.aappublications.org/content/146/1/e20193046.abstract?etoc

In this review, we synthesize current knowledge of the foundations of
dyslexia, consider outcomes, and discuss ways in which our contemporary
understanding can be used to infonn early clinical identification.

Special Articles

Updated Strategies for Pulse Oximetry Screening for Critical Congenital
Heart Disease
Gerard R. Martin, Andrew K. Ewer, Arny Gaviglia, Lisa A. Hom, Annamarie
Saarinen, Marci Sontag, Kristin M. Burns, Alex R. Kemper and Matthew E.
Oster
Pediatrics 2020; 146:e20191650
http://pediatrics.aappublications.org/content/ 146/ l/e20191650.abstract?etoc

Newborn screening for CCHD significantly improves outcomes. New approaches
can improve the efficiency of screening.
Ethical and Public Health Implications of Targeted Screening for
Congenital Cytomegalovirus
Ladawna L. Gievers, Alison Volpe Holmes, Jaspreet Loyal, Ilse A. Larson,

Carlos R. Oliveira, Erik H. Waldman and Sheevaun Khaki
Pediatrics 2020; l 46:e202006 l 7
http://pediatrics.aappublications.org/content/ l 46/l /e202006 l 7 .abstract?etoc

The ethical and public health implications of testing neonates for cCMV
through a targeted screening program is explored.
The Ethics of Creating a Resource Allocation Strategy During the COVID-19
Pandemic
Naomi Laventhal, Raina Basak, Mary Lynn Dell, Douglas Diekema, Nanette
Elster, Gina Geis, Mark Mercwio, Douglas Opel, David Shalowitz, Mindy
Statler and Robert Macauley
Pediatrics 2020; 146:e20201243
http://pediatrics.aappublications.org/content/ 146/1/e20201243.abstract?etoc

Bioethicists discuss how children should be considered in resource
allocation frameworks for the COVID-19 pandemic and moral dilemmas in
implementation of crisis standards of care.

Ethics Rounds

Pediatric Palliative Care in a Pandemjc: Role Obligations, Moral
Distress, and tbe Care You Can Give
Amanda M. Evans, Monique Jonas and John Lantos
Pediatrics 2020; I46:e20201163
http://pediatrics.aappublications.org/content/ l 46/ l /e20201163.abstract?etoc

Limited resources during the pandemic may affect patients in PPC and their
families, and providers may experience resultant moral distress; we suggest
some coping strategies.
Access to Transplantation for Undocumented Pediatric Patients
Olga Chamaya, Priya Verghese, Aviva Goldberg, Keren Ladin, Thalia
Porteny and John D. Lantos
Pediatrics 2020; 146:e20193692
http://pediatrics.aappublications.org/content/ 146/ l/e20193692.abstract?etoc

In this case, we seek to explore the ethical considerations in providing
undocumented pediatric patients with organ failure access to transplant as
a therapeutic option.

Quality Reports

Reduction in Resources and Cost for Gastroenteritis Through

Implementation of Dehydration Pathway
Jessica K. Creedon, Matthew Eisenberg, Michael C. Monuteaux, Mihail
Samnaliev and Jason Levy
Pediatrics 2020; 146:e20 I 91553
http://pediatrics.aappublications.org/content/ 146/1/e20191553.abstract?etoc

Implementation of a dehydration pathway in a pediatric ED led to
improvement in resource use, cost, and patient throughput.
The Improving Renal Outcomes Collaborative: Blood Pressure Measurement in
Transplant Recipients
Michael E. Seifert, Devesh S. Dahale, Margret Kamel, Pamela D.
Winterberg, Gina-Marie Barletta, Craig W. Belsha, Abanti Chaudhuri,
Joseph T. Flynn, Rouba Garro, Roshan P. George, Jens W. Goebel, David B.
Kershaw, Debora Matossian, Jason Misurac, Corina Nailescu, Christina R.
Nguyen, Meghan Pearl, Ari Pollack, Cozumel S. Pruette, Pamela Singer,
Judith S. VanSickle, Priya Verghese, Bradley A. Warady, Andrew Warmin,
Patricia L Weng, Larysa Wickman, Amy C. Wilson, David K. Hooper and ON
BEHALF OF THE lMPROVJNG RENAL OUTCOMES COLLABORATIVE (IROC)
Pediatrics 2020; l 46:e20192833
http:/ /pediatrics.aappublications.org/content/ 146/ I /e20192833.abstract?etoc

Improper BP measurement limits control of hypertension. Using the IROC
learning health system, we improved appropriate BP measurement across 17
transplant centers over 20 weeks.

Case Reports

A Case Series of the 2019 Novel Coronavirus (SARS-CoV-2) in 3 Febrile
Infants in New York
Lance Feld, Joshua Seifer, Rashi Kabra, Pratichi Goenka, Shipra Rai,
Shannon Moriarty and Stephen Barone
Pediatrics 2020; 146:e20201056
http://pediatrics.aappublications.org/content/ 146/ I /e2020 l 056.abstract?etoc

In this study, we describe clinical presentations of3 febrile infants <2
months of age hospitalized in a New York pediatric hospital.
Early Neonatal SARS-Co Y-2 Infection Manifesting With Hypoxemia Requiring
Respiratory Support
Mariateresa Sinelli, Giuseppe Paterlini, Marco Citterio, Alessia Di
Marco, Tiziana Fedeli and Maria Luisa Ventura
Pediatrics 2020; 146:e20201121
http://pediatrics.aappublications.org/content/146/1/e20201121.abstract?etoc

Severe Pediatric COVID-19 Presenting With Respiratory Failure and Severe

Thrombocytopenia
Pratik A. Patel, Shanmuganathan Chandrakasan, Geoffrey E. Mickells, lnci
Yildirim, Carol M. Kao and Carolyn M. Bennett
Pediatrics 2020; 146:e20201437
http://pediatrics.aappublications.org/content/ 146/ l /e2020143 7 .abstract?etoc

We present the successful management of a critically ill, previously
healthy child with COVID-19 presenting with respiratory failure and severe
thrombocytopenia.
Elevated Serum Creatinine: But Is It Renal Failure?
Molly Wong Vega, Sarah J. Swartz, Sridevi Devaraj and Srivaths
Poyyapakkam
Pediatrics 2020; l 46:e20192828
http://pediatrics.aappublications.org/content/ 146/ l /e20192828.abstract?etoc

We present a case report of internet-based sharing of a homemade formula by
nonmedical personnel placing an infant at risk because of unregulated
dietary supplements.
Flualprazolam: Report of an Outbreak of a New Psychoactive Substance in
Adolescents
Adam Blumenberg, Adrienne Hughes, Andrew Reckers, Ross Ellison and Roy
Gerona
Pediatrics 2020; 146:e20192953
http://pediatrics.aappublications.org/content/146/1/e20192953.abstract?etoc

A group of adolescents develop CNS depression due to intoxication with an
NPS: tlualprazolam.
Complete Heart Block Secondary to Flecainide Toxicity: Is It Time for
CYP2D6 Genotype Testing?
Bao Hui Poh, Jan Hau Lee, Abdul Alim Abdul Haium and Tze Liang Jonathan
Choo
Pediatrics 2020; 146:e20192608
http://pediatrics.aappublications.org/content/ 146/ l/e20192608.abstract?etoc

In this case study, we highlight the need to consider CYP2D6 gene testing
before flecainide initiation in infants because of genetic polymorphism.
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From:

Sent:
To:
Cc:

Subject:

Perrine, Cria G. (CDC/ONDIEH/NCCDPHP)
Fri, 20 Jul 2018 14:24:03 +0000
Trish MacEnroe
Carol MacGowan (dvx2@cdc.gov)
agenda for today's call

Hi Trish, we don't need to include the BFRCon the agenda for today's call. It is in clearance and we are
getting some different questions about the data and presentation, so we won't have anything to update
on today.
So I think we are good to stick with your proposed agenda:
1. Current media activities around the WHA resolution
2. Moving forward with the BFHI Implementation Guidance - BFHI Expert Meeting
3. Possibility of a BFUSA- CDCdebriefing the Wednesday morning following the Expert Meeting
4. Fed Is Best

From:
Perrine, Cria G. (CDC/DDNID/NCCDPHP/DNPAO)
Sent:
Thu, 17 Dec 2020 14:41:59 +0000
To:
Ellen Boundy (lwz9@cdc.gov)
Subject:
AHRQ review of maternal health outcomes
Attachments:
AHRQ infographic_maternal health outcomes.pdf, AHRQ_BF programs policies
maternal health outcomes developed countries_2018.pdf

EMPower
Fri, 14 Oct 2016 15:56:03 +0000
Undisclosed recipients:
All-Hospital Webinar Recording- Making Baby Friendly Baby Safe
Safe Sleep and Skin-to-Skin Care in the Neonatal.pptx, Safe Sleep and Skin-toSkin Care in the Neonatal Period for Healthy Term Newborns.pdf

From:
Sent:
To:
Subject:
Attachments:

EMPower~

Breastfeeding
Enhar,cing
Mol.emicy
Practicff

Dear EMPower Hospitals,
Thank you for joining us yesterday for Dr. Jay Goldsmith's presentation on "Making Baby Friendly Baby
Safe". To access yesterday's webinar, please use the link below. The presentation begins at the 8:05
recording mark. Additionally, please see attachments for webinar slides and for Dr. Goldsmith's AAP
clinical report.
Webinar recording:

https://abtassociates.webex.com/abtassociates/lsr.php?RCID=da5cl

260c81 0a865c 1 l 2dbcae70ecc34

Baby Friendly USASafety Webinar referenced by Dr. Goldsmith:
https://attendee.gotowebinar.com/recording/289258797253942786

All the best,
The EMPower Breastfeeding Team

www.EMPowerBreastfeeding.org

This message may contain privileged and confidential infonnation intended solely for the
addressee. Please do not read, disseminate or copy it unless you are the intended recipient. If this
message has been received in error, we kindly ask that you notify the sender immediately by
return email and delete all copies of the message from your system.

Making "BabyFriendly"
BabySafe
ith, M.D. Tulane UniversityNew
s, LA goldsmith.Jay@gmail.com

•

Unlike this group, I have no conflicts of interest to disclose!!!

} "Health care systems should ensure
that maternity care practices provide
education and counseling on
breastfeeding. Hospitals should
become more "baby-friendly,"
by
taking steps like those recommended
by the UNICEF/WHO's Baby-Friendly
Hos pita I Initiative."
Regina A.
Benjamin, MD, MBA
US Surgeon General (2009-201 3)

Case
} 341 0 gm AGA term male born by SVD at
1546 hours to 30 y.o. g7 pl mother in Level
l hospitalMother had balanced
translocation of chromosome l 5 and
multiple lossesPROM x 3 days ~ pitocin
ind uctionApgars 6 / 9AI lowed to breast feed
in LDRP in first hour

Case
} Assessed by RN x2 during "bonding period,"
the last time at 1647 (born at 1 546)1655:
found by RN to be gray, apneic, bradycardic in
mother's armsRushed to nursery and CPR
startedMD arrived at 1700 and successfully
intubatedUnable to place peripheral ivFirst
gasp and HR at 1 729Neonatologist
at 1737

Case
} Successful resuscitation and baby moved to
Level 3 for coolingNow has significant
developmental delays and CPLitigation claims
inadequate monitoring during "bonding
period" and resuscitation beneath the
standard of care

The Problem
} Skin-to-skin
care, rooming in; promotion of
breastfeeding in hospitalsWHO Ten Steps to
Successful BreastfeedingSSC and RI have
evidence of enhanced outcomes
BUTSafety concernsSUPCFallsUnrecognized
medical problems in newborn

Definitions
} Skin-to-skin CarePlacing naked infant in
direct contact with mother with the ventral
skin of the baby touching the ventral skin of
the caregiverRecommended immediately
following birth for 1 hour; also later in
infancyDelay painful procedures (Vit K, eye
treatment)Provided for al I "well" term
newborns (c-sections)Late preterm may also
"benefit", but are at increased risk of early
morbidities

Definitions
} Rooming-inMothers
and infants to remain
together 24 hours/day while in
hospitalApplies to term and late preterm
(>35 weeks)Procedures performed at the
bedsideMothers may nap, shower or leave the
room with the expectation that staff wi II
monitor the newborn at "routine
intervals"Mothers encouraged to use call bell
for assistance

EvidenceSupporting SSC& RI
} Extensive research on SSClmmediately after
birth stabilizes newborn temp, prevents
hypothermiaStabilized
blood glucose,
decreases crying, better CR stabilityDecreases
pain from proceduresln preterms, improves
neurobehavioral maturation, gi adaptation,
better sleep patters, better growthDecreases
maternal stress, decreases depression,
decreases postpartum hemorrhage (!)Improves
breastfeeding (reduced formula use)

EvidenceSupporting SSC& RI
} Research on Rllmproves patient
satisfactionBetter outcomes including dyads
with NASProvides better security against
abductionleads
to decreased infant
abandonmentSupports
cue based
feeding Decreases
hyperbilirubinemialncreases
likelihood of
breastfeeding to 6 months

Breastfeedingand the Use of Human
Milk
Pediatrics, March
} Pol icy Statement (Section on
Breastfeed i ng)Reaffi rmed
recommendation of exclusive
breastfeeding for first 6 months of
lifeProtective effect of breastfeeding
against:
Asthma, eczema, atopic
dermatitis, gi infections, lower
respiratory tract infections, O.M.

201 2

Breastfeedingand the Use of
Human Milk
} SIDS reduced by > 1 / 3 in breastfed
babies 1 5-30% decrease in adolescent
and adult obesity in breastfed vs. nonbreastfed i nfantsPed iatrician s
encouraged to promote breastfeeding to
mothers and for hospitals to
accommodate and stimulate
breastfeeding during the birth
hospitalization.

Hospital Routines
} AAP Sample Hospital Breastfeeding Policy
Adopts WHO/UNICEF principles on
breastfeeding ( 1991 )Revise hospital policies
that interfere with early skin-to-skin
contact or limit time infant can spend with
mother, eliminate human milk substitutes
and pacifier useAAP endorsed Ten Steps
Program (2 009)

The Ten Steps to Successful Breastfeeding are:
Have a written breastfeeding policy that is
routinely communicated to all health care
staff. Train all health care staff in the skills
necessary to implement this policy. Inform all
pregnant women about the benefits and
management of breastfeeding. Help mothers
initiate breastfeeding within one hour of
birth. Show mothers how to breastfeed and
how to maintain lactation, even if they are
separated from their infants. Give infants no
food or drink other than breast-milk, unless
medically indicated. Practice rooming in allow mothers and infants to remain together
24 hours a day. Encourage breastfeeding on
.
.

Ten Steps Program
} Adherence to program demonstrated
to:lncrease rates of breastfeeding initiation,
duration and exclusivitylmplementation
of 5
postpartum practices have been shown
to:lncrease breastfeeding duration (regardless
of SE status)lncrease breastfeeding in 1st
hour after birthlncrease exclusive
breastfeedinglncrease
avoidance of pacifiers

"BabyFriendly"Hospitals
} Baby Friendly Hospital Initiative (BFHI)
launched in 1991 Based on WHO/UNICEF Ten
Steps Program (1991) and Innocenti
Declaration (1990)"Baby Friendly USA",
certifying body (the "Golden Bow")Fi rst
hospital certified in 1996September 201 6:
3 75 certified hospitals (700 more
applications in process); these hospitals
deliver 18.5% of babies in US (~740,000)

Safety Concernsre: immediate STS
care
} Contraindications
to immediate STS
careBaby requiring positive pressure
ventilation in DRLow Apgar scores ( < 7 at
5 minutes)Cord pH < 7.0 or BD > -12Baby
< 3 7 weeks gestationConcerns re lack of
standardization
in care Lapses of
observation by stafflack of education of
staff in potential dangers

UnintendedConsequencesof
Current BreastfeedingInitiatives
} Concerns re: SUPC, co-sleeping,
leaving
mother-baby unattended in first hours of life,
fallsAdvocates against "overly rigid
insistence" on following 10 STEPSConcerns
regarding advice against pacifiers which have
protective effect against SIDS

Bass JL et al, JAMA Pediatrics, August 2016

Definition of SUPC
} Potentially fatal event in otherwise healthyappearing term newbornBritish
definition:> 3 5 wee ks gestationWe 11at birth
(normal 5 minute ApgarCollapses
unexpectedly requiring CPRDies, goes to
NICU or develops encephalopathyOther
medical conditions (sepsis, cardiac, etc.)
ruled out

Incidenceof SUPC
} Depends on definition usedlf brief resolved
unexplained event (BRUE) included, low risk
and probably benignThen incidence much
higher Serious SUPC requiring medical
CPR2.6 to 133 cases/100,000
live
birthsKernicterus
estimated at 1-2/100,000
live births

SUPC of Newborn Infants: A Review of
Cases, Definitions, Risks and Preventive
Measures
} Reviewed all published reports of SUPC in
first postnatal week (398)Wide ranging
estimates of incidence: 2.6 to 133/100,000
births½ died; ½ CNS sequelaeNo etiology
found in 153 of 233 deathsl /3 of cases in
first 2 hours; 1 /3 between 24 hours and 1 /3
between 1 and 7 days

Herlenius E, Kuhn P: Trans Stroke Res, 201 3

SUPC of Newborn Infants: A Review of
Cases, Definitions, Risks and Preventive
Measures
} Recommendations to reduce SUPCSystematic
information to parents re: airway
patencyParent education re: supine position,
bed-sharing, soft bedding, head covering,
etc.Appropriate surveillance of newborn in
first hoursSupervision of STS with
educationPositioning
infant to avoid
mechanical airway obstruction

Herlenius E, Kuhn P: Trans Stroke Res, 201 3

Reportsof deaths and ALTEsin early
neonatal period associatedwith STS
contact
} Unexpected postnatal collapse of presumably
health newbornsEtiology of arrests unknownAre
these events consistent with "Triple Risk
Model"?lntrinsic vulnerability of infant (blunted
CO2 response)Critical developmental period (e.g.
post-de I ivery stress or sedation)Exogenous
stressor (e.g. prone position, nose in breast,
covers over face, hyperthermia, etc.)

Apparent li1fe-threateningevents in
presumablyhealthy newbornsduring early
STScontact

Andres Vet al, Pediatrics, 2011

} 6 cases of ALTEs in DR during 1st 2 hours of
lifeAII healthy infants, on mother during early
STS contactMother and infant not
observedSuggested surveillance during early
STS

Suddendeaths and severeALTEsin
term infantswithin 24 hoursof
birth
Poets A et al, Pediatrics, 2011
} Report of cases in Germany in 2009 of
unexplained SUD after 10 min Apgar> 843
cases reported, 1 7 met entry criterialncidence
2.6/100,000
live births? deaths, 6 abnormal
CNS at discharge9 events in first 2 hours of
life; 1 2 babies lying on mother's chest and
abdomen? noticed by HP while mother was
awake!!

Deaths and near deaths of healthy
newborn infants while bed sharing on
maternity wards
Thach BT,J Perina to/, 2014
} Evaluate bed sharing programs on maternity
wardsSurvey MEs for deaths of healthy
newborns while bed sharing 1 5 deaths, 3 near
deaths reportedAccidental
suffocation
deemed most likely cause of
incidentsSuggests education of mothers and
more efficient monitoring during STS contact

Sudden unexplained early neonatal death
or collapse: a national surveillance study
} National 3 year surveillance study:
AustraliaSUEND or ALTEs reported at 0.050.38/ 1000 live births; identified 48 cases26
babies who collapsed found on carer's
chest"First postnatal day is a vulnerable
period" Development and implementation of
safe sleep guidelines needed
Lutz et al. 201 6 Pediatr Res

Falls
} Mothers (or fathers) may become
dizzy, faint or unable to hold
infantMaternal fatigue, drug
administration may increase
riskMother with baby in bed may fall
asleep and baby roll to floor

Oregon Patient Safety Review
} 7 hospitals part of one health
system22,866 births: 9 cases of infant
fallslncidence of 3.94 falls per l 0,000
births (2006-2007)1ncrease from
previous review ( l .6 / l 00,000 births)
for unknown reasons

AAP Policiesin place
} Discourage bed-sharing (Task Force On SIDS,
Pediatrics, 2011) NRP, 7th edition (2016):
baby who requires PPV requires postresuscitation care (implies monitoring)

Neonatal Resuscitation Algorithm-2015 Update
Antenatal COl.l"ISellng
Team briefing and eQUlpmont chock
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Post ResuscitationCare:
NRP }"th Eclition, 2016
"Babies who required supplemental
oxygen or PPV after delivery will
need close assessment.
They ..... should be evaluated
frequently during the immediate
newborn period ... Many will require
admission to a nursery environment
where continuous cardio-respiratory
monitoring is available and vital
signs can be measured frequently."

Makingthe first days of life safer:
time for a new protocol?
Paviotti Get al, J Perinatal, 2014

} Developed protocol to:Promote safe motherinfant bondingEstablish successful early
breastfeedingCorrect
risk factors for
SUPCProtocol concentrates on maternal
education, frequent assessments,
discouraging bed-sharing, STS only when
mother awake, not leaving mother alone in
first hours after birth

Infant Safety
} Mother post delivery exhaustionMother
may
have had opioids, MgS04, other
depressant/ sedating med icationsMon itoring
by hospital personnel (who?) or family
(untrained, father also fatigued)Danger of
SUPC or fall

Balancesafe sleep and skin-toskin care/breastfeedinginitiation
} Trained observer during first 1-2 hourslimit
bonding in compromised infantlncreased
maternal education re: bedsharing

Procedure for immediate postnatal

STS
} Delivery of term infantDry, stimulate, assess If
stable place STS with cord attached, clamp cord
after one minuteCover head with cap (optional)
and place prewarmed blankets ot cover body,
leaving face exposedAssess 1 and 5 minute Apgar
scoresReplace wet blankets and cap with dry
warm onesAssist and support to breastfeed

Risk stratificationfor STScare
} High risk situations include:PPV
(resuscitation)Low Apgar scoreslate
preterm Difficu It del ive ryMother receiving
opioids, MgS04Excessively sleepy
motherlUGR/LGA/IDM
baby

Additional safety measures
} Stabilize ambient temperatureUse of
appropriate lightingFacilitating
unobstructed
view of baby's faceAdditional support
persons may augment but NOT replace staff
monitoringEducation
of staff in SUPC
including safe positioning of baby

Componentsof safe positioning
during STS
} Inf ant's face can be seen Head in sniffing
positionNose and mouth are not coveredHead
turned to one sideNeck is straight, not
bentShoulders and chest face motherlegs
flexedBack covered with blanketsMonitored
continuously by staff in delivery arealnfant placed
in bassinet when mother wants to sleep

Safety ConcernsWhen Rooming-In
} Similar concerns to STSMother falling asleep
with baby in bed leading to SUPC or
fallMother may be unstable due to
exhaustion, medication effects; may not be
able to ambulate safelyRelatively unstudied
compared to falls of neurologically impaired,
post surgical cases or elderly

Britishstudy on rooming.....
in safety
} 64 mother-infant
dyadsSleep in stand alone
bassinet, side-car bassinet or mother's
bedBreastfeeding more frequent in bedsharing and side-carNo adverse events, but
video monitoring identified more safety
issues with bed-sharingAuthors
concluded
side-car provided best opportunity for
breastfeeding and safest conditions

Ball et al, ADC, 2006

Randomlr
Allocate,d
Postnatal
UnitBassinets
1

Control.,
standard
rooming-in
with
a.stand..a]onebassinet.
tothebed.

IntervenHon,
side""car
bassinet
attached

Improve safety with rooming-in
} AWHONN: no more than 3 maternal-infant
dyads to 1 RNNursing extenders may
augment care and monitoringEducation
of
mothers and families on risks of bed
sharingSafe sleep practices for babies
modeled and taught (firm surface, back to
sleep, sleep alone)

Suggestions for rooming-in
} Use a patient safety contractMonitor
mothers
according to risk assessmentUse fall
assessment toolslmplement
maternal egress
testingReview mother-infant
equipment (bed
rails, call bells, resuscitation
equipment)Educate staff re: prevention of
infant fallsUse risk assessment tools to avoid
hazards of rooming-in and STS practices

Transitioning to home and safe
sleep beyond discharge
} Anticipatory guidance re:
breastfeeding and sleep safetyFollow
AAP recommendations on smoking,
pacifier introduction, use of alcohol,
bed sharing, sleep positioningPost
discharge support for breastfeeding
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} Combined effort of COFN and Task Force on
SIDSPublishedin Pediatrics, September 2016

AAP uclinicalReport":
Characteri1st,ics
} Informs the pediatrician in the clinical
setting/best practices, state of the art
medicineBased on literature review &
data analysisCan be a stand-alone
documentDOES NOT include
recommendations
(only suggestions)

AAP Safe SleepSuggestions
} Use patient safety contract (focus on high
risk)Monitor mothers according to risk
assessmentUse fall assessment toolslmplement
maternal egress testing, especially if mother
using medicationsReview mother-infant
equipment (bed-rails, call bells, etc.)Publicize
information on fall preventionUse risk
assessment tools to avoid hazards of STS and
rooming in practices

BabyFriendlySafetyWebinar:
Safety First, Step 4
} Example of late preterm infant with
hypoglycemialOM Swiss cheese analogy on
how untoward effects of STS could have been
avoided with appropriate preparations and
interventionshttps: / / attendee.gotowebinar.co
m/ recording/ 2892 58 7972 5 3942 786
,daptive system

I

IError reaches patient I

I Human fallibility I

Barriers intercept most errors

Case Denouement
} Multiple expert depositions taken for both
sidesDefense claimed no protocol required
full time staff in mother's room (arrest
occurred after 1 hour of age)Defense claimed
resuscitation met standard for Level 1
hospitalDefendant hospital settled for
undisclosed amount prior to start of trial
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Skin-to-skin care (SSC)and rooming-in have become common practice in the

abstract

newborn period for healthy newborns with the implementation of maternity
care practices that support breastfeeding as delineated in the World Health
Organization's "Ten Steps to Successful Breastfeeding." SSCand rooming-in
are supported by evidence that indicates that the implementation of these
practices increases overall and exclusive breastfeeding, safer and healthier
transitions, and improved maternal-infant bonding. In some cases, however,

Thisdocument1scopyrightedond is property of the American
Academyof Pediatrics and its Board of Directors.All authors have
filed conflict of interest statements with the AmericanAcademy
of Pediatrics.Any conflicts have beenresolvedthrough a prncess
approvedby the Board of Directors. TheAmericanAcademyof
Pediatrics hos neither solicited nor acceptedany commerc101
involvementin the developmentof the content of this publication.

the practice of SSCand rooming-in may pose safety concerns, particularly
with regard to sleep. There have been several recent case reports and case
series of severe and sudden unexpected postnatal collapse in the neonatal
period among otherwise healthy newborns and near fatal or fatal events
related to sleep, suffocation, and falls from adult hospital beds. Although
these are largely case reports, there are potential dangers of unobserved

Clinicalreports from the AmericanAcademyof Pediatrics benefit from
expertise and resources of liaisons and internal (AAP)and external

reviewers.However,clinical reports from the AmericanAcademyof
Pediatrics may not reflect the viewsof the liaisons or the organizations
or governmentagenciesthat they represent.
Theguidance in this report does not indicate an exclusivecourse of
treatment or serve as a standard of medicalcare. Variations.taking
into account individual circumstances,may be appropriate.

SSC immediately after birth and throughout the postpartum hospital period
as well as with unobserved rooming-in for at-risk situations. Moreover,

All clinical reports from the AmericanAcademyof Pediatrics
automaticallyexpire 5 years alter publication unless l'eoffirmed,

behaviors that are modeled in the hospital after birth, such as sleep

revised. or retired at or before that time.

position, are likely to influence sleeping practices after discharge. Hospitals
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and birthing centers have found it difficult to develop policies that will
allow SSCand rooming-in to continue in a safe manner. This clinical report
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is intended for birthing centers and delivery hospitals caring for healthy
newborns to assist in the establishment of appropriate SSCand safe sleep
policies.
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INTRODUCTION
Definition of Skin-to-SkinCare and Rooming-In

Skin-to-skin care (SSC)is defined as the practice of placing infants in
direct contact with their mothers or other caregivers with the ventral
skin of the infant facing and touching the ventral skin of the mother/
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caregiver (chest-to-chest). The infant
is typically naked or dressed only in
a diaper to maximize the surface-tosurface contact between mother/
caregiver and the infant, and the
dyad is covered with prewarmed
blankets, leaving the infant's head
exposed. SSCis recommended for all
mothers and newborns, regardless
of feeding or delivery method,
immediately after birth (as soon
as the mother is medically stable,
awake, and able to respond to her
newborn) and to continue for at
least 1 hour, as defined by the World
Health Organization's (WHO's) "Ten
Steps to Successful Breastfeeding." 1,2
SSCis also a term used to describe
continued holding of the infant in
the manner described above and
beyond the immediate delivery
period and lasting throughout
infancy, whenever the mother/
caregiver and infant have the
opportunity. For mothers planning
to breastfeed, SSCimmediately
after delivery and continued
throughout the postpartum
period also involves encouraging
mothers to recognize when their
infants are ready to breastfeed and
providing help if needed. 2 Additional
recommendations by the WHO,as
part of the Baby-Friendly Hospital
Initiative and endorsed by the
American Academy of Pediatrics
(AAP) in 2009, include the following
specifications for the period of time
immediately after delivery: routine
procedures such as assessments and
Apgar scores are conducted while
SSCis underway, and procedures that
may be painful or require separation
should be delayed until after the
first hour; if breastfeeding, these
procedures should occur after the
first breastfeeding is completed. 3
The AAPfurther delineates that
the administration of vitamin K
and ophthalmic prophylaxis can
be delayed for at least 1 hour and
up to 4 hours after delivery. The
Baby-Friendly Hospital Initiative
encourages continued SSC
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throughout the hospital stay while
rooming-in. 4
Unless there is a medical reason for
separation, such as resuscitation, SSC
may be provided for all newborns.
In the case of cesarean deliveries,
SSCmay also be provided when the
mother is awake and able to respond
to her infant In some settings, SSC
may be initiated in the operating
room following cesarean deliveries,
while in other settings SSCmay begin
in the recovery room. SSCfor healthy
newborns shall be distinguished
from "kangaroo care" in this clinical
report, because the latter applies
to preterm newborns or infants
cared for in the NICU.5 This report
is intended for mothers and infants
who are well, are being cared for in
the routine postpartum or motherinfant setting, and have not required
resuscitation. Although sick or
preterm newborns may benefit from
SSC,this review is intended only for
healthy term newborns. Late preterm
infants (defined as a gestational age
of34-37 weeks) may also benefit
from early SSCbut are at increased
risk of a number of early neonatal
morbidities. 6
Rooming-in is defined as allowing
mothers and infants to remain
together 24 hours per day while in
the delivery hospital. This procedure
is recommended for all mothers and
their healthy newborns, regardless
of feeding or deli very method, and
in some cases applies to older late
preterm (>35 weeks' gestation) or
early term (37-39 weeks' gestation)
newborns who are otherwise
healthy and receiving routine care,
who represent up to 70% of this
population. 7 Mothers are expected to
be more involved with routine care,
such as feeding, holding, and bathing.
Newborns may remain with their
mothers unless there is a medical
reason for separation for either the
mother or the infant. Procedures
that can be performed at the bedside
can be performed while the infant is
preferably being held skin-to-skin or
Downloaded from by guest on October 14.2016

at least in the room with the mother.
Being held skin-to-skin by the mother
has been shown to decrease pain
in newborns undergoing painful
procedures such as blood draws. 8•9
Mothers may nap, shower, or leave
the room with the expectation that
the mother-infant staff members
monitor the newborn at routine
intervals. Mothers are encouraged to
use call bells for assistance with their
own care or that of their newborns.
Evidencefor SSCand Rooming-In

SSChas been researched extensively
as a method to provide improved
physiologic stability for newborns
and potential benefits for mothers.
SSCimmediately after birth stabilizes
the newborn body temperature and
can help prevent hypothermia. 10, 11
SSCalso helps stabilize blood glucose
concentrations, decreases crying,
and provides cardiorespiratory
stability, especially in late preterm
newborns.12 SSChas been shown
in numerous studies as a method
to decrease pain in newborns being
held by mothers 13 - 16 and fathers. 17 In
preterm infants, SSChas been shown
to result in improved autonomic and
neurobehavioral maturation and
gastrointestinal adaptation, more
restful sleep patterns, less crying,
and better growth. 18 - 21 Although
not specifically studied in full-term
infants, it is likely that these infants
also benefit in similar ways.
SSCalso benefits mothers.
Immediately after birth, SSC
decreases maternal stress and
improves paternal perception
of stress in their relationship. 22
A recent study suggested that
SSCand breastfeeding within 30
minutes of birth reduce postpartum
hemorrhage. 23 Experimental
models indicate that mother-infant
separation causes significant
stress, and the consequences of
this stress on the hypothalamicpituitary-adrenal axis persist. 24
In a randomized trial examining
the relationship between SSCand
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maternal depression and stress,
both depression scores and salivary
cortisol concentrations were
lower over the first month among
postpartum mothers providing SSC
compared with mothers who were
provided no guidance about SSC.22
For breastfeeding mother-infant
dyads, SSCenhances the opportunity
for an early first breastfeeding,
which, in turn, leads to more
readiness to breastfeed, an organized
breastfeeding suckling pattern,
and more success in exclusive and
overall breastfeeding, 12,25,26 even
after cesarean deliveries.27 Further
evidence shows a benefit for mothers
after cesarean deliveries who
practice SSCas soon as the mother
is alert and responsive in increased
breastfeeding initiation, decreased
time to the first breastfeeding,
reduced formula supplementation,
and increased bonding and maternal
satisfaction. 28 Increasing rates
of breastfeeding ultimately have
short- and long-term health benefits,
such as decreased risk of infections,
obesity, cancer, and sudden infant
death syndrome. 3
The evidence for rooming-in also
extends beyond infant feeding
practices and is consistent with
contemporary models of familycentered care. 29 Rooming-in and
the maternity care practices aligned
with keeping mothers and newborns
together in a hospital setting were
defined as best practice but not fully
implemented in the post-World War
II era, largely because of nursing
culture and the presumption
that newborns were safer in a
sterile nursery environment. 30
Rooming-in leads to improved
patient satisfaction. 31,32 Integrated
mother-infant care leads to optimal
outcomes for healthy mothers and
infants, including those with neonatal
abstinence syndrome. 33 Rooming-in
also provides more security, may
avoid newborn abductions or
switches, leads to decreased infant
abandonment, 34 and provides more
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opportunity for supervised maternalnewborn interactions. 35 Hospital staff
members caring for mother-infant
dyads have more opportunities
to empower mothers to care for
their infants than when infant care
is conducted without the mother
and in a separate nursery. For the
breastfeeding mother-infant dyad,
rooming-in may help to support cuebased feeding, leading to increased
frequency of breastfeeding, especially
in the first few days 36; decreased
hyperbilirubinemia; and increased
likelihood of continued breastfeeding
up to 6 months. 37
SSCand rooming-in are 2 of the
important steps in the WHO's "Ten
Steps to Successful Breastfeeding"
and serve as the basic tenets for a
baby-friendly-designated delivery
hospital.1,38,39 The Ten Steps
include practices that also improve
patient safety and outcomes by
supporting a more physiologic
transition immediately after delivery;
maintaining close contact between
the mother and her newborn, which
decreases the risk of infection and
sepsis; increasing the opportunity
for the development of a protective
immunologic environment;
decreasing stress responses by the
mother and her infant; and enhancing
sleep patterns in the mother. 40 - 42

SAFETYCONCERNS
REGARDING
IMMEDIATESSC

Rarely are there contraindications
to providing SSC;however, there
are potential safety concerns to
address. A newborn requiring
positive-pressure resuscitation
should be continuously monitored,
and SSCshould be postponed
until the infant is stabilized. 43
Furthermore, certain conditions, such
as low Apgar scores (less than 7 at
5 minutes) or medical complications
from birth, may require careful
observation and monitoring of the
newborn during SSCand in some
cases may prevent SSC.11 Other
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safety concerns are attributable to
the lack of standardization in the
approach, discontinuous observation
of the mother-infant dyad (with
lapses exceeding 10 to 15 minutes
during the first few hours of life),
lack of education and skills among
staff supporting the dyad during
transition while skin-to-skin, and
unfamiliarity with the potential
risks of unsafe positioning and
methods of assessment that may
avert problems. 44 The main concerns
regarding immediate postnatal SSC
include sudden unexpected postnatal
collapse (SUPC),which includes any
condition resulting in temporary or
permanent cessation of breathing or
cardiorespiratory failure. 45 - 48 Many,
but not all, of these events are related
to suffocation or entrapment. In
addition, falls may occur during SSC,
particularly if unobserved, and other
situations or conditions may occur
that prevent SSCfrom continuing
safely.44.49
SUPCis a rare but potentially fatal
event in otherwise healthy-appearing
term newborns. The definition of
SUPCvaries slightly depending on
the author and population studied.
One definition offered by the British
Association of Perinatal Medicine50
includes any term or near-term
(defined as >35 weeks' gestation in
this review) infant who meets the
following criteria: (1) is well at birth
(normal 5-minute Apgar and deemed
well enough for routine care), (2)
collapses unexpectedly in a state
of cardiorespiratory extremis such
that resuscitation with intermittent
positive-pressure ventilation is
required, (3) collapses within the
first 7 days of life, and (4) either dies,
goes on to require intensive care,
or develops encephalopathy. Other
potential medical conditions should
be excluded (eg, sepsis, cardiac
disease) for SUPCto be diagnosed.
The incidence ofSUPC in the first
hours to days oflife varies widely
because of different definitions,
inclusion and exclusion criteria of
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newborns being described, and lack
of standardized reporting and may
be higher in certain settings. The
incidence is estimated to be 2.6 to
133 cases per 100 000 newborns. In
1 case series, the authors described
one-third ofSUPC events occurring
in the first 2 hours oflife, one-third
occurring between 2 and 24 hours
of life, and the final third occurring
between 1 and 7 days oflife. 51 Other
authors suggested that 73% of SUPC
events occur in the first 2 hours of
life.52 In the case series by Pejovic and
Herlenius, 51 15 of the 26 cases ofSUPC
were found to have occurred during
SSCin a prone position. Eighteen were
in primiparous mothers, 13 occurred
during unsupervised breastfeeding
at< 2 hours of age, and 3 occurred
during smart cellular phone use by
the mother. Five developed grade 2
hypoxic-ischemic encephalopathy
(moderate encephalopathy), with 4
requiring hypothermia treatment.
Twenty-five of the 26 cases had
favorable neurologic outcomes in 1
series; however, in another review,
mortality was as high as 50%, and
among survivors, 50% had neurologic
sequelae. 53 Experimental models
suggest that autoresuscitation of
breathing after hypoxic challenge
takes longer with lower postnatal
age and decreased core body
temperature. 54
SUPC,in some definitions, includes
acute life-threatening episodes;
however, the latter is presumed to
be more benign. An apparent lifethreatening episode, or what may
be referred to as a brief resolved
unexplained event, may be low risk
and require simple interventions
such as positional changes, brief
stimulation, or procedures to resolve
airway obstruction. 46 ,53
Falls are another concern in the
immediate postnatal period. Mothers
who are awake and able to respond
to their newborn infant immediately
after birth may become suddenly and
unexpectedly sleepy, ill, or unable to
continue holding their infant. Fathers
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or other support people providing
SSCmay also suddenly become
unable to continue to safely hold the
newborn because of lightheadedness,
fatigue, incoordination, or other
factors. If a hospital staff member
is not immediately available to take
over, unsafe situations may occur,
and newborns may fall to the floor or
may be positioned in a manner that
obstructs their airway.

SUGGESTIONS
TOIMPROVE
SAFETY
IMMEDIATELY
AnER DELIVERY
Several authors have suggested
mechanisms for standardizing the
procedure of immediate postnatal SSC
to prevent sentinel events; however,
none of the checklists or procedures
developed have been proven to reduce
the risk. Frequent and repetitive
assessments, including observation
of newborn breathing, activity,
color, tone, and position, may avert
positions that obstruct breathing or
events leading to sudden collapse.41
In addition, continuous monitoring
by trained staff members and the use
of checklists may improve safety.35
Some have suggested continuous
pulse oximetry; however, there
is no evidence that this practice
would improve safety, and it may be
impractical. Given the occurrence of
events in the first few hours oflife,
it is prudent to consider staffing the
delivery unit to permit continuous staff
observation with frequent recording
of neonatal vital signs. A procedure
manual that is implemented in a
standardized fashion and practiced
with simulation drills may include
sequential steps identified in Box 1.55

BOX1: PROCEDURE
FORIMMEDIATE
SKIN-TO-SKIN
CARE

1. Delivery of newborn

2. Dry and stimulate for first
breath/cry, and assess
newborn
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3. If the newborn is stable, place
skin to skin with cord attached
(with option to milk cord),
clamp cord aRer 1 minute or
after placenta delivered, and
reassess newborn to permit
physiological circulatory
transition 56
4. Continue to dry entire newborn

except hands to allow the
infant to suckle hands bathed
in amniotic fluid (which smells
and tastes similar to colostrum),
which facilitates rooting and
first breastfeeding 57
5. Cover head with cap (optional)
and place prewarmed blankets
to cover body of newborn on
mother's chest, leaving face
exposed 58
6. Assess Apgar scores at 1 and 5
minutes
7. Replace wet blankets and cap
with dry warm blankets and cap
8. Assist and support to breastfeed

Risk stratification and associated
monitoring and care may avert
SUPC,falls, and suffocation. 59 Highrisk situations may include infants
who required resuscitation (ie, any
positive-pressure ventilation), those
with low Apgar scores, late preterm
and early term (37-39 weeks'
gestation) infants, difficult delivery,
mother receiving codeine 60 or other
medications that may affect the
newborn (eg, general anesthesia or
magnesium sulfate), sedated mother,
and excessively sleepy mothers
and/or newborns. Mothers may be
assessed to determine their level
of fatigue and sleep deprivation. 61
In situations such as those
described, increased staff vigilance
with continuous monitoring, as
described previously, is important
to assist with SSCthroughout the
immediate postpartum period. 62
Additional suggestions to improve
safety include enhancements to the
environment, such as stabilizing
the ambient temperature, 63 use
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of appropriate lighting so that the
infant's color and condition can be
easily assessed, and facilitating an
unobstructed view of the newborn
(Box 2). Additional support persons,
such as doulas and family members,
may augment but not replace staff
monitoring. Furthermore, staff
education, appropriate staffing, and
awareness of genetic risks may limit
sentinel events such as SUPC.These
suggestions, however, have not yet
been tested in prospective studies to
determine efficacy.

BOX2. COMPONENTS
OFSAFE
POSITIONING
FORTHENEWBORN
62 :
WHILE
SKIN·TO-SKIN
1. Infant's face can be seen

2. Infant's head is in "sniffing"
position
3. Infant's nose and mouth are

not covered
4. Infant's head is turned to one

side
5. Infant's neck is straight, not

bent
6. Infant's shoulders and chest
face mother
7. Infant's legs are flexed

FIGURE
1
Side-carbassinet for in-hospital use. Photo courtesy of Kristin Tully, PhD.

facilitate continued bonding,
thermoregulation, and increased
opportunities for breastfeeding.
These transitions may be
accomplished safely with skilled staff
members by using a standardized
procedure. 64 A newborn who is not
properly secured may pose a risk for
falls or unsafe positioning, leading to
suffocation.

8. Infant's back is covered with
blankets
9. Mother-infant dyad is

monitored continuously
by staff in the delivery
environment and regularly on
the postpartum unit
10. When mother wants to sleep,

infant is placed in bassinet or
with another support person
who is awake and alert
SSCmay be continued while moving
a mother from a delivery surface
(either in a delivery room or
operating room) to the postpartum
maternal bed. Transitions of
mother-infant dyads throughout
this period, and from delivery
settings to postpartum settings,
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SAFETY
CONCERNS
REGARDING
ROOMING-IN
Despite all of the advantages of
rooming-in, there are specific
conditions that pose risks for
the newborn. Many of the same
concerns that occur during SSCin the
immediate postnatal period continue
to be of concern while rooming-in,
especially if the mother and infant
are sleeping together in the mother's
bed on the postpartum unit. 65 In
addition, breastfeeding mothers
may fall asleep unintentionally while
breastfeeding in bed, which can result
in suffocation. 66 infant falls may be
more common in the postpartum
setting because of less frequent
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monitoring and increased time that a
potentially fatigued mother is alone
with her newborn(s). 67 The Oregon
Patient Safety Review evaluated 7
hospitals that were part of 1 larger
health system and identified 9
cases of newborn falls (from 22 866
births}, for a rate of 3.94 falls per
10 000 births over a 2-year period
from 2006 to 2007, which is higher
than previous reports of 1.6 per
100 000. 68- 70 It is not clear whether
this higher incidence was attributable
to an actual increase or better
reporting. For hospitals transitioning
to mother-infant dyad care (1 nurse
providing care for both mother
and infant) or separate mothernewborn care while rooming-in,
it is important to communicate to
staff that the same level of attention
and care is necessary to provide
optimal safety. Mothers will be
naturally exhausted and potentially
sleep-deprived or may sleep in short
bursts. 61 They may also be unable
to adjust their position or ambulate
safely while carrying a newborn. The
postpartum period provides unique
challenges regarding falls/drops
and is understudied compared with
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falls in the neurologically impaired
or elderly patient. Checklists and
scoring tools may be appropriate
and have the potential to decrease
these adverse events, particularly
if geared to the unique needs of the
postpartum period, such as shortterm disability from numbness or
pain, sleepiness or lethargy related to
pregnancy and delivery, and effects
from medication. 71
Even though mothers and family
members may be educated about
the avoidance of bed-sharing,
falling asleep while breastfeeding or
holding the newborn during SSCis
common. Staff can educate support
persons and/or be immediately
available to safely place newborns
on a close but separate sleep surface
when mothers fall asleep. Mothers
may be reassured that they or their
support persons can safely provide
SSCand that staff will be available
to assist with the transition to a
safe sleep surface as needed.
Mothers who have had cesarean
deliveries are particularly at risk
because oflimited mobility and
effects of anesthesia and warrant
closer monitoring. 72
Several studies examining safety
while rooming-in have been
conducted. Sixty-four mother-infant
dyads were studied in the United
Kingdom and randomly assigned
to have newborns sleep in a standalone bassinet, a side-car bassinet
(Fig 1), or the mother's bed to
determine perception of safety (by
video monitoring) and breastfeeding
outcomes. 73 Breastfeeding was
more frequent among those sharing
a bed and using a side-car than a
separate bassinet, but there were
more hazards associated with bedsharing than using a side-car or
bassinet. Although there were no
adverse events in this study, the
authors concluded that the side-car
provided the best opportunities
for breastfeeding with the safest
conditions. In a similar study
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examining dyads after cesarean
delivery, more hazards were
associated with stand-alone bassinets
than side-car bassinets. However,
side-car technology for hospital
beds is not yet well established in
the United States, and safety data
are not yet available. Given the
level of disability in mothers who
have had a cesarean delivery, sidecar technology holds promise for
improvement in the safety of the
rooming-in environment.7 4

SUGGESTIONS
FORROOMING-IN
1. Use a patient safety contract with

a particular focus on high-risk
situations (see parent handout
Newborn Safety Information for
Parents 68 and sample contract 71).
2. Monitor mothers according to
their risk assessment: for example,
observing every 30 minutes
during nighttime and early
morning hours for higher-risk
dyads. 69
3. Use fall risk assessment tools. 76

SUGGESTIONS
TOIMPROVESAFETY
WHILEROOMING-IN

Healthy mother-infant dyads are
safest when kept together and
cared for as a unit in a motherinfant setting. Staffing ratios are
determined to meet the needs of both
the mother and her newborn(s) and
to ensure the best possible outcomes.
The Association of Women's Health,
Obstetric and Neonatal Nurses'
recommendations are to have no
more than 3 dyads assigned to 1
nurse to avoid situations in which
nursing staff are not immediately
available and able to regularly
monitor the mother-infant dyads
throughout the postpartum period. 75
These ratios may permit routine
monitoring, rapid response to
call bells, and adequate time for
teaching; however, nursing staff
extenders, such as health educators
and nursing assistants, may augment
care. Mothers and families who are
informed of the risks of bed-sharing
and guided to place newborns on
separate sleep surfaces for sleep
are more likely to follow these
recommendations while in the
hospital and after going home.
Family members and staff can be
available to assist mothers with
transitioning the newborn to a safe
sleep location, and regular staff
supervision facilitates the recognition
of sleepy family members and
safer placement of the newborns in
bassinets or side-cars.
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4. Implement maternal egress
testing (a modification of a tool
originally designed to transfer
obese patients from bed to stand,
chair, or ambulation by using
repetition to verify stability),
especially if the mother is using
medications that may affect
stability in ambulating. 69
5. Review mother-infant equipment
to ensure proper function and
demonstrate the appropriate use
of equipment, such as bed rails
and call bells, with mothers and
families.
6. Publicize information about
how to prevent newborn falls
throughout the hospital system.
7. Use risk assessment tools to avoid
hazards of SSCand rooming-in
practices. 77

TRANSITIONING
TOHOMEANDSAFE
SLEEPBEYOND
DISCHARGE

Information provided to parents at
the time of hospital discharge should
include anticipatory guidance about
breastfeeding and sleep safety.3 -78 ,79
Pediatricians, hospitals, and other
clinical staff should abide by AAP
recommendations/guidance on
breastfeeding and safe sleep, pacifier
introduction, maternal smoking,
use of alcohol, sleep positioning,
bed-sharing, and appropriate
sleep surfaces, especially when
practicing SSC.79 In addition, the
AAPrecommends the avoidance of
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practices that increase the risk of
sudden and unexpected infant death,
such as smoking, the use of alcohol,
placing the infant in a nonsupine
position for sleep, nonexclusive
breastfeeding, and placing the infant
to sleep (with or without another
person) on sofas or chairs. 79,80
To facilitate continued exclusive
breastfeeding, the coordination
of postdischarge support is
recommended to enable the best
opportunity to meet breastfeeding
goals. Mothers may be referred to
peer support groups and trained
lactation specialists if breastfeeding
problems occur. Community support
is optimized by coordination with the
medical home. 81
CONCLUSIONS

Pediatricians and other providers
have important roles in the
implementation of safe SSCand
rooming-in practices. Safe
implementation with the use of a
standardized approach may prevent
adverse events such as SUPCand falls.
The following suggestions support
safe implementation of these
practices:
1. Develop standardized methods
and procedures of providing
immediate and continued SSC
with attention to continuous
monitoring and assessment.

2. Standardize the sequence
of events immediately after
delivery to promote safe
transition, thermoregulation,
uninterrupted SSC,and
direct observation of the first
breastfeeding session.

6. Conduct frequent assessments
and monitoring of the motherinfant dyad during postpartum
rooming-in settings, with
particular attention to high-risk
situations such as nighttime and
early morning hours.
7. Assess the level of maternal
fatigue periodically. If the
mother is tired or sleepy,
move the infant to a separate
sleep surface (eg, side-car or
bassinet) next to the mother's
bed.
8. Avoid bed-sharing in the
immediate postpartum period
by assisting mothers to use a
separate sleep surface for the
infant.
9. Promote supine sleep for all
infants. SSCmay involve the
prone or side position of the
newborn, especially if the dyad
is recumbent; therefore, it is
imperative that the mother/
caregiver who is providing SSC
be awake and alert.
10. Train all health care personnel
in standardized methods of
providing immediate SSC
after delivery, transitioning
the mother-infant dyad,
and monitoring the dyad
during SSCand rooming-in
throughout the delivery
hospital period.
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New York City mother Margaret Nichols nurses her son Bo, at 7 months. She originally
planned to breastfeed for two years Elinor Carucci for TIME
motherhood

Motherhood Is Hard to Get Wrong. So Why
Do So Many Moms Feel So Bad About
Themselves?
Claire Howorth
Oct 19, 2017
Claire Howorth is an assistant managing editor at TIME
Giving birth to her first child at home without medication was a foregone conclusion for
Margaret Nichols. Pain would yield to will, and that would be that. Throughout her pregnancy,
the 40-year-old New York City meditation teacher pored over the natural-birth canon, books
like Ina May Gaskin's Spiritual Midwifery and Bountiful, Beautiful, Blissful by Gurmukh Kaur
Khalsa. She became active in an international Facebook group dedicated to home and water
births, stockpiling mindfulness tips to help her override the physical agonies of labor. She
rented an inflatable blue birthing tub made of phthalate-free vinyl. Practically all her friends had

given birth at home, and they assured her that the 118 gallons of water, warmed to roughly her
body temperature, would function as "nature's epidural."
When Nichols went into labor last November, she felt elated, primed and cozy. She was
surrounded by a midwife, a doula and her partner Jeff Hubbard. But 30 hours later she was in
pain beyond imagination, howling what she later called desperate "animal-kingdom noises" as
she hurtled in her midwife's car toward a local hospital. There, she eagerly accepted
anesthesia, took a brief nap and gave birth to a healthy son she named Bo.
Back home, Nichols commenced the course of exclusive breastfeeding that is prescribed to
pretty much every new mother in America. She had hoped to nurse for two years. But after 5
months she developed lactation issues, which were exacerbated by a previously undiagnosed
thyroid problem. She would have to supplement with donor milk and formula. Feeling like she
hadn't "succeeded" and that her story wasn't "worthy," she went dark on Facebook.
The beginning of motherhood for Nichols was thus tainted by disappointment. Seven months
later, she describes a kind of "mourning" that her biology wouldn't submit to her ideals. "I
prepared so much for the birth, but the one thing that's not talked about as much is how much
support we need, and how vulnerable we are afterward," she says.
You could argue that Nichols set herself up, that nobody should expect babies or bodies to
adhere to best-laid plans. But like millions of other American moms, she had been bombarded
by a powerful message: that she is built to build a human, that she will feel all the more
empowered for doing so as nature supposedly intended and that the baby's future depends on
it. Call it the Goddess Myth, spun with a little help from basically everyone--doctors, activists,
other moms. It tells us that breast is best; that if there is a choice between a vaginal birth and
major surgery, you should want to push; that your body is a temple and what you put in it
should be holy; that sending your baby to the hospital nursery for a few hours after giving birth
is a dereliction of duty. Oh, and that you will feel--and look--radiant.
The myth impacts all moms. Because they partly reflect our ideals, hospital and public-health
policy are wrapped up with it. But even the best intentions can cause harm. The consequences
vary in degree, from pervasive feelings of guilt to the rare and unbearable tragedy of a mother
so intent on breastfeeding that she accidentally starves her infant to death.
A survey of 913 mothers commissioned by TIME and conducted by SurveyMonkey Audience
found that half of all new mothers had experienced regret, shame, guilt or anger, mostly due to
unexpected complications and lack of support. More than 70% felt pressured to do things a
certain way. More than half said a natural birth was extremely or very important, yet 43%
wound up needing drugs or an epidural, and 22% had unplanned C-sections. Breastfeeding,
too, proved a greater challenge than anticipated. Out of the 20% who planned to breastfeed for
at least a year, fewer than half actually did. The majority of mothers in the survey, as well as
those I talked to in dozens of additional interviews, pointed to "society in general" as the
source of the pressure, followed by doctors and other mothers.
Partly to blame are tsk-tsking furies: the barista who challenges your coffee order, the motherin-law who asks why the ketchup isn't organic, the fellow partygoer who wonders, eyebrow
cocked, if the drink you are holding is "virgin." "Anytime I pulled out a bottle and powdered
formula, I felt eyes staring at me with daggers," says Ashley Sobel, a mom in New York.

"Pumping instead of breastfeeding. Child going crazy on a plane. Going back to work
immediately," says Janel Molton, who lives in Palo Alto, Calif. "We live in a world where people
fling judgments with their fingertips."
This kind of mom-shaming, in which people feel licensed or even morally obligated to single
out certain behaviors as wrong, might explain why many mothers I spoke to talked about their
introductions to motherhood in the language of failure. A woman who had to be induced for a
vaginal birth called her plans "not successful." A mom who had planned to go medication-free
but ultimately "gave in" to an epidural said she wished she had "trusted" her body. And while
only one mother I talked to had an elective C-section, the ones who had unplanned surgeries
were almost uniformly disappointed. The feelings were similar and even more widespread
among moms who either couldn't breastfeed or stopped for "selfish" reasons--bleeding nipples,
lack of sleep, returning to work. Of course what these moms wanted--what we all know they
wanted--was a healthy baby. That's what most of them got. But what's lost in the cacophony of
anxiety is the other thing every mom wants: to enjoy the beauty of motherhood.

Nichols pumps
her breast milk, which she supplements with donor milk and formula. Elinor Carucci for TIME
How did we come to believe that mothers should be compliant with nature--the master of
evolutionary hardball--and then feel responsible when it works against us? Certainly, some of it
is the Internet, which increasingly delivers medical information with a side of personal opinion.
Google the basics and the top results will frequently lead to BabyCenter.com, part medical
resource, part Reddit for parents. The site, owned by Johnson & Johnson, features articles
written by a medical advisory board, but what more often turns up are links to its community
forums, where the expert opinion is that of your fellow mother. Take the question "Should I
breastfeed or bottle-feed?" Search sends you to a BabyCenter chat on which the top-rated
answer--a ranking of "helpfulness" determined by users' likes--states: "For every 87 formula-

fed babies who die of SIDS, only 3 breastfed babies die from SIDS." This is false. On the site's
forums, you can find page after page of repeat visitors trash-talking and trolling one another.
They call themselves "drama llamas." This is what passes for expertise on one of the web's
most popular destinations for expectant and new mothers.
Elsewhere online, the goddess templates abound. There's Genevieve Howland, a.k.a. Mama
Natural, whose YouTube series has more than 64 million views. Nearly 19 million people have
watched the videos she posted of her two natural births. There was Beyonce's pregnancy
announcement on lnstagram, showing the singer, then expecting twins, resplendent as a
fecund deity. There are the legions of sublimely filtered public motherhoods, blogged in detail
by women like Naomi Davis and Courtney Adamo.
It's a lot to live up to, even for them. And yet it seems only natural to revere the vision of the
effortlessly fertile, happily pregnant DIY mama who finds affirmation in the excruciating. Who
doesn't want to believe that motherhood is innate? I certainly did. When I was pregnant with
my daughter, I Googled everything. I grilled my OB on skipping pain meds (she laughed) and
pondered the benefits of a doula (she scoffed). I wound up having a C-section when my
daughter didn't descend. And, yes, I was sad about it. My daughter couldn't nurse, so I
pumped for almost five months, stashing away freezer bags with the zeal of a doomsday
prepper to carry her to 6 months exclusively on breast milk. I felt smug about my supply, and
guilty when I eventually stopped.
I asked Dr. Mary Jane Minkin, a clinical professor of obstetrics at Yale School of Medicine, if
my feelings were common. She said she sees women making themselves "crazy" over the
wish to do things as naturally as possible, including giving birth intervention-free and
breastfeeding. "In the 1900s, we didn't have a lot of interventions," she tells me. "Guess what?
People died. The average female life expectancy was 48. That was as 'natural' as it got."
Catherine Monk, a psychologist and associate professor at Columbia University Medical
Center, whose research focuses on maternal stress, echoes Minkin. "There's a crescendo of
voices saying, 'If you don't do X or Y, you're doing it wrong,"' Monk says. The result is "a kind
of over-preciousness about motherhood. It's obsessive, and it's amplified by the Internet and
social media."
Time was, women desperately needed someone like Ina May Gaskin. The Tennessee midwife
has authored several popular natural-birth manuals, starting with Spiritual Midwifery in 1975-not long after a time when husbands were often banned from delivery rooms, women were put
under general anesthesia during labor and formula-feeding was the rule rather than the
exception. The book detailed the methods of a freethinking commune called the Farm where
Gaskin and other midwives delivered babies. (Women still give birth there.) Even for moms
who didn't want to give birth in a cabin in the woods, Gaskin and those who followed her
helped foster a culture in which women felt empowered to make their own obstetrical choices.
Gaskin's work also helped popularize the role of midwives in the U.S. Midwives, in turn, have
precipitated the rise of the doula, or birth assistant, over the past few decades. In 2015, more
than 38,000 births took place at home. Most of them were planned and part of a big increase in
out-of-hospital births over the past decade, which now account for more than 1.5% of all U.S.
births--almost as many as elective C-sections. Overall, C-sections are down for the third year
in a row, making up 26% of low-risk first births.

Philosophies about having a baby the "right way"-and the scientific knowledge undergirding
the advice we're expected to follow-are, like so much else in health trends, cyclical. To
epidural or not to epidural? It will give you a wicked headache (highly possible, says science),
or it will hamper your bonding with the baby (somewhat possible, says other science), or it may
not work at all (there's always that chance). It wasn't long ago that formula was promoted as a
bounty of women's lib. Today it's disparaged as a last resort.
These pendulum swings make motherhood harder and more confusing, something I heard a
lot about from the moms I spoke with for this article. "With my first, I found myself really
stressed out trying to live up to it all and embarrassed when I couldn't," says Seana Norvell, a
California mom who had a C-section when her first baby was breech. She had trouble
producing enough milk, but she obsessed about breastfeeding. Her husband and mother
secretly fed her child formula, an act she says she is now grateful for. "As a new mom, it's
easy to feel judged," says Tennessee mother Kaitlyn Kambestad. "There are so many
conflicting studies, ideas and opinions. It's overwhelming."

Combo-feeding
(formula and breast milk) rates in the U.S. dropped from 43% in 2009 to 34% in 2014 for
babies under 6 months Elinor Carucci for TIME
The one thing being pitched universally these days is breastfeeding. There are good reasons
to do it: it may help reduce gastrointestinal infections, middle-ear infections and some immunebased diseases like allergies and asthma. It's free. It could be lovely bonding time with your
baby. All of which is why more than 80% of American moms try it. Dr. Lori Feldman-Winter, a
representative of the American Academy of Pediatrics, says evidence supports the belief that
mother's milk impacts babies' brain activity. "It's particularly apparent in premature babies," she
ays. "Probably it's most important in the most vulnerable poi:2ulations."

But where women used to claim that formula was excessively pushed on them, the preaching,
both from many doctors and from fellow mothers, may now have gone too far the other way.
ifake the Baby-Friendly Hospital Initiative (BFHI). Established in 1991 by the World Health
Organization and UNICEF, the BFHI is an effort to help women around the world breastfeed
exclusively from day one until a baby is 6 months old and for as long as possible once solid
foods are introduced. It was meant to ensure proper nutrition, especially in regions that lack
clean drinking water. But it has also been influential in the U.S. because it designates hospitals
that conform to its rules as "baby-friendly." Last year, almost 20% of America's 3.9 million
newborns were delivered in one of 420 BFHl-certified facilities. There's at least one in every
state.
If you walk into a BFHl-certified hospital, the signs will be clear: there are images everywhere
of mothers nursing their babies. You won't see any formula, bottles or pacifiers on display.
ifhose are forbidden under BFHI guidelines, which state that human milk is "the normal way" to
feed an infant. If a mother wants to formula-feed, this hospital must warn of "possible
consequences" to the baby's health. The BFHI also strongly recommends rooming-in, the
practice of having babies sleep in the hospital room, if not in the bed, with their mom.
ifhe pressure to room-in alarms some doctors. Last October, after several of Boston's largest
hospitals shut down newborn nurseries to achieve the BFHI designation, three prominent
physicians wrote a scathing viewpoint in JAMA Pediatrics, a leading peer-reviewed journal.
"There is now emerging evidence that full compliance with the 10 steps of the initiative ma~
inadvertently be promoting potentially hazardous practices and/or having counterproductive
outcomes," wrote Dr. Joel L. Bass and Dr. Tina Gartley, both in pediatrics at NewtonWellesley, and Dr. Ronald Kleinman, the physician-in-chief at MassGeneral Hospital for
Children. They worry that rooming-in could lead to mothers' accidentally smothering their
children and possibly contribute to sudden unexpected postnatal collapse, a rare but often fatal
respiratory failure.
When I ask Trish MacEnroe, the executive director of the BFHl's U.S. arm, what the possibl
consequences of not breastfeeding are--lnjury? Illness? Death?--she tells me: "Breast milk and
formula are not equivalent to one another. The mother's breast milk is a unique biological
food." The goal of the BFHI, MacEnroe says, "is not to produce guilt, but it is to prevent regret.
We believe mothers have the right to know about the impact of their decisions."
Even if they don't give birth in a BFHl-certified hospital, the refrain that new moms hear may
not be so different. In April, the American Academy of Pediatrics issued a stern statement
underscoring that "breastfeeding should be considered a public-health imperative and not
merely a lifestyle choice." But it's hard to wrap your head around what "lifestyle choice" means
when, say, you are suffering the pain of plugged ducts, or staying up all night for cluster
feedings, or trying to please zealous lactation consultants. Not to mention the likelihood that
ou're among the 87% of American workers who don't have paid maternity leave. Given any-or all--of those factors, you could be forgiven for feeling like you're set up to fail. As Rachel
:Zaslow, a certified nurse-midwife in Charlottesville, Va., puts it, "The minute a person becomes
pregnant, there's a notion that if you're not doing those kinds of things, you're not a good
mother."
Luckily, An anti-shame canon is growing. Political scientist Courtney Jung's recent book
Lactivism argues that breast milk has become an industry the way formula once was,

compounding the incentives and pressures that potentially hurt moms. Dr. Amy Tuteur, a
former OB, wrote Push Back, a polemic against natural parenting. In Blaming Mothers, legal
scholar Linda Fentiman writes that "mothers-and pregnant women-are increasingly seen as
exclusively responsible for all aspects of their children's health and well-being." In the spring,
Dr. Alexandra Sacks wrote about the difficult process of matrescence-the total identity shift of
becoming a mother-for the New York Times. All strains of the goddess myth.
There is a backlash beyond the bookshelf too. Last year, Dr. Christie Del Castillo-Hegyi, an
emergency-room physician in Arkansas, founded Fed Is Best. The organization, run by a
group of doctors, nurses and mothers, raises awareness of feeding options. It wants the BFHI
to reconsider its stringent rules and to inform mothers on what Del Castillo-Hegyi says are
under-recognized risks of exclusive breastfeeding, ranging from jaundice to starvation. She
would know. Several years ago, in her quest to exclusively breastfeed, she nearly starved her
infant son to death. Some of the mothers who work with Fed Is Best have had similar
experiences, in a few cases leading to their babies' death. They are determined to keep such
tragedy from striking others. "If you have leaders telling you this is what's best, it becomes
ideology, policy, identity," says Del Castillo-Hegyi. "I can't even think of something more
vulnerable than motherhood. And if motherhood means 'exclusive breastfeeding,' then a
mother will do anything."
Mothers will do anything. I knew that going into my research for this story. But for all the
communal aspects of bearing and raising children, for all the prescriptions we follow on the
path of shaping another human, motherhood is a uniquely individual experience. Even amid
harsh self-reflection, the moms I spoke to who had been let down ultimately concluded as
much. "After the birth, I saw how judgmental I was about parenting styles," New York City mom
Margaret Nichols says. "I realized we all have our path and way of thinking, and what works for
each mother is exactly perfect for that child." Says Seana Norvell, who recently gave birth to
her third child: "What I've learned is there are some things you can control, but there is a lot
you can't. We just have to give ourselves a break and do the best we can."
It's hard to keep an individual "best" in mind amid images of glory and perfection, and
anecdotal stories about what worked or didn't for another mom. But "women are coming out
and talking more about [the problems of motherhood]," says Domino Kirke, a New York doula
with a practice in Los Angeles, whose popular lnstagram account is filled with graphic but
exhilarating images of the births she attends: mothers and their newborns amid bloody
placenta on the bed at home as well as gracefully shot operating rooms where C-sections give
way to joy. She says she wants to help mothers erase "the unknown," which is where she
thinks the shame and guilt come from.
Among the 112,693 photographs that are hashtagged #nationalbreastfeedingweek and
#worldbreastfeedingweek, there are a few rogue bottles, some defiant pumps and the red,
tear-streaked face of a mother named Angela Burzo. Her nursing selfie, captioned "This photo
depicts my reality," went viral in August, no doubt thanks to its truth-to-myth frankness. Even
among the picture-perfect mommy bloggers, some are making a concerted effort to talk about
the dissonance between what we see and what we feel. LaTonya Yvette, a popular lifestyle
blogger who offers refreshing assessments of "honest motherhood," is just one of them. Says
Yvette: "The story I share as mother directly aligns with the mother I am."

Motherhood in the connected era doesn't have to be dominated by any myth. Social media can
just as easily help celebrate our individual experience and create community through contrast.
Moms have to stick together even as we walk our separate paths. We have to spot the
templates and realize there are no templates. We have to talk about our failures and realize
there are no failures.
-With
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BACKGROUND
ANDOBJECTIVES:
Nursing

education and role modeling can increase
adherence to safe sleep practices. Eight US hospital maternity units with
variable baseline approaches to education participated in a national
multicenter nursing quality improvement (QI) intervention to promote
safe sleep practices. The goals at participating maternity units were to (1)
increase the rate of mothers who reported receiving safe sleep information
from nurses to ~90% and (2) increase the rates of infants observed sleeping
supine in a safe environment to ~90%.
METHODS:
A safe

sleep QI toolkit, designed for and provided to all sites,
included an educational curriculum and tools to use for staff and parent
education. Local teams implemented safe sleep education using the tools as
plan-do-study-act cycles. After each cycle, audits assessing maternal report
of nursing education on safe sleep and inpatient infant sleep position and
environment were performed.
RESULTS:
The

QI interventions lasted a median of 160 days (range, 101-273).
Mothers reported receiving information on 4 primary safe sleep topics 72%
to 95% of the time (a 24%-57% increase over the baseline). Additionally,
93% of infants were observed in a supine sleep position, and 88% of infants
were observed in a safe sleep environment (a 24% and 33% increase over
baseline, respectively). These rates were sustained up to 12 months later.
CONCLUSIONS.
Implementation

of a multisite QI intervention for safe sleep
parenting education and role modeling led to increased knowledge of and
compliance with safe sleep practices during postpartum hospitalization.

Annually, ~3500 infants die suddenly
and unexpectedly during sleep in the
United States, despite the successful
Back to Sleep campaign of the 1990s
that halved the sudden infant death
syndrome rate. 1 Adherence to supine
sleep recommendations has plateaued
since 2001, 2 and public health efforts
have not resulted in significant
decreases in soft bedding use and bedsharing. 3•4 Advice and role modeling
to caregivers by health care providers
during the postpartum hospital stay
are associated with greater caregiver

adherence to the American Academy
of Pediatrics (AAP)safe sleep
recommendations. 5,6
Most USbirths occur in a hospital
setting, which affords an ideal
opportunity to model and provide
education about safe sleep practice
for caretakers. Although nurses
interface most frequently with parents
in the postpartum setting and have
tremendous impact on infant care
practices after discharge, 5,7 there is
inconsistent in-hospital adherence to
safe sleep practices. 8,9
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We therefore developed a quality
improvement (QI) intervention
for safe sleep education as part of
a multicenter trial for promoting
AAPsafe sleep recommendations.
In this article, we describe the
strategies used to improve safe sleep
education and role modeling at 8
US maternity units and the extent
to which participating maternity
units achieved the goals of ;;;:90%
maternal-reported, in-hospital
safe sleep education on sleep
position: an environment without
objects, room-sharing (but not
bed-sharing), pacifier use after
established breastfeeding, and ;;;:90%
of infants with observed safe sleep
practices (supine in a separate sleep
environment [ie, crib or bassinette)
free of other objects).

METHODS
Context

The Social Media and Risk Reduction
Training (SMART)study is a
multicenter, randomized controlled
trial of 2 interventions aimed at
promoting safe sleep practices.
In 1 intervention, hospital staff
provided QI education in maternity
units on either safe sleep (n = 8) or
breastfeeding (n = 8) practices. The
hospitals in the safe sleep QI program
were evaluated in this analysis. At
baseline, these hospitals had variable
approaches for the delivery of
safe sleep education and modeling
practices to parents. Members of
the SMARTstudy team visited and
provided initial training and tools on
enrollment. However, the 8 hospitals
implemented the QI independently,
with minimal interaction among
hospitals. Therefore, the participating
hospitals were not part of a QI
collaborative but rather completed
nearly simultaneous QI projects using
a common set of tools.
The Intervention: HospitalQI Teams

Study investigators conducted a
study enrollment visit lasting 2 to 3

hours at each participating hospital
to introduce the Todays Baby Safe
Sleep Toolkit, instruction manual,
and data collection tools and
procedures. Each hospital identified
a site ''champion" (usually a nurse
manager or nurse educator) who
provided educational material about
safe sleep to maternity nursing
staff, emphasizing their role in
role modeling and education for
parents and visiting family members.
Physician and nursing team members
could receive part 4 Maintenance of
Certification credits or continuing
education units, respectively, if they
met participation requirements.
The study team provided technical
assistance, but otherwise, the local
teams operated independently. Study
investigators held 1 conference
call with representatives from each
hospital, during which they could
ask questions, troubleshoot common
concerns, and share strategies to
overcome barriers. To increase
the feasibility of more widespread
implementation in the future, we
standardized implementation of the
QI intervention as much as possible;
therefore, no other study team
support was provided to sites during
the active QI phase.
The Intervention: Developmentof the
Safe Sleep Toolkit

Guiding principles in the
development of the toolkit were
ease of implementation and costeffective use across a variety
of locations and settings. Study
investigators developed the Safe
Sleep Nursing Education Toolkit
using (1) existing tools, including
the National Institutes of Health
Safe Infant Sleep Curriculum for
Nurses 10 and the 2011 AAPsafe
sleep recommendations 1 1; (2)
previous epidemiologic research
about barriers to adherence to safe
sleep practices (such as concerns
about choking if supine )l.12-18;
(3) qualitative data from nursing
leadership at the participating
maternity units identifying successful

materials, venues, and strategies
used in previous QI projects on
their units; (4J qualitative data from
focus groups with maternity staff at
Yale University and the University
of Virginia to identify facilitators
and barriers to providing safe
sleep education to parents; and (5)
consultation with an advertising
agency with expertise in branding
and social marketing to provide
insight into the designing and
scripting of educational materials
for nursing staff to deliver to
families. The tools were designed
to be a "campaign" rather than a
traditional "educational initiative."
The campaign name, "TodaysBaby,
" and logo were used on all materials
(Supplemental Fig 6).
The toolkit materials emphasized
that infant sleep practices be
modeled and taught by nursing
staff and provided strategies for
addressing known barriers to
adherence. Elements included sleep
position, the absence of other objects
in the sleep environment, roomsharing without bed-sharing, and the
introduction of a pacifier for sleep
once breastfeeding is established. The
final toolkit included the following:
(1) Power Point slides providing a
brief review of the plan-do-studyact (PDSA) cycle methodology 19 and
key safe sleep messages for nursing
staff; (2) posters calling attention
to the QI campaign and the need to
deliver key messages; (3) pocketsized cards that nurses could use
when counseling parents about safe
sleep; (4) sample letters that could
be sent to hospital leadership, QI
officers, and pediatric and obstetrical
providers to raise awareness about
the QI campaign and highlight the
AAPrecommendations; (5) a sample
hospital policy on safe sleep that
could be adapted for each hospital;
and (6) a secure SMARTstudy
Web site with safe sleep resources,
answers to frequently asked
questions about infant safe sleep, and
the ability to track QI progress.
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The Intervention: Site QI Activities

QI activities occurred between
July 2014 and July 2015. Each
hospital initiated its QI intervention
on a rolling basis. The baseline
data at each hospital were
collected at a single point in time,
~2 weeks before beginning the
QI intervention, to allow time
for planning the first cycle's
intervention. Hospitals used PDSA
cycles 19 as the cornerstone of
their QI initiatives. On the basis
of audit results after each cycle,
each team decided on changes for
their next cycle. Hospitals were
encouraged to individualize their
approaches on the basis of needs
and previous successful strategies
(eg, e-mail reminders, team huddle
updates, and presentations at staff
meetings). Maternal education was
expected to be completed during
the postpartum hospital stay.
Measures and Audits (Study of
Interventions)

The main outcomes included (1)
reports by mothers of receiving
safe sleep information from
nursing staff and (2) observations
of infants sleeping in a supine
position and in a safe sleep
environment. By using identical
measures for each hospital,
outcomes were assessed by
unannounced audits of postpartum
mothers and sleeping infants
on the maternity unit before
discharge. Mothers were asked if
nurses advised them on safe sleep
practices, including (a) placing
the infant on his or her back for
sleep, (b) not placing anything in
the bassinet or crib other than
the infant, (c) sharing the room
but not the bed with the infant,
and (d) offering a pacifier at
sleep time once breastfeeding is
established. Sleeping infants were
observed for sleep position (supine
versus other) and safe sleep
environment, standardly defined
as the following: absence of objects

(other than a thin swaddle
blanket or light cotton blanket
tucked snugly on 3 sides, below
the level of the infant's neck) and
sleep location (alone in bassinet,
not bed-sharing with sleeping
adult).
Each hospital designated 1 to 2 QI
team members (nurses, educators,
or other staff members) to conduct
unannounced audits; they were
trained by study investigators and
used standardized, structured,
web-based data reporting
forms. Audits of 10 mothers
and 10 infants were conducted
at baseline, at the end of each
PDSAcycle (approximately every
2-3 weeks), and approximately
monthly after completion of the
site's QI intervention. The number
of observations and audits was
selected to allow for rapid PDSA
cycles 20 without creating an
undue burden on staff. The final
audit at each site consisted of 20
maternal interviews and 20 infant
observations. For each audit, staff
approached 10 mothers, using
a systematic sampling strategy
(eg, first 10 sleeping infants,
odd-numbered rooms) of their
choosing that was consistently
applied. The sampling strategy
and time of day (day or night shift)
for the audit was determined by
each individual hospital QI team.
The forms captured the local
interventions used in each PDSA
cycle and the audit results. Team
progress tracked over time (and
compared with the de-identified
progress of other participating
hospitals) was displayed and easily
accessible on the study Web site. On
completion of the QI intervention,
the teams were asked to give their
feedback regarding the impact and
effectiveness of integrating project
activities into nursing workflow via
a written 2-page questionnaire and/or
verbally by phone with a member
of the study team. The questions
were compiled by the study team

and included items such as the unit's
experience of whether efficiency,
patient care, or workflow
were impacted negatively,
which resources were most helpful
and least helpful, and any changes
they would suggest for other
hospitals planning to implement
the QI.
We estimated that it would take
3 to 4 months to complete the QI
intervention but that the length
of the campaign would vary for
each hospital to achieve the goal
of ~90% compliance with all
outcome measures. During the
QI intervention, certain outcome
measures (usually maternal report
of nursing education on pacifier
use) did not reach 90% compliance.
In this case, the decision to end
the local QI work was made jointly
between the local hospital and the
research team when it was mutually
felt that further improvement was
unlikely with the current resources.
Once the QI intervention was
considered completed, the
hospitals entered "maintenance
mode," in which they were
instructed to continue with the
changes they had implemented
to date but not to implement
anything new; sites completed the
standardized audit approximately
monthly to monitor their results
over time.
Analysis

The interventions during each
PDSAcycle were categorized as the
following: staff awareness about the
QI intervention and key messages,
staff education on the evidence
behind safe sleep, unit policy
changes, and parent education (Table
1). The main outcomes among all
participating hospitals were analyzed
at baseline ("time O") and after
PDSAcycles (2-3 week intervals) for
6 months by using run charts. We
compared site-specific data regarding
main outcomes at baseline and
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TABLE1 Interventions UsedDuring PDSACyclesAmong Participating Hospitals
HospitalsUsed:;>:1
TimeOutof Maxof 8
Hospitals,n (%)
Increasestaff awareness
TodaysBaby
poster for nurses•
Verbalreviewduring shift changeteam huddles
Verbalreviewduring staff meetings
Staff e-mailblast
Announcementletters'
Presentationand/or posting of campaignresults
Staffeducation
Computer·based
staff education
Competencychecklistand staff demonstrationwith
managerand one-on-one
teaching
Mandatoryin-serviceor skills day
Staff policy
Incorporatedsafesleepteachinginto dischargeprocess
Modifiedexistingpolicies•
Removedcontradictorymessages
Familyeducationabout safesleep
TodaysBaby
laminatedcards•
Postersand/or bulletin boardsvisible to families
Written educationmaterials provided
Incorporatededucationin a dischargeclass
Incorporatededucationinto local newsor hospital
magazine

8 (100%)
7 (87.5%)
7 (875%)
5 (625%)
3 (37.5%)
2 (250%)
3 (375%)
3 (375%)
1 (125%)
3 (37.5%)
4 (500%)
5 (625%)

7 (875%)
5 (62.5%)
3 (37.5%)
3 (375%)
1 (125%)

after the QI intervention, Average
aggregate rates for each month were
calculated on the basis of any data
that were submitted by teams within
a given month (Figs 1 and 2). During
the maintenance mode, rates of
outcomes were calculated at ~4, 6,
and 12 months postcompletion of the
QI intervention to track sustainability
(Figs 3 and 4).
The written and/or verbal feedback
from the teams on completion of
the QI intervention were reviewed
by the study team, and dominant
themes were identified and
compiled to assist in informing the
possibility of implementation at
future sites.
Ethical Considerations

Each site was instructed to
provide their routine care and
education for other aspects of

Max,maximum
'Pro,ided by the researchteam
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FIGURE
1
TodaysBabysafe sleep Qi hospital run charts of maternal report of receipt of instruction in 4 key safe sleep education messagesamong 8 participating
hospitals Hospitals performed audits on 10 mothers at each time point. Data points represent the average of all hospitals at monthly time points.
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A. Percent of Infants Placed Supine to Sleep
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FIGURE
2
TodaysBabysafe sleep QI hospital run charts of infants placed in a (A) supme sleep position and (Bl a safe sleep environment (no objects m the crib)
among8 participating hospitals.Hospitalsperformed audits on 10 infants at eachtime point. Data points represent the averageof all hospitals at monthly
time points.
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FIGURE3
TodaysBabysafe sleep QIaveragedpercent of maternal report of receipt of nursing instruction in 4
safe sleep education messagesamong 8 participating hospitals. Data are shown at baseline,at the
end of the QItime period, and at 4, 6, and 12 months post-QI.NQI,nursing QI.
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RESULTS
Characteristics of the Sites

Characteristics of the 8 hospitals
are shown in Table 2. One hospital
(hospital 7) consisted of 2 campuses
that completed separate QI
interventions. These campuses are
represented separately when the
timing of active QI work versus the
maintenance mode are presented
(Fig 5) because the QI intervention
started and stopped at different
times at each site. However, the
results from these 2 campuses are
presented as 1 hospital (Tables 1 and
3, Figs 1-4). Hospitals were chosen
from 4 different US regions. Six
sites were urban, 2 were suburban,
and 1 was rural. Six had >2000
deliveries (range, 1229-4376) in the
QI period of July 2014 to July 2015.
One hospital was designated "BabyFriendly," and 3 were in the initial
designation process.

20

Intervention Over Time

10
0
ObservedSleepingSupine.

Observedin S.afcSleepE1wiro11mcnt

FIGURE
4
Todays8c1by
sc1fesleep QIc1verogedpercent of infc1ntsplc1cedin c1supine sleep position and placed
in a safe sleep environment with no objects among 8 participating hospitals. Data are shown at
baseline,at the end of the QItime period, and at 4, 6, and 12 months post-QI.

maternal education and infant
care in addition to the safe sleep
education and role modeling
targeted by the campaign. The

institutional review board at each
participating hospital approved the
QI campaign as part of the larger
SMARTstudy.

In Fig 5, we show the timeline for
each site's enrollment and audits.
Hospitals spent a median of24.1
(range, 14.4-39.0) weeks completing
the QI intervention. The maintenance
mode for each site was a median of
51.6 (range, 29.3-61.4) weeks. Each
team completed a median of 6 (range,
5-9) PDSAcycles. Each audit was
completed over a median of 3 days
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TABLE2 Characteristics of Participating TodaysBabySafe Sleep QI Hospitals
Hospital

1
2
3
4
5
6
7a
7b
8

USRegion

Annual Births
From July 2014
to July 2015

SouthAtlantic
Northeast
SouthAtlantic
Northeast
West
West
WestSouth
Central
WestSouth
Central

2249
1229
3300
4130
1604
4376
2152
1477
3390

Urban or Rural
Classification

Non-Hispanic
African American,
%

Hispanic,%

Private Insurance,
%

Baby-FriendlyStatus
From July 2014to July
2015

49
70
10
8
14
3
36
25
8

4
25
60
30
67
65

39
34
25
43
2
20

3

50

6
40

25
53

Designationin process
Designationin process
No
No
Baby-Friendly
No
No
No
Designationin process

Urban
Urban
Urban
Urban
Suburban
Rural
Suburban
Urban
Urban

2015
2016
Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr Ma

Hos ital Jul
I
I

Jun

Jul Aug

I Baseline Safe Sleep Audit;
1 Safe Sleep Audit

■ Active QI Intervention;
■ MaintenanceMode

4

I I

7a
7b

FIGURE5
Timeline for hospital enrollment, baseline and PDSAaudits, and maintenance mode.

TABLE3 Outcomes of SMARTStudy at Baseline and at the End of the QI Initiative
Hospital

Maternal Reportof Receiptof Instructions
Supine Position,%

1
2
3
4
5
6
8

No Objects,%

Room-Sharing.%

Infant Observations
Pacifier,%

Supine Position,%

No Objects,%

Baseline

End

Baseline

End

Baseline

End

Baseline

End

Baseline

End

Baseline

End

30
100
90
40
80
90
80
50

100
100
100
90
90
100
90
90

30
100
70
30
20
40
80
40

100
100
100
90
90
100
90
80

30
80
100
60
20
0
60
50

100
100
100
80
80
90
90
80

0
10
30
10
0
0
40
20

100
80
70
10
70
90
70
40

60
90
90
80
40
60
85
40

50
100
100
90
90
100
100
100

30
70
90
10
60
40
95
60

80
90
100
80
100
100
100
80

Percentages
representthemedianproportionof hospitalswith indicatedoutcomes.

(range, 0-60 days), Each hospital
completed a median of 14 audits
(range, 9-16).
The QI teams at each site (which
included bedside nurses, nurse
managers, and physicians) chose
interventions for PDSAcycles
based on perceived needs and the
effectiveness of previous cycles. The
interventions used in PDSAcycles
and the percent of sites using each
intervention are listed in Table 1.
The most common strategy was
the posting ofTodaysBaby posters
for nursing staff (used at all 8

6

hospitals), followed by nursing use
ofTodaysBaby pocket-size resource
cards, huddle announcements,
and staff meetings (each used by 7
hospitals). Five hospitals used staff
e-mail blasts, removed contradictory
messages from policies and education
materials, and displayed posters and
bulletin boards visible to families.
We are unable to formally assess
whether particular interventions
had greater or lesser impact with
only 8 hospitals completing their QI
interventions in varied combinations.

Outcomes

Aggregated data of the main
outcomes are shown in Figs 1 and 2.
Mothers' reports of receipt of nursing
education on safe sleep practices
(Fig 1) and observations of infants in
a safe sleep position and environment
(Fig 2) increased by >20 percentage
points during the QI intervention. In
general, hospital units that had low
baseline percentages of adherence
with the outcome measures attained
similarly high percentages after the
QI intervention as those with higher
baseline percentages (Table 3).
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Overall, each individual hospital
had a median increase of 30%
(range, 10%-50%) across the 6
measures. Maintenance mode data
demonstrated that improvements
were maintained, with the exception
of maternal report of nursing
education regarding pacifier use
(Figs 3 and 4).
ContextualElements

Communication was minimal
among the sites during the QI
campaign, with the exception of the
aforementioned conference call.
This collaborative discussion was
well received and helpful, especially
for hospitals that were earlier in
their QI intervention. The barriers
discussed on the call included
physician engagement, reviewing
with physicians the evidence base for
the recommendations, the need for
scripting for nursing staff to answer
common questions from families, and
carving out staff time for the audits.
Because each unit implemented
different interventions and different
combinations of interventions, it
is not possible to discern if any
particular intervention was more
effective than the others. However, in
both qualitative interviews and the
concluding survey, teams reported
that reminders at huddles and staff
meetings, the TodaysBaby pocketsized cards used to teach parents,
and individual crib cards (1 site
created these for their own use)
were the most useful strategies. In
general, there was enthusiasm for
the PDSAcycle methodology. Many
sites endorsed the importance of
having a champion. The hospitals
reported that the toolkits were easy
to use, they liked the branding and
the scripting, and all of the tools
were helpful to some degree. It was
important for each hospital to be
able to creatively tailor the approach
for their site. In addition, hospitals
commented that it was helpful to
view their progress in comparison
with the other participating hospitals

on the study Web site. Although there
were some initial concerns regarding
the amount of time it would take and
whether they could free up staff to
perform the audits, all sites indicated
that the audits were not time
consuming (<30 minutes per cycle).
Teams were surprised to discover
that often some of the "other" items
in the cribs (eg, thermometers, bulb
syringes) were related to infant care.
Most said that they would not change
anything, but 2 sites mentioned that
they would have liked more help with
data collection, and 1 site said that
they would have liked their PDSA
cycles to be a little longer than the
suggested 2 weeks.

DISCUSSION

Implementation of a nursingfocused safe sleep toolkit using QI
methodology was feasible among 8
USmaternity units and led to rapid
improvement of adherence to AAPrecommended safe sleep practices
during postpartum hospitalization,
with over 90% of infants observed to
be sleeping in the supine position and
almost 90% of infants observed to be
in a safe sleep environment. These
improvements were sustained for
12 months after the QI intervention.
This intervention was successful with
minimal training in QI methodology
and safe sleep practices provided by
the study team among a diverse set of
maternity units.
These results are consistent with
results from studies in other hospital
settings where QI methodology
has been an effective strategy
to increase adherence to infant
safe sleep practices. 21- 23 As in the
current study, the use of safe sleep
toolkits that include education tools
for nurses to deliver to families
have also been successfully used
in the NICU.24 •25 In recent studies
conducted in maternity units,
researchers have demonstrated that
bundled interventions using nurse
modeling, parents viewing a DVD,

and either nurses or parents signing
a commitment or acknowledgment
of the fact that education improved
adherence to safe sleep practices
at the time of discharge and at 4
months. 26 •27
This project was unique in that it
was designed to be a comprehensive
campaign, and each site could select
resources and strategies from the
toolkit to tailor their PDSAcycles
on the basis of specific needs. The
introduction and overview could
be viewed online or presented in a
webinar format, and the toolkit and
materials could be downloaded as
needed by each facility. Hospitals
could identify champions and form
teams on their own. Frequently asked
questions and helpful resources were
readily available online.
The only measure that did not
reach the ~90% target was the
report of receipt of nursing advice
to use a pacifier during sleep once
breastfeeding has been established.
Lower reporting of receiving advice
about pacifiers may be due to
residual confusion regarding the
AAP recommendations to introduce
pacifiers as a part of safe sleep and
sudden infant death syndrome risk
reduction 11 and the recent push
to implement the Baby-Friendly
Ten Steps, which discourage the
introduction of pacifiers until
breastfeeding is well established. 28 -29
For future implementation, greater
emphasis on this recommendation
with careful explanation may be
needed to encourage appropriate
pacifier use as a risk reduction strategy.
It is important to ascertain whether
gains attained during the birth
hospitalization are sustained
postdischarge. The role modeling
of safe sleep practices by hospital
personnel is associated with greater
caregiver adherence at home 5,6
because it establishes or reinforces
the importance of the safe sleep
practices. 15 There are few studies in
which researchers evaluated longerterm effects of QI initiatives such
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as this, and discussing these effects
are beyond the scope of this article.
However, incremental benefits may
be hard to demonstrate given that
many hospitals have high baseline
levels of adherence. Additional
studies will be needed to determine
the optimal timing and content
needed for sustained increases in
adherence.

success of the safe sleep intervention.
They also received basic training
and support from the study team.
However, individual hospital-level
data on unit-specific barriers were
not collected. Future maternity
hospitals aiming to adopt the
intervention may differ in level of
engagement and resources, and there
may be different barriers.

sleep education toolkit using basic
QI methodology among a diverse
group of maternity units led to rapid
and sustained improvements in
safe sleep education and practices.
This intervention has the potential
for widespread adoption that may
contribute to reduction in sleeprelated infant deaths.

The QI intervention was designed
before the updated AAP policy
statement in 2016, 11 and therefore
it is possible that the updated safe
sleep recommendations could
have required a change in the
toolkit. However, the 4 safe sleep
recommendations included in the
QI campaign were unchanged in the
2016 AAP policy statement, making
the QI campaign consistent with
current AAP guidelines.

Teams collected their data at
different times, depending on the rate
of their PDSAcycles, so data were
grouped by monthly intervals for 6
months. This provided only 7 data
points (including the baseline), which
was insufficient to create statistical
process control charts, which would
enable the creation of confidence
limits around the outcomes.
Individual hospitals wishing to
implement this intervention would
be able to decide for themselves an
appropriate end point.
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Newborn Safety Bundle to Prevent Falls
and Promote Safe Sleep
Bethann Lipke, MS, CNS, RN-BC, Gael Gilbert, MPH, MBA, BSN, RN,
Heather Shimer, MSN, CNS, RNC-OB, BCLC, C-EFM, Larry Consenstein, MD,
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Abstract

Purpose: At our Baby-Friendly USA hospital, with at least 80% of mothers

breastfeeding and rooming-in, it is not uncommon for mothers to fall asleep
in their hospital bed while feeding. The aim of this study was to develop a
newborn infant safety bundle and evaluate its efficacy in helping reduce unsafe sleep situations while simultaneously preventing newborn falls.
Study Design and Method: Data were collected in March 2015 using an infant
at risk-to-fall instrument prior to nurses initiating the newborn infant safety
bundle. The bundle included: (a) a parent safety agreement; (b) education,
teach-back, and role modeling of safe sleep practices; and (c) implementation
of a reporting and debriefing system for infant falls. All new mothers were
eligible for inclusion. Data were collected over a random month every quarter
for four quarters (through June 2016).
Results: Fourteen percent (n = 23) of babies born at the hospital in March
2015 were found to be exposed to risk-to-fall situations; over half of their
mothers were found asleep and still holding the baby. Following bundle implementation, identified unsafe sleep situations during June 2015 to June 2016
have trended down with no reports of an infant fall tluough May 2017.
Clinical Implications: Increasing parental awareness, understanding, and participation in safe sleep practice creates and maintains a safer infant environment in the hospital setting.
Key words: Infant falls; Infant risk-reduction bundle; Infant safety bundle;
Newborn falls; Safe sleep; Safety strategies.

mproving and sustaining newborn infant safety in acute care
mother-baby clinical units and
beyond, including safe sleep and
newborn falls reduction, have become a priority focus in the United
States. The American Academy of
Pediatrics (AAP) Task Force on Sudden Infant Death Syndrome (2016)
recommends room sharing without
bed sharing during the postpartum
hospitalization and after discharge

I

home to minimize risk of sudden infant death syndrome. Recommendations about safe sleep for newborns
in the acute care setting are focused
on skin-to-skin care and rooming-in
(Feldman-Winter, Goldsmith, AAP
Committee on Fetus and Newborn,
& AAP Task Force on Sudden Infant
Death Syndrome, 2016). BabyFriendly USA (2012) hospitals are
challenged with maintaining best
practices: (a) early introduction of

skin-skin contact after birth; (b)
keeping mother and baby together
(rooming-in) throughout the acute
care birthing stay; and (c) striving
for greater than 80% breastfeeding
rates (World Health Organization,
2016).
It is not uncommon for a mother
to fall asleep in her hospital bed while
feeding her newborn. This situation
increases risk of adverse outcomes
such as sudden unexpected postnatal
collapse and near-miss events or
deaths related to sleep, suffocation,
and falls from the mother's hospital
bed (Feldman-Winter et al., 2016;
Simpson, 2017). Galuska (2011)
reports typica I infant risk-to-fall
maternal indicators including breastfeeding, cesarean birth, use of opioid
pain relief within the last 4 hours,
and the phenomenon of emotional/
physiologic maternal exhaustion
second or third night postpartum
(especially between midnight and
early morning [9:00 a.m.]) (Monson,
Henry, Lambert, Schmutz, & Christensen, 2008). Slogar, Gargiulo, and
Bodrock (2013) reinforce earlier
findings of maternal risks resulting in
infant falls: (a) increased levels of maternal fatigue; (b) any episode of
nighttime feeding; and (c) prior nearmiss occurrence experienced where
nurses find the mother either falling
asleep with or asleep already while
holding her infant. Further research
suggests leaving babies alone to

Copyright© 2017 WoltersKluwerHealth,Inc. Unauthorizedreproductionof thisarticle is prohibited.
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room-in with sleep-deprived parents
during the first hours postpartum
may result in accidental adverse outcomes (Wallace, 2014 ). Although
nurses may educate mothers and
families about the risks of bed sharing, falling asleep while breastfeeding, and during skin-to-skin care,
nurses should be readily available to
safely place newborns close to mother but in their own separate sleep
area when mothers fall asleep with
her newborn (Feldman-Winter et al.,
2016). According to Wallace (2015)
in the Pennsylvania Patient Safety
Advisory, 55% of infant falls were
infants falling from a sleeping parent's arms, with more than half of
these events occurring benveen midnight and 7:00 a.m.
Newborn falls are underreported
and may occur more frequently than
what has been documented (Teuten,
Bolger, & Paul, 2015). Reasons for
lack of parental reporting include

fear of reprisal from healthcare professionals, apprehension of being
negatively judged (re: poor parenting skills), and fear of social service
involvement (Teuten et al.). Benveen
600 and 1,600 infant falls per year
occur in the United States (Helsley,
McDonald, & Stewart, 2010). Even
falls from low levels of height can
cause significant trauma and head
injury to the newborn (Ruddick,
Platt, & Lazaro, 2010). Infant falls
can escalate into conditions of serious harm to the newborn as well as
severe emotional distress for parents
and caregivers (Wallace, 2014). Infant falls in the acute care setting can
create multiple legal and financial
implications for hospitals.
The literature is sparse with
historical publications discussing
near-miss opportunities, risk, and
prevalence of occurrence of falls
among newborns in U.S. hospitals
(Feldman-Winter et al., 2016).

Figure 1. Infantat Risk-to-Fall
Instrument
Infant at Risk-to-Fall Fonn

Date: _______

Time:.________

MR Number: _____

Location of Infant: _____________________

_

In arms of sleeping adult:
□ Mother
□ Other ____________
□
□
□
□
□

_

_

Mother's bed
Chair or cot
Unsupervised on bed or chair
Crowded room/pathway: ____
Other: ___________

_
_

Mother's bed:
Locked:

□

Position:
Side-rails:

□

Yes

□

Low
□ Up

□

No
Other ___

□

Down

Was anyone else in the room with the mother?

□

Yes

□

_

No

Other comments to describe unsafe situation for infant (use other side if
more space is needed): ___________________
_
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Recently, greater attention to infant
safety is emerging in professional
literature (Simpson, 20J 7; Slogar
et al., 2013). Similarly, acute care
hospitals and many ambulatory care
centers are now focusing on fallprevention strategies for all patient
populations: paying specific attention to the phenomenon of newborn
faII safety.
To promote newborn safety in the
acute care setting, Simpson (2015)
suggests the following practice strategies: (a) Assess the individual needs
of each mother, considering her level
of pain, fatigue, support, medication
status, and her understanding of infant safety practices. (b) Encourage
mothers to room-in with their baby
while avoiding making the hesitant or resistant mother feel guilty.
(c) Assign one nurse to three (motherbaby) couplets. This is the current
staffing recommendation (Association of Women's Health, Obstetric,
and Neonatal Nurses, 2010) and
should be maintained particularly
during the night hours, as mothers
often need a great deal of assistance
breastfeeding especially at nighttime
(when they are most tired). (d) Encourage hospitalized mothers to call
for assistance when tired, exhausted,
or need help placing their infant in
the bassinet.
Evidence is emerging on a more
accurate prevalence of newborn falls
in the immediate, acute care, postpartum periods. Similarly, the clinical leadership team for maternity
units are challenged with balancing
mother-baby attachment time, encouragement and management of
improved breastfeeding practices,
and providing education to all parents during their brief, postpartum
hospital stay. As a result, more innovative infant safety programs are being developed across the United
States. Galuska (2011) developed a
universal newborn fall-prevention
program focusing on parent education, commitment pledge to infant
safety, use of infant safety signage,
and maternal rest promotion in busy
and often loud units.

Copyright© 2017 WoltersKluwerHeolth,Inc.Unauthorizedreproductionof this articleis prohibited.

Newborn Infant
Safety Bundle
In 2005, our facility adopted a patient safety improvement program
for physicians, midwives, and muses.
After successful completion, we obtained advanced certification in the
same program in 2007. We continue
the practice of consistent global staff
education; safety and emergency
drills; CHAT (current communication, history, assessment, treatment)
huddles; and debriefing sessions
built into daily, standard delivery of
maternity care.
The team expanded this safety
program and developed a Sudden
Infant Death Syndrome (SIDS) educational
campaign
(McMullen,
Lipke, & LeMura, 2009). This
included: (a) use of an online SIDS
teaching tool; (b) placement of an
educational "Steps-to-Home" crib
card at the newborn's bedside;
(c) implementation of a "No Cosleeping for Multiples" intervention;
(d) use of sleep sack swaddling in the
unit (parents also received one co
take home); and (e) use of more safety-specific, infant discharge instructions (St. Joseph's Health [SJH],
2012, 2015). Since program implementation, nursing role-modeling
safe sleep practice and providing parental education on the topic of SIDS
prevention have greatly improved.
Our team was confident we had
a robust safety practice for mothers and infants. However, in 2014,
two infants experienced a fall. In
each case, the mother fell asleep
with her baby in her arms. A taskforce was created to analyze the
events and develop an infant safety
bundle to further reduce risk and
the number of infant falls. Realtime, unsafe sleep situations and
risk factor exemplars were gathered, establishing a baseline before
any new and improved safety bundle practices were implemented.
Colleagues developed an infant
risk-to-fall evaluation form for
staff to complete if an unsafe sleep
situation is witnessed (Figure 1)
(SJH, 2015).

Figure 2. InfantSafetyBundle
Maternal risk factors
• Epidural analgesia/anesthesia
• Cesarean birth
• High level of fatigue
• Second or third postpartum night
• Recent opioid or sedative use
Parent safety agreements
• Parental form with safety risks and education on keeping baby safe while
in the hospital
• Parents sign agreement after nurse reviews the agreement with the parents
Safety interventions for parents and visitors
• Safety bulletin boards on Mother-Baby unit
• Crib cards for safe sleep on every baby crib
• Nurses role model safe sleep practices
• Nurses round every 1-2 hours minimum
• Patient doors are left unlatched at night for nurses to check on infant
• Nurses instruct mothers to call the nurse when ready to feed their baby
Reporting and debriefing system for infant falls
• Contact neonatal provider if an infant fall occurs
• Event report generated and sent to risk management
• Team debriefing after an infant fall

Purpose

The purpose of this scudy was to
evaluate the efficacy of the infant
safety bundle in reducing and preventing unsafe sleep conditions and
infant falls in our maternal-child
units. Clinical colleagues felt optimistic that if risk-reduction strategies
to prevent infant falls were included
in current safe sleep practices, nurses
could improve outcomes. The project was approved by the organization's institutional review board.
Study Design and Methods

An observational, descriptive safety
study was designed for nurses to assess environmental conditions and
personal behaviors and interactions
between adult parents and newborns
in the postpartum acute care setting.
Demographic information
about
mothers was not included. Data about
unsafe sleep situations were collected.
Infants less than a week old who were
patients on our postpartum units and
infants in the neonatal intensive care
unit were included in the study. Nurses and other ream members were
made aware of the srudy's intent, instrument, and data collection timeframe. Preprogram (baseline) data

were collected in March 2015 prior to
beginning the study. Data were collected during a randomly chosen
month per quarter Uune 2015-J une
2016) using an evaluation instrument
developed by the hospital's clinical
taskforce based on unsafe sleep situations reported in the literature
(Figure 1). For example, a baby should
sleep in their own safe sleep place;
anything other would be considered
unsafe unJess the infant was asleep in
the arms of an awake and alert adult
(Feldman-Winter et al., 2016). If the
mother was asleep with the baby in
her arms or in an unsafe sleep space,
then this would be a reported unsafe
sleep situation. Collection months
were selected each quarter through
simple random sampling. All postpartum parents (N = 832 births) were eligible for recruitment and study inclusion. If an unsafe sleep situation was
identified, nurses were instructed to
evaluate and document it and then
educate parents, family, and friends
about findings; with inclusion of appropriate, subsequent remediation
and quality documentation.
Bundle components (Figure 2) included use of parental safety agreements with the caregiver team and a
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list of safety interventions for paren ts and visitors. Education with
role modeling on safe sleep practice
came next, and awareness on reporting and debriefing after an infant fall
followed (SJH, 2015).
The safety program used maternal
risk factors attributed to newborn falls
identified in the literature: cesarean
birth, extreme fatigue, second or third
postpa1tum night, and recent opioid
or sedative use (Ainsworth, Summerlin-Long, & Mog, 2016; Galuska,
201 l; Kassa, Moon, & Colvin, 2016;
Matteson, Henderson-Williams, &
Nelson, 2013). Epidural anesthesia
was added as a risk factor because it
was currently in the "risk-to-fall" criteria for our hospital fall bundle (SJH,
2015). Although breastfeeding was
listed as a potential risk factor contributing to newborn falls, as a BabyFriendly USA (Baby-FriendJy USA,
Jnc., 2012) hospital, it was encouraged with appropriate safety recommendations.
A parental-newborn safety agreement adapted from Providence
Health & Services perinatal departments (Helsley et al., 2010; Providence Health & Services, 2012) was
used to instruct mothers, fathers,
and home caregivers of the risks for
newborn falls in the hospital and at
home. The agreement summarizes

the protocols to keep infants safe in
the acute care setting as well as providing education required for care
early-on in the home. Our Steps-toHoine crib card focuses on safe sleep
practices and newborn care that parents should follow in the hospital
and at home (SJH, 2015).
In the event of an infant fall, multiple steps are taken immediately by
the team. First, they inform the manager and contact a neonatal intensive
care unit provider while protecting
and assessing the infant. Next, a patient safety event report is completed
and submitted. Immediately following the event, a postfall debriefing
occurs, and involved clinical team
members are given the opportunity
to come together and communicate
their feelings about the occurrence as
well as the mother's assessed risk status (SJH, 2015).
Shortly into the launch of the infant safety bundle, another infant
fall was reported in June 2015. Our
nursing team wanted to create the
safest environment, so instructions
were given to mothers to call the
nurse for physical presence during
feedings at any time of day or night.
Nurses conducted more frequent
parent-newborn bedside rounds (every 1-2 hours at minimum), and patient's room doors were not latched

Figure3. Quarterly
DataCollection
Repo1ting
ofUnsafeSituations
forInfants
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shut, so the nurse could quietly
check on parent and baby even while
asleep (SJH, 2015).
Results

Preprogram data collected in March
2015 produced 23 risk evaluations.
These represented 14% (n = 23) of
the month's total births (n = 169),
with over half of them being mothers who were found asleep while still
holding their baby. Over the next 12
months, there was a reduction in the
number of episodic findings during
the study timeframe (Figure 3).
There are approximately 2,000
births at our hospital each year. In
2014, we had t'NO infant falls and in
2015, one infant fall. As of May
2017, there were no further infant
falls on tbeir mother-baby units.
The number of identified unsafe
sleep situations from June 2015 to
June 2016 has trended downward
since bundle implementation. As of
June 2016, the infant safety bundle
has been integrated as a standard of
best clinical practice and embraced
by the nursing practice culture in all
mother-baby clinical units within
our system. Nurses continue to identify, report, and educate parents
about unsafe sleep situations as part
of their routine practice. Our maternalchild safety program committee receives reports on all adverse and
near-miss situations. This process
for reporting near-miss episodes in
care allows clinicians to account for
unsafe sleep scenarios, should they
occur.
We found some parents who refused to sign the safety agreement
because they felt that by signing the
form, an infant fall would become
their fault. We identified this as an
opportunity for nursing education,
as it was reported some nurses were
simply presenting the form to parents to sign without offering the education. We reeducated nurses, so
they could better explain the significance of the safety agreement to the
parent before asking them to sign.
Parents needed to understand that
the safety agreement was intended to

Copyright© 2017 WoltersKluwerHeolth,Inc.Unauthorizedreproductionof this articleis prohibited.

be a partnership between the parent
and staff to help keep the newborn
safe. We also wanted nurses to recognize that the parent and other
caregivers needed to have the information presented to them in a nonthreatening way. Beginning with a
caring but structured parental communication, we helped build a team
approach to creating a safer environment for the infant.

Clinical Nursing
Implications
Parents should be encouraged to report any infant fall situation during
their postpartum
hospitalization
without the worrying about repercussion. Although parents may be
willing to comply with the concept
of safe infant sleep practices, there is
always a risk they may fall asleep
unknowingly in the postpartum,
acute care phase due to extreme exhaustion experienced during childbirth (Monson et al., 2008). It is
understood that parents have best
intentions for their newborn, but inherent risk factors with childbirth
may increase risk for an infant to
fall or be placed in an unsafe sleep
position. Nurses accept responsibility to discuss and educate parents
about any identified potential action-behavior situations. This can
be challenging as parents may feel
ashamed, upset, afraid, or even annoyed at the nurse who requests to
place the infant in the bassinet if
mom and dad are falling asleep in
bed. Bed sharing is always a personal choice, no matter how much
parental guidance is bestowed.
Maternal-baby nurses must balance
infant safety, safe sleep practices,
and risk-reduction strategies to prevent an infant fall, at the same time
they help the parents learn about
normal newborn care and promote
attachment.
Role-modeling
safe
sleep and falls-prevention strategies
for parents can have a great impact
on routines at home. Nurses can
help create a caring, healing, and
learning environment for parents so

Suggested
ClinicalNursingImplications
• Implementation of a newborn safety bundle to promote safe sleep and
minimize risk of falls in the acute care setting may decrease risk of adverse
accidental outcomes.

• Nurses conduct more frequent parent-newborn bedside rounds (every 1-2
hours at minimum), and patient's room doors are not latched shut, so the
nurse can quietly check on parent and baby even while asleep.
• Instructions are given to mothers to call the nurse for physical presence
during infant feedings at any time of day or night.
• Use of role-playing and face-to-face counseling by mother-baby nurses
can create a caring and learning environment for parents so safety practices learned while in the hospital co ntinue at home after discharge from
the hospital.

they may continue safe newborn
practices after discharge.
Development,
implementation,
and evaluation of a newborn safety
program requires a team to achieve
success. Our team began a safety
initiative over 12 years ago, and
learned the value of highlighting efforts to promote infant safety using
evidence-based practices. We appreciate the value of frontline clinical team members' engagement in
program development, process management and improvement, and
evaluation audits to remove barriers
and help cultivate changes in nursing practice. Parents and frontline
colleagues working together creates
a safe environment for protecting
our smallest patients from harm. As
a MagnetTl,Ldesignated (American
Nurses Credentialing Center, 2017)
facility with Baby-Friendly USA
(2012) designation, we found fluid
communication, strong team dynamics, and bundled practice strategies help shape best practice into a
program of caring.
Safe sleep practices for mothers,
fathers, and family members are
role-modeled so at home the family
can emulate what they have experienced in the hospital setting. As the
body of evidence on infant falls
grows, our safety strategies may
need to be modified. Practice changes take time. Many maternal-child
nurses have been providing care in

the same way they have for many
years. It is challenging to change
how things have always been done:
whether according to tradition or
rote memory from past practice. The
first steps to improving infant safety
are to find innovative ways to convince clinicians that old practice
needs to change. As more recent scientific findings are incorporated into
evidence-based practice, it will help
reinforce their value and benefit
when nurses are explaining safety
practices to parents. Future evidence
on newborn infant safety will be
added to our clinical practice as it
becomes available. ❖
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From:
Anstey, Erica Hesch (CDC/DDNID/NCCDPHP/DNPAO) {CTR)
Sent:
Wed, 13 Oct 202116:15:20 +0000
To:
Basso, Eileen T. (CDC/DDNID/NCCDPHP/DNPAO);O'Connor, Lauren
(CDC/DDNID/NCCDPHP/DNPAO) (CTR)
Cc:
Grossniklaus, Daurice (CDC/DDNID/NCCDPHP/DNPAO);Boundy, Ellen
(CDC/DDNID/NCCDPHP/DNPAO);Perrine, Cria G. (CDC/DDNID/NCCDPHP/DNPAO);Nelson, Jennifer M.
(CDC/DDNID/NCCDPHP/DNPAO);Anstey, Erica Hesch (CDC/DDNID/NCCDPHP/DNPAO) (CTR);Hamner,
Heather (CDC/DDNID/NCCDPHP/DNPAO);Flores-Ayala, Calixto Rafael
(CDC/DDNID/NCCDPHP/DNPAO);MacGowan, Carol (CDC/DDNID/NCCDPHP/DNPAO)
Subject:
Awareness: Vera Wilde article
Attachments:
Vera Wilde_2021_BF insufficiencies and harm to neonates.pdf

Hello allT wanted to bring your attention to an article (attached) that was just published by Vera Wilde, who sent us an
inquiry a few months ago (inquiry information below). You will note the similar overtones to certain other
organizations that discuss milk insufficiency and safety. On p. 13, under disclosures: "Vera Wilde, PhD, became
interested in the scientific evidence on breastfeeding after her healthy, full-term son suffered excessive weight loss
due to insufficient milk."

"This article argues that modem misconception of exclusive breastfeeding as natural and thus safe causes common
and preventable harm to neonates." (p. 2)
"In the time it often takes mothers' milk to come in, their neonates risk death or pem1anent disability. Because time
seems to be one important factor in the potential severity of complications from insufficient milk intake, minimizing
neonatal deprivation or starvation periods by providing sufficient milk may prevent
substantial harm to neonates. But current guidelines fail to recognize the commonality and severity of these possible
harms, as well as the importance ohime in mitigating associated risks." (p. 4)
Best,
Erica
Erica H. Anstey, PhD, MA, CLC
(Pronouns: she, her, hers)
Program Coordinator and Breastfeeding Specialist
McKing Consulting Corporation
Maternal, Infant, and Toddler Nutrition Team
Division of Nutrition, Physical Activity, and Obesity (DNPAO)
National Center for Chronic Disease Prevention and Health Promotion (NCCDPHP)
Centers for Disease Control and Prevention (CDC)
770.488.5041 (office) I eanstey@cdc.gov

-----Original Message----From: Bosso, Eileen T. (CDC/DDNID/NCCDPHP/DNP AO) <guz3@cdc.gov>
Sent: Wednesday, August 11, 2021 8:13 AM
To: O'Connor, Lauren (CDC/DDNID/NCCDPHP/DNPAO) (CTR) <pcq9@cdc.gov>
Cc: Anstey, Erica Hesch (CDC/DDNID/NCCDPHP/DNPAO) (CTR) <yhm7@cdc.gov>; Grossniklaus, Daurice
(CDC/DDNID/NCCDPHP/DNPAO) <dtg3@cdc.gov>; Boundy, Ellen (CDC/DDNID/NCCDPHP/DNPAO)
<lwz9@cdc.gov>; Perrine, Cria G. (CDC/DDNID/NCCDPHP/DNPAO) <hgk3@cdc.gov>
Subject: RE: Survey and scoring algorithm request

Lauren So sorry for the delay. This looks good. Please let me know if you receive additional inquiries
(b)(S)
I
(b)(S)
~~-~
Thank you for sending!
Eileen

I

I

-----Original Message----From: O'Connor, Lauren (CDC/DDNID/NCCDPHP/DNPAO) (CTR) <pcq9@cdc.gov>
Sent: Tuesday, August 10, 2021 9:20 AM
To: Bosso, Eileen T.(CDC/DDNID/NCCDPHP/DNPAO)<guz3@cdc.gov>
Cc: Anstey, Erica Hesch (CDC/DDNID/NCCDPHP/DNPAO) (CTR) <yhm7@cdc.gov>; Grossniklaus, Daurice
(CDC/DDNID/NCCDPHP/DNPAO) <dtg3@cdc.gov>; Boundy, Ellen (CDC/DDNID/NCCDPHP/DNPAO)
<lwz9@cdc.gov>; Pmine, Cria G. (CDC/DDNID/NCCDPHP/DNPAO) <bgk3@cdc.gov>
Subject: FW: Survey and scoring algorithm request
Good morning Eileen,
I believe you may already be in the loop in regards to our latest inquiry from Vera Wilde to our mPINC@cdc.gov
inbox. See our correspondence, and her latest inquiry below. We have drafted a response and would like your input
on if you think it's appropriate. Please let us know your thoughts.

(b)(5)

Thanks Eileen,
Lauren
Lauren O'Connor, MPH, CLC
Public Health Breastfeeding Specialist
McKing Consulting Corporation
Maternal, Infant, and Toddler Nutiition Team Division of Nutrition, Physical Activity, and Obesity Centers for
Disease Control and Prevention
404-498-2254 (office)! PCQ9@cdc.gov

-----Original Message----From: Vera Wilde <vera@verawil.de>
Sent: Friday, August 6, 2021 6:07 PM
To: MPINC (CDC) <MPINC@cdc.gov>
Subject: Re: Survey and scoring algorithm request
Hi Lauren,
Thanks for your email and the reattachments.
The mPINC is a survey on "Maternity Practices in Infant Nutrition and Care" with a focus on breastfeeding. Tnterms
of survey design questions, l'm wondering why it doesn't include any related safety, risk, or harm items.
For instance, a number of questions seem geared toward promoting "Baby Friendly"-style exclusive breastfeeding

practices including minimising formula supplementation. But then there are no measures of related outcomes such
as neonatal screening, treatment, or readmissions for inadequate nutrition/hydration (e.g., for hypernatremia,
hypoglycaemia, or jaundice) in breastfed newborns.
Tsthe assumption that some other agency is tracking safety data like this? Any idea who might be? And why not do

this as paii ofmPJNC?
Thanks and best,
Vera

> On 29. Jun 2021, at 15:59, MPINC (CDC) <MPINC@cdc.gov> wrote:
>
> Greetings Vera,
>
> Please find the 2009 survey reattached. I have also reattached the 2013-2015 survey. The survey remained exactly
the same for both the 2013 and the 2015 administrations so you will find only one file for both years.
>
> Please feel free to let me know any questions you have on the survey design and our mPINC team will be able to
provide you with further information.
>

> I hope this information is helpful and please let me know if you have any further questions.
>

> Sincerely,
> Lauren O'Connor, MPH, CLC
> mPTNCTeam
>

> -----Original Message----> From: Vera Wilde <vera@verawil.de>
> Sent: Tuesday, June 29, 2021 9:04 AM
> To: MPJNC (CDC) <MPINC@cdc.gov>
> Subject: Re: Survey and scoring algorithm request
>
> Hi Lauren,
>
> Thanks. At your convenience, could you please try re-sending 2009, as the attachment cannot be opened (I get a
file is damaged error) and 2015, as the attachment was not included in your email?
>

> Who's a good person to ask questions about the survey design?
>
> All best,
> Vera
>
>

» On 29. Jun 2021, at 14:03, MPlNC (CDC) <MPfNC@cdc.gov> wrote:
>>
>> Hi Vera,
>>

>> Attached please find survey copies for 2007, 2009, 2011, 2013 and 2015 mPlNC surveys. You can find survey
copies for 2018 and 2020 on our website here: https://www.cdc.gov/breastfeeding/data/mpinc/guestionnaires.htm.
Keep in mind that prior to our newly designed survey in 2018, we had included freestanding birth centers in our
mPTNC survey. However the surveys attached are the hospital surveys.
>>
>> I have also attached the scoring algorithm that was used for surveys prior to 20 l 8. You can find our 2018 survey
scoring algorithm on our website here: https://www.cdc.gov/breastfeeding/data/mpinc/scoring.htm. Our 2020
scoring algorithm is not yet available, however it will be published on our website once 2020 reports are available

later in 202 l.
>>
>> Please keep in mind, we updated the mPINC survey questionnaire in 20 l 8. Results from the 2018 mPINC survey
and 2020 mPINC survey cannot be compared with results from previous mPTNC surveys. Multiple years of data
from the updated survey (i.e., 20 l 8, 2020 and later) will be comparable.
>>
>> I hope this infonnation is helpful and please let me know if you have any further questions.
>>
>> Sincerely,
>> Lauren O'Connor, MPH, CLC
>> mPINC Team
>>
>> -----Original Message---->> From: Vera Wilde <vera@verawil.de>
>> Sent: Monday, June 28, 2021 9:45 AM
>> To: MPJNC (CDC) <MPINC@cdc.gov>
>> Subject: Re: Survey and scoring algorithm request
>>
>> Hi Lauren,
>>
>> Thanks for your email. Would it be possible to please see all versions?
>>
>> All best,
>> Vera
>>
>>
>» On 28. Jun 2021, at 13:54, MPTNC (CDC) <MPINC@cdc.gov> wrote:
>>>
>>> Greetings Vera,
>>>
>>> Thank you for your email. Can you confirm, are you looking for the 2020 mPINC survey and scoring
algorithm, or a previous year's survey and scoring algorithm?
>>>
>>> Sincerely,
>>> Lauren O'Connor, MPH, CLC
>>> mPINC Team
>>>
>>> -----Original Message---->>> From: Vera Wilde <vera@verawil.de>
>>> Sent: Sunday, June 27, 2021 1:44 AM
»> To: MPINC (CDC) <MPINC@cdc.gov>
>>> Subject: Survey and scoring algorithm request
>>>
>>> Dear Sir or Madam,
>>>
>>> Could l please see the mPINC survey and scoring algorithm?
>>>
>>> Thanks and best regards,
>>> Vera
>>>
>>>
>>
>> <2009 mPINC Survey for Hospitals.pdf><2011 mPTNC HOSPJT AL
>> Survey.pdf><20l3_2015 mPTNC Survey.docx><2007 mPINC
>> survey.pdf><Scoring Algo1ithm 2007-2015 mPTNC Survey.pdt>

>

> <2009 mPINC Survey forHospitals.pdf><2013_2015 mPINC Survey.docx>
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Abstract
lnsufficient milk intake in breastfed neonates is common, frequently missed, and causes preventable
hospitalizations for jaundice/hyperbilirubinemia, hypematremia/dehydration, and hypoglycemia accounting for most U.S. neonatal readmissions. These and other consequences of neonatal starvation and
deprivation may substantially contribute to fully preventable morbidity and mortality in previously healthy
neonates worldwide. Previous advanced civilizations recognized this problem of breastfeeding
insufficiencies and had an infrastructure to solve it: Wetnursing, shared nursing, and prelacteal feeding
traditions used to be well-organized and widespread.
Modem societies accidentally destroyed that infrastructure. Then, modem reformers missing a few
generations of direct knowledge transmission about safe breastfeeding invented a new, historically
anomalous conception of breastfeeding defined in terms of exclusivity. As that new intervention has become
increasingly widespread, so too have researchers widely reported associated possible harms of the longer
neonatal staivation/deprivation and later infant under-nutrition periods that it creates when breastfeeding
is insufficient. Early insufficient nutrition/hydration has possible long-term effects including
neurodevelopmental consequences such as attention deficit hyperactivity disorder, autism, cerebral palsy,
cognitive and developmental delay, epilepsy, hearing impairment, kernicterus, language disorder, mood
disorders, lower IQ, and specific learning disorder.
Current early infant feeding guidelines conflict with the available evidence. Recent reform efforts have
tended to focus on using more technology and measurement to harm fewer neonates instead of proposing
the indicated paradigm shift in early infant feeding to prevent more harm. The scientific evidence is already
sufficient to mandate application of the precautionary principle to feed neonates early, adequate, and often
milk before mothers' milk comes in and whenever signs of hunger persist, mitigating possible risks
including death or disability. In most contexts, the formula is the best supplementary milk for infants at risk
from breastfeeding insufficiencies. National-level reviews of scientific evidence, health policy, and research
methods and ethics are needed to initiate the early infant feeding paradigm shift that the data already
support. Policy experiments and related legislative initiatives might also contribute to the shift, as insurers
might decline or be required by law to decline reimbursing hospitals for costs of this type of preventable
hospitalization, which otherwise generates profit.

Categories: Pediatrics, Preventive Medicine,Nutrition
Keywords: breastfeeding, autism spectrum disorder (asd), neonatal nutrition, starvation, neonatal jaundice,

hypoglycemia,hyperbilirubinemia,hypernatremic dehydration, neurodevelopment,preventive health

Introduction And Background
Exclusive breastfeeding carries serious and under-recognized risks. An extensive literature shows that early
adverse event exposures are associated with neurodevelopmental problems, and a large body of evidence
links neonatal staivation specifically with a range of such problems. In the U.S., insufficient milk intake
associated with breastfeeding contributes to the majority of 80,000 U.S. neonatal readmissions annually
(1,2], mostly for jaundice/hyperbilirubinemia hypematremia, dehydration, and hypoglycemia. In Nigeria,
acute bilirubin encephalopathy (ABE)- an acute illness caused by severe hyperbilirubinemia - causes 5%14-%of neonatal deaths f3 5]; a study of nine major hospitals in five cities found over IS% of infants treated
for hyperbilirubinemia had mild to severe bilirubin encephalopathy (including 35 deaths) [6]. ABEsits at one
pole of a continuum of hanns potentially associated with neonatal jaundice that also includes attention
deficit hyperactivity disorder 17,8], autism (9-1 Jl,cerebral palsy (12- 14], cognitive and developmental delay
and disorder [ IS], epilepsy [16, 17],hearing impairment [ 18,19],kemkterus [20j • severe bilirubin-induced
brain injury, language disorder, mood disorders [21], lower IQ [22], and specific learning disorder [22].
Hypernatremic dehydration similarly risks preventable brain damage (23,24(, organ failure (25], and death
[26]. Neonatal hypoglycemia also risks possible neurodevelopmental harm [27 30], with no consensus
definition [3 I] and an estimated incidence up to 5%-15% of healthy babies (32,33]; like neonatal jaundice, it
is also common in less well-resourced countries [34,35].
A sizeable minority of breastfed neonates receives inadequate nutrition/hydration

(36 39], risking serious
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injury or death, because breastfeeding insufficiencies including delayed and insufficient milk affect doubledigit percentages of mothers. According to some estimates, delayed onset of full milk production
(lactogenesis II), defined as mothers perceiving milk coming in beyond 72 hours postpartum, occurs in 3344% of first-time mothers [39, 40]. In one study of "unusually compliant and well educated" first-time
mother volunteers, 15% had persistent insufficient milk after three weeks despite intensive professional
lactation support 130).In that study, minimal prenatal breast enlargement and minimal postpartum breast
engorgement as well as prior breast surgery significantly predicted insufficient lactation - suggesting
biological root causes. Such insufficiencies put a substantial minority of breastfed babies at risk of suffering
insufficient nutrition/hydration for days, weeks, or longer. Such a lengthy deprivation or frank starvation
period would normally be considered medically dangerous and legally as well as ethically unacceptable to
impose on any human. It overlaps with the riskiest period for neonates, who are most likely to die within
their first week of life [41,42].
Appropriate supplemental milk prevents possible harm from insufficient milk. What that means varies
according to context: Screened and pasteurized milk bank donor breastmilk may be an option in some cases,
but supplies are limited and thus access often restricted to preterm and sick infants; other sources of
breastmilk (e.g., in wetnursing and shared nursing arrangements where available) pose infectious disease
transmission risks. Animal milk may be the most readily available option in some communities, and mothers
may prefer it in communities where it has long traditions of supplemental infant feeding use; but it requires
fo1tifying additives and presents special challenges from the act of milking, to transpmtation, boiling and
dilution with boiled water and sugar in the case of cow's milk, and refrigeration or safe storage in the home
[43]. Thus from availability, nutritional, and bacteriological perspectives, formula is usually the best
supplemental milk option: It is widely accessible and safe wherever clean water and formula access are
sustainable, i.e., absent dire poverty, endemic corruption, and other extreme conditions that can impair
basic infrastructure development/maintenance and disrupt essential supplies access. Even under such
conditions, these risks may be mitigated, for instance, through context-specific aid and education on boiling
or otherwise obtaining appropriate water and other aspects of hygienic preparation; feeding cups, as
opposed to plastic bottles with nipples that can be difficult to clean, have long been staples of safe
supplemental feeding practices in less well-resourced settings 1441,and also have important advantages in
several subgroups even in better-resourced settings 1~5).Formula further provides more complete nutrition
(e.g., including vitamin D) than unfortified animal milks including breastmilk 146].So while there is no onesize-fits-all solution for every context, harm prevention is as easy as offering hungry infants more milk, and
that solution set is widely feasible. Why, then, is insufficient milk intake in breastfed neonates common,
frequently missed, and potentially deadly or disabling across country and socioeconomic contexts?
This a1ticle argues that modern misconception of exclusive breastfeeding as natural and thus safe causes
common and preventable harm to neonates. Previous advanced civilizations recognized the problem of
breastfeeding insufficiencies and built an infrastructure to solve it: Well-organized wetnursing professions
[47·5 IJ, co- nursing [52), and early infant supplementation (prelacteal feeding) traditions characterized such
societies' infant feeding practices. Widespread prelacteal feeding, seen by some practitioners as helping new
mothers rest and newborns stay nourished to promote health and breastfeeding success, continues 153-66],
along with more limited wetnursing and co-nursing practices, in many low- and middle-income countries
today.
But modern changes that contributed to increased formula-feeding, such as scientific progress in storing
food without spoilage and more women leaving home to work, had killed wetnursing by the early 20th
century in Western societies. Intergenerational and other co-nursing arrangements, too, were effectively
extinct in these societies by the turn of that century. Then, public health advances dramatically decreased
estimated infant mortality in the U.S. between 1850 and 1950: primarily clean water, broader understanding
and acceptance of germ theory, pasteurized market milk, and breastfeeding education and encouragement,
along with better birth and death registration and continuing technological innovations like pulsating
vacuum milking machines that made market milk production cleaner 167 711.Next, modern Western
reformers coming from what had become predominantly formula-feeding societies with sustained
intergenerational knowledge gaps about breastfeeding, unaware of the commonality of breastfeeding
insufficiencies and of associated serious risks from neonatal starvation, redefined it in terms of exclusivity.
This historically anomalous ideal was based on flawed science and logic - and lack of awareness of the
negative consequences of such a paradigm shift - and contributes substantially to current infant morbidity
and mortality worldwide.
This review shows that the evidence regarding common and preventable harm to neonates associated with
breastfeeding insufficiencies is sufficient to warrant fundamental changes to early infant feeding policies
and practices. Current protocols and their implementation, such as the WHO/UNICEFTen Steps to
Successful Breastfeeding codified by the Baby-Friendly Hospital Initiative, emphasize exclusivity in
breastfeeding. This emphasis assumes that lengthy neonatal starvation periods are rare when they are
common, and safe when they are risky, and that formula (or other best available milk) supplementation
necessarily undermines breastfeeding when the evidence is insufficient to establish that claim. Instead, early
infant feeding guidance should advise that all neonates be offered adequate milk within two hours of birth
and after every nursing session until their mothers' milk has come in and supply has been established as
sufficient, e.g., through typical infant weight gain, behavior, and waste output.
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Default early, adequate, and often formula supplementation is consistent with widespread prelacteal
feeding traditions and behaviors worldwide. It applies the precautionary principle to act when grave hazards
are possible and stakes are high. At the same ti.me, prior prelacteal feeding traditions were heterogeneous
and should be updated according to the best available evidence, including to support safe breastfeeding. This
return to pre lacteal feeding as the recommended norm would avoid lengthy, risky starvation periods for a
substantial minority of neonates. There is insufficient evidence to establish that it would cause harm in
tum, including by lowering breastfeeding rates.

Review
Evidence of substantial, preventable harm to neonates from exclusive
breastfeeding
Breastfeeding beg-anits modern resurgence in the mid-l 970s, absent the previous safety infrastructure
including a well-organized wetnursing profession and prelacteal feeding traditions that had protected many
neonates from harm from common breastfeeding insufficiencies; and evidence of associated harm began
accumulating shortly thereafter. Beginning in the late 70s, Gilmore and Rowland (721,Roddey et al (73],
Rowland et al [74), and Thullen (75] reported cases of severe malnutrition in breastfed infants, usually
associated with primapara mothers and neonatal jaundice, including significant clinical sequelae such as
profound cardiovascular collapse, severe hypernatremia, perforated duodenal ulcer, and transient renal
failure, all of which may develop in response to acute starvation. Gilmore and Rowland noted all affected
infants were first children of upper middle class parents, while Rowland et al emphasized that malnutrition
from breastfeeding insufficiencies may progress rapidly and not be recognized by "otherwise intelligent,"
motivated parents• sentiments echoed by clinicians today.
Breastfeeding's resurgence, still without infrastructural protections against harm from common
insufficiencies, continued. Since before "The Baby Killer" report [76) triggered the Nestle Boycott and 1978
Senate hearing, doctors (including those the report cited) tended to dismiss mothers' double-digit selfreports of insufficient milk. Researchers (with good intent) created datasets that made it impossible to
empirically assess such claims, reproducing widespread dismissal of women's perceptions of common
breastfeeding insufficiencies. Neonates suffered the consequences. As Neifert and Seacat observed [77], "The
overenthusiastic promotion of unsupplemented breastfeeding" even in cases with clear risk factors for
breastfeeding insufficiencies "can lead to critical failure to thrive in the infant."
By the mid-90s, a rise in associated preventable newborn hospitalizations was noted, along with recurrence
of kemicterus 178-80),which disproportionately affects Black babies 18IJ. Edmonson et al [821,Paul et al 183],
Flaherman et al [841,and others found exclusive breastfeeding correlated with preventable newborn
readmissions for starvation effects including dehydration and jaundice. Kemper and McCarthy (85] found
breastfeeding was substantially more common among infants who developed jaundice. Koziol et al [20) noted
breastfeeding was a risk factor for kemicterus, and posited subcortical mechanisms of the related spectrnm
of bilirubin-induced neurologic dysfunction (BINDor partial kernicterus syndromes) in infants who
developed even moderate elevations in bilirubin. Amin et al [22] reviewed the observational evidence linking
the BINDspectrum and comorbid neurodevelopmental disorders including cognitive delay, attention deficit
hyperactivity disorder, specific learning disorder, autism, and/or language disorder, delineating multiple
possible biological mechanisms for the link.
Still, breastfeeding proponents dominant in most medical and public health institutions concerned with
early infant feeding continued to strive to increase exclusive breastfeeding· without infrastructural
safeguards, relevant safety data, or informed consent regarding possible risks. So, too, evidence of associated
harm continued increasing. Beginning in the late 90s, Cooper et al [86), Laing and Wong [87), l\foritz et al
[88(, and Reilev et al 189)showed breastfeeding-associated hypernatremia (often comorbid with jaundice)
was increasing. Moritz and Ayus [90] warned of its non-specific symptoms and potentially lethal or disabling
progression, echoing Kohet a l's (28) warning that neonates with neural dysfunction during hypoglycemia
often appear asymptomatic. Reilev et al showed risk of hypernatremic dehydration increased only with
degree of relative weight loss, warning the rise could be associated with Baby Friendly, the WHO/UNICEF
program of exclusive breastfeeding promotion which educates mothers on benefits but not risks of exclusive
breastfeeding and discourages supplementation unless "medically necessary" - a condition lacking
consensus definition. The WHO/UNICEFcontinued, then as now [91), to discourage formula
supplementation and make no mention of exclusive breastfeeding's risks as part of its Ten Steps to
Successful Breastfeeding, Baby Friendly, and related breastfeeding promotion programs. Neifert warned
again [92) that "Those who enthusiastically promote breastfeeding ... must confront the reality of
breastfeeding failure and implement necessaty changes in medical education and support services to foster
successful outcomes in breastfed infants" who were otherwise in clanger of failure to thrive and
hypematremic dehydration from insufficient milk intake.
Such warnings went unheeded, and evidence of associated harm continued mounting. Moritz et al [88) found
I. 9% of healthy term and near-term breastfed babies at Children's Hospital of Pittsburgh were admitted for
breastfeeding-associated hypernatremic dehydration, with the vast majority (87%) first-borns and most
(81%) presenting with jaundice. Flaherman et al [84) found exclusive breastfeeding increased newborn
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hospitalizations by 2.2% and also correlated with more outpatient visits before hospitalizations: Concerned
caretakers sought medical help, but neonates still went hungry. Mette et al found healthcare providers
admitted less than half their sample, almost none of whom were supplemented, suggesting widespread
problems in medical recognition. Futatani et al (931found 37% of exclusively breastfed, full-term singletons
at Toyama Prefectural Central Hospital lost at least 10% of their birthweight, of whom 20% had blood ketone
levels beyond the diabetic ketoacidosis threshold. Ferrandez-Gonzalez et al [94] found a 30.9% incidence of
hypernatremia in near-term and term neonates at the Vega Baja Hospital (Orihuela, Alicante, Spain), with
74.5% of hypernatremic infants exclusively breastfed. Shan et al [95] found rooming-in was associated with
increased exclusive breastfeeding, birthweight loss> 10% at day 3 of age, and neonatal admission for
phototherapy for hyperbilirubinemia; mixed-fed neonates also saw hospitalization risk increase, suggesting
even supplemented neonates may frequently suffer medically inadequate nutrition/hydration under Baby
Friendly. Discouraging formula supplementation to promote exclusive breastfeeding comes at the cost of
risking possible harm to neonates.

Time matters
These findings suggest a neonatal starvation problem of considerable scale, underestimated by hospital
postpartum readmission data that exclude diagnoses like failure to thrive, growth faltering, wasting, and
underweight that often avoid hospitalization, diagnoses during continued birth hospitalization, and missed
diagnoses. jaundice is likely underdiagnosed for many reasons, including substantial possible false-negative
bias in the standard neonatal jaundice diagnostic tool [96-98]. The true scale of the problem is unknown and
uncertainty pervades existing knowledge about associated risks; but time matters.
Insufficient nutrition worsens jaundice as bilirubin builds up with significantly decreased voiding in breastversus formula-fed infants (99]. Progressive dehydration worsens hypernatremia. Hypoglycemia worsens as
cellular stores of glucose deplete. There is no established safe level of neonatal hyperbilirubinemia,
hypernatremia, or hypoglycemia. Even moderate hyperbillrubinemia 1201and moderate, early, and transient
neonatal hypoglycemia risk neurodevelopmental impairment [29].
Counter-intuitive patterns of apparently disparate risk between preterm and near- or full-term infants are
consistent with the possibility that an alternative early infant feeding paradigm limiting neonatal starvation
periods could prevent a large number of deaths and disabilities. On one hand, a vast body of literature has
long established that preterms are more vulnerable to many adverse outcomes including jaundice. On the
other hand, preterms appear less vulnerable to possible neurodevelopmental harm from consequences of
early insufficient milk intake. Neonatal hypoglycemia increases term infants' autism risk threefold but does
not increase the risk in preterms (100]. The same pattern of possible lower or no increased risk for preterms
as opposed to full-term neonates also holds for jaundice and autism risk [9-11]. Why would a more vulnerable
subgroup show less vulnerability to neurodevelopmental harm?
This counter-intuitive pattern is consistent with the possible explanation that the problem is insufficient
milk intake, and time matters. Preterms' heightened medical monitoring may result in earlier detection of
complications from insufficient milk intake. Their heightened vulnerability may result in earlier
intervention. Both may help prevent neurodevelopmental harm from insufficient milk intake. Different
norms surrounding supplementing preterms early and often with adequate milk may also contribute:
Preterms often have greater access to limited donor breastmilk, and are typically fed with fortified milk
regardless of milk type, increasing their caloric and vitamin intake. Mothers of preterms are widely
recognized as having a higher frequency of insufficient milk, flagging preterms for likely supplementation
need. Another possible contributing factor is survivor bias: Preterms are at heightened risk of death from
many causes and might also die from causes relating to neonatal starvation at higher rates than full-term
neonates, leading them to suffer comparatively less associated neurodevelopmental harm later.
In the time it often takes mothers' milk to come in, their neonates risk death or permanent disability.
Because time seems to be one important factor in the potential severity of complications from insufficient
milk intake, minimizing neonatal deprivation or starvation periods by providing sufficient milk may prevent
substantial harm to neonates. But current guidelines fail to recognize the commonality and severity of these
possible harms, as well as the importance of time in mitigating associated risks.

Conflict between current guidelines and evidence
Current guidelines recommend waiting to offer formula at least until the medical need has been established,
treating formula-feeding as riskier than starvation or invasive medical intervention. The Academy of
Breastfeeding Medicine (ABM)2017 supplementation guidelines indicate supplementation when
birthweight loss exceeds 8%-10% at day 5 or later, or the 75th percentile for age, and then only after "a
thorough evaluation" 1101J.ABM's 2021 hypoglycemia guidelines [ 102] ignore starvation as a possible cause
of neonatal hypoglycemia, although it is likely the most common cause. They also de-emphasize formulafeeding as the last possible supplementary feeding option among many, listing "extra expressed breastmilk,
pasteurized donor human milk, or infant formula (with your permission)," as if formula carried special risks
that parents might want to avoid, although such risks are not established and no other option is usually
available for healthy, near- or full-term neonates when breastfeeding is insufficient. Similarly, Pediatric
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Endocrine Society recommendations for high-risk neonates "suggest evaluation when the infant is N8 hours
of age so that the period of transitional glucose regulation has passed [ 103]" - contradicting evidence that
moderate neonatal hypoglycemia starting within six hours of bi1th elevates risk of developmental delay at 26 years [30].
Baby Friendly recommends breastfeeding initiation as soon as possible after birth, which is compatible with
nursing followed by formula supplementation until breastfeeding is established. Hofvander [HM] found that
among Swedish Baby Friendly hospitals, some routinely supplemented less than 10% of healthy neonates
until breastmilk came in, while in others up to 90% were supplemented. There seems to be little available
evidence on such hospital-level variation in interpreting and applying Baby Friendly-style exclusive
breastfeeding promotion. But existing evidence is insufficient to support the idea of a forced choice between
supporting breastfeeding - including by denying hungry neonates formula - and preventing harm to
neonates from insufficient nutrition/hydration by offering early, adequate, and often formula
supplementation instead.
In a set of randomized trials, researchers reported conflicting effects of formula supplementation on
breastfeeding. Flaherman et al f 105] (N: 40) found early limited formula supplementation decreased
formula use at one week and three months. But the apparent increase in exclusive breastfeeding from such
supplementation failed to replicate; one possible explanation for the initial result is chance, likely relating
to small sample size. In the later, larger trial (N: l64), Flaherman et al [ l06] repo,ted the reverse effect:
Investigators observed decreased exclusive breastfeeding among infants who had received early limited
formula, and the effect reached statistical significance at infant age 12 months and when any breastfeeding
(as opposed to exclusive breastfeeding) was considered [ I07j; breastfeeding duration at 12 months was the
planned primary outcome measure according to the clinical trial register (Clinica!Trials.gov).
The authors noted post hoc that the intervention group had lower intended breastfeeding duration on study
entry than the control group, potentially explaining the difference. But the study design had blocked on
location and method of delivery to account for potentially relevant variation in the randomization
procedure, at which time researchers did not consider maternal intent relevant. Inconsistent findings such
as these leave open empirical questions about the effects of formula supplementation on breastfeeding, as
well as highlighting the potential methodological danger of researcher degrees of freedom influencing
results J l08]. These trials also raise troubling ethical questions about apparent lack of adequate protection
for vulnerable subjects, as the exclusively breastfed neonates studied were identified as having already lost
substantial weight, but randomized to receive either very limited or no supplementation; preventable
hospitalizations resulted.
Harm prevention is as easy as giving a bottle. Formula lowers bilirubin by inhibiting intestinal reabsorption
of it fl09], treats hypoglycemia with appropriate protein, fat and carbohydrate supplementation, treats
dehydration with additional fluids, and ensures nutrient status. Supplementation with water or sugar water
does not reduce hyperbilirubinemia I I IO,111J,treat dehydration with appropriately balanced fluid, or
provide nutrients, and may create blood sugar spikes that worsen hypoglycemia later. Thus Rozance et al
[3 I] note "Milk feedings particularly enhance glucose homeostasis." By contrast, treatment options such as
phototherapy and exchange transfusions for jaundice, or IV glucose or glucose gel with hospital monitoring
for hypoglycemia, are invasive, costly, potentially stressful for neonates and their families, and may incur
substantial risks. In infants who are already medically endangered by insufficient milk intake, these
interventions may be necessary to limit brain injury and disability, for example by swiftly correcting
critically low glucose with oral dextrose in addition to supplementation; again, time matters. But these
cases are overwhelmingly preventable through supplementing breastfeeding with formula in response to
signs of persistent infant hunger at the latest. Formula-feeding in places with clean water, high literacy, and
stable formula access is well-established as safe. Generations of healthy humans have already been fo1mulafed from birth, and formulations of formula have improved since that was the norm with substantial
nutritional advances (e.g., the additions of choline and omega-3 fatty acids).
The comparative safety advantage of pre lacteal feeding over exclusive breastfeeding may be greater in
relatively resource-poor settings. In lower-income countries, starvation effects are likely to also include
delayed diagnosis and treatment, resulting in excessive use of belated (ineffective and risky) exchange
transfusions I I 121for severe hyperbilirubinemia in the same countries disproportionately affected by
associated permanent disability and death [ I 13J.As Slusher et al's review [ 113] detailed, harm associated
with severe neonatal jaundice in low- and middle-income countries presents context-specific measurement
problems (e.g., limited data). But existing evidence is sufficient to establish that "Acute bilirubin
encephalopathy (ABE),exchange transfusions and death are frequent and costly outcomes of severe
neonatal jaundice (SN)) especially in low-income and middle-income countries.• Similarly, Cayabyab and
Ramanathan's review fl 14] noted that "Severe hyperbilirubinemia occurs more frequently in infants from
low- and middle-income countries (LMIC),"while exclusive breastfeeding should be but is often not
recognized as a risk factor. This suggests that, even where formula-feeding may be associated with
heightened risks (e.g., due to unclean water and formula access disruption), those risks may be outweighed
for affected infants by the risks of neonatal starvation associated with breastfeeding insufficiencies in the
absence of safety infrastructure. If public health authorities and NGOs promoting exclusive breastfeeding's
benefits without mentioning its risks do so in lower-resourced settings on the basis of explicit, evidence-
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based calculations showing that, under a different policy regime, more neonates would likely die or be
disabled from unhygienically prepared or diluted formula supplementation than die or are disabled from
insufficient milk intake associated with breastfeeding, then these calculations have been private; relevant
data and analyses should be subjected to public scrutiny, and the implicit premise that some infants must
starve in order to save others should be subjected to democratic oversight.
Additional evidence suggests that exclusive breastfeeding promotion in the absence of safety infrastructure
addressing common breastfeeding insufficiencies may be associated with increased infant morbidity and
mortality in less well-resourced settings. For instance, the PROMISE-EBFtrial (Promoting Infant Health and
Nutrition in Sub-Saharan Africa: Safety and Efficacy of Exclusive Breastfeeding Promotion in the Era of
HIV),conducted from 2006-201 I in Burkina Faso, Uganda, South Africa, and Zambia reported some findings
suggestive of possible increased neonatal mortality risks associated with breastfeeding insufficiencies in the
context of heightened emphasis on exclusivity in the intervention arm of the trial: Diallo et al fl JS) reported
the highest-ever measured perinatal mortality rate in Burkina Faso. Diallo et al [ 116] reported maternal
nulliparity significantly predicted neonatal death (95% CI 1.5 to 12.1), consistent with a possible link with
breastfeeding insufficiencies.
One alternative, not mutually exclusive explanation is that lack of medical care contributed to prolonged
labor generating birth trauma resulting in stillbirths and neonatal deaths on days 0-2 of life (T. Tylleskar,
personal communication, September 16, 202 I). But it is not clear why obstetric neglect would have
increased during the trial. Trial data cannot be used to test either hypothesis, because information on causes
of death, possible complications resulting from insufficient milk intake, or maternal perceptions of
breastfeeding problems were not collected.
Engebretsen et al fl l 7] reported the PROMISEstudy intervention successfully decreased prelacteal feeding
in Burkina Faso. Engebretsen et al [118) reported this intervention was associated with more wasting in
Uganda and lower ponderal growth in Uganda and Burkina Faso. Investigators hypothesized these apparent
adverse effects may have resulted from misguided public health and medical (including PROMISE)
encouragement to mothers to continue exclusively breastfeeding for six months, when infants may need
supplementary foods beginning around four to six months to ensure appropriate nutrient and caloric intake.
This is consistent with Forsyth's criticisms fl! 9J that prolonged exclusive breastfeeding leads to later child
mortality and morbidity, a six-month recommendation is too rigid, and context-specific interdependence of
breastmilk, complementary foods, and infant formulas if required should be central to early infant feeding
research and policymaking. It is worth noting that the PROMISEteam's possibilities were constrained in this
context by the current exclusive breastfeeding promotion regime, which since the World Health Assembly's
I 981 adoption of the routinely amended International Code of Marketing of Breast-milk Substitutes (the
WHO Code) [120] has increasingly discouraged donations of free or low-cost formula and other supplies to
healthcare facilities, even in settings with endemic poverty and communicable diseases like HIV that are
transmissible through breastfeeding. Thus formula is unavailable in many low-resource settings even when
it is medically necessary.
Reported PROMISEresults showed no possible infant health benefits to balance the potential risks of
lengthening neonatal starvation and later infant under-nutrition periods through the study's exclusive
breastfeeding promotion. Tylleskar et al J 12IJreported the intervention did not significantly affect the
prevalence of diarrheal disease. Tumwine et al [ l22] reported a possible decrease in general cognition scores
(95% CJ -0.40 to 0.05). Investigators interpreted these findings as null, and hypothesized that they might be
explained by the high prevalence of exclusive breastfeeding across treatment and control groups. They
might also be partly explained by different subgroup effects; for instance, some infants might have become
more vulnerable to diarrheal disease when they received insufficient nutrition/hydration due to
breastfeeding insufficiencies, while others might have become less vulnerable when breastfeeding worked
early and well.
Unaffiliated with PROMISE,Bhattacharjee et al reported the estimated national exclusive breastfeeding
prevalence in Burkina Faso nearly doubled between 2000 and 2017 [ 123]; this increase coincided with the
country's highest-ever measured perinatal mortality rate during PROMISE.Overall, the evidence suggests
that exclusive breastfeeding promotion, in the absence of safety infrastructure protecting infants from
common breastfeeding insufficiencies, may have contributed to preventable infant mortality associated with
lengthier neonatal starvation periods in sub-Saharan Africa, as well as to worse developmental outcomes
including growth and cognition. But researchers neither collected data on breastfeeding insufficiencies that
would enable relevant analysis, nor mentioned related risks in the study protocol, instead describing
breastfeeding unequivocally as safe - a typical representation in current research and policy. That
representation ignores evidence that a sizeable minority of mothers will experience breastfeeding
insufficiencies likely to cause serious clinical problems in some of their exclusively breastfed infants; in less
well-resourced settings such as these, those infants are relatively highly likely to die or suffer permanent
disability as a result. Why, then, would trials such as this still be widely considered ethical?
Current thinking about early infant feeding assumes exclusive breastfeeding benefits infant health without
incurring meaningful risks. But that paradigm is based on flawed science and logic. The science is vulnerable
to Greenland's criticism that standard categorical analysis neglects to account for within-category
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information 11241.Widely recognized potential confounds for exclusive breastfeeding's purported infant
health benefits include breastfeeding insufficiencies as well as maternal health and socio-economic status
[125-127].
For example, Clavano's compelling 1978 U.S. Senate "Nestle" hearing testimony fl28] on the benefits of
breastfeeding according to her research in the Philippines avoided mentioning that, while the shift from
formula to breastfeeding in her hospital correlated with dramatic decreases in neonatal morbidity and
mortality, it also correlated with a dramatically shortened "starvation period [129]." That period was 8-12
hours for normal babies and 16-24 hours for preterms, gradually shortened to 8, then 6, then 4, and finally 2
hours, for a 6-22 hour shortening of neonatal starvation periods. This does not establish breastfeeding
benefits or formula risks. Rather, it might be interpreted as evidence that feeding neonates within the first
few hours of birth, instead of waiting up to almost a full day in some cases, benefits their health: Neonatal
starvation may carry considerable risks. The research providing sufficient detail to allow the reader to draw
that alternate conclusion does not appear in the Congressional record.
Similarly, the largest breastfeeding trial ever conducted, Promotion of Breastfeeding Intervention Trial
(PROBIT)[I 30] - a cluster randomized experiment assigning freshly post-Soviet Belarusian hospitals to Baby
Friendly-style treatment or control groups - neglected to collect data on relevant post-randomisation
events. This is a problem because women who supplemented their infants with formula sooner rather than
later may have done so for clinically relevant reasons including delayed and/or insufficient milk. Delayed
onset of lactogenesis II predicts excessive neonatal weight loss, formula supplementation, and earlier
breastfeeding cessation [36,40], while insufficient milk has long been among the most commonly cited
n:?asonsfor early weaning worldwide ( 131-135(. Thus breastfeeding problems likely systematically biased the
formula-fed group in this and other studies to contain more babies who had endured longer starvation or
deprivation periods, which may have influenced all later outcomes of interest. Subgroup variation in
inadequate nutrition/hydration might explain apparent differences between exclusively breastfed and
mixed- or formula-fed infants, including reported differences in growth, infections, allergic diseases, and
IQ.
For example, overlapping inverse effect estimates for exclusive breastfeeding and failure to thrive in relation
to IQ are consistent with this possibility. Hospital-level randomization to Baby Friendly in PROBIT increased
exclusive breastfeeding at 3 months (43.4% versus 6.4%) and subsequently correlated with child Wechsler IQ
scores at age 6.S of an average -1 point decrease to 12.8 point increase [136]. These confidence inte1vals
overlap with inverse estimated changes in Wechsler scale IQ scores at 8 years associated with failure to
thrive in the first 2 months according to the Avon Longitudinal Study of Parents and Children I137]. The
latter highly statistically significant, linear effect averaged around three points. Both PROBIT and Avon sets
of estimated cognitive effects were strongest for verbal IQ.
While IQ is not diagnostic of autism, verbal and other communication problems are typical of it; and three
meta-analyses found neonatal jaundice may substantially increase autism risk [9-11]. More broadly, Amin et
al [22J review the evidence on unconjugated hyperbilirubinemia and neurobehavioral disorders, and report
"Although the association between UHB[unbound hyperbilirubinemia] and cognitive delay is biologically
plausible, data regarding the association between UHBand cognitive delay, that is, lower measured
intelligence quotient (IQ) relative to same-age peers, arc conflicting." Lower IQ is a possible
neurodevelopmental harm associated with neonatal jaundice, which in previously healthy, near- and fullterm breastfed neonates is usually associated with insufficient milk intake.
IQ effect estimates from PROBIT and Avon also overlap estimates of the so-called Flynn and reverse Flynn
effects of societal-level IQ level increases and then decreases [ 138- 140[. Bratsberg et al [141] suggested the
Flynn effect was environmentally caused; Lynn et al [ 142) agreed, proposing that Flynn effect IQ gains
probably resulted from improvements in pre-natal and early post-natal nutrition. Future research should
examine the relationship between Flynn and reverse Flynn effects and early infant feeding norms,
particularly with attention to the possibility that subgroup effects matter. Exclusive breastfeeding
promotion may have first caused aggregate societal IQ gains where it reduced average neonatal starvation
periods, but then caused aggregate losses as continuing increases in exclusive breastfeeding grew the
subgroup of the most adversely impacted neonates - those for whom breastfeeding did not work early or
well, but whose mother.; complied with ever-increasing pressures to keep doing it anyway. This would result
in a parabolic relationship between societal-level IQ changes and exclusive breastfeeding rates. In other
words, one might expect two differently valenced effects to appear in sequence as aggregate gains from
shorter neonatal starvation periods were replaced over time by aggregate losses from greater exclusive
breastfeeding pressure on mothers for whom breastfeeding does not work fast and /or well. The latter
increasing pressure would likely work in combination with weaker societal formula-feeding norms over time.
Thus changing early infant feeding norms may have produced at least part of the observed pattern of both
Flynn and reverse Flynn effects. This appears to be the only proposed explanation for a single causal
contributor to both parts of this pattern.
Baby Friendly achieved important reforms including likely shortening average neonatal starvation periods by
promoting rooming-in and early breastfeeding initiation. These new (contemporary) norms replaced old
(modern) norms including neonates being routinely taken from new mothers without their consent, and
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formula-fed - sometimes after lengthy starvation periods - in full hospital nurseries in which they were
additionally more vulnerable to the spread of disease and lacking in the one-on-one care that is more likely
in a familial context. But in terms of established medical benefits and risks to neonates in particular
settings, the effects of Baby Friendly remain largely uncertain. Data on prior starvation periods and related
complications do not seem to be widely available; bloc (Soviet versus Western), geographic, country,
cultural, hospital, hospital staff, and familial practices were likely heterogeneous. Future research might
examine relevant data from former Soviet bloc hospitals in a difference-in-differences analysis, since
supplementation was a strong Soviet norm across countries, and base rates of possible complications from
insufficient milk intake such as hyperbilirubinemia may have been recorded before and after the shift to
Baby Friendly. However, data problems from the chaos of the collapse of formerly Soviet societal structures
that went hand in hand with adoption of Western practices like Baby Friendly may preclude this type of
analysis.
Bracketing that sort of empirical question, even if we accept that the Baby Friendly shift produced aggregate
gains, the evidence shows that it simultaneously lengthened starvation and deprivation periods for some
neonates. Lack of safeguards against breastfeeding insufficiencies ham1ed infants who disproportionately
went on to be formula-fed as caretakers acted (against earlier medical advice) on cues that these infants
were going hungry. This produced what may look like evidence that breastfeeding benefits children's
neurodevelopment, but actually be additional evidence that insufficient nutrition/hydration during the
sensitive early postnatal period harms it.
Such flawed science combined with the naturalistic fallacy to promote exclusivity in breastfeeding even
when it meant babies went hungry, as Baby Friendly promoted new practices without safety infrastructure
or data collection relating to common breastfeeding insufficiencies. Recent research suggests serious
additional - albeit much less common - associated risks beyond insufficient milk intake, including from inhospital falls relating to maternal fatigue due to round-the-clock early breastfeeding efforts [ 1431,neonatal
collapses relating to prone positioned early breastfeeding in primaparas 1144),and co-sleeping harms l145]:
What was presumed natural, and thus safe, is neither.
These risks highlight additional possible benefits of old breastfeeding practices over new: Letting mothers
rest for the first few hours or days after birth might avoid the documented increase in falls by decreasing the
maternal fatigue associated with round-the-clock breastfeeding efforts that appear to be their root cause.
Waiting to initiate breastfeeding for the first few hours or days postpartum while supplementing early and
often with formula might avoid the documented increase in potentially lethal or permanently disabling
neonatal collapse events by protecting more physiologically vulnerable neonates from weakening due to
insufficient or absent nutrition/hydration combined with positional suffocation and other physiological
stressors. In addition to mitigating more direct and common possible harms from insufficient milk intake
reviewed above, feeding hungry neonates formula would also likely reduce these relatively rare but serious
events.
Executing the indicated paradigm shift to feeding hungry neonates supplemental milk as a risk-mitigating
default would generate a new research agenda. Early, frequent suckling may promote milk production [1461;
but sending that signal through expressing, pumping, and suckling may be compatible with or even
enhanced by letting mothers rest and neonates drink formula as needed. Future research should compare
related interventions to learn more about how to best support safe breastfeeding. Reinstating norms where
mothers have access to help with nursery care to rest immediately postpartum while neonates are
supplemented early and often with adequate formula is likely to also support separate sleeping
arrangements from the beginning; this might decrease risky co-sleeping practices associated with nursing
on demand (round-the-clock breastfeeding in response to neonates' hunger cues). Future research should
investigate how to best suppmt such safer sleeping practices. Above all, revised early infant feeding
guidelines must emphasize informed consent, recognizing the risks and benefits of all options rather than
prescribing a one-size-fits-all approach. At the same time, societal decisions about harm prevention always
place limits on individual freedom; and the evidence suggests that widespread problems of lack of
recognition among parents and medical professionals alike may contribute to common and preventable
harm to neonates associated with breastfeeding insufficiencies. Future research should identify best
practices in empowering all caregivers to make informed early infant feeding decisions and
recommendations that optimize each individual infant's health outcomes, never prioritizing a public health
statistic (i.e., exclusive breastfeeding rates) over an individualized clinical judgment - or a misconception
over an infant's safety.
Experts must reconsider formula-feeding as an infrastructural innovation to help keep newborns safe, on
par with clean water. Neither intervention is natural; both are logical. Reinstating the other infrastructural
solutions history offers - a well-regulated wetnursing profession and co-nursing practices - are riskier now
due to transmissibility of infectious diseases such as HlV, but could also be explored as possible public health
interventions to increase neonates' early breastmilk intake while decreasing risks from breastfeeding
insufficiencies. They might have the added advantage of making safe infant feeding more resilient in the
face of potential supply chain disruptions from increasingly likely extreme weather events, pandemics, and
other forms of instability related to climate change. But recreating such an infrastructure would also take
considerably more resources than recommending early, adequate, and often formula supplementation, a
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simple solution that applies available evidence to minimize fully preventable harm to neonates now.
Current guidelines including from the American Academy of Pediatrics and International Lactation
Consultant Association recommend maximum neonatal weight loss of 7%, a figure based on mean weight
loss without accounting for standard deviation [147]. This threshold includes values that risk death and
disability in previously healthy, full-term neonates. Hypernatremia has been reported with neonatal weight
loss <4.8% [94), and profound hypoglycemia with only 4.5% I l48]. In recent experiments, too little or no
supplementation in neonates with weight loss ;,s% but< 10% of their birthweight at 24-48 hours old [ 105] or
who were in the "15th percentile for weight loss at age at 24-72 hours 1106]was associated with preventable
hospitalizations for hyperbilirubinemia. Chantry, a past President of the Academy of Breastfeeding
Medicine, had publicly criticized the appropriateness of this design before Flaherman et al attempted to
replicate their earlier results [149]; documents obtained under the Freedom of Information Act show that
investigators neither informed their Institutional Review Board of these risks, nor reported the adverse
events to the U.S. Department of Health & Human Services, which funded the second trial [ISO).
Zhao et al [ 151] recently found breastfed newborns who lost >4.5% of their birthweight in the first 24 hours
had significantly lower serum bilirubin when supplemented, and early and often formula supplementation
worked best. Hensman et al [152] similarly found delivery by C-section (a likely proxy for formula-feeding)
and every single milliliter of formula given for the first three days was protective against readmission of
healthy term neonates. Hunt et al 1153] reported reducing a medical center's neonatal jaundice readmission
rate from 2.6% to .8% through a jaundice management guide that included applying new infant
supplementation guidelines by adding standardized newborn weight collection at 24 hours of life, a change
they state "improved neonatal care, even for those without jaundice; suggesting that weighing all neonates
at 24 hours of life identified more neonates in need of supplementation than could have been identified
through jaundice diagnosis alone. Conversely, Grupp-Phelan et al I1541replicated others' finding 11,82,83]
that lengthier hospital stays do not matter much, calculating that "One hundred twenty-two infants would
have to stay for longer than 30 hours to avoid I jaundice readmission." Formula supplementation alone, not
more medical care or better monitoring, could prevent most U.S. neonatal readmissions. These findings
echo Okawa et al [155], who in 1988 noted that breastfed infants who received insufficient milk had lower
fluid and caloric intake, greater weight loss, and potentially associated higher incidence of
hyperbilirubinemia and need for phototherapy, while formula supplementation appeared to improve all
these outcomes.
More or better measurement is not the answer. Medical monitoring using weight thresholds will always risk
preventable harm, because subgroup calculations are complex, and the datasets used to build technology to
help calculate these risks are biased toward WEIRD1156!(Western, Educated, Industrialized, Rich, and
Democratic) societies. This limitation applies equally to stationary percent thresholds based on mean weight
loss, which fail to account for dispersion, and to comparisons of a neonate's weight loss to that of a
reference cohort, estimating percentiles of weight loss as a function of time from birth, like the free website
Newt (newbornweight.org) does using a cohort of around 160,000 California neonates [ 157]. For jaundice, a
lower threshold of concern is appropriate in the context of: prematurity [158]; low birthweight; systemic
infection such as sepsis; birth trauma [113]; C-section; male gender [ 159]; Asian race due to increased
incidence ofUGTlAI [160-1621;African, Sephardic fewish, Greek, Turkish, Chinese, and Italian race due to
increased risk of glucose-6-phosphate dehydrogenase (G-6-PD) deficiency [ 163); and darker skin due to
melanin reducing visible skin yellowing [164]. Technology assisting these subgroup risk assessments cannot
be built using currently existing data and would have to grapple with complex questions including how to
code mixed-race or intersex neonates. The simpler and better, default harm-preventing protocol is feeding
hungry neonates formula.
Other proposed technology to assist these assessments includes simple devices that measure bilirubin (fSB)
[114], which has high sensitivity but low specificity for associated brain injury [22]. Measuring unbound
unconjugated bilirubin (UB) is more predictive but more technically difficult, (165] and so unlikely to
become part of routine care, particularly in less well-resourced settings that appear to disproportionately
bear the burden of increased infant morbidity and mortality from breastfeeding insufficiencies. Moreover,
there is still no established safe level of elevated UBvis-a-vis neurodevelopmental harm. The problem of
differential and unknown subgroup vulnerabilities persists here, too. Again, formula supplementation
presents a simpler, safer alternative.
Available evidence establishes currently estimated thresholds for excessive early infant weight loss as unsafe
and poorly conceived, and estimating safer thresholds as theoretically unjustified. Neonatal starvation and
later infant under-nutrition have no established benefits, grave possible risks, and easy prevention. Lower
thresholds for what constitutes excessive early infant weight loss would still lead to fully preventable harm
in previously healthy, near- and full-term neonates. Evidence on differential subgroup vulnerability
suggests that this harm would disproportionately affect male neonates, those of Asian and African descent,
and those with poorer medical care access - sometimes resulting in death or lifetime disability. These are
unacceptable disparities in unacceptable outcomes. A different early infant feeding paradigm is urgently
needed.
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Discussion
In no other advanced civilization have neonates across development and socioeconomic strata routinely
risked death and disability as a result of inadequate nutrition/hydration while healthcare professionals
actively discouraged supplemental feeding. Rather, before ours, such civilizations had an infrastructure (i.e.,
wetnursing, shared nursing, and prelacteal feeding) to prevent harm associated with common breastfeeding
insufficiencies. Modern societies accidentally destroyed that infrastructure, which modern conditions (e.g.,
infectious disease risks and restrictions on selling bodily materials or functions) pose challenges to
recreating. Then modern societies reintroduced breastfeeding in terms of a new, historically anomalous
practice emphasizing exclusivity but lacking in safety infrastructure protecting against breastfeeding
insufficiencies, while de-prioritizing sufficient feeding and prevention of infant hunger, dehydration, and
even acute starvation.
Before that reintroduction, modem prevention of harm from neonatal starvation entailed switching
breastfed babies who developed jaundice to the bottle. That was the clinical practice norm that exclusive
breastfeeding promoters replaced without safety data on their new intervention, which they misconceived
as natural and thus safe. The absence of any system of public reporting on rates of insufficient feeding
complications keeps patients from making informed choices regarding the hospital policies with which they
wish to participate. Early, adequate, and often fonnula supplementation of breastfeeding during the highrisk period immediately postpartum remains the most viable and well-established solution to the perennial
and common breastfeeding insufficiencies problem.
While evidence-based, this view departs from current consensus spanning professional medical
organizations, national-level public health authorities, and non-governmental organizations as well as
myriad civil society interest groups such as lactation consultants and breastfeeding activists. That disconnect
situates exclusive breastfeeding promotion in the realm of mainstream medical procedures and public
policies without sufficient scientific basis and thus safety data - many of which have been proven to not
work or even to backfire. For example, in medicine, formerly common arthroscopic surgery for degenerative
knee disease appears to confer no long-term benefits in pain or function (166,167]. In public policy, formerly
widespread U.S. teen substance abuse prevention program D.A.R.E.(Dmg Abuse Resistance Education) did
not work to systematically reduce teen drug use and may have even increased it [168-1701.At best, such
cases reflect greater need for evidence-based, public interest oversight in medicine and health policy. At
worst, they illustrate the larger crisis in science, beyond statistical methodological concerns like p-hacking
(manipulation of significance testing to find positive results) f 108] and reproducibility 1171], in which
rampant fraud and mistakes encouraged and then hidden within the "publish or perish" incentive system
undermine the knowledge system that is supposed to underpin medicine and public policy ( 172 176]. What
would each of these possibilities mean for mitigating common and preventable harm to neonates from
breastfeeding insufficiencies?
Regarding oversight, there is a double standard in risk mitigation when it comes to breastfeeding.
Professional associations, state public health actors, and NGOs treat other serious risks to infants very
differently from how they treat risks of common and preventable harm to neonates from breastfeeding
insufficiencies. For example, infant botulism and Sudden Infant Death Syndrome (SIDS)are both extremely
rare (Iii, 178), but have been the subjects of extensive preventive efforts by groups like the American
Academy of Pediatrics, the WHO, the U.S. Centers for Disease Control and Prevention, and analogous
organizations. Parallel efforts to inform expectant and new mothers about the far more common risks of
breastfeeding insufficiencies in order to prevent associated harms have not been forthcoming from the same
organizations, which instead uncritically promote exclusive breastfeeding today as they have done for
decades despite mounting evidence of serious risks. Even formula labels state - incorrectly in the case of
breastfeeding insufficiencies - that breastfeeding is best for babies. Against this consensus chorus, efforts to
address preventable harm to neonates from breastfeeding insufficiencies as a public interest oversight
problem in medicine and health policy have been spearheaded by volunteer organizations like the U.S. Fed Is
Best Foundation [ 179] and U.K. Infant Feeding Alliance [l 80] (inspired by Fed Is Best) - both of which are led
by mothers whose babies suffered accidental starvation at their breasts.
Any of these organizations, from professional associations to NGOs, might lobby their respective country's
institutions to review the evidence on early infant feeding. For example, the American Academy of
Pediatrics could ask the U.S. Congress to call on the Government Accountability Office (GAO)and National
Academy of Medicine (NAM) in this task. GAOreviews relevant federal government activities when there are
allegations of waste, fraud, and abuse, and the National Academies review scientific evidence. Both have a
history of assembling investigators and committees without conflicts of interest to produce reports that
contribute to necessary policy regime changes. By focusing on the national level, these reviews could be both
comprehensive and context-sensitive. They might lead to changes in guidelines which conflict with
available evidence. No organization has yet publicly called on such institutions for these services. Thus,
targeted grassroots lobbying efforts may be one answer to the policy problem of insufficient evidentiary
oversight of early infant feeding policies and practices.
Addressing the crisis in science starts with the same step. A comprehensive review of the existing evidence
would audit study quality, clarifying where apparent mistakes and/or possible fraud may have compromised
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the integrity of the publication record, estimating risks and benefits of different early infant feeding
paradigms, and highlighting likely biases and gaps in the literature. It would note that, to date, no largescale breastfeeding trials have been conducted that include data on relevant post-randomization events
including breastfeeding problems. It would suggest a future research agenda.
The missing gold standard evidence on breastfeeding's benefits and risks is experimental. Breastfeeding
proponents argue it would be unethical to conduct an experiment assigning consenting women to breastfeed
or formula-feed their infants, because the benefits of breastfeeding are so well-established. But critics
question the quality of that evidence, pointing to lack of basis for causal inferences and to the potential for
selection bias and confounding to explain correlational effects. Meanwhile, the evidence this article
reviewed on preventable harm to neonates associated with breastfeeding insufficiencies suggests that it
would also be unethical to conduct an experiment assigning neonates to exclusive breastfeeding within the
current paradigm versus an alternative paradigm that returns to prelacteal feeding. These competing claims
threaten to create a sort of stagnant King Solomon dilemma in which both "mothers" refuse to cut the child,
leaving the truth contested.
If this dilemma is valid and irresolvable, scientific institutions charged with interpreting the available
evidence should say so and explain what that means for research ethics. Should exclusive breastfeeding
versus prelacteal feeding paradigms be compared head-to-head anyway, with adequate informed consent
and safeguards, for the betterment of society? Should exclusive formula- versus breastfeeding be similarly
compared? Or is the evidence on common and preventable harm to neonates already sufficient to justify a
paradigm shift swinging the pendulum back to prelacteal feeding as the norm? If practitioners and
researchers should then adhere to new standards for minimizing neonatal starvation/deprivation and later
infant under-nutrition periods, what should those standards be?
In the context of these questions, Congressional requestors might task GAOwith evaluating whether recent
federally funded research appears to have violated federal law protecting human subjects, constituting fraud
(e.g., by concealing information about risks in informed consent protocols that were required to
communicate that information), waste, and/or abuse. This would help illustrate bright lines that future
science should not cross. They might also task NAM,vith articulating basic principles and suggestions for
more ethically and methodologically rigorous future research on early infant feeding.
The case for such research proceeding in spite of ethical concerns is pragmatic: There is such a marked
disconnect between the evidence on common and preventable harm to neonates from breastfeeding
insufficiencies, and current consensus promoting exclusive breastfeeding, that a trial comparing current
practice to an alternative paradigm might be necessary to produce the sort of additional, gold-standard
evidence enabling causal inferences that may be required to generate broad acceptance of the indicated
paradigm shift in early infant feeding. As long as it looks as though healthier children were breastfed and
mothers who breastfed are healthier - although this could be for many possible reasons other than
straightforward causality, e.g., because healthier mothers and babies are more likely to have breastfeeding
success, and/ or babies who suffer longer starvation periods due to breastfeeding insufficiencies are more
likely to both become formula-fed and to have worse outcomes - medical and public health practitioners are
likely to persist in citing correlational evidence as if it were proof of causation, and recommending exclusive
breastfeeding for its purported (possible but uncertain) benefits while ignoring its (similarly possible but
uncertain) risks.
A large, well-designed, multi-country trial comparing exclusive breastfeeding versus prelacteal feeding
paradigms, and/or exclusive breastfeeding versus formula-feeding groups, could generate novel data
including on the effects of relevant post-randomization events such as delayed and insufficient milk,
providing vital new insights into the possible roles of neonatal starvation and deprivation in driving
outcomes previously attributed to infant feeding mode. Researchers should carefully consider whether and
how to block on the most important possible maternal and infant confounds in an attempt to approximately
equalize mother-infant dyads with more and less successful breastfeeding across study groups. Potential
maternal confounds include primaparity, exhaustion, BM!/ metabolic conditions, health status more
generally, socio-economic status, and breast abnormalities (such as minimal development during
adolescence and/or pregnancy, and inverted nipples); infant confounds include gender, race, and
prematurity. Prima parity and prematurity seem most predictive of relevant outcomes of breastfeeding
insufficiencies and jaundice vulnerability, respectively. Approximating equalization in this way tends to
decrease statistical power while increasing model precision, and would thus make the most sense with a
relatively large and diverse sample; but some criticize this approach for its potential to introduce selection
bias, recommending simple over stratified randomization for sample sizes over 2001181, 182J.Thus, simple
randomization across diverse trial contexts might best balance the need to generate accurate and credible
estimates with the need to measure racial and other subgroup effects.
This sort of trial has the potential to enable more accurate and credible analyses than ever before on
breastfeeding's effects on child and maternal health, which may include risks and benefits on both sides.
This knowledge is of great public health importance. But the ethical implications of the sort of research that
might create it are deeply fraught, and require advanced institutional oversight that seems to have been
lacking in the field before. Whether a trial like this is conducted or not, available evidence on fully
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preventable harm to previously healthy neonates from breastfeeding insufficiencies supports greater
protections for this particularly vulnerable population in research and practice.
Moreover, there is ample precedent for evidence-based policy shifts without randomized controlled trials in
the history of medicine. For example, when Hungarian physician Ignaz Semmelweis had sufficient
theoretical and empirical basis to suspect that doctor handwashing might substantially reduce maternal
mortality, in 1847 he implemented the policy that made sense to prevent harm (doctor handwashing), and
then analyzed how the change affected maternal deaths after the fact (substantial death reduction) [183].
Germ theory was not yet fully developed or widely accepted; the evidence base for the change had been
limited, but sufficient to apply the preventive principle to act to avoid possible risk when the stakes are high.
The resulting proof was persuasive enough to change practice eventually. But that change did not come fast
enough to prevent Semmelweis from suffering tremendous social and professional harm as colleagues - who
his research suggested were responsible for large numbers of preventable deaths - opposed him. When he
did not shut up, they ultimately had him committed to an insane asylum where guards beat him and he died,
probably from a gangrenous wound sustained during the beating.
Shifting back from exclusive breastfeeding to an updated prelacteal feeding paradigm presents an analogous
case in which the evidence supports immediate policy change to prevent harm, but institutions and experts
have incentives to resist the indicated change. Except in this case, there is apparently no Semmelweis in the
field working head-on against resistance to the indicated paradigm shift, in the name of science and
preventing harm to neonates. And in this case, perverse incentives other than healthcare professionals' own
cognitive dissonance and motivated reasoning (e.g., to believe that they help people rather than harming
them) may amplify that resistance: Hospital systems stand to make substantially more money from the risky
current paradigm than they would from the safer alternate.
Under the current system, hospitals profit from insurance claims for rehospitalized newborns who receive inpatient treatment for complications of insufficient milk. Recommending supplementation with sufficient
milk guided by infant hunger cues, rather than discouraging such supplementation, would prevent the
majority of these hospitalizations. This would frequently decrease hospital revenue, displeasing
administrators.
That is what happened recently at the lsala Hospital in Zwolle, the Netherlands. There, Austie et al I 1841
replicated earlier results from Harris et al I 1851and Hegarty et al [ 186) showing oral dextrose or glucose
reduces hypoglycemia. They reduced the need for IV glucose by half. That cost the hospital nearly 60,000
euros annually. It likely would have cost even more to simply instmct parents to feed neonates formula
while establishing safe breastfeeding instead, potentially preventing more medical interventions - oral
dextrose/glucose, relevant measurements before and after, and associated consultations - from becoming
necessary.
To address the possibility that hospitals respond to such perverse incentives by maintaining protocols that
pose demonstrated risks of preventable harm to newborns, future research might experiment with policy
interventions changing those incentives. For instance, health insurance companies might issue a notice that
they will refuse to reimburse hospitals for neonatal readmissions within 30 days of birth for fully preventable
complications relating to insufficient milk intake in breastfed neonates, such as jaundice, hypoglycemia, and
hypernatremia. State or federal legislators might even mandate such a shift. A state-level policy experiment
would have the added benefit of generating data that could be compared with data from other states.

Conclusions
Since the 1970s, evidence has accumulated in the medical literature of common and fully preventable harm
to neonates resulting from breastfeeding insufficiencies under the new, historically anomalous exclusive
breastfeeding paradigm of early infant feeding. Proponents of this new paradigm tended to lack generations
of direct knowledge transmission about safe breastfeeding. They misconceived their intervention as natural
and thus safe, and so failed (in good faith) to collect safety data that would have identified these risks.
Previous advanced civilizations recognized the common problem of breastfeeding insufficiencies and solved
it with safety infrastructure: a well-organized wetnursing profession, shared nursing practices, and
prelacteal feeding norms. Modern societies accidentally destroyed that infrastructure, and cannot now easily
rebuild it due to contemporary challenges including HIV transmission risk. Early, adequate, and often
formula supplementation is the best infrastructural solution to the common breastfeeding insufficiencies
problem in the contemporary context. Evidence is insufficient to establish that this alternate paradigm of
early infant feeding would necessarily decrease breastfeeding rates, that decreasing exclusive breastfeeding
rates would do more harm than starving some neonates as the current paradigm does, or that such decreases
would cause harm at all.
Current early infant feeding guidelines conflict with available evidence on possible risks of breastfeeding
insufficiencies. Early insufficient nutrition/hydration has possible long-term effects including
neurodevelopmental consequences such as attention deficit hyperactivity disorder, autism, cerebral palsy,
cognitive and developmental delay, epilepsy, hearing impairment, kernicterus, language disorder, mood
disorders, lower IQ, and specific learning disorder. Responding to this mounting evidence of possible harm,
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recent medical reform efforts have tended to focus on using more measurement, medical intervention, and
technologies within the exclusive breastfeeding paradigm instead of proposing the indicated paradigm shift.
But the science supports a simpler solution: application of the precautionary principle to feed hungry
neonates the most appropriate available supplemental milk to avoid preventable harm including death and
permanent disability. Bringing medical research and practice, public health policy, and societal
understandings of safe breastfeeding in line with the scientific evidence presents challenges that likely
require political institutional solutions to bring both democratic and expert oversight to bear on medicine
and health policy in the public interest.
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Perrine, Cria G. (CDC/ONDIEH/NCCDPHP)
Thu, 10 Nov 2016 08:59:34 -0500
Voetsch, Karen P. (CDC/ONDIEH/NCCDPHP);Flores-Ayala,Rafael C.
(CDC/ONDIEH/NCCDPHP);Grossniklaus,Daurice (CDC/ONDIEH/NCCDPHP);Black,Erin
(CDC/ONDIEH/NCCDPHP);Murphy, Paulette (CDC/ONDIEH/NCCDPHP)
Cc:
Nelson, Jennifer M. (CDC/ONDIEH/NCCDPHP)
Subject:
Baby-Friendly LA webinar

From:
Sent:
To:

I

Hi all, Trish left me a voicemail yesterday afternoon with a little more follow up about the LA webinar for
one of the Perinatal Quality Collaboratives, and the info we heard about the BFUSAstaff member saying
up front that they were not going to address the safety issues. It was Jennifer Matranga who gave the
webinar, so she is one of Trish's clinical staff who is equipped to answer these types of questions.
However, the webinar organizers gave her only 10 minutes to present on the operational requirements
of Baby-Friendly designation. The organizers told her there may be some safety questions, to which Jen
said she'd be happy to discuss them, but the organizers told her there wasn't time and they wanted her
to focus on just the operational issues.I
(b)(5)
(b)(5) !This is another reason that more resources on safety (toolkit, one-pagers, recorded webinars),
that could be used to refer people to would be helpful.

I

Cria

From:

Sent:
To:

Subject:
Attachments:

Olson, Christine (CDC/ONDIEH/NCCDPHP)
Wed, 18 Jan 2017 22:28:56 -0500
Nelson, Jennifer M. (CDC/DDNID/NCCDPHP/DNPAO)
BFHI Talking Points_v2.cko
BFHI Talking Points_ v2.cko.docx
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From:
Grossniklaus, Daurice (CDC/DDNID/NCCDPHP/DNPAO)
Sent:
Thu, 22 Jul 2021 20:51:37 +0000
To:
Ayers, Diane G. (CDC/DDNID/NCCDPHP/DNPAO);Perrine, Cria G.
(CDC/DDNID/NCCDPHP/DNPAO);MacGowan, Carol (CDC/DDNID/NCCDPHP/DNPAO);Nelson, Jennifer M.
(CDC/DDNID/NCCDPHP/DNPAO);Kahin, Sahra A. (CDC/DDNID/NCCDPHP/DNPAO);O'Connor, Lauren
(CDC/DDNID/NCCDPHP/DNPAO) (CTR);Anstey, Erica Hesch (CDC/DDNID/NCCDPHP/DNPAO)
(CTR);Boundy, Ellen (CDC/DDNID/NCCDPHP/DNPAO)
Cc:
Flores-Ayala, Calixto Rafael (CDC/DDNID/NCCDPHP/DNPAO);Hamner, Heather
(CDC/DDNID/NCCDPHP/DNPAO)
Subject:
BFUSA - GECrelease
Attachments:
Baby Friendly GECFinal.pdf

All,
I wanted to share that Baby-Friendly released the 6th edition of their Baby Friendly Guidelines and
Evaluation Criteria today. Please share as appropriate.
Thank you,
Dau rice
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INTRODUCTION

BABY-FRIENDLY HOSPITAL INITIATIVE IBFHII was established in 1991 by the United Nations

Children's Fund jUNICEFI and the World Health Organization jWHOI. The BFHI is a global program to
support the implementation of the Ten Steps to Successful Breastfeeding /the Ten StepsJ and the
International Code of Marketing of Breast-milk Substitutes (the International CodeJin maternity
facilities. "The core purpose of the BFHI is to ensure that mothers and newborns receive timely and
appropriate care before and during their stay in a facility providing maternity and newborn services,
to enable the establishment of optimal feeding of newborns, which promotes their health and
development. Given the proven importance of breastfeeding, the BFHI protects, promotes and supports
breastfeeding while enabling timely and appropriate care and feeding of newborns who are not (yet or
fullyJ breastfed." 1

An important philosophy of the Initiative is that "families must receive quality and unbiased
information about infant feeding. Facilities providing maternity and newborn services have a

Baby-Friendly USA, Inc.

responsibility to promote breastfeeding, but they must also respect the mother's preferences and
provide her with the information needed to make an informed decision about the best feeding option

125Wolf Road, Suite 402
Albany, New York 12206

for her and her infant. The facility needs to support mothers to successfully feed their newborns in the
manner they choose."1

In 2015, WHO and UNICEF embarked on a process to review the most current scientific evidence
pertaining to each of the Ten Steps and update the implementation guidance for the BFHI. Their goal

babyfriendlyusa.org

was to reinvigorate the BFHI with the aim of worldwide adoption of the Ten Steps in all facilities
providing birthing services.

The results of their work were published in two separate key documents:
GU IDE LINE: Protecting, promoting and supporting breastfeeding in facilities providing
maternity and newborn services 2 This is a review of the evidence for each individual step
of the Ten Steps. It is NOT a review the evidence for the combined impact of multiple steps.
IMPLEMENTATION GUIDANCE: Protecting, promoting and supporting breastfeeding in
facilities providing maternity and newborn services: the revised BABY-FRIENDLY HOSPITAL
INITIATIVE112018 Implementation Guidance!
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The 2018 Implementation Guidance established global standards for each of the Ten Steps
while calling on nations to customize the materials to address specific national goals. BFUSA
engaged in a robust process to revise the Initiative for the US. An immediate and thorough
review of the two key documents was conducted. A document was developed comparing the
new guidance and standards with the existing US Guidelines and Evaluation Criteria jGECI
to determine if any immediate changes could be implemented. It was determined that
adjustments to the requirements for Step 9 were warranted. Therefore, revised versions of
the US GECwere published in July 2018 and December 2019.
In the meantime, an expert panel consisting of individuals with widespread knowledge and
experience with implementing the BFHI standards was convened for a face-to-face meeting in
August 2018. Based on its review of the updated evidence, the new implementation guidance,
and the comparison with the existing standards, the panel recommended revisions to
customize the global guidance for applicability to the US. These revisions were incorporated
into updated documents and submitted to the expert panel, the BFUSA Board of Directors,
Clinical Committee and several key national professional health organizations for further
input. Those organizations included: Academy of Breastfeeding Medicine, American Academy
of Family Physicians, American Academy of Pediatrics, American College of Obstetricians and
Gynecologists, American College of Nurse Midwives, Association of Women's Health,
Obstetric and Neonatal Nurses and the United States Lactation Consultant Association.
The expert panel was reconvened in July 2019 to review the comments received in the
latest review stage and assist with finalizing the guidance, standards and evaluation criteria
for the US. The last component of the process was the incorporation of "Performance
indicators demonstrating staff competency to implement" based on WHO and UNICEF's
Competency Verification Toolkit: Ensuring Competency of Direct Care Providers to Implement
the Baby-Friendly Hospital Initiative released on August 5, 2020.
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REVISIONS

TO THE TEN STEPS TO SUCCESSFUL

BREASTFEEDING

An important component of the effort to

TEN STEPS TO SUCCESSFUL

reinvigorate the BFHI by WHO and UNICEF was a

BREASTFEEDING

REVISED IN 2018

ORIGINAL

task, the WHO and UNICEF then evaluated the

CRITICALMANAGEMENTPROCEDURES
1 A. Comply fully with the International Code of Marketing
of Breast-milk Substitutes and relevant World Health

1. Have a written breastfeeding policy that is
routinely communicated to all health care staff.
2. Train all health care staff in the skills necessary to

actual wording for each Step. They concluded that

Assembly resolutions.

implement this policy.

18. Have a written infant feeding policy that is routinely
communicated to staff and parents.
1 C. Establish ongoing monitoring and data-management
systems.
2. Ensure that staff have sufficient knowledge,
competence and skills to support breastfeeding.

3. Inform all pregnant women about the benefits and

review of the evidence for each of the Ten Steps to
Successful Breastfeeding. Upon completing this

the theme of each Step was appropriate but some
of the phrasing needed to be changed to better align

management of breastfeeding.

procedures into Step 1 and a shift in the focus of

feeding with pregnant women and their families.
4. Facilitate immediate and uninterrupted skin-to-skin

4. Help mothers initiate breastfeeding within one hour
of birth.
5. Show mothers how to breastfeed and how to
maintain lactation, even if they are separated from
their infants.
6. Give infants no food or drink other than
breast-milk, unless medically indicated.
7. Practice rooming-in - allow mothers and infants
to remain together 24 hours a day.

Step 2 from an emphasis on a specific number of

contact and support mothers to initiate breastfeeding as

8. Encourage breastfeeding on demand.

hours of training to competency verification.

soon as possible after birth.

9. Give no pacifiers or artificial nipples to

5. Support mothers to initiate and maintain breastfeeding

breastfeeding infants.

and manage common difficulties.

10. Foster the establishment of breastfeeding
support groups and refer mothers to them on
discharge from the hospital or birth center.

with the evidence.
Several noteworthy changes include: the
incorporation of the International Code of Marketing
of Breast-milk Substitutes and monitoring

KEY CLINICAL PRACTICES
3. Discuss the importance and management of breast-

It is also worth pointing out that the steps are now

6. Do not provide breastfed newborns any food or fluids

divided into critical management procedures and

other than breast-milk, unless medically indicated.

key clinical practices. The chart to the right

7. Enable mothers and their infants to remain together
and to practice rooming-in 24 hours a day.

compares the 2018 revised version to the original

8. Support mothers to recognize and respond to their

1989 Ten Steps.

infants' cues for feeding.
9. Counsel mothers on the use and risks of feeding
bottles, artificial nipples jteatsl and pacifiers.

10. Coordinate discharge so that parents and their
infants have timely access to ongoing support and care.
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DOCUMENT

CONTENT

It is also important to point out that the BFHI is typically focused on the

AND FORMAT

healthy term infant, however, in the US many late preterm infants are
It is the goal of BFUSA to implement a program for the US that remains

cared for on the postpartum floor. Therefore, some guidance and

as closely aligned with the global initiative as possible, while at the same

standards are relevant to their care. In some cases, the 2018

time, addressing the US needs and circumstances. As such, within the

Implementation Guidance specifies if a standard applies to term infants

Guidelines and Evaluation Criteria section, as much specific language

or preterm infants. BFUSA felt it was more appropriate to remove the

as possible was used from the 2018 jWH0/UNICEFI Implementation

"term" and "preterm" language from the standard. Instead, the standard

Guidance. jNOTE:some words were changed from the European to

applies to where the mother, baby, or both are being cared for. In addition,

American spelling and some small amounts of text containing guidance

a NICU Toolkit offering a comprehensive set of clinical practice

unrelated to US hospitals were removed in order to avoid confusion.I

recommendations geared towards increasing the use of breastfeeding and

Where necessary, additional US language within the implementation

human milk in neonatal intensive care management has been developed.

for each step were added in italics.
This toolkit will be posted to www.babyfriendllyusa.org by the end of
summer 2021.

The document is organized according to the 2018 Ten Steps to
Successful Breastfeeding. It must be noted that "while each of the Ten
Steps contributes to improving the support for breastfeeding, optimal

DESCRIPTION OF SECTIONS INCLUDED IN EACH STEP

impact on breastfeeding practices, and thereby on maternal and child
well-being, is only achieved when all Ten Steps are implemented as a
package."1 This entire document should be read with this point in mind.

STEP NAME AND NUMBER: appears exactly as it is worded in the 2018
BFHI Implementation Guidance.

Each step consists of the following sections:

RATIONALE: offers insight into the purpose of the step and appears in

• THE STEP NUMBER AND NAME

this document exactly as it is worded in the 2018 BFHI Implementation

• RATIONALE

Guidance.

• IMPLEMENTATION

GUIDANCE

• CONSIDERATIONS

FOR SAFE IMPLEMENTATION

IMPLEMENTATION GUIDANCE: provides critical information to support

• PERFORMANCE INDICATORS DEMONSTRATING STAFF COMPETENCY

the standards which facilities should strive to achieve for all patients.

TO IMPLEMENT

This language is predominantly taken from the 2018 Implementation

• STANDARDS

Guidance, with some adjustments in italics for applicability to the US.

• CRITERIA FOR EVALUATION

jN0TE: some words were changed from the European to American

• REFERENCES ARE FOUND AT THE END OF THE DOCUMENT

spelling and some small amounts of text containing guidance unrelated
to US hospitals were removed in order to avoid confusion.I
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US CONSIDERATIONS FOR SAFE IMPLEMENTATION:

IMPORTANCE OF BREASTFEEDING

are suggested

documents, policies, and/or protocols from either a recognized national/
international medical professional organization or US governmental

Human milk provided by direct breastfeeding is the biologically normal

department, WHO or UNICEF that may assist facilities with the safe

way to feed an infant. There are very few true contraindications to

implementation of the step.

breastfeeding and scientific evidence overwhelmingly indicates that it
is nutritionally superior, offers substantial immunological and health

PERFORMANCE INDICATORS DEMONSTRATING STAFF COMPETENCY

benefits, facilitates mother-baby bonding, and should be promoted and

TO IMPLEMENT: are the knowledge, skills and attitudes that are

supported to ensure the best health for women and their children.

necessary for staff to properly implement the step. They are mostly drawn

Breastfeeding is the single most powerful and well-documented

from the WHO/UNICEF Competency Verification Toolkit titled "Ensuring

preventative modality available to health care providers to reduce the

Competency of Direct Care Providers to Implement the Baby-Friendly

risk of common causes of infant morbidity. Significantly lower rates of

Hospital Initiative", however six Performance Indicators were developed

diarrhea, otitis media, lower respiratory tract infections, Type 1 and

specifically for the United States.

Type 2 diabetes, childhood leukemia, necrotizing enterocolitis, and
Sudden Infant Death Syndrome occur among those who were breastfed. 4 • 5

STANDARDS: are predominantly taken from the 2018 Implementation

Breastfeeding also supports the healthy development of an infant's

Guidance, with some adjustments in italics for applicability to the US.

gut microbiome 6 and is shown to be inversely associated with
overweight risk-7

CRITERIA FOR EVALUATION: are the specific quantifiable measures

used by Baby Friendly USA IBFUSAl assessors to determine the birthing

Women who breastfeed have a lower risk of Type 2 diabetes, hypertension

facility's conformity with the BFHI.

and breast and ovarian cancers. 4 • 8 • 9 Evidence suggests that reduction in
the risk of cardiovascular and other related diseases may be added to the
benefits of breastfeeding for women. 10 • 11 The American Academy
of Pediatrics, the American College of Obstetricians and Gynecologists,
the Centers for Disease Control and Prevention, and the World Health
Organization all recommend exclusive breastfeeding for about 6 months
and continued breastfeeding while adding complimentary foods for one
year and beyond.
Despite the significant gains made during the past few years, the
initiation, duration, and exclusivity of breastfeeding continue to lag
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behind the national objectives, and racial disparities persist. In 2017,

However, BFUSA wants to emphasize that we are respectful and

approximately 84% of all women initiated breastfeeding; however, only

mindful of the many different family types that exist in the US in which

74% of non-Hispanic black women and 77% of women with incomes

these terms do not necessarily represent the circumstances or norms

below the poverty line initiated breastfeeding.

12

of the family. This includes, but is not limited to, situations such as
surrogacy, chest-feeding, or other circumstances in which persons who

While causes of this trend are multifactorial and complex, health care

give birth to infants do not identify as "women" or "mothers," including

practices have been shown to play a fundamental role in impacting

transgender and nonbinary parents who may experience difficultly

breastfeeding initiation, exclusivity, and duration. Unsupportive

accessing culturally safe care.

practices during the perinatal period can disrupt the unique and
critical link between the prenatal education and the community

We also want to highlight that different racial and ethnic groups have

postpartum support provided after discharge from the birthing

unique cultural norms that may affect a family's decision-making

facility. Conversely, supportive practices positively impact

process. Achieving equity in breastfeeding is a key objective of the BFHI.

breastfeeding outcomes. The Ten Steps to Successful Breastfeeding,

This requires that leadership create an environment that enables and

which form the foundation of the Baby-Friendly Hospital Initiative, are

supports the availability of and access to quality breastfeeding support

a package of evidence-based practices shown to improve breastfeeding

for all patients equally. It also requires that practitioners address the

outcomes. Studies have shown that the more steps a mother reports

needs of diverse populations through breastfeeding counselling,

experiencing, the more likely she is to meet her breastfeeding goals. 13 • 14

safeguard privacy, and respect each individual's right to make informed
and autonomous decisions.

CULTURAL HUMILITY AND RESPECT:
ADDRESSING THE DIVERSE NEEDS OF
PATIENTS

Our expectation is that all families will be embraced and supported
equally and that all patients will be provided the highest standard of
individualized infant feeding care. Staff should engage in meaningful
conversations with families - especially those with unique circumstances

The Guidelines and Evaluation Criteria will directly affect all birthing

- to ensure the health professionals in charge have a clear understanding

individuals, pregnant women, mothers, and their infants and children.

of each family's specific wishes and fully support each family's unique

The practices described in this document apply equally to parents who

birth plan.

may not identify as "women" or "mothers", including transgender and
non-binary parents. The terms "mother" and "breastfeeding" are used
throughout this document, reflecting the fact that the biological norm
is female persons who give birth to infants and feed them at the breast.

THE BABY-FRIENDLY HOSPITAL INITIATIVE

I Baby-Friendly

USA. Inc.

I CULTURAL HUMILITY AND RESPECT

10

GUIDELINES AND EVALUATION CRITERIA
BABY-FRIENDLY® DESIGNATION

FOR FACILITIES

SEEKING TO ATTAIN AND SUSTAIN

1. Well-constructed, comprehensive policies effectively

8. The health care delivery environment should facilitate

guide staff to deliver evidence-based care.

informed health care decisions on the part of the mother
and her family. It should not be either restrictive or punitive.

2. Well-trained staff provide quality, evidence-based care.
3. Monitoring of practice is required to ensure adherence
to policy and sustained standard of care.
4. The mother and her family should be protected within
the health care setting from false or misleading product
promotion and/or advertising which interferes with or
undermines informed decisions regarding infant health
care practices.

The Baby-Friendly
USA Guidelines and
Evaluation Criteria
and the assessment
and accreditation

5. Facility staff should be protected from product
promotion and/or advertising which may impact their
professional activities and judgment.

processes are
predicated on the
following tenets:

6. Breastfeeding has been recognized by scientific
authorities as the optimal method of infant feeding and
should be the norm within all maternal and child health
care facilities.
7. Facilities should follow the most scientifically sound,
respectful, safe and effective procedural approaches to
supporting breastfeeding and human lactation in the
birthing environment.

9. The health care delivery environment should be
culturally respectful and mindful of the diverse needs
of the patients.
10. When a mother has chosen not to breastfeed, when
supplementation of breastfeeding is medically indicated,
or when supplementation is a decision by the breastfeeding
mother jafter appropriate conversations and education I,
it is crucial that safe and appropriate methods of formula
preparation, handling, storage, and feeding are taught to
the parents.

11. Recognition as a Baby-Friendly institution should have
both national and international credibility and prestige, so
that it is marketable to the community, increases demand,
and thereby improves motivation among facilities to
participate in the Initiative.

12. Participation of any facility in the U.S. BFHI is entirely
voluntary and is available to any institution providing
birthing services.

13. Each participating facility assumes full responsibility
for assuring that its implementation of the BFHI is
consistent with all of its safety protocols.
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<;.;(j-~OSPITAL.
-POLIC-IES~~
L----------------------Hospitals

support mothers

to breastfeed

by ...

Step 1 includes three critical management procedures:
STEP 1A

Application of the International Code of Marketing
of Breast-milk Substitutes
STEP 18

-

..

Development of written policies
STEP 1C

Operation of monitoring and data-management systems
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STEP

1A

RATIONALE:
Families are most vulnerable to the marketing of breast-milk substitutes during the entire
prenatal, perinatal. and postnatal period when they are making decisions about infant
feeding. The WHA (World Health Assembly} has called upon health workers and health-care
systems to comply with the International Code of Marketing of Breast-milk Substitutes

15 16
•

and subsequent relevant WHA resolutions 17 jthe International CodeI, in order to

Complyfully with the
International Code of
Marketing of Breast-milk
Substitutes and relevant

protect families from commercial pressures and influences. Additionally, health
professionals themselves need protection from commercial influences that could affect
their professional activities and judgement. Compliance with the International Code is
important for facilities providing maternity and newborn services, since the promotion
of breast-milk substitutes is one of the largest undermining factors for breastfeeding. 18
Companies marketing breast-milk substitutes, feeding bottles and artificial nipples
[including pacifiers] are repeatedly found to violate the International Code.19• 20 It is expected
that the sales of breast-milk substitutes will continue to increase globally, which is

World Health Assembly

detrimental for children's survival and well-being. 21 • 22 This situation means that ongoing
concerted efforts will be required to protect. promote and support breastfeeding, including

resolutions.

in facilities providing maternity and newborn services. 1

IMPLEMENTATION GUIDANCE:
THE IN TERNAT/ONAL CODE15• 16 lays out clear responsibilities of healthcare systems to not
promote infant formula, feeding bottles or artificial nipples {including pacifiers) and to not
be used by manufacturers and distributers of products under the scope of the International
Code for this purpose. This includes the provision that all facilities providing maternity and
newborn services must acquire any breast-milk substitutes, feeding bottles or artificial
nipples [including pacifiers] they require through normal procurement channels and not
receive free or subsidized supplies. 23 Furthermore, staff of facilities providing maternity and
newborn services should not engage in any form of promotion or permit the display of any
type of advertising of breast-milk substitutes, feeding bottles, and/or infant feeding supplies
[pacifier promotion must meet the requirements specified in Criterion 9.2.1) including the
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display or distribution of any equipment or materials bearing the brand of manufacturers of breast-milk substitutes, or discount coupons,
and they should not routinely give samples of infant formula to mothers to take home. 1
In line with the WHO GUIDANCE ON ENDING THE INAPPROPRIATE PROMOTION OF FOODS FOR INFANTS AND YOUNG CHILDREN,
published in 2016 and endorsed by the WHA, 24 , health workers and health systems should avoid conflicts of interest with companies
that market foods for infants and young children. Health-professional meetings should never be sponsored by industry covered by the

International Code and industry covered by the International Code should not participate in parenting education.'

US CONSIDERATIONS

FOR SAFE IMPLEMENTATION:

Health professionals and institutions should avoid activities with commercial influences that could affect their professional activities
and judgement. Below are a few examples:

AVOIDANCE OF CONFLICTS OF INTEREST
POTENTIALCONFLICT

Allowing companies that manufacture and/or market breast-milk substitutes, feeding bottles and artificial nipples [including pacifiers]
to sponsor and/or host trainings, events, meetings, and scientific seminars on breastfeeding.

POTENTIALHARM

Associating the name of the respected health facility with a company implies facility endorsement of that company and/or its products.
This may unintentionally sway health professionals to recommend products to patients that are not specific to their needs.

REQUIREMENT

Criterion 1A.3.1 requires that no items bear product images or product logos of companies that produce breast-milk substitutes, feeding
bottles and artificial nipples [including pacifiers] or names of products covered under the International Code unless specific to the pregnant
woman's, mother's or infant's needs or conditions. Criterion 1A.4.4 calls for the facility to have a policy that describes how the facility and
its staff members: do not receive support/sponsorship for events/meetings.
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A
POTENTIAL CONFLICT

Health professionals attending trainings sponsored by companies that manufacture and/or market breast-milk substitutes, feeding bottles
and artificial nipples [including pacifiers].

POTENTIAL HARM

Receipt of meals and/or free registration to meetings creates a potential obligation to favor that company's products over other products.

REQUIREMENT

Criterion 1A.4.4 calls for the facility have a policy that describes how the facility and its staff members do not receive free gifts.

POTENTIAL CONFLICT

Receipt of awards and gifts by the staff or facility from companies that manufacture and/or market breast-milk substitutes, feeding bottles
and artificial nipples [including pacifiers].

POTENTIAL HARM

It associates a company's name with a respected staff member setting that staff member up as "role model" for others. This may imply
the staff member's endorsement of a product or company.

REQUIREMENT

Criterion 1A.4.4 calls for the focility have a policy that describes how the facility and its staff members do not receive free gifts,
[Examples include meals, conference fees].

US CONSIDERATIONS FOR FACILITIES THAT COORDINATE WITH OUTSIDE AGENCIES THAT
ALSO DISCUSS INFANT FEEDING WITH MOTHERS AND THEIR SUPPORT SYSTEMS:
All facilities are encouraged to coordinate services with other community programs that provide counseling, support, and education on
breastfeeding. Some facilities have developed processes that begin coordinating services during the birth hospitalization. While these
services offer many benefits to families, hospitals should coordinate efforts to minimize interruptions to mothers during the hospital stay.
This will allow maximum opportunity for mothers to recover from birth, bond with their babies and learn their feeding cues. Outside agencies
interacting with mothers in the hospital setting should have sufficient training to support exclusive breastfeeding. Procedures should be
established between the facility and the outside agency as to how the outside agency should respond and support the breastfeeding mother
who requests formula from them while in the hospital setting. Compliancewith the International Codeis essential in protecting mothers

who are still making decisionsabout infant feeding.
REFERTOAPPENDIXC: PERFORMANCE

INDICATORS

TO MEASURE EACH COMPETENCY

forthecomprehensivelistof

required knowledge, skills, and attitudes. IAII performance indicators apply to direct care staff. Specific performance indicators for which
knowledge competency applies to direct care providers are marked with an ·1
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A
WHO/UNICEF PERFORMANCE INDICATORS
COMPETENCY TO IMPLEMENT STEP 1A

DEMONSTRATING

VERIFICATION

METHOD

·1. List at least 3 products that are covered by the Code.

Questionor case study

·2. Describeat least 3 ways a direct care provider/direct care staff member protects breastfeeding in practice.

Questionor case study

'3. Describeat least 1 way a direct care provider/direct care staff member should respond if offered information provided by

Questionor case study

manufacturers and/or distributors of products within the scope of the Code.
'4. Describeat least 1 type of financial or material inducement that might be offered to a direct care provider/direct care staff

Questionor case study

member by a manufacturer and/or distributor of products within the scope of the Code.

·s. Describeat least 1 harm of a direct

care provider/direct care staff member accepting financial or material inducements.

'6. Explain at least 2 ways that the facility and any affiliated prenatal services ensure that there is no promotion of infant

Questionor case study
Questionor case study

formula, feeding bottles, or artificial nipples in any part of facilities providing maternity and newborn services, or by any
of the direct care providers/direct care staff.

FREESAMPLESANDSUBTLE
ADVERTISING
IN HOSPITALS
ANDDOCTOR'S
CLINICS
UNDERMINE
BREASTFEEDING
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A
THE FOLLOWING STANDARDS APPLY
WHO/UNICEF

STANDARD

1A.1 All infant formula, feeding bottles
and artificial nipples [including pacifiers]
used in the facility have been purchased
through normal procurement channels
and not received through free or
subsidized supplies.

WHO/UNICEF

STANDARD

1A.2 Health professionals who provide

US CRITERION

FOR EVALUATION

A review of records will confirm:

Criterion 1A.1.1 A review of records [invoices and proofs of payment] indicates that infant formula, feeding bottles

and artificial nipples [including pacifiers] used in the facility have been purchased at a fair market price through normal
procurement channels and not received through free or subsidized supplies or rebates that drop the price below the fair
market price.

US CRITERION

FOR EVALUATION

Interviews with direct care nursing staff and direct care providers will confirm:

prenatal, delivery and/or newborn care
can explain at least two elements of the

Criterion 1A.2.1 At least 80% of health professionals who provide prenatal, delivery, postpartum, and/or well newborn

International Code.

units can explain at least two elements of the International Code.
A. Direct care nursing staff. AND
B. Direct care providers with privileges

WHO/UNICEF

STANDARD

1A.3 The facility {including affiliated

US CRITERION

FOR EVALUATION

A review and/or observation of items will confirm:

prenatal services] has no display of
products covered under the International

Criterion 1A. 3.1 A review of submitted and/or observed items in the facility [including affiliated prenatal services] will

Code or items with logos of companies

confirm that no items bear product images or product logos of companies that produce breast-milk substitutes, feeding

that produce breast-milk substitutes,

bottles and artificial nipples [including pacifiers] or names of products covered under the International Code unless specific

feeding bottles and artificial nipples

[including pacifiers], or names of products

to the pregnant woman's, mother's or infant's needs or conditions. /For example, information about how to safely use a
needed product such as a formula or a specialty bottle would be acceptable to give to a mother or infant needing that

covered under the International Code.

specific product. Marketing information for such products would not be acceptable./
A. In the affiliated prenatal clinic/service, AND
B. In the birthing facility
continued
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A
WHO/UNICEF

STANDARD

1A.3 The facility [including affiliated

US CRITERION

FOR EVALUATION

A review and/or observation of items will confirm:

prenatal services] has no display of

A review of submitted and/or observed items displayed and/or distributed to pregnant women, mothers,

products covered under the International

Criterion 1A.3.2

Code or items with logos of companies

or staff in the facility [including affiliated prenatal services) will confirm all items are free of messages that promote or

that produce breast-milk substitutes,

advertise breast-milk substitutes, feeding bottles, and artificial nipples or other infant feeding supplies.

feeding bottles and artificial nipples

[including pacifiers), or names of products

A. In the affiliated prenatal clinic/service, AND
B. In the birthing facility

covered under the International Code.

Criterion 1A.3.3" A review of submitted and/or observed items in the facility [including affiliated prenatal services] will

confirm that any items displayed or distributed to pregnant women and mothers are free of messages that promote or
advertise the use of pacifiers, except safe sleep and SU/OS/SIDSrisk reduction materials which must contain additional
language to promote breastfeeding. [See criterion 9.2.1]
A. In the affiliated prenatal clinic/service, AND
B. In the birthing facility
Observation will confirm:

Criterion1A.3.4 Observations will confirm that infant formula is kept out of view of patients and the general public.
A. In the affiliated prenatal clinic/service, AND
B. In the birthing facility

CLARIFICATION: CRITERION 1A.3.3. PACIFERS AND SUIDS/SIDS REDUCTION INFORMATION
BFUSA acknowledges the evidence pertaining to pacifier use related to SUIDS/SIDS risk reduction. 25 Safe sleep and SUIDS/SIDS risk reduction information is important for
parents to receive during the birth hospital stay. 26• 27 This education may be compatibly provided to parents by using safe sleep materials that also promote breastfeeding.
SEE STANDARD 9.2 FOR ADDITIONAL GUIDANCE.
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A
WHO/UNICEF

STANDARD

1A.4 The facility has a policy that

US CRITERIA

FOR EVALUATION

The facility has a policy that describes how it abides by the International Code, including:

describes how it abides by the

Criterion 1A.4 . .1 How the facility procures infant feeding products.

International Code, including
procurement of breast-milk substitutes,
not accepting support or gifts from

Criterion 1A.4.2 How the facility {including affiliated prenatal services} protects pregnant women, mothers. and their

producers or distributors of products
covered by the International Code and

families by not allowing the receipt or distribution of:
• Marketing materials

not giving samples of breast-milk

• Samples

substitutes, feeding bottles or artificial

• Gift packs

nipples [including pacifiers] to mothers.

• Coupons
that include breast-milk substitutes, feeding bottles, artificial nipples, and pacifiers, or other infant feeding supplies.
Criterion 1A.4.3 How the facility {including affiliated prenatal services] protects pregnant women, mothers and their

families by preventing direct contact or indirect contact with the manufacturers and/or distributors of breast-milk
substitutes, feeding bottles, artificial nipples, and pacifiers.
• Direct contact [examples include providing infant feeding hotline numbers staffed by company employees/contractors]
• Indirect contact {examples include use of mechanisms to collect mothers· names and provide to companies/contractors
through photographers and special discharge programs]
Criterion 1A.4.4 How the facility {including affiliated prenatal services] protects itself and its staff members from

marketing by manufacturers or distributors of breast-milk substitutes, bottles, nipples, pacifiers or other infant feeding
supplies, by precluding the receipt of:
• Free gifts {Examples include meals, conference fees]
• Information that is not scientific, factual, and unbiased
• Materials {Examples include posters, magazines]
• Promotional items
• Equipment
• Money
• Support for breastfeeding education
• Support/sponsorship for events/meetings
All other interactions with these manufacturers/distributors
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STEP

18

RATIONALE:
Policy drives practice. Health professionals and institutions are required to follow
established policies. The clinical practices articulated in the Ten Steps need to be
incorporated into facility policies, to guarantee that appropriate care is equitably provided
to all mothers and babies and is not dependent on the routines and/or preferences of each
direct care provider. Written policies are the vehicle for ensuring patients receive consistent,

Have a written infant feeding
policy that is routinely
communicatedto staff
and parents.

evidence-based care, and are an essential tool for direct care staff accountability. Policies
help to sustain practices over time and communicate a standard set of expectations for all
health workers. 1

IMPLEMENTATION GUIDANCE:
Facilities providing maternity and newborn services should have a clearly written
breastfeeding policy that is routinely communicated to staff and parents. 2 A facility
breastfeeding policy may stand alone as a separate document, be included in a broader
infant feeding policy, or be incorporated into a number of other policy documents
or protocols. However organized, the policy should include guidance on how each of the
clinical and care practices should be implemented, to ensure that they are applied
consistently to all mothers. The policy should also spell out how the management
procedures should be implemented, preferably via specific processes that are
institutionalized.

1

US CONSIDERATIONS FOR SAFE IMPLEMENTATION:
Orient all direct care staff and direct care providers who are impacted by the infant feeding
policy as soon as possible, no later than 12 weeks post hire.
In order to have safe, effective and sustained improvement in practices, infant feeding
policies in facilities providing maternity and newborn services need to cover all established
standards of practice, be fully implemented and regularly communicated to direct care staff
and direct care providers. 2 Frequency of communication to staff must occur, minimally,
every 2 years.
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STEP

1·
REFERTOAPPENDIXC: PERFORMANCE

INDICATORS

TO MEASURE EACH COMPETENCY

forthecomprehensivelistof

required knowledge, skills, and attitudes. jAll performance indicators apply to direct care staff. Specific performance indicators for which
knowledge competency applies to direct care providers are marked with an ·1
WHO/UNICEF PERFORMANCE INDICATORS
COMPETENCY TO IMPLEMENT STEP 1A

DEMONSTRATING

VERIFICATION

METHOD

·7. Describe at least 2 elements that are in the facility's infant feeding policy.

Question or case study

·a.Explain at least 3 ways that the infant feeding policy affects

Question or case study

a direct care provider's/direct care staff member's work

in providing safe, equitable and appropriate care.

THE FOLLOWING STANDARDS APPLY
WHO/UNICEF

STANDARD

1B.5 The health facility has a written

US CRITERION

FOR EVALUATION

A review of the policy will confirm:

infant feeding policy that addresses the
implementation of all eight key clinical
practices of the Ten Steps, International

Criterion 1.B.5.1. The facility will have comprehensive, evidence-based, written maternity care and infant feeding policies
that address all Ten Steps, protect breastfeeding, and which includes adherence to the International Code.

Code implementation, and regular
competency assessment.

1B. 6 A review of all clinical protocols or

A written description will confirm:

standards related to breastfeeding and
infant feeding used by the maternity
services indicates that they are in line
with BFHl standards and current

Criterion 1.B.6.1. The Director of Maternity will provide a written description of how all the clinical protocols or standards
related to breastfeeding and infant feeding used by the maternity services are reviewed and aligned with BFHI standards
and current evidence-based guidelines.

evidence-based guidelines.
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STEP

1·
WHO/UNICEF

STANDARD

1B. 7 Observations in the facility confirm
that a summary of the policy is visible
to pregnant women, mothers and their
families.

US CRITERION

FOR EVALUATION

Observations will confirm:

Criterion 18. 7.1 Observations in the facility and affiliated prenatal services confirm that The Ten Steps to Successful

Breastfeeding /WHO/UNICEF revised 2018/ will be visible to pregnant women, mothers and their families. The TenSteps
poster locations include the waiting room and/or admission areas of the following units:
A. Labor and delivery unit
B. Postpartum unit

C. Affiliated prenatal services
D. Ultrasound, screening/lab, prenatal testing areas
E. Newborn nursery/observation area/procedure room
F. Neonatal intensive care unit
G. Emergency room

This information will be displayed in the language(s) most commonly understood by patients.
A review of materials will confirm:

Criterion 18 7.2 A review of the content of the Ten Steps posters will verify alignment to the Ten Steps Poster Guide

requirements [4-D Pathway document].
1B.8 Clinical staff [Health

Interviews with direct care nursing staff and direct care provider will confirm:

professionals] who provide prenatal,
delivery and/or newborn care can explain
at least two elements of the infant
feeding policy that influence their role

Criterion 18. 8.1 At least 80% of health professionals who provide prenatal, delivery, postpartum, and/or well newborn

care can explain at least two elements of the infant feeding policy that influence their role in providing safe, equitable
and appropriate care. {Pl BJ
A. Direct care nursing staff. AND

in the facility.

B. Direct care providers with privileges
Criterion 18.8.2 At least 80% of health professionals who provide prenatal, delivery, postpartum, and/or well newborn care

will confirm that they are aware of the facility's maternity care and infant feeding policies and know where the policies are
kept or posted.
A. Direct care nursing staff. AND
B. Direct care providers with privileges
continued
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STEP

1·
WHO/UNICEF

STANDARD

US CRITERION

FOR EVALUATION

A review of materials will confirm:

1B.8 Clinical staff [Health

professionals] who provide prenatal,
delivery and/or newborn care can explain
at least two elements of the infant

Criterion 18.8.3

A designated health professional will provide a written description that includes a summary of how and

when health professionals are made aware of the infant feeding policy including:
A. A Process and time line to orient direct care staff and direct care providers who provide prenatal, delivery and/or

feeding policy that influence their role

newborn care in the implementation of the infant feeding policy, AND

in the facility.

B. A Process and frequency for routine communication of all direct care staff and direct care providers who provide
prenatal, delivery and/or newborn care. Considerations for routine communication may include:
• A review of high-risk/safety-related

procedural steps, and/or

• Updates regarding revisions, and/or
• Review of practical skills, and/or
• Quality improvement efforts when monitoring data indicates one or more policy practices are not being fully
adhered to.

US STANDARD

CRITERION

18.9

A review of educational materials will confirm:

All forms of patient educational

FOR EVALUATION

materials related to infant feeding
(booklets, applications, videos, text, etc./
and a written description of the content
of the education, will be made available
at assessment. A review of these

Prenatal Education: All forms of patient educational materials related to infant feeding (booklets.
applications, videos, text, etc./ and a written description of the content of the education provided to pregnant women
Criterion 18.9.1

during the prenatal period [including both affiliated prenatal services and in-house programs/, will be made available at
assessment. A review of these materials must:

materials must demonstrate current

A. Demonstrate current evidence-based guidance, AND

evidence-based guidance, include all of

B. Include all of the required topics listed in Appendix A. AND

the required topics listed in Appendix A,

C. Align with both the facility's infant feeding policy and the Ten Steps to Successful Breastfeeding.

and align with both the facility's infant
feeding policy and the Ten Steps to

Criterion 18.9.2

Postpartum Breastfeeding Education: All forms of educational materials related to infant feeding

(booklets. applications, videos. text, etc./ and/or a description of the content of the education, provided to postpartum

Successful Breastfeeding.

breastfeeding mothers during the birth hospitalization will be made available at assessment. A review of these
materials must:
A. Demonstrate current evidence-based guidance, AND
B. Include all of the required topics listed in Appendix A. AND

C. Align with both the facility's infant feeding policy and the Ten Steps to Successful Breastfeeding.
continued
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STEP

1:
US STANDARD

CRITERION

.1B. 9 All forms of patient educational

A review of educational materials will confirm:

FOR EVALUATION

materials related to infant feeding
(booklets, applications, videos, text, etc.I

Criterion .18.9.3

Postpartum Infant Formula Feeding Education: All forms of educational materials related to infant

and a written description of the content

feeding fbooklets, applications, videos, text, etc.I and/or a description of the content of the education, provided to formula

of the education, will be made available

feeding mothers during the birth hospitalization will be made available at assessment. A review of these materials must:

at assessment. A review of these

A. Demonstrate current evidence-based guidance, AND

materials must demonstrate current

B. Include all of the required topics listed in Appendix A. AND

evidence-based guidance, include all of

C. Align with both the facility's infant feeding policy and the Ten Steps to Successful Breastfeeding.

the required topics listed in Appendix A,
and align with both the facility's infant
feeding policy and the Ten Steps to
Successful Breastfeeding.
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STEP

1C

RATIONALE:
Facilities providing maternity and newborn services need to integrate recording and
monitoring of the clinical practices related to breastfeeding into their quality-improvement/
monitoring systems. 1

IMPLEMENTATION

Establishongoing

GUIDANCE:

IMPLEMENTATION: A fundamental principle of the BFHI is that monitoring of practices
is required to confirm adherence to policies and evidence-based care. Indicators for

monitoringand
data-management
systems.

facility-based monitoring of the required key clinical practices are listed in APPENDIX B:
INDICATORSFOR FACILITY fvtONITORINGKEY CLINICAL PRACTICES.The monitoring data
for certain indicators will be collected from medical records and reported on the Facility
Data Sheet located in the BFUSA portal. Specific guidance on numerator and denominator
inclusions and exclusions are found in the instructions for each indicator on the Facility
Data Sheet. Two of the indicators, early initiation of breastfeeding and exclusive
breastfeeding, are considered "sentinel indicators". A sentinel indicator captures an
essential element that serves as a bellwether in a complex change process. "Sentinel
indicators are placed at critical points in a system map to help monitor and inform the
mutually influencing relationship between the program and its context. "28 • 29 Facilities should
routinely track all required indicators for each mother-infant

pair. Recording of information

on the indicators should be incorporated into the medical charts and extracted into relevant
reports and/or dashboards. 1 The monitoring data for indicators not included on the
Facility Data Sheet will be collected through audits and/or surveys, also located in the
BFUSA portal.
Each facility must form a multi-disciplinary

committee, which must consist of some direct

care providers and direct care staff, to guide the work towards implementation of these
Guidelines and Evaluation Criteria. This committee will retain a key post-designation role
which will include monitoring the required key clinical practices to ensure sustainability
and should meet to review progress at least every 6 months. During concentrated periods

of implementation of a practice and/or quality improvement, monthly review is needed.
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STEP

1
The purpose of the review is to continually track the values of these indicators, to determine whether established targets are met, and,
if not, plan and implement corrective actions. In addition, mother's surveys and/or audits are to be used for additional verification purposes
or periodic checks. 1
Once acceptable levels of compliance have been achieved, the frequency of data collection on these additional indicators can be reduced,
for example to annually. However, if the level of the sentinel indicators falls below 80% jor below national standardsl, it will be important
to assess both the clinical practices and all management procedures, to determine where the breakdown is and what needs to be done
to achieve the required standards. 1

US CONSIDERATIONS
FORSAFEIMPLEMENTATION:

SUSTAINING PRACTICES

Quality improvement can be defined as "systematic and
continuous actions that lead to measurable improvement in
health care services and the health status of targeted patient
groups." 22 Sustaining practices requires facilities to build

Objective external evaluation
conducted every 5 years is
essential to validate the
maintenance of all
Ten Steps practices

systems to monitor key clinical Indicators. Key principles of

Monitoring of practices through
regular collection of data
facilitates early identificaton
of problems which results in
improved sustainability of
each of the TenSteps

sustaining safe, evidence-based practices include cyclical
quality improvement methodologies, active participation of a
multi-disciplinary committee, engaged administrative leaders,
meeting consistently over time, and external assessment. 1

As facilities strive to achieve the metrics described in these
Guidelines and Evaluation Criteria, it is important they do so
while continuing to focus on providing individualized, culturally
sensitive care equitably provided to all mothers and babies.
Supportive leadership
committed to providing evidence
based care enables the necessary
changes to improve care.
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STEP

1
REFERTOAPPENDIXC: PERFORMANCE

INDICATORS

TO MEASURE EACH COMPETENCY

forthecomprehensivelistof

required knowledge, skills, and attitudes. jAll performance indicators apply to direct care staff. Specific performance indicators for which
knowledge competency applies to direct care providers are marked with an ·1
WHO/UNICEF
COMPETENCY

PERFORMANCE
TO IMPLEMENT

INDICATORS
STEP lC

DEMONSTRATING

VERIFICATION

METHOD

·g_Explain at least 2 reasons why monitoring of hospital practices is important to ensure quality of care.

Question or case study

·10. Explain at least 2 ways practices are monitored in this facility.

Question or case study

THE FOLLOWING STANDARDS APPLY
WHO/UNICEF

STANDARD

1C.10 The facility has a protocol for
an ongoing monitoring and datamanagement system to comply with
the eight key clinical practices.

US CRITERION

FOR EVALUATION

A review of the policy will confirm:

Criterion 1C.10.1

A review of the infant feeding policy and any related protocols includes a description of how the facility

will routinely collect and track clinical practice indicators in order to report and improve on quality of care involving the data
to evaluate the 8 key clinical practice steps (Steps 3-10].

1C.11 Clinical staff (direct care providers

and direct care staff} at the facility meet
at least every 6 months to review
implementation of the system.

The nursing director/manager will confirm:

Criterion 1C.11.1

The Nursing Director/Manager will confirm that the multi-disciplinary committee,

which must consist of some direct care providers and direct care staff. meets at least every 6 months, ideally every
3 months, for monitoring purposes that include:
A. Analyzing the key clinical practice indicator data to determine if targets are met, AND
B. Defining corrective actions to improve quality of care, if needed.

NOTE:"During concentrated periods of quality improvement, monthly review may be needed." Facilities should consider
ways to provide constructive feedback to direct care providers and direct care staff and support for practice improvement
when monitoring data indicate practices are not fully implemented.
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STEP

1
COMPETENCY ASSESSMENTSELECTED PERFORMANCE INDICATORS

US CRITERION

FOR EVALUATION

3.C.3.2Health professionalswhoprovideprenatal,
delivery and/or newborncare will demonstratetheir
competence regardingthe facility's monitoringsystems.

The nursing director/manager will confirm:
Criterion 1C.12. 1 At least 80% of health professionals who provide prenatal, delivery, postpartum, and/or

well newborn care will be able to explain at least 2 reasons why monitoring of hospital practices is important

to ensure quality of care. [Pl 9)
A. Direct care nursing staff. AND
B. Direct care providers with privileges
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STEP

2

RATIONALE:
Timely and appropriate care for all mothers can only be accomplished if staff have the
knowledge, skills and attitudes to carry it out. Training of health staff enables them to
develop effective skills, give consistent messages, and implement policy standards.
Staff cannot be expected to implement a practice or educate a patient on a topic for
which they have received no training. 1

Ensure that staff have
sufficient knowledge,

IMPLEMENTATION

competence and skills

COMPETENCYREQUIREMENTS:Health

GUIDANCE:

'>8
·sTAf~t,=·;:CO~PETENCY /__
~----------------------Hospitals

support mothers

to breastfeed

by ...

UitilDk,

professionals who provide infant feeding

to support breastfeeding.

services must be competent in the

t.,

knowledge, skills and attitudes to implement
the Ten Steps to Successful Breastfeeding.

TABLE .1.(on the next page) provides the
high-level competency framework in which
16 specific management and support

1111
(:¼\
World Health
~Organization

competencies are organized into

un"icef
I~&
~

seven unique domains. The domains begin
with critical management procedures that
health professionals need to participate in
to create such needed environments. Foundational skills include effective communication
and counseling that transversally apply throughout clinical competencies. They then
progress through the various perinatal stages along the continuum of care and services,
from the prenatal period until discharge from the site of birth. 3 VERIFICATION
OFTHE16
COMPETENCIES
IS THEPRIMARY
FOCUSONENSURING
SAFE,EVIDENCE-BASED,
COMPASSIONATE
CARE.
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TABLE 1: DOMAINSAND COMPETENCIES

DOMAINS

COMPETENCIES
NECESSARY FOR IMPLEMENTING
THE TEN STEPS TO SUCCESSFUL BREASTFEEDING

DOMAIN 1: Critical management procedures to

01. Implement the Code in a health facility

Support the Ten Steps IStep 1A, 18. and 1q

02. Explain a facility's infant feeding policies and monitoring systems

DOMAIN 2: Foundational skills: communicating in a

credible and effective way IAll Stepsl

03. Use listening and learning skills whenever engaging in a conversation with a mother
04. Use skills for building confidence and giving support whenever engaging in a conversation with a mother

DOMAIN 3: Prenatal period !Step 31

05. Engage in antenatal conversation about breastfeeding

DOMAIN 4: Birth and immediate postpartum IStep 41

06. Implement immediate and uninterrupted skin-to-skin
07. Facilitate breastfeeding within the first hour, according to cues

DOMAIN 5: Essential issues for a breastfeeding mother

08. Discuss with a mother how breastfeeding works

!Steps 3, 5, 6, 7. 8, 91

09. Assist mother getting her baby to latch

10. Help a mother respond to feeding cues
11. Help a mother manage milk expression
DOMAIN 6: Helping mothers and babies with special

needs !Steps 5, 6, 7, 8. 91

12.
13.
14.
15.

Help a mother to breastfeed a low-birth-weight

or sick baby

Help a mother whose baby needs fluids other than breast milk
Help a mother who is not feeding her baby directly at the breast
Help a mother prevent or resolve difficulties with breastfeeding

16. Ensure seamless transition after discharge

DOMAIN 7: Care at discharge !Step 101

PERFORMANCE INDICATORS: Performance indicators are a subset of the competencies that provide measurable guidance to evaluate

each competency listed in TABLE 1. Each performance indicator represents only one action, so only one action verb is used.3 Performance
indicators have been included in their relative steps throughout this document. Appendix C includes a comprehensive list of all performance
indicators. All performance indicators apply to direct care staff. Specific performance indicators for which knowledge competency applies

to direct care providers are marked with an •. TABLE 2 provides an example from Domain 5, Competency 9, Assist mother getting her baby
to latch.
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TABLE 2: EXAMPLE:PERFORMANCEINDICATORSAND MEASURABLEACTIONS46

DOMAIN

COMPETENCY

PERFORMANCE

Essential issues for

09. Assist mother getting

32. Evaluate a full breastfeeding session observing at least 5 points.

Observation

a breastfeeding

her baby to latch
33. Demonstrate at least 3 aspects of how to help a mother achieve

Observation

mother

INDICATORS

MEASURABLE

ACTIONS

a comfortable and safe position for breastfeeding within the first
6 hours after birth and later as needed during the hospital stay.
34. Demonstrate how to help a mother achieve an effective and

Observation

comfortable latch, noting at least 5 points.

TRAINING, ASSESSMENT, AND VERIFICATION OF COMPETENCIES: Health professionals need to know what to explain to a mother, why

it is important, how to do what is necessary and how to do it respecting the mother's concerns and circumstances. STEP 2 focuses on
verification of the performance indicators [Appendix CJto ensure that health professionals are competent in supporting breastfeeding,
especially during the first few days of the birth hospitalization. Ideally, the responsibility for assessing, training, and verifying the
competencies of health professionals should reside with the pre-service education system [professional degree programs]. However, if this
has not occurred and staff training is deficient in this area, facilities providing maternity and newborn services will need to take corrective
measures to strengthen that capacity, such as by offering courses at the facility or requiring that staff to take courses elsewhere. While
some material can be taught through didactic lectures Iincluding electronic resources I, some supervised clinical experience with assessing
of competencies is necessary. It is important to focus not on a specific curriculum but on the knowledge and skills obtained. 1 TABLE 3
describes 2 options for implementing Step 2 competency-based training.
TABLE 3: FACILITYOPTIONSFORCOMPETENCY-BASED
TRAINING.

OPTION 1:
COMPETENCY-BASED
TRAINING
TO IDENTIFIED NEEDS

SPECIFIC

OPTION 2:
COMPETENCY-BASED
TRAINING
ALL HEALTH PROFESSIONALS

FOR

J.. Assess the competencies of each health professional to identify specific

J.. Provide competency-based training program [internal or external] for all health

training needs.

professionals.

2. Provide competency-based training specific to needs identified.

2. Verify all health professionals are competent.

3. Verify each health professional is competent.
3. Remediate as needed.
4. Remediate as needed.
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HEALTH PROFESSIONALROLESREQUIRINGCOMPETENCY-BASEDTRAINING: All direct care staff and direct care providers
{physicians, midwives, physician's assistants, and advanced practice registered nurses} who provide education, assessment, support,
intervention, assistance and/or follow-up with regards to infant feeding must have required competencies verified and completed training
on identified areas needing improvement, within 6 months of hire. Typically, this will involve the following units/services including: Affiliated
Prenatal Services, Labor and Delivery Unit, Postpartum Unit, Newborn Unit. NOTE:Steps 1-10 include unit/care-based competency and
training requirements specific to staff/provider roles.

OTHERROLESwith anticipated workplace exposure to mothers and babies should have training and competency verification in accordance
with their roles. Examples of other positions that may need training include:
• Administrative Leaders/Managers
• Purchasing Agent
• Pharmacists
• Anesthesiologists
• Outside agencies that make inpatient visits
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US PRE-DESIGNATION,

ASSESSMENT,

AND POST-DESIGNATION

CONSIDERATIONS

The 4-D Pathway, consisting of 4 pre-designation and 2 post-designation phases was developed to guide facilities through the designation
process. Facilities have specific tasks to complete in each phase and are provided with a variety of tools and resources to assist with their
implementation of the Baby-Friendly USA Guidelines and Evaluation Criteria.

The 4-D Pathway to Baby-Friendly Designation
D1 Discovery
lllfl)GI"' DIVROPMINT

Registerwith
Baby-FriendlyUSA

Obtain CEO
SupportLetter

Complete Self Appraisal
and Facility Data

Regist,ryof
Intent Award

■ Baby
Friendly
USA
www.babyfrlend(yusa.org
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■

specific to the interviewee's role and responsibilities. Baby-Friendly

D1: DISCOVERY PHASE: The Discovery Phase is a time for

facilities to learn about the processes and requirements for

USA has aligned competency-based assessment tools of health

becoming Baby-Friendly designated. The Discovery Phase toolkit

uprofessionals with the WHO/UNICEF Competency Verification

provides a self-appraisal tool to help facilities identify which

Toolkit: Ensuring Competency of Direct Care Providers to Implement

requirements are already in place and which ones still need

the Baby-Friendly Hospital Initiative released on August 5, 2020."

additional work.
• ANNUAL QUALITY IMPROVEMENT-SUSTAINABILITY
■

D2: DEVELOPMENT PHASE: The Development Phase provides

PHASE:

During the first-year post-designation facilities must develop an

a template titled, DIRECT CARE STAFF AND DIRECT CARE

Ongoing Competency Evaluation, Training and Verification Plan

PROVIDER COMPETENCY VERIFICATION AND TRAINING PLAN

similar to the one prepared during the Development Phase.

to assist facilities in developing a comprehensive plan for verifying

IA template

competencies and helping health professionals gain the knowledge,

In-service training must take place minimally every 2 years. The

skills and attitudes necessary to competently implement the

facility will determine the number of hours and content of this

facility's infant feeding policy in a safe and effective manner.

training for each staff and provider role. Competency assessment

for this plan will be provided by Baby-Friendly USAJ

and in-service training must also take place on specific topics
■

D3: DISSEMINATION PHASE: The Dissemination Phase involves

the verifying of competencies and implementation of training plans

when monitoring data indicates one or more practices are not
being fully adhered to.

that address identified gaps in knowledge and skills, for all direct
care staff and direct care providers.

• RE-DESIGNATION YEAR 1 PHASE: Facilities entering the

Re-Designation Year 1 Phase will complete assigned competency
■

D4: DESIGNATION PHASE: The Designation Phase is the time for

assessments and audits to ensure that practices have been

facilities to reverify competencies for those areas where additional

sustained. If the results of either reveal practices have slipped,

training was provided.

targeted training must be completed to address identified
knowledge and/or skills gaps for each direct care provider and

■

EXTERNAL ASSESSMENT: During the Assessment, interviews

direct care staff member.

with health professionals will include facility-based direct care
nursing staff and privileged direct care providers. Evaluation of
performance indicators at assessment will include a selection of
knowledge-based questions and skills-based demonstrations
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US CONSIDERATION

FOR SAFE IMPLEMENTATION:

Facilities are encouraged to review the American Academy of Pediatrics' "Clinical Report: Safe Sleep and Skin-to-Skin Care in the
Neonatal Period for Healthy Term Newborns" for suggested safe skin-to-skin care and rooming-in practices. 25 Staff should receive
training that supports safe implementation of these practices.
Sufficient knowledge, skills and attitudes to support breastfeeding are essential for the provision of safe, evidence-based, compassionate
care. In addition, how information is communicated is equally important. Direct care providers and staff should engage in meaningful
conversations that ENCOURAGESthe patient and family members.

EMPATHIZE

E - Empathize while listening and engaging in the conversation.
N - Be Non-judgmental by respecting each individual's experiences with breastfeeding,

N ON-JUDGMENTAL

current infant feeding goals, and/or cultural and social considerations.

C - Confirm you understand the specific circumstances, issues and/or concerns.

CONFIRM

0 - Ask Open-ended questions to evaluate each person's understanding of breastfeeding,

Q

PEN-ENDED

infant formula feeding and/or specific maternity care practices applicable to the conversation.

QUESTIONS

U SE COMPETENT

For example, "What have you heard about breastfeeding?" "What do you know about infant
formula?"

SKILLS
U - Use competent skills to assess any potential or current concerns or challenges.

R ESPONSIVE

R - Responsive care that provides anticipatory guidance [including suitable options] and/or

CARE

addresses the specific concerns and circumstances.

A - Affirm successes and the desire to do what is right for the baby.

AFFIRM

G - Give evidenced based, scientific, unbiased, and factual information in a sensitive manner

G IVE EVIDENCE-BASED

INFORMATION

that emphasizes the protections provided by breastfeeding/maternity care practices to enable
an informed decision.

E - Empower each individual to make the decision that is right for her/his circumstances.

EMPOWER

S - Support informed decisions by providing an individualized plan that encourages a mother

SUPPORT
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REFERTOAPPENDIXC: PERFORMANCE

INDICATORS

TO MEASURE EACH COMPETENCY

forthecomprehensivelistof

required knowledge, skills, and attitudes. jAll performance indicators apply to direct care staff. Specific performance indicators for which
knowledge competency applies to direct care providers are marked with an ·1
PERFORMANCE
COMPETENCY

INDICATORS
TO IMPLEMENT

DEMONSTRATING
THE STEP

VERIFICATION

METHOD

Foundational skills: communicating in a credible and effective way
·11. Demonstrate at least 3 aspects of listening and learning skills when talking with a pregnant woman/mother.

Observation

·12. Demonstrate at least 3 ways to adapt communication style and content when talking with a mother.

Observation

·13_ Demonstrate at least 2 ways to encourage a mother to share her views, taking time to understand and consider these views.

Observation

·14_ Demonstrate at least 3 aspects of building confidence and giving support when talking with a mother.

Observation

THE FOLLOWING STANDARDS APPLY
WHO/UNICEF

STANDARD

2.1 Health professionals who provide
prenatal, delivery and/or newborn care
report they have received pre-service
or in-service training on breastfeeding

US CRITERION

FOR EVALUATION

Interviews with health professionals will confirm:

Criterion 2.1.1. At least 80% of health professionals who provide prenatal, delivery and/or newborn care can describe what

pre-service or in-service training on breastfeeding they have received during the previous 2 years.
A. Direct care nursing staff, AND
B. Direct care providers with privileges

during the previous 2 years.

Considerations for in-service sessions may include:

• Initial competency evaluation, training and verification, AND/OR
• Ongoing competency training and verification with a focus on changing evidence, high-risk performance indicators,
and a refresher for common practical skills, AND/OR
• Ongoing competency training and verification with a focus on quality improvement efforts when monitoring data
indicates one or more practices are not being fully adhered to.
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WHO/UNICEF

STANDARD

2.2 Health professionals who provide

US CRITERION

FOR EVALUATION

Interviews with health professionals will confirm:

prenatal, delivery and/or newborn care
report receiving competency assessments

Criterion 2.2.1 At least 80% of health professionals who provide prenatal. delivery and/or newborn care can describe

in breastfeeding in the previous 2 years.

what type of competency assessments in breastfeeding they have received during the previous 2 years.

A. Direct care nursing staff. AND
B. Direct care providers with privileges
Considerations for competency assessments in breastfeeding may involve:

• Initial competency assessments of performance indicators to ensure direct care staff and direct care providers have the
necessary knowledge, skills, and attitudes to deliver compassionate, safe, and evidence-based care according to their
defined roles and the infant feeding policy, AND/OR
• Ongoing competency assessments to evaluate job performance and identify gaps to sustain and ensure the delivery of
consistent and safe care practices, AND/OR
• Ongoing competency assessments aligned with quality improvement efforts regarding specific monitoring indicators.
2.3 Health professionals who provide pre-

BFUSA external assessment will confirm:

natal, delivery and/or newborn care are
able to correctly answer three out of four
questions on breastfeeding knowledge

During the external assessment, direct care providers and direct care staff who provide prenatal. delivery and/or newborn
care will be asked questions relating to performance indicators pertinent to their role in the care of patients. The specific

and skills to support breastfeeding.

performance indicators to be discussed are identified in each step under the heading of COMPETENCYASSESSMENTSELECTEDPERFORMANCEIND/CATORS.

US STANDARD

CRITERION

2.4 Facilities providing maternity and

A review of the competency verification and training plan will confirm:

FOR EVALUATION

newborn services have the responsibility

for assessing, training, and verifying the
required competencies ensuring that all

Criterion 2.4.1 The head of maternity services will be able to identify the health professional/SJ responsible for all aspects

of planning, implementing, and verifying direct care staff's and direct care provider's competencies.

health professionals who provide
education, assessment, support,

Criterion 2.4.2 A copy of the Direct Care Staff and Direct Care Provider Competency Verification and Training Plan

intervention, assistance and/or follow-up

[BFUSA materials] will be available for review and analysis demonstrating a comprehensive plan for assessing, training,

with regards to infant feeding have the

and verifying the competencies for all required health professionals.

appropriate knowledge, skills and
attitudes to provide safe, evidencebased care.
THE BABY-FRIENDLY HOSPITAL INITIATIVE

I

SIXTH EDITION

I Baby-Friendly

USA, Inc.

I STEP 2

37

STEP

3

RATIONALE:
All pregnant women must have basic information about breastfeeding, in order to make
informed decisions. A review of 18 qualitative studies indicated that mothers generally
feel that infant feeding is not discussed enough in the prenatal period and that there is
not enough discussion of what to expect with breastfeeding.14Mothers want more
practical information about breastfeeding.

Discussthe importance
and managementof
breastfeedingwith pregnant
women and their families.

Pregnancy is a key time to inform women
about the importance of breastfeeding,
support their decision-making and pave

<:~€,ANTENATAL

~----------------------Hospitals

support mothers

CARE to breastfeed

~~

by ...

the way for their understanding of the
maternity care practices that facilitate its
success. Mothers also need to be informed
that birth practices have a significant impact
on the establishment of breastfeeding. 1

IMPLEMENTATION GUIDANCE:
Where facilities provide prenatal care
{see the Affiliated Prenatal Services
Questionnaire in Appendix DJ,pregnant

t:¼ll
WorldHealth un·1cef11:.
~Organi1.ation
1<.~

women and their families should be
counseled about the benefits and

management of breastfeeding. 2 In many settings, prenatal care is predominantly provided
through primary health-care clinics or by community health workers. If facilities providing
maternity and newborn services do not have authority over these care providers [as defined

by the Affiliated Prenatal Services Questionnaire}, they should work with them to ensure
that mothers and families are fully informed about the importance of breastfeeding and
know what to expect when they deliver at the facility. In other cases, the facility directly
provides prenatal care services or offers classes for pregnant women. In this case, provision
of breastfeeding information and counseling is the direct responsibility of the facility.
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Breastfeeding education should include information on the

Information on breastfeeding should be provided in multiple ways.

importance of breastfeeding and the risks of giving formula or

According to the U.S. Department of Health & Human Services,

other breast-milk substitutes, along with national and health-

over a third of adults have below basic health literacy, verbal

professional recommendations for infant feeding. Practical skills

communication as a primary teaching tool with patients is

such as positioning and attachment, on-demand feeding, and

recommended. Printed or online information that is in a language

recognizing feeding cues are a necessary component of prenatal

mothers understand {usually recommended at or below a 5th grade

counseling. Families should be presented with up-to-date

reading level] is one way to ensure that all relevant topics

information on best practices in facilities providing maternity and

are covered. However, there is no assurance that all women will

newborn services regarding skin-to-skin contact, initiation of

read this information, and it may not directly address the key

breastfeeding, supplementation protocols and rooming-in.

questions they have. Interpersonal counseling, either one-on-one

Women also need to be informed about possible challenges they

or in small groups, is important to allow women to discuss their

might encounter jsuch as engorgement, or a perception of not

feelings, doubts and questions about infant feeding. 1

producing enough milkl and how to address them. 1
The information must be provided free of conflicts of interest.
Prenatal breastfeeding counseling must be tailored to the

As stipulated in the "Guidance on ending inappropriate promotion

individual needs of the woman and her family, addressing any

of foods for infants and young children", 24 companies that market

concerns and questions they have. This counseling needs to be

foods for infants and young children should not "directly or

sensitively given and consider the social and cultural context

indirectly provide education to parents and other caregivers

of each family.

1

on infant and young child feeding in health facilities".

1

Wherever possible, conversations on breastfeeding should

Women at increased risk for preterm delivery or birth of a

begin with the first or second prenatal visit, so that there is time to

sick infant je.g. pregnant adolescents, women with high-risk

discuss any challenges, if necessary. This is particularly important

pregnancies, known congenital anomaliesl must begin discussions

in settings where women have few prenatal visits and/or initiate

with knowledgeable providers as soon as feasible concerning the

their visits late in their pregnancy. Additionally, women who

special circumstances of feeding a premature, low-birth-weight

deliver prematurely may not have adequate opportunities to

or sick baby.1• 30

discuss breastfeeding if the conversations are delayed until late
in pregnancy. 1
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US CONSIDERATIONS FOR SAFE IMPLEMENTATION:
Engaging pregnant women in a conversation about creating a safe environment for both breastfeeding and sleep is extremely important as
this is a time when many parents are preparing these settings. The American Academy of Pediatrics', "SIDS and Other Sleep-Related Infant
Deaths: Updated 2016 Recommendations for a Safe Infant Sleeping Environment" and the "Clinical Report: Safe Sleep and Skin-to-Skin
Care in the Neonatal Period for Healthy Term Newborns", provide recommendations regarding the education that should be provided to
reduce the risk of SIDS and sleep-related suffocation, asphyxia, and entrapment among infants. 25 • 25 While providing the education on safe
sleep practices, mothers should gain an understanding that sleepiness is a hormonally-driven, physiological response to breastfeeding.
This normal response can lead to a mother, unintentionally, falling asleep while breastfeeding. Mothers should also understand that other
factors such as exhaustion, fatigue, and pain medications can make falling asleep while breastfeeding common. Families should be
offered information about how to create a safe sleep environment for breastfeeding and what hazardous situations are with open, honest,
non-judgmental discussions to inform their decisions.

REFER TO APPENDIX A: PATIENT EDUCATION TOP IC S for the comprehensive list of all required education topics for all pregnant
mothers.

REFERTOAPPENDJXC: PERFORMANCE

INDICATORS

TO MEASURE EACH COMPETENCY

forthecomprehensivelistof

required knowledge, skills, and attitudes. jAII performance indicators apply to direct care staff. Specific performance indicators for which
knowledge competency applies to direct care providers are marked with an ·1
WHO/UNICEF
COMPETENCY

PERFORMANCE
TO IMPLEMENT

INDICATORS
STEP 3

DEMONSTRATING

VERIFICATION

·1s. Engagein a conversation with a pregnant woman on 3 aspects of the importance of breastfeeding.

Observation

"16. Assessat least 3 aspects of a pregnant woman's knowledge about breastfeeding in order to fill the gaps and correct
inaccuracies.

Observation

·17. Engagein a conversation with a pregnant woman about at least 4 care practices a motherfinfant dyad will experience at the

Observation

METHOD

birthing facility that will support breastfeeding.
·29_ Engagein a conversation with a pregnant woman regarding at least 3 reasons why effective exclusive breastfeeding is

Observation

important.
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THE FOLLOWINGSTANDARDS APPLY ONLY FOR FACILITIES WITH AFFILIATED PRENATAL SERVICES:
[See Affiliated Prenatal Services Questionnaire in Appendix D]

WHO/UNICEF

STANDARD

US CRITERION

FOR EVALUATION

3.1 Mothers who received prenatal care

Affiliated services: interviews with pregnant women in the third trimester who have had at least 2 visits at an affiliated

at the facility report having received

prenatal service will confirm:

prenatal counseling on breastfeeding.

Criterion 3.1.1 At least 80% of pregnant women will report that a staff member/provider at the affiliated prenatal services:

A. Assessed their understanding of breastfeeding and the specific maternity care practices that support it, AND
B. Entered into a meaningful conversation {see Step 2) with them on the required WHO/UNICEFprenatal conversation
topics provided in Appendix A either one-on-one or in small groups, or by following up to education provided through
another learning mode {videos, podcasts, texts] based on their specific needs.

NOTE: if mothers have questions about infant formula, their issues, concerns and circumstances will be discussed on an

individual basis.

US CLARIFICATION:PRENATALEDUCATIONANO MEANINGFULCONVERSATIONS
While education may be provided by a variety of different learning modes including videos, podcasts, texts, etc., meaningful prenatal breastfeeding conversations must be
tailored to the individual needs of the woman and her family, addressing any concerns and questions they have. This counseling needs to be sensitively given and consider
the social and cultural context of each family.l "The Guideline: Counseling of Women to Improve Breastfeeding Practices" states that the "aim of breastfeeding counseling is
to empower women to breastfeed, while respecting their personal situations and wishes."18 As you enter into conversations with pregnant women, consider incorporating
appropriate components of the following acronym, E.N.C.O.U.R.A.G.E.S
as you enter into meaningful conversations {see Step 2).

WHO/UNICEF

STANDARD

US CRITERION

FOR EVALUATION

3.2 Mothers who received prenatal care at

Affiliated prenatal services: interviews with pregnant women in the third trimester who have had at least 2 visits at an

the facility [affiliated prenatal services]

affiliated prenatal service will confirm:

are able to adequately describe what was
discussed about two of the required WHO/

UNICEF prenatal conversation topics

Criterion 3.2.1 At least 80% of pregnant women who received prenatal care at the affiliated prenatal services are able to

adequately describe two topics from required WHO/UNICEFprenatal conversation topics provided in Appendix A.

provided in Appendix A.
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THE FOLLOWING STANDARDS OF CARE APPLY FOR ALL FACILITIES WITH AND WITHOUT
AFFILIATED PRENATAL SERVICES:
US STANDARD

CRITERION

3.3 All facilities should foster the

A written description will confirm:

FOR EVALUATION

development of and coordinate services

A written description will confirm how the facility has fostered the development of and coordinated

with programs to promote consistent

Criterion 3. 3.1

education about breastfeeding that is

services with in-house programs and/or community-based projects to promote consistent education about breastfeeding

made available to pregnant women.

that is made available to all pregnant women.

US CLARIFICATION:PRENATALEDUCATIONAND RETURNINGTO WORK
Pregnant women who know they will be returning to work and/or school often ask questions about their options for continuation of breastfeeding and/or breast-milk
feeding. While it is appropriate to answer these questions and to provide basic information about maintaining lactation when direct breastfeeding is not possible or desired,
it is important that prenatal breastfeeding education focus on building mothers' knowledge, skills, and confidence in their ability to breastfeed. As needed, more in-depth,
education on breast pumps, milk storage, and handling can be given.
Prenatal education that discusses pumping and bottle use must only be given in the context of discussing infant feeding options when mother and baby are separated
[e.g., mother going back to school or work}, to help mothers initiate or maintain lactation [Step 5], and to support exclusive breastfeeding. Prenatal education on pumping
and bottle use must address the following points:
• Bottle use should be delayed until breastfeeding is we/I-established.
• Possible negative consequences of bottle use on the success of breastfeeding.
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COMPETENCY
ASSESSMENT-SELECTED
PERFORMANCE INDICATORS

US CRITERION

FOR EVALUATION

3.4 Health professionals who provide care

Interviews with direct care nursingstaff and direct care providerswill confirm:

to pregnant women will be competent in
engaginginaprenatalconversationabout

DIRECT CARE NURSING

breastfeeding.

Criterion 3.4 . .1 At least 80% of direct care nursing staff who provide labor & delivery care will be able to describe how

STAFF

they engage in a conversation with a pregnant woman on 2 aspects of the importance of breastfeeding. fPl 15]
Criterion 3.4.2 At least 80% of direct care nursing staff who provide labor & delivery care will be able to describe how

to assess at least 2 aspects of a pregnant woman's knowledge about breastfeeding in order to fill the gaps and correct
inaccuracies. [Pl 16]
Criterion 3.4.3 At least 80% of direct care nursing staff who provide labor & delivery care will be able to describe how

they engage in a conversation with a pregnant woman about at least 2 care practices a mother/infant dyad will experience
at the birthing facility that will support breastfeeding. [Pl 17]
Criterion 3.4.4 At least 80% of direct care nursing staff who provide labor & delivery care will be able to describe how

they engage in a conversation with a pregnant woman regarding at least 2 reasons why effective exclusive breastfeeding

is important. {Pl 29]
DIRECT CARE PROVIDERS
Criterion 3.4.5 At least 80% of direct care providers with privileges to provide care to pregnant women in the labor
and delivery unit will be able to describe how they engage in a conversation with a pregnant woman on 2 aspects of the

importance of breastfeeding. [Pl 15]
Criterion 3.4.6 At least 80% of direct care providers with privileges to provide care to pregnant women in the labor and
delivery unit will be able to describe how to assess at least 2 aspects of a pregnant woman's knowledge about breastfeeding

in order to fill the gaps and correct inaccuracies. [Pl 16]
Criterion 3.4. 7 At least 80% of direct care providers with privileges to provide care to pregnant womenin the labor and
delivery unit will be able to describe how they engage in a conversation with a pregnant woman regarding at least 2 reasons

why effective exclusive breastfeeding is important. [Pl 29]
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STEP

4

RATIONALE:
Immediate skin-to-skin contact and early initiation of breastfeeding are two closely
linked interventions that need to take place in tandem for optimal benefit. Immediate and
uninterrupted skin-to-skin contact facilitates the newborn's natural rooting reflex that
helps to imprint the behavior of looking for the breast and suckling at the breast.
Additionally, immediate skin-to-skin contact

Facilitate immediate and
uninterrupted skin-to-skin
contact and support
mothers to initiate

helps populate the newborn's microbiome
and prevents hypothermia. Early suckling
at the breast will trigger the production of

<:~0~~~~ ~~~~; ~~~i~ ;,~~H
~~
~----------------------Hospitals

support mothers

to breastfeed

by ...

breast-milk and accelerate lactogenesis.
Many mothers stop breastfeeding early or
believe they cannot breastfeed because of
insufficient milk, so establishment of a milk
supply is critically important for success with
breastfeeding. In addition, early initiation of

breastfeedingas soon as

breastfeeding has been proven to reduce the
risk of infant mortality. 1 • 31

possibleafter birth.
IMPLEMENTATION GUIDANCE:

l'.:.1:-ll
WorldHealth
\i!Jorganitafion

un·1cef
,,.,
~~

Early and uninterrupted skin-to-skin
contact between mothers and infants should
be facilitated and encouraged as soon as possible after birth. Skin-to-skin contact is when
the infant is placed prone on the mother's abdomen or chest with no clothing separating
them. It is recommended that skin-to-skin contact begins immediately, regardless of method
of delivery. It should be uninterrupted for at least 60 minutes 1 or longer if the mother wishes
and/or if the infant needs more time to complete a breastfeed. To clarify, immediately after
birth, an infant may be on the abdomen until the cord is clamped and cut. Then the infant
moves his/herself or is moved to the chest, atop the sternum.
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Initiation of breastfeeding is typically a direct consequence of

a health professional should accompany the mother, to prevent

uninterrupted skin-to-skin contact, as it is a natural behavior for

the baby from being hurt accidentally.

most babies to slowly squirm or crawl toward the breast [this may
take up to an hour]. Mothers may be supported to help the baby to

Immediate skin-to-skin care and initiation of breastfeeding

the breast if desired. Mothers should be helped in understanding

is feasible following a cesarean section with local/regional

how to support the baby and how to make sure the baby is able to

anesthesia jepidura[I. 32 After a cesarean section with general

self-attach and suckle at the breast. All mothers should be

anesthesia, skin-to-skin contact and initiation of breastfeeding

supported to initiate breastfeeding as soon as possible after birth,

can begin when the mother is sufficiently alert to hold the infant.

within the first hour after delivery {unless there are medically

Mothers or infants who are medically unstable following delivery

justifiable

reasons}. 1• 2

This first breastfeed should be allowed to

may need to delay the initiation of breastfeeding. However, even if

continue until the baby indicates that the breastfeed is completed.

mothers are not able to initiate breastfeeding during the first hour

This may take up to another hour. The initial period of skin-to-skin

after birth, they should still be supported to provide skin-to-skin

contact until completion of the first feeding may take up to 2 hours.

contact and to breastfeed as soon as they are able (responsive
and alert). 1• 32, 33 Routine procedures (e.g. assessment, vital signs,

It should be noted that the milk a newborn consumes

security steps, APGAR scoring) should be done with the infant

immediately after birth is colostrum, which is highly nutritious and

skin-to-skin with the mother. Procedures that are painful or may

contains important antibodies and immune-active substances. The

require separation from skin-to-skin (e.g.,eye ointment, weights,

amount of colostrum a newborn will receive in the first few feedings

vitamin K, bathing/ should be delayed until the completion of first

is very small. Early suckling is important for stimulating milk

feeding or after the initial first hour of skin-to-skin contact (if

production and establishing the maternal milk supply. The amount

formula feeding/. 13 To diminish pain, where feasible, painful

of milk ingested is a relatively unimportant factor. 1• 2 During

procedures should be conducted while in skin-to-skin contact.

immediate skin-to-skin contact, and for at least the first 2 hours

Procedures requiring separation of the mother and infant (bathing,

after delivery, sensible vigilance and safety precautions should

for example) should be delayed until after this initial period of

be taken so that health professionals can observe for, assess and

skin-to-skin contact and should be conducted, whenever possible,

manage any signs of distress in infants. Mothers who are sleepy

at the mother's bedside. Staff should be vigilant during this time

or under the influence of anesthesia or drugs will require closer

and support mothers to look for signs that their babies are ready

observation. 1 When mothers are not fully awake and responsive,

to feed and offer help if necessary.
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Preterm infants may be able to root, attach to the breast and suckle. 34 As long as the infant is stable, with no evidence of severe apnea,
desaturation or bradycardia, preterm infants can start breastfeeding. However, early initiation of effective breastfeeding may be difficult for
these infants if the suckling reflex is not yet established and/or the mother has not yet begun plentiful milk secretion. Early and frequent milk
expression is critical to stimulating milk production and secretion for preterm infants who are not yet able to suckle. Transition to direct and
exclusive breastfeeding should be the aim whenever possible 35 and is facilitated by prolonged skin-to-skin contact.

US CONSIDERATIONS

FOR SAFE IMPLEMENTATION:

Facilities are encouraged to review the ''American Academy of Pediatrics' Clinical Report: Safe Sleep and Skin-to-Skin Care in the
Neonatal Period for Healthy Term Newborns" 25 and the WHO/UNICEF "Competency Verification Tool Kit Examiners Resource3 " for suggested
safe skin-to-skin care practices.
REFER TO APPENDIX A: PATIENT

EDUCATION

TOP IC S for the comprehensive list of all required education topics for postpartum

mothers.
REFERTOAPPENDIXC: PERFORMANCE

INDICATORS

TO MEASURE EACH COMPETENCY

forthecomprehensivelistof

required knowledge, skills, and attitudes. jAll performance indicators apply to direct care staff. Specific performance indicators for which
knowledge competency applies to direct care providers are marked with an 'I
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WHO/UNICEF PERFORMANCE INDICATORS
COMPETENCY TO IMPLEMENT STEP 4

DEMONSTRATING

VERIFICATION

METHOD

'18. Explain at least 3 reasons why immediate and uninterrupted skin-to-skin is important for the mother.

Questionor case study

'19. Explain at least 3 reasons why immediate and uninterrupted skin-to-skin is important for the infant.

Questionor case study

20. Demonstrateat least 3 points of how to routinely implement immediate, uninterrupted and safe skin-to-skin between

Observation

mother and infant, regardless of method of birth.
·21. Demonstrateat least 3 safety aspects to assess when mother and baby are skin-to-skin during the first 2 hours

Observation

postpartum, regardless of method of birth.
·22. List at least 3 reasons why skin-to-skin should NOT be delayed or interrupted.

Questionor case study

'23. Explain at least 2 reasons when skin-to-skin could be delayed or interrupted for medically justifiable reasons.

Questionor case study

24. "WHEREAPPLICABLE" Explain how to maintain skin-to-skin during transfer of mother and infant to another room or other

Questionor case study

recovery area.
·2s. Engagein a conversation with a mother including at least 3 reasons why suckling at the breast in the first hour is important,

Observation

when the baby is ready.
26. Demonstrateat least 3 aspects of safe care of the newborn in the first 2 hours post-birth.

Observation

27. Describeto a mother at least 3 pre-feeding behaviors babies show before actively sucking at the breast.

Observation
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THE FOLLOWING STANDARDS APPLY:

WHO/UNICEF

STANDARD

4.1 Mothers report that their babies were
placed in skin-to-skin contact with them
immediately after birth and that this
contact lasted 1 hour or more, unless
there were documented medically
justifiable reasons for delayed contact.

US CRITERION

FOR EVALUATION

Interviews with mothers will confirm:

Criterion 4.1.1 Following a vaginal birth, at least 80% of mothers will confirm:
A. That their infants were placed in skin-to-skin contact with them immediately after birth, unless there were
documented medically justifiable reasons for delayed contact, AND
B. The initial period of skin-to-skin contact continued uninterrupted for at least 1 hour [longer, if needed, to allow a
breastfeeding infant to complete a feeding], unless there were documented medically justifiable reasons to interrupt
contact.
Criterion 4.1.2 Following a cesarean birth, at least 80% of mothers will confirm:
A. That their infants were placed in skin-to-skin contact with them when safe and feasible [minimally, following a
cesarean delivery, skin-to-skin should begin in the recovery area as soon as mother is responsive and alert], unless
there were documented medically justifiable reasons for delayed contact, AND
B. The initial period of skin-to-skin contact continued uninterrupted for at least 1 hour [longer, if needed, to allow a
breastfeeding infant to complete a feeding], unless there were documented medically justifiable reasons to interrupt
contact.
Criterion 4.1.3 At least 80% of mothers will confirm that in the event of delayed or interrupted skin-to-skin contact for
medically justifiable reasons, skin-to-skin was initiated/re-established when safe and medically feasible.
Documentation:

Criterion 4.1.4 If necessary, o review of the medical record will provide documentation of skin-to-skin contact including:
A. Time of delivery,
B. Time skin-to-skin was implemented,

C. Time of completion/duration of skin-to-skin contact, and
D. Any reasons for delay/interruption of skin-to-skin contact
Observations of births will confirm:

Criterion 4.1. 5 Observations of vaginal births, if necessary and/or available, show:
A. That infants are placed skin-to-skin with their mothers immediately after birth, unless there were medically justifiable
reasons for delayed contact, AND
B. The initial period of skin-to-skin contact continued uninterrupted for at least 1 hour [longer, if needed, to allow a breast~feeding infant to complete a feeding], unless there were medically justifiable reasons to interrupt contact.
continued
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WHO/UNICEF

STANDARD

4.1 Mothers report that their babies were

US CRITERION

FOR EVALUATION

Observations of birth will confirm:

placed in skin-to-skin contact with them
immediately after birth and that this
contact lasted 1 hour or more, unless
there were documented medically
justifiable reasons for delayed contact.

Criterion 4.1.6 Observations of cesarean births. if necessary and/or available. show:

A. That infants are placed in skin-to-skin contact with their mothers when safe and feasible [minimally, following a
cesarean delivery, skin-to-skin should begin in the recovery area as soon as mother is responsive and alert],
unless there were medically justifiable reasons for delayed contact, AND
B. Theinitial period of skin-to-skin contact continued uninterrupted for at least 1 hour [longer, if needed, to allow a
breastfeeding infant to complete a feeding], unless there were medically justifiable reasons to interrupt contact.

U.S. CLARIFICATION: MEDICALLY JUSTIFIABLE REASONS FOR-DELAYED/INTERRUPTED SKIN-TO-SKIN CONTACT
Healthcare Professionals must use theirclinicaljudgement.

Mothers or infants that are not stable may require that immediate skin-to-skin contact be postponed.

Interruptions may be necessary to address any procedure that cannot be postponed until the completion of the first feeding. In the event that a mother and/or infant are
separated for medical reasons, skin-to-skin contact will be initiated as soon as the mother and infant are stabilized/reunited. Any delays or interruptions of skin-to-skin
contact should be clearly documented in the medical record.

Tobe clear, routine procedures (e.g.,assessment, vital signs, security steps, APGAR scoring/ should be done with the infant skin-to-skin with the mother. Procedures that
are painful or may require separation from skin-to-skin (e.g.eye ointment, weights, vitamin K, bathing) should be delayed until the completion of first feeding or after the
initial first hour of skin-to-skin contact {if formula feeding}.
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WHO/UNICEF

STANDARD

4.2 Mothers report that their babies were

US CRITERION

FOR EVALUATION

Interviews with breastfeeding mothers will confirm:

put [supported or self-attached] to the
breast within 1 hour after birth, unless

Criterion 4.2.1 At least 80% of breastfeeding mothers will report that they were supported to initiate breastfeeding with

there were documented medically

their babies as soon as possible after birth, within the first one to two hours after delivery, unless there were documented

justifiable reasons.

medically justifiable reasons. NOTE: Supporting the initiation of breastfeeding is defined as placing the baby on the

NOTE: Early Initiation of Breastfeeding:

mother's chest /skin-to-skin/ for breastfeeding, pointing out infant feeding readiness cues and gently coaching the mother
to allow baby to move and attach to the breast.

According to WHO,infants should be put
to the breast within 1 hour of birth. This

Criterion 4.2.2 At least 80% of breastfeeding mothers will confirm that they were encouraged to look for signs that their

practice gives infants the opportunity to

infants were ready to feed during this first one to two hours of contact.

feed at the mother's breast. Early initiation
of breastfeeding does not require that the

BF USA CLAR/FICA TION/INTERPRETAT/ON: BFUSA supports the practice of "putting infants to the breast"

infant attached/suckled at the breast or

within 1 hour of birth. Due to the effect of various birth medications, some infants do not show readiness to feed until the

that milk was transferred from breast to
infant. It represents the practice of putting

end of the first hour and/or well into the second hour, even though they have been in uninterrupted skin-to-skin contact
with their mothers. Therefore, for the purposes of evaluating the initiation of breastfeeding with a latch or attempts to latch,

an infant in skin-to-skin contact and

criterion 4.2.1 will focus on the initiation of the first feeding within the first 2 hours after birth.

allowing an infant to slowly crawl toward
the breast or supporting mothers to help

Documentation:

the baby to the breast, if desired. Putting
the baby to breast within the first hour is
related to a number of positive outcomes
including reduced mortality and exclusive
breastfeeding. 36

Criterion 4. 2. 3 If necessary, a review of the medical record will provide documentation of the initiation of breastfeeding

including:
A. Time of delivery
B. Time of initiation of breastfeeding

C. Any medically justifiable reasons for delay of initiation of breastfeeding
Observations of breastfeeding infants will confirm:
Criterion 4.2.4 Observations, if necessary and/or available, confirm that breastfeeding mothers are supported to initiate

breastfeeding with their infants as soon as possible after birth, within the first one to two hours after delivery, unless there
are medically justifiable reasons. NOTE: Supporting the initiation of breastfeeding is defined as placing the baby on the
mother's chest /immediate and uninterrupted skin-to-skin/ for breastfeeding, pointing out infant feeding readiness and
gently coaching the mother to allow baby to move and attach to the breast.
Criterion 4.2.5 Observations, if necessary and/or available, show that at least 80% of breastfeeding mothers are shown

how to recognize the signs that infants are ready to feed during this first hour of contact.
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COMPETENCY
ASSESSMENT-SELECTED
PERFORMANCE INDICATORS

US CRITERION

FOR EVALUATION

4.3 Health professionals who provide

Interviews with direct care nursing staff and direct care providers will confirm:

labor & delivery and/or immediate
newborn care will be competentto safely

DIRECT CARE NURSING

implement immediate and uninterrupted

Criterion 4.3.3. At least 80% of direct care nursing staff who provide labor & delivery and/or immediate newborn care

STAFF

skin-to-skin contact and facilitate

will be able to demonstrate or explain at least 3 points of how to routinely implement immediate, uninterrupted and safe

breastfeeding within the first hour,

skin-to-skin between a mother and infant regardless of method of birth. {Pl 20)

according to cues.
Criterion 4. 3. 2 At least 80% of direct care nursing staff who provide labor & delivery and/or immediate newborn care

will correctly respond to 1 of the randomly selected performance indicators listed below:
A. Demonstrating or explaining at least 3 safety aspects to assess when a mother and baby are skin-to-skin during the
first 2 hours postpartum, regardless of method of birth. {Pl 21)
B. Demonstrating or explaining at least 3 aspects of safe care of the newborn in the first 2 hours post-birth. [Pl 26)
Criterion 4. 3. 3 At least 80% of direct care nursing staff who provide labor & delivery and/or immediate newborn care

will correctly respond to 1 of the randomly selected performance indicators listed below:
A. Describing at least 2 pre-feeding behaviors babies show before actively sucking at the breast. {Pl 2 7)
B. Describing at least 2 reasons why suckling at the breast in the first hour is important, when the baby is ready. {Pl 25)

DIRECT CARE PROVIDERS
Criterion 4.3.4 At least 80% of direct care providers with privileges to provide labor & delivery and/or immediate newborn
care will be able to list at least 2 reasons why skin-to-skin should not be delayed or interrupted. [Pl 22/
Criterion 4.3.S At least 80% of direct care providers with privileges to provide labor & delivery and/or immediate newborn
care will be able to explain at least 2 reasons when skin-to-skin could be delayed or interrupted for medically justifiable

reasons. {Pl 23]
Criterion 4.3.6 At least 80% of direct care providers with privileges to provide labor & delivery and/or immediate newborn
care will be able to describe at least 2 points to include in a conversation with a mother concerning why suckling at the

breast in the first hour is important, when the baby is ready. {Pl 25)
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STEP

5

RATIONALE:
While breastfeeding is a natural human behavior, most mothers need practical help in
learning how to breastfeed. Even experienced mothers encounter new challenges with
breastfeeding a newborn. Postnatal breastfeeding counseling and support has been shown
to increase rates of breastfeeding up to 6 months of age.37 Early adjustments to positioning
and attachment can prevent breastfeeding

Support mothers to initiate
and maintain breastfeeding
and managecommon
difficulties.

problems at a future time. Frequent

\A

coaching and support helps build maternal

.::.I
<-- - - 1

confidence. 1

Hospitals

• SUPPORT

MOTHERS'. - ~/
WITH BREASTFEEDING:
·...,
- - - - - - - - - - - - - --- - - - -

support mothers

to breastfeed

by ...

IMPLEMENTATION GUIDANCE:

•

Mothers should receive practical support
to enable them to initiate and maintain
breastfeeding and manage common
breastfeeding difficulties.

2

Practical

support includes providing emotional and
motivational support, imparting information
and teaching concrete skills to enable
mothers to breastfeed successfully. The
stay in the facility providing maternity and
newborn services is a unique opportunity to
discuss and assist the mother with questions or problems related to breastfeeding and to
build confidence in her ability to breastfeed. 1
All mothers should receive individualized attention, but first-time mothers and mothers who
have not breastfed before will require extra support. However, even mothers who have had
another child might have had a negative breastfeeding experience and need support to avoid
previous problems. Mothers delivering by cesarean section and obese mothers should be
given additional help with positioning and attachment.
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A number of topics should be included in teaching mothers to

Practical support for preterm, including late preterm newborns

breastfeed. It is essential to demonstrate good positioning and

is particularly critical, in order to establish and maintain the

attachment at the breast, which are crucial for stimulating the

production of breast-milk. Many mothers of preterm infants have

production of breast-milk and ensuring that the infant receives

health problems of their own and need motivation and extra

enough milk. Direct observation of a feed is necessary to ensure

support for milk expression. Robust and older late preterm infants

that the infant is able to attach to and suckle at the breast and that

are generally able to exclusively breastfeed at the breast, but are at

milk transfer is happening. Competent direct care staff will observe

greater risk of jaundice, hypoglycemia and feeding difficulties than

at least one feed every shift.

38

Additionally, facility direct care staff

full-term infants, and thus require increased vigilance. 40 Mothers

need to educate mothers on the importance of direct breastfeeding,

of twins lmultiplesl also need extra support, especially for

prevention of pathologically engorged breasts, ways to ensure and

positioning and attachment.

1

maintain a good milk supply, prevention of cracked and sore nipples,
and evaluation of milk intake. 1

Conversations with mothers should include information on the
importance of direct breastfeeding. However, some mothers will

Mothers should be coached on how to express breast-milk as a

make an informed decision to exclusively pump and feed their

means of maintaining lactation in the event of their being separated

expressed breast-milk to their infants. If this is the case, they

temporarily from their infants.

2

There is not sufficient evidence

that one method of expression Ihand expression, manual pump
or electric pump I is more effective than another,

39

should be advised to pump and feed their infants expressed
breast-milk at least 8 times in 24 hours.

and thus any

method Isl may be taught, depending on the mother's context.
However, hand expression does have the advantage of being
available no matter where the mother is and of allowing the mother
to relieve pressure or express milk when a pump is not available
or during an emergency where there may be power outages. It is
reasonable for all mothers to be taught hand expression during the
birth hospitalization. Pumps can potentially have more microbial
contamination if they cannot easily be cleaned. Mothers also need
to be supported for collection and storage of expressed milk. 1
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US CONSIDERATIONS FOR SAFE IMPLEMENTATION:
General guidance regarding facilitating milk production and

■

maintaining milk supply may include (NOTE: This guidance

postpartum unit must receive individualized care, including close

must be individualized.}

observation, due to their immaturity. These infants are less alert,

Preterm infants, particularly those being cared for on the regular

have less stamina, are often hypotonic, and have greater difficulty
Direct breastfeeding: Ensure good positioning and correct

with latch, suck and swallow. 41 Mothers of late preterm infants are

attachment with observable efficient suckling patterns at the

at a greater risk of delayed lactogenesis. 40 Management strategies

breast. Practice responsive feeding with no limits on frequency

to support these couplets include developing an adequate milk

and duration of feedings. Avoid non-medically indicated

volume and ensuring that these infants are adequately fed.40

supplemental feeds, pacifiers, and artificial nipples.

Mothers should be assisted to start expressing their milk within the

■

first 6 hours after birth [preferably within 1-2 hours after birth and
• Breastfeeding and formula feeding combined [Mixed-feeding-

completion of initial skin-to-skin contact]. In order to initiate and

Maternal request]: Establish exclusive direct breastfeeding for

establish the mother's milk supply, regular expression using hand

several weeks with supplementation introduced at a later date.

expression may be necessary to stimulate the breasts. 40 Many

The mother must be knowledgeable regarding the importance of

of these infants may not effectively transfer milk during

expressing breast-milk after formula is introduced.

breastfeeding, so supplementation with the mother's own milk,

■

Temporary medically-indicated

supplementation: Supplement,

when possible, at the breast. Avoid pacifiers and artificial nipples.
Establish expression of breast-milk when supplements are offered.

pasteurized donor human milk or infant formula may be
necessary following attempted breastfeeds with appropriate
lactation support. 41

Exclusively breast-milk feeding, preterm infants, and infants that

REFERTOAPPENDIXA: PATIENT EDUCATION TOPICS

cannot breastfeed due to illness or separation: Express breast-milk

for the comprehensive list of all required education topics for

regularly, at least 8 times in 24 hours, with stretches not longer

postpartum mothers.

than 4 hours. Mothers may describe hand expression, manual

REFERTOAPPENDIXC: PERFORMANCE INDICATORS TO

pumping or electric pumping.

MEASURE EACH COMPETENCY forthecomprehensivelist

■

of required knowledge, skills, and attitudes. jAII performance
indicators apply to direct care staff. Specific performance
indicators for which knowledge competency applies to direct care
providers are marked with an ·1
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WHO/UNICEF PERFORMANCE INDICATORS
COMPETENCY TO IMPLEMENT STEP 5

DEMONSTRATING

VERIFICATION

METHOD

28. Describe at least 6 essential issues that every breastfeeding mother should know or demonstrate.

Question or case study

·30_ Engage in a conversation with a mother regarding 2 elements related to infant feeding patterns in the first 36 hours of life.

Observation

·31_ Describe to a mother at least 4 signs of adequate transfer of milk in the first few days.

Observation

3 2. Evaluate a full breastfeeding session observing at least 5 points.

Observation

·33_ Demonstrate at least 3 aspects of how to help a mother achieve a comfortable and safe position for breastfeeding within the

Observation

first 6 hours after birth and later as needed during the hospital stay.
'34. Demonstrate how to help a mother achieve an effective and comfortable latch, noting at least 5 points.

Observation

40. Demonstrate to a mother how to hand express breast-milk, noting 8 points.

Observation

43. Help a mother achieve a comfortable and safe position for breastfeeding with her preterm, late preterm, or weak infant at the

Observation

breast, noting at least 4 points.
infant not sucking effectively at the

Observation

57. Engage in a conversation with a mother regarding at least 4 different ways to facilitate breastfeeding in order to prevent or

Observation

•44. Engage in a conversation with a mother of a preterm, late preterm, or low-birth-weight
breast, including at least 5 points.

resolve most common conditions of the lactating breasts jsore nipples, engorgement, mother who thinks she doesn't have
enough milk, infants who have difficulty sucking!.

'65. Describeat least 2 maternal and 2 infant risk factors associated with delayed lactogenesis II.
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THE FOLLOWING STANDARDS
APPLY TO MOTHERS
FOR ON THE POSTPARTUM
UNIT:
WHO/UNICEF

STANDARD

5.1 Breastfeedingmothersreport that
someoneon the direct care staff offered
assistancewith breastfeedingwithin
6 hoursafter birth.

US CRITERION

AND INFANTS

BEING CARED

FOR EVALUATION

Interviewswith breastfeeding[includingbreast-milk feeding]motherswill confirm:
Criterion 5 ..1.1 At least 80% of breastfeeding [including breast-milk feeding] mothers will report that:
A. Term infants/Direct Breastfeeding: direct care staff provided additional guidance and support as needed with
breastfeeding within 6 hours of birth. OR
B. Exclusively expressing/Breast-milk feeding: direct care staff provided additional guidance and support with expressing
their breast-milk within the first 6 hours after birth [preferably within 1-2 hours after birth and completion of initial
skin-to-skin contact], unless there is a justifiable reason to delay initiation of expression. OR
C. Late preterm infants/Direct Breastfeeding on the postpartum unit: direct care staff provided additional guidance and

support as needed with breastfeeding and expressing their breast-milk within the first 6 hours after birth [preferable
within 1-2 hours after birth and completion of the initial skin-to-skin contact], unless there is a justifiable reason to
delay initiation of expression.

NOTE:Early adjustments to positioning and attachment within the first 6 hours following the initial breastfeeding after
delivery can prevent breastfeeding problems at a future time.
5.2 Breastfeedingmothersare able to
demonstratehowto positiontheir babies
for breastfeedingand that the babiescan
suckleand transfer milk.

Interviewswith breastfeedingmotherswill confirm:
Criterion 5.2 . .1 At least 80% of breastfeeding mothers are able to demonstrate or describe:

A. Correct positioning with their babies, AND
B. Correct attachment (latch/ with their babies, AND

C. Observable efficient suckling patterns with their babies, AND
D. Audible sounds associated with the transfer of breast-milk with their babies.
5.3 Breastfeedingmotherscan describe
at least two ways to facilitate milk
productionfor their infants.

Interviewswith breastfeeding[includingbreast-milkfeeding)motherswill confirm:
Criterion 5.3 . .1 At least 80% of breastfeeding (including breast-milk feeding] mothers can describe at least two ways

to facilitate milk production and to keep up the supply for their babies.

5.4 Breastfeedingmotherscan describe
at least two indicatorsof whether a
breastfedbaby consumesadequate milk.

Interviewswith breastfeedingmotherswill confirm:
Criterion 5.4.1 At least 80% of breastfeeding mothers can describe at least two indicators of whether a breastfed baby

has consumed adequate milk.
continued
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THE FOLLOWING STANDARDS APPLY TO MOTHERS AND INFANTS BEING CARED
FOR ON THE POSTPARTUM UNIT: continued
WHO/UNICEF

STANDARD

US CRITERION

5.5 Mothers of breastfed infants can

FOR EVALUATION

Interviews with breastfeeding mothers will confirm:

correctly demonstrate or describe how
Criterion 5.5 . .1 At least 80% of breastfeeding mothers can correctly demonstrate or describe how to hand express

to express breast-milk.

breast-milk.

THE FOLLOWING STANDARD APPLIES TO MOTHERS WITH INFANTS THAT ARE BEING
CARED FOR IN THE NICU:
WHO/UNICEF

STANDARD

5.6 Mothers of preterm or sick infants

US CRITERION

FOR EVALUATION

Interviews with mothers who are breastfeeding or intending to do so with infants in the NICU will confirm:

report having been helped to express milk
within 1-2 hours after birth.

Criterion 5.6 . .1 At least 80% of mothers with infants in the NICU, who are breastfeeding or intending to do so, will report

that they have been provided guidance and support with expressing their breast-milk within the first 6 hours after birth
{preferably within 1-2 hours after birth and completion of initial skin-to-skin contact - if safe and medically feasible],
unless there is a justifiable reason to delay initiation of expression.
Criterion 5.6.2 At least 80% of mothers with infants in the NICU, who are breastfeeding or intending to do so will report

that they have been provided guidance that they need to breastfeed or express their milk at least 8 times every 24 hours,
with stretches not longer than 4 hours, to establish and maintain their milk supply.
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COMPETENCY
ASSESSMENT-SELECTED
PERFORMANCE INDICATORS

US CRITERION

FOR EVALUATION

5.9 Health professionals who provide

Interviews with direct care nursing staff and direct care providers will confirm:

labor & delivery, postpartum and/or
newborn care will be competent in:

DIRECTCARENURSINGSTAFF
Criterion 5.9 . .1 At least 80% of direct care nursing staff who provide labor & delivery, postpartum, and/or newborn care

• How to assist a mother in the steps to

will be able to describe at least 3 essential issues that every breastfeeding mother should know or demonstrate. {Pl 28]

getting her baby to latch
Criterion 5.9.2 At least 80% of direct care nursing staff who provide labor & delivery, postpartum, and/or newborn care

• How to discuss with a mother how
breastfeeding works

will be able to describe to a mother at least 2 signs of adequate transfer of milk in the first few days. [Pl 31]
Criterion 5. 9. 3 At least 80% of direct care nursing staff who provide labor & delivery, postpartum, and/or newborn care

will be able to describe how they evaluate a full breastfeeding session observing at least 5 points. [Pl 32)
• In helping a mother to breastfeed
a late-preterm baby

Criterion 5. 9.4 At least 80% of direct care nursing staff who provide labor & delivery, postpartum, and/or newborn care

• In helping a mother prevent or resolve

will be able to describe how they engage in a conversation with a mother of a late preterm infant rooming-in on the postpartum unit that is not sucking effectively at the breast, including at least 3 points. [Pl 44]

difficulties with breastfeeding
Criterion 5.9.5 At least 80% of direct care nursing staff who provide labor & delivery, postpartum, and/or newborn care will

• In helping a mother manage milk
expression
• In helping a mother who is not feeding
her baby directly at the breast

correctly respond to 1 of the randomly selected performance indicators listed below:
A. Demonstrate at least 3 aspects of how to help a mother achieve a comfortable and safe position for breastfeeding
within the first 6 hours after birth and later as needed during the hospital stay. {Pl 33]
B. Help a mother achieve a comfortable and safe position for breastfeeding with her preterm. late preterm or weak infant
at the breast, noting at least 3 points. [Pl 43]
Criterion 5. 9. 6 At least 80% of direct care nursing staff who provide labor & delivery, postpartum, and/or newborn care

will correctly respond to 1 of the randomly selected performance indicators listed below:
A. Demonstrate how to help a mother achieve an effective and comfortable latch, noting at least 3 points. [Pl 34]
B. Demonstrate to a mother how to hand express breast-milk to a mother, noting at least 3 points. [Pl 40]
Criterion 5. 9. 7 At least 80% of direct care nursing staff who provide labor & delivery, postpartum, and/or newborn care

willcorrectly respond to 1 of the randomly selected performance indicators listed below:
A. Engage in a conversation with a mother regarding 2 elements related to infant feeding patterns in the first 36 hours of
life. [Pl 30]
B. Engage in a conversation with a mother regarding at least 4 different ways to facilitate breastfeeding in order to prevent
or resolve most common conditions of the lactating breasts (sore nipples, engorgement, mother who thinks she doesn't
have enough milk, infants who have difficulty sucking}. {Pl 57]
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COMPETENCY
ASSESSMENT-SELECTED
PERFORMANCE INDICATORS

US CRITERION

FOR EVALUATION

5.9 Health professionals who provide

Interviews with direct care nursing staff and direct care providers will confirm:

labor & delivery, postpartum and/or
newborn care will be competent in:

DIRECTCARE PROVIDERS

• How to assist a mother in the steps to

Criterion 5.9.8 At least 80% of direct care providers with privileges to provide labor & delivery, postpartum and/or

getting her baby to latch

newborn care will be able to describe how they engage in a conversation with a mother regarding 2 elements related to

infant feeding patterns in the first 3 6 hours of life. [Pl 30/
• How to discuss with a mother how
breastfeeding works

Criterion 5.9.9 At least 80% of direct care providers with privileges to provide labor & delivery, postpartum and/or
newborn care will be able to describe to a mother at least 2 signs of adequate transfer of milk in the first few days. [Pl 31/

• In helping a mother to breastfeed
a late-preterm baby

Criterion 5.9 . .10 At least 80% of direct care providers with privileges to provide labor & delivery, postpartum and/or
newborn care will be able to describe at least 2 maternal and 2 infant risk factors associated with delayed lactogenesis II.

• In helping a mother prevent or resolve

[Pl 65/

difficulties with breastfeeding
Criterion 5.9 . .1.1 At least 80% of direct care providers with privileges to provide labor & delivery, postpartum and/or

• In helping a mother manage milk
expression

newborn care will be able to explain how they would engage in a conversation with a mother of a preterm, late preterm,

or low-birth weight infant not sucking effectively at the breast, including at least 3 points. [Pl 44/

• In helping a mother who is not feeding
her baby directly at the breast
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STEP

6

RATIONALE:
Giving newborns any foods or fluids other than breast-milk in the first few days after birth
interferes with the establishment of breast-milk production. Newborns' stomachs are
very small and easily filled. Newborns who are fed other foods or fluids will suckle less
vigorously at the breast and thus inefficiently stimulate milk production, creating a cycle
of insufficient milk and supplementation that

Do not provide breastfed
newbornsany food or fluids
other than breast-milk,

leads to breastfeeding failure. Babies who
are supplemented prior to facility discharge
have been found to be twice as likely to stop
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breastfeeding altogether in the first 6 weeks
of life. 13 In addition, foods and liquids may
contain harmful bacteria and carry a risk of
disease. Supplementation with artificial milk

unless medically indicated.

significantly alters the intestinal microflora.
Breastfeeding exclusively is necessary to
establish a healthy normal microbiome. 1• 6

IMPLEMENTATION

GUIDANCE:

Exclusive breastfeeding for 6 months

{:¼\

World_Health

~JOrgamzat1on

un,•cef1.P.ii.l
11:-"9'

provides the nurturing, nutrients, immune
factors and energy needed for physical and
neurological growth and development. Beyond 6 months, breastfeeding continues

to provide energy, immune factors and high-quality nutrients that, jointly with safe and
adequate complementary feeding, help prevent hunger, undernutrition and obesity.
Inadequate breastfeeding practices significantly impair health, development and survival
of infants, children and mothers. 1

Mothers should be discouraged from giving any food or fluids other than breast-milk,
unless medically indicated. 2 Very few conditions of the infant or mother preclude the
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feeding of breast-milk and necessitate the use of breast-milk

fusing meaningful conversations techniques-see Step 21on the

substitutes. The WHO/UNICEF document on "Acceptable medical

importance of breastfeeding. However, if they still do not wish to

reasons for use of breast-milk substitutes" describes conditions

breastfeed, feeding with breast-milk substitutes will be necessary.

for which breastfeeding is contraindicated.

42

In addition, some

Mothers who are feeding breast-milk substitutes, by necessity or

breastfed infants will require supplementation. The Academy of

by choice, must be taught about safe preparation and storage of

Breastfeeding Medicine IABMI has laid out a clinical protocol for

formula 47 • 55• 56 and how to respond adequately to their child's

managing situations in which supplementation of the mother's own

feeding cues. 1

milk would become necessary. 43 Infants should be assessed for
signs of inadequate milk intake and supplemented when indicated,

If a breastfeeding mother requests that her infant be

but routine supplementation is rarely necessary in the first few

supplemented, direct care staff and/or direct care providers

days of life. Lack of resources, staff time or knowledge is not

should gently engage in an appropriate meaningful conversation

justification for the use of early additional foods or fluids. 1 In

[see Step 2] that carefully listens to her reasons. If the mother

addition to the WHO and ABM documents, facilities are encouraged

expresses any challenges, staff/providers should provide

to utilize the recommendations from the Centers for Disease

responsive care to evaluate/assess her concerns. It is possible that

Control and Prevention and the American Academy of

she is experiencing some breastfeeding difficulties that staff may

Pediatrics to develop a policy/protocol that describes the current,

be able to support her to overcome with additional guidance. If

evidence-based medical indications for supplementation and

she still wishes to supplement with infant formula, staff should

contraindications to breastfeeding.

44 46
•

empower her understanding of evidence-based information that
emphasizes the protections provided by breastfeeding, the possible

Mothers who intend to "mixed-feed" la combination of both

impact of this decision to her health, the health of her infant and

breastfeeding and feeding with breast-milk substitutes I should be

to the potential success of breastfeeding. Her informed decision

counseled fusing meaningful conversation techniques- see Step 2J

should be confirmed and documented in the medical record.

on the importance of exclusive breastfeeding in the first few weeks

This education is only required to be provided once during the

of life, how to establish a milk supply and to ensure that the infant is

hospital stay.

able to suckle and transfer milk from the breast. Supplementation
can be introduced at a later date if the mother chooses. Mothers
who report they have chosen not to breastfeed should be counseled
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FOR INFANTS WHO ARE UNABLE TO BE FED THEIR MOTHER'S OWN MILK.
IMPLEMENTATION GUIDANCE:
Infants who cannot be fed their mother's own milk, or who need to
be supplemented, especially low-birth-weight infants, including
those with very low birthweight 48 • 49 and other vulnerable infants,
should be fed pasteurized donor human milk. If pasteurized donor
human milk is unavailable or culturally unacceptable, breast-milk
substitutes are required. In most cases, supplementation is
temporary, until the newborn is capable of breastfeeding and/or the
mother is available and able to breastfeed. Mothers must also be
supported and encouraged to express their milk to continue
stimulating production of breast-milk, and to prioritize use of
their own milk, even if direct breastfeeding is challenging for a
period of time. 1

US CONSIDERATIONS FOR SAFE
IMPLEMENTATION:
If a mother expresses concern about the sufficiency of her
breast-milk, an infant feeding assessment is warranted.
When mothers have decided not to breastfeed their infant or
supplementation is needed/requested, direct care staff should
discuss various options suitable to their situation such as the
choice of supplement, volume of supplemental feeding, and
methods of providing supplementary feedings.
In the case of supplementation for medical reasons, the decision
to supplement is a delicate one. Practitioners must carefully
weigh the risks and benefits of this decision.

When a mother decides to feed formula and/or it is determined
that the benefits of supplementation outweigh the risks, the
recommendation should be communicated in a respectful manner
that is mindful of the sense of guilt, concerns and failure the mother
may experience regarding such a recommendation.

REFERTOAPPENDIXA: PATIENT EDUCATION TOPICS
for the comprehensive list of all required education topics for
postpartum mothers.
REFERTOAPPENDIXC: PERFORMANCE INDICATORS TO
MEASURE EACH COMPETENCY forthecomprehensivelist
of required knowledge, skills, and attitudes. jAll performance
indicators apply to direct care staff. Specific performance
indicators for which knowledge competency applies to direct
care providers are marked with an ·1
US CLARIFICATION:BABY-FRIENDLYUSA EXCLUSIVE
BREASTFEEDINGSTANDARDS
The WHO/UNICEF BFHI Implementation Guidance standards coll
for a minimum of 80% exclusive breastfeeding (either milk from
their own mothers or from a human milk bank) throughout the stay
at the focility. 1 It is recognized by WHO and UNICEF that lower
standards may need to be set at the notional or local level, with the
expectation that they should be raised over time, as other aspects
of breastfeeding support in the community improve.
The US Designation is NOT based on on exclusive breastfeeding
rote of greater than 80%.
It is expected that the facility will regularly monitor exclusive breastfeeding rates and that rotes less than 80% will show improvement
over time. Designated facilities with exclusive breastfeeding rotes
less than 50% will be required to submit quarterly reports to BFUSA.
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WHO/UNICEF PERFORMANCE INDICATORS
COMPETENCY TO IMPLEMENT STEP 6

DEMONSTRATING

VERIFICATION

METHOD

'29. Engage in a conversation with a mother regarding at least 3 reasons why effective exclusive breastfeeding is important.

Observation

41. Explain at least 3 aspects of appropriate storage of breast-milk.

Question or case study

42. Explain at least 3 aspects of handling of expressed breast-milk.

Question or case study

•4 7. List at least 2 potential contraindications to breastfeeding for a baby and 2 for a mother.

Question or case study

·4g_ Describe at least 4 medical indications for supplementing breastfed newborns: 2 maternal indications and 2 newborn

Question or case study

indications, when breastfeeding is not improved following skilled assessment and management.
'49. Describe at least 3 risks of giving a breastfed newborn any food or fluids other than breast-milk, in the absence of medical

Question or case study

indication.
·5 6. Describeat least 1 professional medical reference or resource for identifying medications that are safe/compatible for use

Question or case study

during lactation.

·so.For those few health situations

where infants cannot. or should not, be fed at the breast, describe, in order of preference,

Question or case study

the alternatives to use.

·s1. Engage in a conversation with a mother who intends to feed her baby formula, noting at least 3 actions to take.

Observation

52. Demonstrate at least 3 important items of safe preparation of infant formula to a mother who needs that information.

Observation

·57_Identify 3 high-risk infant populations that may warrant extra precautions to protect against severe infections associated
with powdered infant formula.

Question or case study
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THE FOLLOWING STANDARDS
APPLY TO MOTHERS
FOR ON THE POSTPARTUM
UNIT:
WHO/UNICEF

STANDARD

US CRITERION

6.1 Infants receive only breast-milk

AND INFANTS

BEING CARED

FOR EVALUATION

Interviews with mothers will confirm:

jeither from their own mother or from a
Criterion 6.1.1 At least 80% of mothers will report that:

human milk bank I throughout their stay

A. Their babies have received no food or drink other than human milk (direct breastfeeding, expressed breast-milk, or

at the facility, unless medically indicated

pasteurized donor human milk/ while in the facility, OR

or informed parental decision.

B. Formula has been given for a medically acceptable reason, OR
C. Formula has been given in response to an informed parental request/decision.
Criterion 6.1.2 Of breastfeeding mothers whose infants have been given food or drink other than breast-milk, at least

80% of those who have no acceptable medical reason will report that a health professional:
A. Listened to her reasons/concerns, AND
B. Responded by assessing potential and/or existing challenges specific to her concerns, and/or providing additional
guidance with workable solutions, AND
C. If the mother still requests a breast-milk substitutes, health professionals empowered her with an understanding
of evidence-based information [scientific, unbiased, factual] that allowed her to make an informed decision for her
baby including:
• Importance of exclusive breastfeeding
• Possible risk factors that could influence health outcomes
• Possible impacts to the success of breastfeeding
Clarification: The counseling conversation only needs to be provided once at first request.

U.S. CLARIFICATION:

INFORMED

DECISIONS

- MEANINGFUL

CONVERSATIONS

Mothers should feel involved in all decisions regarding their selves

and their babies. Empowering mothers to make informed decisions for their selves and their babies requires that they have up-to-date evidence-based [scientific, factual,
unbiased] information that emphasized the protections provided by breastfeeding along with an understanding of risk factors that could influence health outcomes.
The "Guideline: Counselling of Women to Improve Breastfeeding Practices" states that the "aim of breastfeeding counseling is to empower women to breastfeed, while
respecting their personal situations and wishes. "50 As you work with families, consider incorporating appropriate components of the acronym E.N.C.O.U.R.A.G.E.5.
so
that you enter into meaningful conversations with them [see Step 2]
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WHO/UNICEF

STANDARD

6.2 Breastfed babies who received

US CRITERION

FOR EVALUATION

Documentation:

supplemental feeds have a documented
medical indication for supplementation

Criterion 6.2.1: Of breastfeeding infants who have been given food or drink other than breast-milk for medical indications,

in their medical records.

at least 80% will have the reasons for supplementation clearly documented in their medical records.
Criterion 6.2.2: Of breastfeeding infants who have been given food or drink other than breast-milk for parental request,

at least 80% will have the reasons for supplementation and evidence of parental counseling clearly documented in their
medical records.
6.3 Mothers who have decided not to

Interviews with mothers who have decided not to breastfeed:

breastfeed report that the staff discussed
with them the various feeding options and

Criterion 6.3.1 Of mothers who have decided not to breastfeed [requesting to feed their babies with breast-milk

helped them to decide what was suitable

substitutes], at least 80% of those who have no acceptable medical reason will report that the health care staff:
A. Listened to their reasons/concerns, AND

in their situations.

B. Responded by assessing potential and/or existing challenges specific to her concerns, and/or providing additional
guidance with workable solutions including various feeding options, AND
C. If the mothers still requested to feed their babies with breast-milk substitutes, health care staff empowered them with
an understanding of evidence-based information {scientific, unbiased, factual} that allowed them to make an informed
decision for their babies including:
• Importance of breastfeeding
• Possible risk factors that could influence health outcomes when feeding breast-milk substitutes
Clarification: The counseling conversation only needs to be provided once at first request.
6.4 Mothers who cannot, or have decided

Interviews with mothers who are feeding their infants any formula and/or plan to continue post-discharge will be able to:

not to breastfeed, will report that the
staff discussed with them the safe

Criterion 6.4.1 At least 80% of mothers who are feeding their infants any formula and plan to continue post-discharge,

preparation, feeding and storage of

will be able to describe 2 appropriate steps that staff discussed with them about safe preparation, feeding and storage of

breast-milk substitutes.

formula.
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U.S. CLARIFICATION: SAFE PREPARATION, STORAGE AND FEEDING OF INFANT FORMULA Mothers who have decided not to breastfeed,
decided to "mixed-feed", or will require supplementation with formula for their infants at the time of discharge must receive written instruction and verbal information
about safe preparation, storage and feeding of formula. Staff should document completion of formula preparation instruction and feeding in the medical record. The
information should be given on an individual basis only.
Safe preparation, feeding, and storage of formula instruction must follow the recommendations of leading national and international authorities and must include:
1. Appropriate hand hygiene
2. Cleaning infant feeding items [bottles, nipples, rings, caps, syringes, cups, spoons, etc.] and workspace surfaces
3. Appropriate and safe reconstitution of concentrated and powdered infant formulas
4. Accuracy of measurement of ingredients
5. Safe handling of formula
6. Proper storage of formula

7. Appropriate feeding methods which may include feeding on cue, frequent low volume feeds, paced bottle techniques, eye-to-eye contact, and holding the infant closely
8. Powdered infant formula is not sterile and may contain pathogens that can cause serious illness in infants younger than 3 months
National and international authorities include:
• American Academy of Pediatrics
• Centers for Disease Control and Prevention
• Food and Drug Administration
• United States Department of Agriculture
• World Health Organization
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COMPETENCY
ASSESSMENT-SELECTED
PERFORMANCE INDICATORS

US CRITERION

FOR EVALUATION

6. 5 Health professionals who provide

Interviews with Direct Care Nursing Staff and Direct Care Providers will confirm:

labor & delivery, postpartum and/or
newborn care will be competent in:

DIRECTCARE NURSING STAFF
Criterion 6. 5.1 At least 80% of direct care nursing staff who provide labor & delivery, postpartum, and/or newborn care

In helping a mother whose baby needs
fluids other than breast-milk.

will correctly respond to 1 of the randomly selected performance indicators listed below:
A. List at least 1 potential contraindication to breastfeeding for a baby and 1 for a mother. [Pl 4 7]
B. Describe at least 2 medical indications for supplementing breastfed newborns: 1 maternal indication and 1 newborn
indication, when breastfeeding is not improved following skilled assessment and management. [Pl 48]
Criterion 6.5.2 At least 80% of direct care nursing staff who provide labor & delivery, postpartum, and/or newborn care

will correctly respond to 1 of the randomly selected performance indicators listed below:
A. Engage in a conversation with a mother regarding at least 2 reasons why effective exclusive breastfeeding is important.
[Pl 29]
B. Describe at least 2 risks of giving a breastfed newborn food or fluids other than breast-milk, in the absence of medical
indications. [Pl 49]
Criterion 6.5.3 At least 80% of direct care nursing staff who provide labor & delivery, postpartum, and/or newborn care

will correctly respond to 1 of the randomly selected performance indicators listed below:
A. Engage in a conversation with a mother who intends to feed her baby formula, noting at least 3 actions. [Pl 51]
B. Identify 2 high-risk infant populations that may warrant extra precautions to protect against severe infections
associated with powdered infant formula. {Pl 67]
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COMPETENCY
ASSESSMENT-SELECTED
PERFORMANCE INDICATORS

US CRITERION

FOR EVALUATION

6. 6 Health professionals who provide

DIRECTCAREPROVIDERS

labor & delivery, postpartum and/or

Criterion 6.6.4 At least 80% of direct care providers with privileges to provide labor & delivery, postpartum and/or

newborn care will be competent in:

newborn care will describe how they engage in a conversation with a mother regarding at least 2 reasons why effective

exclusive breastfeeding is important. [Pl 29]
In helping a mother whose baby needs
fluids other than breast-milk.

Criterion 6.6.5 At least 80% of direct care providers with privileges to provide labor & delivery, postpartum and/or
newborn care will list at least 2 potential contraindications to breastfeeding for a baby and 2 for a mother. {Pl 4 7]
Criterion 6.6.6 At least 80% of direct care providers with privileges to provide labor & delivery, postpartum and/or
newborn care will describe at least 4 medical indications for supplementing breastfed newborns: 2 maternal indications

and 2 newborn indications, when breastfeeding is not improved following skilled assessment and management. [Pl 48/
Criterion 6.6. 7 At least 80% of direct care providers with privileges to provide labor & delivery, postpartum and/or
newborn care will describe at least 1 professional medical reference or resource for identifying medications that are safe/

compatible for use during lactation. [Pl 66]
Criterion 6. 6. 8 At least 80% of direct care providers with privileges to provide labor & delivery, postpartum and/or
newborn care will identify 2 high-risk infant populations that may warrant extra precautions to protect against severe

infections associated with powdered infant formula. [Pl 67]
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STEP

7

RATIONALE:
Rooming-in is necessary to enable mothers to practice responsive feeding, as mothers
cannot learn to recognize and respond to their infants' cues for feeding if they are separated
from them. When the mother and infant are together throughout the day and night, it is easy
for the mother to learn to recognize feeding cues and respond to them. This, along with
the close presence of the mother to her

Enable mothersand their

infant, will facilitate the establishment

';:@

of breastfeeding. 1

L

infants to remaintogether
and to practice rooming-in
24 hours a day.

IMPLEMENTATION GUIDANCE:

ROOMING-IN

--

______________________

Hospitals

_

support mothers

to breastfeed by

Facilities providing maternity and newborn
services should enable mothers and their
infants to remain together and to practice
rooming-in throughout the day and night. 2
Rooming-in involves keeping mothers
and infants together in the same room,
immediately after vaginal birth or cesarean
section, or from the time when mothers are
able to respond to their infants, until
discharge. This means that mothers and
infants are together throughout the day
and night. 1
Postpartum units need to be designed so that there is enough space for mothers and their
newborns to be together. Facility staff need to visit the hospital room regularly to ensure the
babies are safe. Babies should only be separated from their mothers for justifiable medical
and safety reasons. Minimizing disruption to breastfeeding during the stay in the facility will
require health-care practices that enable a mother to breastfeed for as much, as frequently
and for as long as her baby needs it. 1
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When a mother is placed in a dedicated unit {recovery area and/

The hospital setting is the perfect place to role model safe

or postpartum room}to recover from a cesarean section, the baby

rooming-in and to help families plan for a safe breastfeeding and

should be accommodated in the same room with her, close by. She

sleep environment for home. It is a prime opportunity to educate

will need practical support to position her baby to breastfeed, and

mothers and families about the components of a safe environment

will need help with lifting the baby from a bassinet.

1

which includes but is not limited to:
• fvfothers and infants have close but separate sleep

Rooming-in may not be possible in circumstances when infants
need to be moved for specialized medical care. 1 If preterm or
sick infants need to be in a separate room to allow for adequate
treatment and observation, efforts must be made for the mother to
recuperate postpartum with her infant, or to have no restrictions
for visiting her infant. Mothers should have adequate space to
express milk adjacent to their infants.

surfaces. 27
• Infants are placed on their backs to sleep, for naps and
at night. 27
• Firm flat sleep surface is used in a safety-approved crib,
covered by a fitted sheet.27
• Soft bedding and objects are avoided. Do not put pillows,
blankets, sheepskins in baby's sleep area. 27

1

• Baby is dressed in sleep clothing. Loose blankets are not

US CONSIDERATIONS FOR
SAFE IMPLEMENTATION:

used, and baby is not over bundled. 27

There are several factors that must be understood when mothers

fvfothers (and familiesJ should be given anticipatory guidance about

and infants are rooming-in together:

considering how tired they are before and during their infant's

• fvfothers will be naturally exhausted and/or only sleep in
short bursts following childbirth.

25

feeding so that steps can be taken to reduce risks to their infant. 52
Facilities and staff should consider implementing the following safe

• Sleepiness is a normal, hormonally-driven, physiological

rooming-in practices:

response to breastfeeding for both mothers and infants.

• fvfonitor mothers according to their risk assessment. 25

Unintentionally, this can lead to mothers falling asleep

• Review equipment, such as call bells, with mothers 25 and

while breastfeeding their infants. 51

instruct them to call for help when feeling tired or sleepy.51

• Following cesarean births, mothers have limited mobility
and are likely to feel the effects of medications, which may
cause them to be less responsive.

25

• Conduct hourly rounding to provide assistance placing
infants in bassinets when mothers or caregivers appear
to be drowsy or after mothers have received pain
medications. 51

Facilities are encouraged to develop processes that support staff
in the safe implementation of rooming-in practices.
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• Educate families and support persons to transition newborn
to the bassinet when mother is falling asleep.

I STEP 7

• Promote maternal rest 51 by limiting staff and visitor
interruptions.

70

REFERTO APPENDIXA: PATIENT EDUCATION TOP IC S for the comprehensive list of all required education topics for postpartum
mothers.
REFERTOAPPENDIXC: PERFORMANCE INDICATORS TO MEASURE EACH COMPETENCY forthecomprehensivelist
of required knowledge, skills, and attitudes. IAll performance indicators apply to direct care staff. Specific performance indicators for which
knowledge competency applies to direct care providers are marked with an ·1
WHO/UNICEF PERFORMANCE INDICATORS
COMPETENCY TO IMPLEMENT STEP 7

DEMONSTRATING

VERIFICATION

METHOD

·35_ Engage in a conversation with a mother regarding 2 aspects related to the importance of rooming-in 24h/day.

Observation

68. Describe 2 aspects involved in creating a safe environment for rooming-in during the hospital stay.

Question or case study

·59_Demonstrate at least 3 safety aspects to assess when mother and baby are skin-to-skin during the postpartum

Observation

hospitalization, regardless of method of birth.
0

36. Explain 2 situations: 1 for the mother and 1 for the infant, when it is acceptable to separate mother and baby while in

Question or case study

hospital.
45. Engage in a conversation with a mother separated from her preterm or sick infant regarding at least 2 reasons to be with her

Observation

infant in the intensive care unit.

THE FOLLOWING STANDARDS APPLY TO MOTHERS AND INFANTS BEING CARED
FOR ON THE POSTPARTUM UNIT:
WHO/UNICEF

STANDARD

7 .1 Mothers report that their babies

US CRITERION

FOR EVALUATION

Interviews with mothers will confirm:

stayed with them since birth, without
separation lasting for more than 1 hour.

Criterion 7.1.1 At least 80% of mothers will report that their infants have stayed with them in the same room day and night.

without separation of more than 1 hour per 24-hour period unless:
A. Medically justifiable reason for a longer separation, OR
B. Safety-related reason for a longer separation, OR

C. Informed decision for a longer separation [maternal request/
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THE FOLLOWING STANDARDS APPLY TO MOTHERS AND INFANTS BEING CARED
FOR ON THE POSTPARTUM UNIT:
WHO/UNICEF

STANDARD

7 .1 Mothers report that their babies

US CRITERION

FOR EVALUATION

Interviews with mothers will confirm:

stayed with them since birth, without
separation lasting for more than 1 hour.

Criterion 7.1.2 At least 80% of mothers who requested their infant to be removed from the room will report the facility staff:

A. Listened to her reasons/concerns AND
B. Responded by assessing potential and/or existing challenges specific to her concerns, and/or providing additional
guidance with workable solutions to safely avoid the separation AND
C. If the mother still requested separation, health professionals empowered her with an understanding of evidence-based
information [ scientific, unbiased, factual} that allowed her to make an informed decision for her baby including:
• Importance of rooming-in,
• If breastfeeding, a plan for reuniting the mother and infant as soon as the infant displays feeding cues.
Documentation:
Criterion 7.1. 3 Of mothers and babies that have been separated, at least 80% will have the following documented in the

medical record:
A. Reason for the separation
B. Location of infant
C. Length of separation
D. Infant feedings during separation
E. Counseled on the importance of rooming-in including a plan for reuniting the mother and infant. and infant feeding.
NOTE: Facilities must make every effort to minimize any disruptions to breastfeeding by reuniting a mother and infant as
frequently and for as long as her baby needs it.
Criterion 7.1.4 Quality improvement question for informational purposes (not a designation criterion/: Mothers will report

that they felt supported with rooming and caring for her baby.
A. They received practical information AND
B. Received help when needed.
7. 2 Observations in the postpartum wards

Observations in the postpartum unit and newborn units will confirm:

and well-baby observation areas confirm
that mothers and babies are together or,
if not, have medically justifiable reasons

Criterion 7.2.1 Observations in the postpartum unit and any well-baby observation areas confirm that at least 80% of the

mothers and infants are rooming-in or have a documented:
A. Medically justifiable reason for separation, OR

for being separated.

B. Safety-related reason for separation. OR

C. Informed decision for separation [maternal request]
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THE FOLLOWING STANDARDS
FOR ON THE NICU UNIT:

APPLY TO MOTHERS

AND INFANTS

BEING CARED

US STANDARD

US CRITERION

7. 3 Mothers of preterm or sick infants

Interviews with mothers who are breastfeeding or intending to do so with infants in the NICU will confirm:

FOR EVALUATION

report having no restrictions and had
access to their infants in the NICU

Criterion 7.3.:1.At least 80% of mothers with infants in the NJCUreport that they have had access to their infants in the

whenever they wanted.

N/CU whenever they wanted.
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COMPETENCY
ASSESSMENT-SELECTED
PERFORMANCE INDICATORS

US CRITERION

FOR EVALUATION

7.4 Health professionals who provide

DIRECTCARE NURSING STAFF

postpartum and/or newborn care will be

Criterion 7.4.1 At least 80% of direct care nursing staff who provide postpartum, and/or newborn care will describe or

competent in helping a mother to respond

demonstrate how they engage in a conversation with a mother regarding 2 aspects related to the importance of rooming-in

to her baby's feeding cues(by enabling a

24h/day. [Pl 35]

mother and infant to rooming-in 24 hours
a day].

Criterion 7.4.2 At least 80% of direct care nursing staff who provide postpartum, and/or newborn care will describe or

demonstrate at least 2 safety aspects to assess when mother and baby are skin-to-skin during the postpartum
hospitalization regardless of method of birth. [Pl 69]
Criterion 7.4.3 At least 80% of direct care nursing staff who provide postpartum, and/or newborn care will explain 2

situations: 1 for the mother and 1 for the infant, when it is acceptable to separate mother and baby while in the hospital.
[Pl 36]

DIRECTCARE PROVIDER
Criterion 7.4.4 At least 80% of direct care providers with privileges to provide postpartum and/or newborn care will

describe how they engage in a conversation with a mother regarding 2 aspects related to the importance of rooming-in
24h/day. [Pl 35]
Criterion 7.4.S At least 80% of direct care providers with privileges to provide postpartum and/or newborn care will

explain 2 situations: 1 for the mother and 1 for the infant, when it is acceptable to separate mother and baby while in the
hospital. [Pl 36]

U.S. CLARIFICATION: MEDICALLYJUSTIFIABLE OR SAFETY-RELATEDREASONSFOR SEPARATION HealthcareProfessionalsmustusetheir
clinical judgement. While it is true that rooming-in is the expected practice in Baby-Friendly designated facilities, we recognize some circumstances necessitate

mother-baby separation. The decision that leads to a separation is often complex involving observations, assessments, and an understanding of the individual motherbaby dyad. It is imperative in these situations that care and decisions are individualized and include the mother's participation, if possible. Facilities should have a
dedicated area to provide care to infants who have a justifiable reason for separation. As a reminder, BFUSA does NOT require that facilities close their nursery.
To be clear, infants must not be separated for routine facility procedures that could be performed in the mother's room.

THE BABY-FRIENDLY HOSPITAL INITIATIVE

I

SIXTH EDITION

I Baby-Friendly

USA, Inc.

I STEP 7

74

STEP

8

RATIONALE:
Breastfeeding involves recognizing and responding to the infant's display of hunger and
feeding cues and readiness to feed, as part of a nurturing relationship between the mother
and infant. Responsive feeding lalso called on-demand or baby-led feedingl puts no
restrictions on the frequency or length of the infant's feeds, and mothers are advised
to breastfeed whenever the infant is hungry

Support mothersto
recognizeand respond
to their infants' cues
for feeding.

or as often as the infant wants. Scheduled
feeding, which prescribes a predetermined,
and usually time-restricted, frequency and
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to breastfeed by_

schedule of feeds is not recommended. It is
important that mothers know that crying is
'Helping mothers
. know when their.
baby is hungry·•

a late feeding cue and that it is better to feed
the baby earlier, since optimal positioning and
attachment are more difficult when an infant
is in distress. 1

Not limiting
breastfeeding
times

IMPLEMENTATION GUIDANCE:
Mothers should be supported to practice
responsive feeding as part of nurturing care.1
Regardless of whether they breastfeed or not,
mothers should be supported to recognize
and respond to their infants' cues for feeding,

closeness and comfort, and enabled to respond accordingly to these cues with a variety
of options, during their stay at the facility providing maternity and newborn services. 2
Supporting mothers to respond in a variety of ways to behavioral cues for feeding, comfort
or closeness enables them to build a caring, nurturing relationship with their infants and
increases their confidence in themselves, in breastfeeding and in their infants' growth
and devetopment. 1
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When the mother and baby are not in the same room for medical

or other justifiable reasons, the facility staff need to bring the

US CONSIDERATIONS FOR SAFE
IMPLEMENTATION:

mother and infant together as often as possible, so that she can

ABM Protocol #10 recommends that mothers of late preterm

recognize feeding cues. When staff notice feeding cues, they should

and early term infants on the postpartum unit should be taught

also bring the mother and baby together.

1

to respond to their infants' cues for feeding. However, it may be
necessary for mothers to wake their infants when they do not

New mothers believe that it is important that they respond to

demonstrate hunger cues within 4 hours of the previous feeding.

their infant's feeding cues. However, mothers have reported being

Preterm infants should be breastfed (or breast-milk fedJ 8-12

stressed and anxious about how to interpret their infant's needs.

times in a 24-hour period. 41

Postpartum conversations support families to develop an
understanding of an infant's cues for feeding, comfort, or
closeness. Education provided to families should increase a
mother's confidence in interpreting these cues and responding in
a variety of ways which might include breastfeeding, rocking,
holding, walking, singing, and skin-to-skin contact. 2

WHO/UNICEF PERFORMANCE INDICATORS
COMPETENCY TO IMPLEMENT STEP 8

REFERTOAPPENDIXA: PATIENT EDUCATION TOPICS
for the comprehensive list of all required education topics for
postpartum mothers.
REFERTOAPPENDIXC: PERFORMANCE INDICATORS TO
MEASURE EACH COMPETENCY forthecomprehensivelist
of required knowledge, skills, and attitudes. jAll performance
indicators apply to direct care staff. Specific performance
indicators for which knowledge competency applies to direct
care providers are marked with an ·1

DEMONSTRATING

VERIFICATION

METHOD

·37_ Describeat least 2 early feeding cues and 1 late feeding cue.

Questionor case study

38. Describeat least 4 reasons why responsive feeding jalso called on-demand or baby-led feedingj is important.

Questionor case study

39. Describeat least 2 aspects of responsive feeding jalso called on-demand or baby-led feedingl independent of feeding

Questionor case study

method.
46. Engagein a conversation with a mother of a preterm, late preterm or vulnerable infant jincluding multiple birthsl regarding

Observation

the importance of observing at least 2 subtle signs and behavioral state shifts to determine when it is appropriate to breast-feed.

·ss.Describeat least 4 elements to assess when a mother says that
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THE FOLLOWING STANDARDS APPLY TO MOTHERS AND INFANTS BEING CARED FOR ON
THE POSTPARTUM UNIT:
WHO/UNICEF

STANDARD

8.1 Breastfeeding mothers can describe

US CRITERION

FOR EVALUATION

Interviews with breastfeeding mothers will confirm:

at least two feeding cues.

Criterion 8.j,1
8.2 Breastfeeding mothers report that

At least 80% of breastfeeding mothers can describe at least 2 early feeding cues.

Interviews with breastfeeding mothers will confirm:

they have been advised to feed their
babies as often and for as long as the

Criterion 8.2.1 At least 80% of breastfeeding mothers will report that they have been advised to feed their infants as often

infant wants.

and as long as the infants want.

Criterion 8.2.2 Quality improvement question for informational purposes (not a designation criterion}: At least 80% of
breastfeeding mothers can provide 2 acceptable responses to describe normal infant feeding patterns after the first
24 hours of life including:
• The average feeding frequency is at least 8-12 times in 24 hours,
• Infants feeding through the night and/or
• That cluster feeding is common.
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COMPETENCY
ASSESSMENT-SELECTED
PERFORMANCE INDICATORS

US CRITERION

FOR EVALUATION

8.3 Health professionals who provide

Interviews with direct care nursing staff and direct care providers will confirm:

labor & delivery, postpartum and/or
newborn care will be competent in
helping a mother to respond to her

DIRECTCARENURSINGSTAFF

baby's feeding cues.

Criterion 8.3 . .1 At least 80% of direct care nursing staff who provide labor & delivery, postpartum, and/or newborn care

will describe at least 2 early feeding cues and 1 late feeding cue. fPl 3 7]
Criterion 8.3.2 At least 80% of direct care nursing staff who provide labor & delivery. postpartum, and/or newborn care

will describe at least 2 reasons why responsive feeding (also called on-demand feeding} is important fPl 38]
Criterion 8.3.3 3 At least 80% of direct care nursing staff who provide labor & delivery, postpartum, and/or newborn care

will describe at least 2 elements to assess when a mother says her infant is crying frequently. fPl 58]

DIRECTCAREPROVIDER
Criterion 8.3.4 At least 80% of direct care providers with privileges to provide labor & delivery, postpartum and/or

newborn care will describe at least 2 early feeding cues and 1 late feeding cue. [Pl 3 7]
Criterion 8.3.4 At least 80% of direct care providers with privileges to provide labor & delivery, postpartum and/or

newborn care will describe at least 2 elements to assess when a mother says her infant is crying frequently. [Pl 58]
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STEP

9

RATIONALE:
Proper guidance and counseling of mothers and other family members enables them to make
informed decisions on the use or avoidance of pacifiers and/or feeding bottles and artificial

nipples until the successful establishment of breastfeeding. While WHO guidelines 2 do not
call for absolute avoidance of feeding bottles, artificial nipples and pacifiers for term infants,
there are a number of reasons for caution

Counselmotherson the

(-1:\ - - - - - - - - - - - - - - - - - - -,

about their use, including hygiene, oral
formation and recognition of feeding cues.

1

>u

BOTTLES, TEATS AND PACIFIERS\

L-----------------------

use and risks of feeding
bottles, artificialnipples,
and pacifiers.

IMPLEMENTATION

GUIDANCE:

Hospitals

support mothers

to breastfeed by ...

If expressed milk or other feeds are
medically indicated for term infants, feeding
methods jdevicesj such as cups, spoons or
feeding bottles and artificial nipples can be
used during their stay at the facility. 2 However,
it is important that staff do not become
reliant on artificial nipples as an easy response
to suckling difficulties instead of counseling
mothers and enabling babies to attach babies
properly and suckle effectively.

1

It is important that the facility staff ensure
appropriate hygiene in the cleaning of these
utensils, since they can be a breeding ground for bacteria. Facility staff should also inform
mothers and family members of the hygiene risks related to inadequate cleaning of feeding
utensils, so that they can make informed decisions on the feeding method.
The physiology of suckling at the breast is different from the physiology of suckling from a
feeding bottle and an artificial nipple. 53 It is possible that the use of the feeding bottle and
an artificial nipple could lead to breastfeeding difficulties, particularly if use is prolonged.
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However, the only study on this did not demonstrate a specific

beneficial until breastfeeding is established.2 Non-nutritive sucking

carry-over effect from suckling at a feeding bottle and an artificial

or oral stimulation involves the use of pacifiers, a gloved finger or a

1 15
•

breast that is not yet producing milk. 1 NOTE:If a preterm infant is

nipple to suckling at the breast.

in the room with the mother, oral stimulation should always be done

Pacifiers have long been used to soothe an upset infant. In some

by placing baby at the breast.

cases, they serve a therapeutic purpose, such as reducing pain
during procedures when breastfeeding or skin-to-skin contact are

There should be no promotion of feeding bottles or artificial nipples

not possible. Pacifiers have also been shown to reduce the risk

in any part of facilities providing maternity and newborn services,

of SIDS, even among breastfeeding infants. However, if pacifiers

or by any of the staff. As is the case with breast-milk substitutes,

replace suckling and thus reduce the number of times an infant

these products fall within the scope of the International Code.1.15• 15, 54

stimulates the mother's breast physiologically, this can lead to a

[SEE STANDARD 9.2 FOR ADDITIONAL GUIDANCE on the

reduction of maternal milk production. The use of artificial nipples

promotion of pacifiers as a SIDS risk reduction measure.]

or pacifiers may interfere with the mother's ability to recognize
feeding cues. If the use of a pacifier prevents the mother from

US CONSIDERATIONSFORSAFE IMPLEMENTATION:

observing the infant's smacking of the lips or rooting towards

Hygiene is an important consideration for safe implementation of

the breast, she may delay feeding until the infant is crying and

the use of bottles, nipples and pacifiers and other infant feeding

1

agitated. Therefore, recommending to parents that they delay

items. The Centers for Disease Control and Prevention_(CDC)and

pacifier introduction until breastfeeding is well established

World Health Organization provide the steps that families should

supports breastfeeding while reducing the risk of SIDS and helps

follow to clean, sanitize, and store infant feeding items. The CDC

parents understand appropriate timeframes for introducing

also provides steps to ensure that breast pump and breast pump

pacifiers.

26 27
•

parts are clean and sanitized. 55 • 56

For preterm infants, evidence does demonstrate that use of feeding

Pacifiers are also recognized as a risk reduction measure for

bottles with artificial nipples interferes with learning to suckle at

Sudden Infant Death Syndrome (SIDS). To reduce the risk of SIDS,

the breast. If expressed breast-milk or other feeds are medically

the AAP recommends exclusive breastfeeding, breastfeeding for at

indicated for preterm infants, feeding methods such as cups or

least 6 months, and offering a pacifier at naptime and bedtime, once

spoons are preferable to feeding bottles and artificial nipples.

2

On the other hand, for preterm infants who are unable to breastfeed

breastfeeding is well established. Infants who are not being directly
breastfed can begin pacifier use as soon as desired. 26

directly, non-nutritive sucking and oral stimulation may be
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REFERTO APPENDIXA: PA Tl ENT EDUCATION TOP IC S for the comprehensive list of all required education topics for postpartum
mothers.
REFERTOAPPENDIXC: PERFORMANCE INDICATORS TO MEASURE EACH COMPETENCY forthecomprehensivelist
of required knowledge, skills, and attitudes. IAll performance indicators apply to direct care staff. Specific performance indicators for which
knowledge competency applies to direct care providers are marked with an ·1

WHO/UNICEF
COMPETENCY

PERFORMANCE
TO IMPLEMENT

INDICATORS
STEP 9

DEMONSTRATING

VERIFICATION

METHOD

28. Describe at least 6 essential issues that every breastfeeding mother should know or demonstrate.

Question or case study

53. Demonstrate to a mother how to safely cup-feed her infant when needed, showing at least 4 points.

Observation

54. Describe to a mother at least 4 steps to feed an infant a supplement in a safe manner.

Observation

·55_ Describe at least 2 alternative feeding methods other than feeding bottles.

Question or case study

56. Engage in a conversation with a mother who requests feeding bottles, artificial nipples, and pacifiers [soothers] without

Observation

medical indication, including at least 3 points.
·59_ Describe at least 4 elements of anticipatory guidance to give to a mother on calming or soothing techniques before or as

Question or case study

alternatives to pacifiers.

'70. Describewhen the acceptable time is for introducing a pacifier with a breast-feeding infant, with regards to SUID/5/05

Question or case study

reduction strategies.
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THE FOLLOWING STANDARDS APPLY TO MOTHERS AND INFANTS BEING CARED FOR ON
THE POSTPARTUM UNIT:
WHO/UNICEF

STANDARD

9.1 Breastfeedingmothersreport that
they have been taught about the risks of
usingfeeding bottles, artificial nipples
and pacifiers.2

US CRITERION

FOR EVALUATION

Interviewswith breastfeedingmotherswill confirm:
Criterion 9,j,j

At least 80% of breastfeeding mothers can describe:

A. One possible impact that pacifiers might have on breastfeeding, AND
B. When the acceptable time is for introducing the pacifier.
Criterion 9.j.2

At least 80% of breastfeeding mothers can describe one possible impact that bottles and artificial nipples

might have on breastfeeding.
Criterion 9,j,3

At least 80% of breastfeeding mothers that are unable to feed their baby directly at the breast or needed/

chose additional supplementation will report:
A. Alternative feeding devices other than bottles were offered, AND
B. They were informed of the potential impacts of feeding bottles on breastfeeding AND

C. Will be able to describe 2 feeding techniques appropriate for the use of selected feeding device.
Criterion 9.j.4 At least 80% of breastfeeding mothers [including breast-milk feeding] utilizing infant feeding items

{bottles. artificial nipples, rings, caps, syringes, cups. spoons, breast pump equipment. etc.] can provide 1 acceptable
response about proper hygiene when cleaning these infant feeding items.
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SAFE SLEEP AND SIDS REDUCTION MESSAGES SHOULD BE DISTRIBUTED BY THE
FACILITY AND THE FOLLOWING STANDARDS AND CRITERIA FOR EVALUATION APPLY:
RATIONALE:
BFUSA acknowledges the evidence pertaining to pacifier use related to SIDS risk reduction. 25 Safe sleep and SIDS risk reduction information
is important for parents to receive during the birth hospital stay. 26• 27 This education may be compatibly provided to parents by using safe
sleep materials that also promote breastfeeding.

US STANDARD

US CRITERION

9.2 Facilities distributing safe sleep
materials must also provide additional
verbal and written education related to
breastfeeding and pacifier use to mothers.

A review of education materials will confirm:

FOR EVALUATION

Criterion 9.2.1 A review of materials will confirm that safe sleep and SIDS risk reduction materials that are provided to
mothers also provide additional written education that includes the all of the following:
A. Pacifier use in the breastfed infant should be delayed until breastfeeding is firmly established. 26 • 27 AND
B. How mothers can know that breastfeeding is firmly established (For example, milk supply has increased, infant is
breastfeeding 8-12 times in 24 hours, infant is satisfied after feedings, infant is gaining weight, mother can hear baby
swallowing during feeding, adequate voiding and stooling according to expected normsJ.AND

C. Breastfeeding is associated with a reduced risk of SIDS, and the protective effect increases with breastfeeding duration
and exclusivity, with the greatest protection offered by breastfeeding for at least 6 months.21.57
Criterion 9.2.2 Quality improvement question for informational purposes (not a designation criterion/:
At least 80% of mothers should be able to recall at least 2 of the following key safe sleep messages:
• Baby should always be placed on back to sleep.
• Baby should sleep in an empty, approved (CPSCJcrib.
• Baby should sleep in the same room as parents for at least 6 and preferably to 12 months.
• Parents should refrain from smoking during and after pregnancy and baby should sleep in a smoke-free environment.
• Breastfeeding reduces the risk of SIDS.
• Pacifier use at bedtime reduces the risk of SIDS.
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COMPETENCY
ASSESSMENT-SELECTED
PERFORMANCE INDICATORS

US CRITERION

FOR EVALUATION

9.3 Health professionals who provide

Interviews with direct care nursing staff and direct care providers will confirm:

labor and delivery, postpartum and/or
newborn care will be competent in:
• How to discuss with a mother how

DIRECTCARE NURSING STAFF
Criterion 9. 3.1 At least 80% of direct care nursing staff who provide labor & delivery, postpartum, and/or newborn care

breastfeeding works,

will describe to a mother at least 4 steps to feed an infant a supplement in a safe manner. [Pl 54]
• Helping a mother who is not feeding
her baby directly at the breast.

Criterion 9. 3. 2 At least 80% ofdirect care nursing staff who provide labor & delivery, postpartum, and/or newborn care

will describe at least 2 elements of anticipatory guidance to give to a mother on calming or soothing techniques before or

as alternatives to pacifiers. {Pl 59)
Criterion 9.3.3 At least 80% ofdirect care nursing staff who provide labor & delivery, postpartum, and/or newborn care

will describe when the acceptable time is for introducing a pacifier with a breastfeeding infant with regards to SUID/SIDS
reduction strategies. [Pl 70}

DIRECTCARE PROVIDER
Criterion 9.3.4 At least 80% of direct care providers with privileges to provide labor & delivery, postpartum and/or
newborn care will describe at least 2 elements of anticipatory guidance to give to a mother on calming or soothing

techniques before or as alternatives to pacifiers. {Pl 59}
Criterion 9.3.5 At least 80% of direct care providers with privileges to provide labor & delivery, postpartum and/or
newborn care will describe when the acceptable time is for introducing a pacifier with a breastfeeding infant with regards

to SUID/5105 reduction strategies. [Pl 70}
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STEP

10

RATIONALE:
Mothers need sustained support to continue breastfeeding. While the time in the facility
providing maternity and newborn services should provide a mother with basic breastfeeding
skills, it is very possible her milk supply has not been fully established until after discharge.
Breastfeeding support is especially critical in the succeeding days and weeks after
discharge, to identify and address early

Coordinatedischarge so
that parents and their
infants have timely access

breastfeeding challenges that occur.
She will encounter several different phases
in her production of breast-milk, her infant's

Hospitals

support mothers

to breastfeed

by ...

growth and her own circumstances je.g. going
back to work or schooq, in which she will
need to apply her skills in a different way and
additional support will be needed. Receiving

to ongoingsupport and care.

timely support after discharge is instrumental
in maintaining breastfeeding rates. Maternity
facilities must know about and refer mothers
to the variety of resources that exist in the
community. 1

IMPLEMENTATION

'.fi
Worldtteallh un•cef
'f Otganlzation
I

GUIDANCE:

As part of protecting, promoting and
supporting breastfeeding, discharge from facilities providing maternity and newborn
services should be planned for and coordinated, so that parents and their infants have
access to ongoing support and receive appropriate care. 2 Each mother should be linked
to lactation-support

resources in the community upon discharge. Facilities need to provide

appropriate referrals to ensure that mothers and babies are seen by a health worker to
assess the feeding situation. The AAP recommends that every infant should have an

evaluation within 3 to 5 days of birth and within 48 to 72 hours after discharge from the
hospital that includes an evaluation for feeding and jaundice. Breastfeeding newborns
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should receive formal breastfeeding evaluation, and their mothers
should receive encouragement and instruction. Printed and/or
online information could be useful to provide contacts for support,
in case of questions, doubts or difficulties, but this should not
substitute for active follow-up care by a skilled professional. 1

Facilities providing maternity and newborn services need to
identify appropriate community resources for continued and
consistent breastfeeding support that is culturally and socially
sensitive to their needs. The facilities have a responsibility to
engage with the surrounding community to enhance such
resources. Community resources include primary health-care
centers, community health workers, home visitors, breastfeeding
clinics, nurses/midwives, lactation consultants, peer counsellors,
mother-to-mother support groups, or phone lines j"hot lines"IThe facility should maintain contact with the groups and individuals
providing the support as much as possible and invite them to the
facility where feasible. 1
Follow-up care is especially crucial for preterm and lowbirth-weight babies. In these cases, the lack of a clear follow-up
plan could lead to significant health hazards. Ongoing support
from skilled professionals is needed.1

US CONSIDERATIONSFORSAFE IMPLEMENTATION:
Vulnerable Populations: Breastfeeding can be extremely
challenging, especially if a mother is in a community at risk for not
breastfeeding. Equity will be increased if competently skilled
professionals and evidence-based breastfeeding counseling is
accessible to all mothers. Populations at risk for lower rates of
breastfeeding duration may include African American/Black
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mothers, mothers who are young, return early to work; lack social
support; mothers with mental or medical concerns; parents with
social and cultural considerations; late preterm and early term
infants. 50 • 58
Knowledge of the existence of post discharge support can be
instrumental in a mother's willingness to give breastfeeding a try.
While breastfeeding mothers may have some particular concerns,
it is critically important that support be provided to all mothers.
Continuum of care: The Academy of Breastfeeding Medicine's
"Clinical Protocol #7: Model Maternity Policy Supportive of
Breastfeeding" provides the following guidance:
• Before discharge, the health care team will ensure that there
is effective breastfeeding, that breastfeeding mothers are able
to efficiently breastfeed their infants and that continuity of
care is guaranteed, either by follow-up visits or by arranging
qualified primary care providers and/or lactation specialists
visits and/or support groups or peer counseling contacts. 38
• If the infant is still not latching or feeding well at the time of
discharge, an individualized feeding plan will be devised and,
depending on the dyad's clinical situation and resources, the
infant's discharge may be delayed. 38
• Mothers identified prenatally or soon after delivery as at risk
of delayed lactogenesis II will be assigned to special help as
deemed appropriate. A feeding plan and close follow-up of the
infant (for adequate hydration and nutrition besides help with
expression/ will be offered. At discharge, continuum of care will
be ensured with a feeding plan and close follow-up. 38
86

REFERTO APPENDIXA: PA Tl ENT EDUCATION TOP IC S for the comprehensive list of all required education topics for postpartum
mothers.
REFERTOAPPENDIXC: PERFORMANCE INDICATORS TO MEASURE EACH COMPETENCY forthecomprehensivelist
of required knowledge, skills, and attitudes. IAll performance indicators apply to direct care staff. Specific performance indicators for which
knowledge competency applies to direct care providers are marked with an ·1

WHO/UNICEF
COMPETENCY

PERFORMANCE
TO IMPLEMENT

INDICATORS
STEP 10

DEMONSTRATING

57. Engage in a conversation with a mother regarding at least 4 different ways to facilitate breastfeeding in order to prevent

VERIFICATION

METHOD

Observation

or resolve most common conditions of the lactating breasts jsore nipples, engorgement, mother who thinks she doesn't have
enough milk. infants who have difficulty suckingj.
60. Describe at least 2 locally available sources for timely infant feeding information and problem management.

Question or case study

61. Describe at least 2 ways the healthcare facility engages with community-based programs to coordinate breastfeeding

Question or case study

messages and offer continuity of care.
"62. Develop individualized discharge feeding plans with a mother that includes at least 6 points.

Observation

'63. Describe to a mother at least 4 warning signs of infant undernourishment or dehydration for a mother to contact a health

Observation

care professional after discharge.
'64. Describe at least 3 warning maternal signs for a mother to contact a health care professional after discharge.
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THE FOLLOWING STANDARDS APPLY TO MOTHERS AND INFANTS BEING CARED FOR ON
THE POSTPARTUM UNIT:
WHO/UNICEF

STANDARD

10.1 Mothers report that a staff member

US CRITERION

FOR EVALUATION

Interviews with mothers will confirm:

has informed them where they can access
breastfeeding support/infant formula

Criterion io . .1. .1 At least 80% of breastfeeding mothers [including breast-milk feeding] will report that they have been given

feeding support in their community.

verbal and written information on:
A. How to access breastfeeding support {support groups, peer counselors, providers, or other skilled community health
services] after discharge from the facility, AND
B. When to follow-up for a newborn evaluation for jaundice and feeding, AND
C. Maternal/infant warning signs/symptoms of breastfeeding problems that must receive urgent evaluation and whom
they should call for assistance.
Criterion io . .1.2 At least 80% of mothers choosing to feed their babies formula will report that they have been given verbal

and written information on:
A. How to access infant formula feeding support [support groups, peer counselors, providers, or other skilled community
health services] after discharge from the facility, AND
B. When to follow-up for a newborn evaluation for jaundice and feeding, AND

C. Maternal/infant warning signs/symptoms of breast problems and/or formula feeding concerns that must receive urgent
evaluation and whom they should call for assistance.
NOTE: Mothers who are "mixed-feeding" their babies should receive verbal and written information appropriate to support

optimal, safe infant feeding individualized to their feeding intentions.

THE BABY-FRIENDLY HOSPITAL INITIATIVE

I

SIXTH EDITION

I Baby-Friendly

USA, Inc.

I STEP 10

88

WHO/UNICEF

STANDARD

10.2 The facility can demonstrate that

US CRITERION

FOR EVALUATION

A review of documents indicates:

it coordinates with community services
that provide breastfeeding/infant feeding

Criterion 10.2.1 A review of documents indicates that written (printed or electronic) information is distributed to

support, including clinical management

mothers before discharge on how and where mothers, regardless of feeding method, can find help on feeding their infants

and mother-to-mother support.

after returning home and includes information on what type of help is available from each source of support.
Criterion 10.2.2

The facility provides a written description of how it fosters the establishment of and/or coordinates

with mother support groups and other community services that provide breastfeeding/infant feeding support to mothers.
The description includes a specific list of programs and services they fostered/coordinated with.

COMPETENCY
ASSESSMENT-SELECTED
PERFORMANCE INDICATORS

US CRITERION

FOR EVALUATION

10.3 Health professionals who provide

Interviews with direct care nursing staff and direct care providers will confirm:

postpartum and/or newborn care will
be competent to ensure a seamless

DIRECTCARE NURSING STAFF

transition after discharge.

Criterion 10. 3.1 At least 80% of direct care nursing staff who provide postpartum and/or newborn care will describe the

components of an individualized discharge feeding plans with a mother that includes at least 4 points. [Pl 62]
Criterion 10.3.2 At least 80% of direct care nursing staff who provide postpartum and/or newborn care will describe to

a mother at least 3 warning signs of infant undernourishment or dehydration for a mother to contact a health professional
after discharge. [Pl 63]
Criterion 10. 3. 3 At least 80% of direct care nursing staff who provide postpartum and/or newborn care will describe at

least 2 maternal warning signs for a mother to contact a health care professional after discharge. [Pl 64]

DIRECTCARE PROVIDER
At least 80% of direct care providers with privileges to provide postpartum and/or newborn care will
describe to a mother at least 3 warning signs of infant undernourishment or dehydration for a mother to contact a health
professional after discharge. [Pl 63]
Criterion 10.3.4

Criterion 10.3.5 At least 80% of direct care providers with privileges to provide postpartum and/or newborn care will

describe at least 2 maternal warning signs for a mother to contact a health care professional after discharge. [Pl 64]
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APPENDIX
PRENATAL

A: PATIENT
CONVERSATION

EDUCATION
TOPICS

TOPICS

INCLUDE:

POSTPARTUM
EDUCATION

WHO/UNICEF Required Prenatal Conversation Topics Include at
a Minimum:
Breastfeeding

• the importance of breastfeeding [including a discussion on
the importance of direct breastfeeding, as needed]
• global recommendations for breastfeeding including:
o exclusive breastfeeding for the first 6 months
o the risks of giving formula or other breast-milk substitutes
o breastfeeding continues to be important after 6 months
when other foods are given
• the basics of good positioning and attachment
• recognition of feeding cues
Birth Practices
■

the importance of immediate and sustained skin-to-skin
contact
• the importance of early initiation of breastfeeding
• the importance of rooming-in
US Recommended Prenatal Discussion Topics for Anticipatory
Guidance include:

• non pharmacologic pain relief during labor
• creating a safe sleep environment:
o along with the importance of rooming-in, staff should
discuss how to create a safe sleep environment while
rooming-in at the hospital. Narcotic-induced sleepiness,
hormonally driven sleepiness [physiology of lactation and
its effects on mothers] and fatigue are all factors that
mothers should be aware of while rooming-in at the
hospital.
o risk reduction strategies for SIDS after leaving the hospital
including the importance of removing suffocation hazards
(e.g.,soft bedding/pillows/ from the breastfeeding
environment and defining hazardous circumstances
• how to have an abundant milk supply
• how to prevent nipple soreness
• how to prevent or minimize engorgement after birth
• availability of community resources with staff properly trained
to assist with breastfeeding assessment and management
• a brief conversation to discuss details about feeding a
premature, low birthweight or sick baby that might need to
be admitted to the NICU
THE BABY-FRIENDLY HOSPITAL INITIATIVE
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• proper positioning, correct attachment, efficient
suckling, and milk transfer
• ensuring a good milk supply
• criteria to assess if the infant is getting enough breastmilk including adequate intake and output for day of life
• preventative management of common problems such
as engorgement, sore and cracked nipples 5
• hand expression of breast-milk
• the importance of exclusive breastfeeding
• how to maintain exclusive breastfeeding for about 6
months
• signs/symptoms of infant feeding issues requiring
referral to a qualified provider
• early feeding cues and a reminder that crying is a late
cue
• no limits on how often or how long infants should be fed
• the effects of pacifiers and artificial nipples on
breastfeeding and why to avoid them until lactation
is established
• normal newborn feeding patterns
• collection and storage of breast-milk
• creating a safe sleep environment for breastfeeding
including:
o the physiology of lactation and its effects on the
mother leading to hormonally driven sleepiness
o the importance of removing suffocation hazards
/e.g.,soft bedding/pillows/ from the breastfeeding
environment
• community breastfeeding support services [including
how to access support and when to follow-up for formal
evaluation]
• maternal/infant warning signs/symptoms of breast
problems and breastfeeding problems that must receive
urgent evaluation [including who they should call for
assistance]
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INFANT
TOPICS

FORMULA

FEEDING

INCLUDE:

• safe preparation, feeding, and storage of infant
formula including:
o appropriate hand hygiene
o cleaning infant feeding items {bottles, nipples,
rings, caps, syringes, cups, spoons, etc.] and
workspace surfaces
o appropriate and safe reconstitution of
concentrated and powdered infant formulas
o accuracy of measurement of ingredients
o safe handling of formula
o proper storage of formula
o appropriate feeding methods which may include
feeding on cue, frequent low volume feeds, paced
bottle techniques, eye-to-eye contact, and holding
the infant closely
o powdered infant formula is not sterile and may
contain pathogens that can cause serious illness
in infants younger than 3 months
• preventative steps to minimize engorgement [if
mother plans to exclusively formula feed]
• signs/symptoms of infant feeding issues requiring
referral to a qualified provider
• normal newborn feeding patterns
• creating a safe sleep environment for feeding your
baby including:
o the importance of removing suffocation hazards
(e.g.,soft bedding/pillows/ from the environment
• community infant formula feeding services [including
how to access support and when to follow-up for
formal evaluation]
• maternal/infant warning signs/symptoms of breast
problems and/or formula feeding concerns that must
receive urgent evaluation and who they should call
for assistance

91

APPENDIX
KEY CLINICAL

B: INDICATORS

FOR FACILITY

MONITORING

OF KEV CLINICAL

PRACTICES

PRACTICES

TARGET

Step 3: Discuss the

Affiliated Prenatal Services:

importance and management
of breastfeeding with pregnant
women and their families.

The percentage of mothers who received prenatal care
at an affiliated prenatal service who received prenatal
counseling on breastfeeding.

Step 4: Facilitate immediate
and uninterrupted skin-to-skin
contact and support mothers to
initiate breastfeeding as soon
as possible after birth.

OTHER SOURCES

~80%

Mothers Survey

Audits

Mothers Survey
Report form or Link

Vaginal Delivery: The percentage of infants that were
placed in skin-to-skin contact with their mothers
immediately after a vaginal birth and remained there
uninterrupted for at least 1 hour /longer, if needed,
to allow a breastfeeding infant to complete a feeding}.

~80%

Clinical records

Mothers Survey
and/or Audits

Facility Data Sheet
Mothers Survey
Report Form or Link

Cesarean Delivery: Thepercentage of infants barn by

~80%

Clinical records

Mothers Survey
and/or Audits

Facility Data Sheet
Mothers Survey
Report Form or Link

All Deliveries: Thepercentage of infants who were
supported to breastfeed as soon as possible after birth,
within the first one to two hours after delivery.
NOTE: Supporting the initiation of breastfeeding is
defined as placing the baby on the mother's chest
/skin-to-skin} for breastfeeding, pointing out infant
feeding readiness cues and gently coaching the mother
to allow baby to move and attach to the breast.

~80%

Clinical records

Mothers Survey
and/or Audits

Facility Data Sheet
Mothers Survey
Report Form or Link

The percentage of breastfeeding mothers who report
being taught how to position their baby for
breastfeeding.

mo%

Mothers Survey

Audits

Mothers Survey
Report form or Link

The percentage of breastfeeding mothers who report

~80%

Mothers Survey

Audits

Mothers Survey
Report form or Link

~80%

Mothers Survey

Audits

Mothers Survey
Report form or Link

cesarean delivery that were placed in skin-to-skin
contact with their mothers. when safe and feasible
[mother is responsive and alert] and remained there
uninterrupted for at least 1 hour (longer, if needed, to
allow a breastfeeding infant to complete a feeding/.

Step 5: Support mothers to

initiate and maintain
breastfeeding and manage
common difficulties.

being taught how to attach their baby for breastfeeding.
The percentage of breastfeeding mothers who report
being taught how to observe for expected suckling
patterns.
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APPENDIX

B: INDICATORS

FOR FACILITY

MONITORING

OF KEV CLINICAL

KEY CLINICAL PRACTICES

Step 5: Support mothers to
initiate and maintain
breastfeeding and manage
common difficulties.

Step 6: Do not provide breastfed
newborns any food or fluids
other than breast-milk, unless
medically indicated.

Step 7: Enable mothers and their
infants to remain together and
to practice rooming-in 24 hours
a day.

Step 8: Support mothers to
recognize and respond to their
infants' cues for feeding.

PRACTICES

TARGET

OTHERSOURCES

The percentage of breastfeeding mothers who report
being taught how to listen for swallowing sounds.

!80%

Mothers Survey

Audits

Mothers Survey
Report form or Link

The percentage of breastfeeding mothers who report
being taught how to express their breast-milk by hand.

!80%

Mothers Survey

Audits

Mothers Survey
Report form or Link

The percentage of infants who received only breast-milk
throughout their stay at the facility.
Reminder:The US BFHI DesignationIs based on
implementationof clinical practices, NOTon an
exclusivebreastfeedingrate of •80%.

!80%

Clinical records

Mothers Survey

Facility Data Sheet
Mothers Survey
Report Form or Link

The percentage of breast-milk fed infants who received
formula supplementation during their stay at the facility.

i

The percentage of mixed-feeding and formula feeding
mothers who report being taught how to safely prepare,
feed and store infant formula.

!80%

Mothers Survey

Audits

Mothers Survey
Report form or Link

The percent of infants who stayed with their mothers
both day and night, without separation of more than
1 hour per 24-hour period.

!80%

Clinical records

Mothers Survey
and/or Audits

Facility Data Sheet
Mothers Survey
Report Form or Link

The percentage of mothers [regardless of feeding
method] who report being taught that salivating or
rooting is an early feeding cue.

!80%

Audits

Mothers Survey

The percentage of mothers [regardless off eeding
method) who report being taught that the baby putting
fingers or fist in or around his/her mouth is an early
feeding cue.

!80%

Mothers Survey

Audits

Mothers Survey
Report form or Link

The percentage of mothers [regardless of feeding
method] who report being taught that the baby becoming
more active and alert is an early feeding cue.

!80%

Mothers Survey

Audits

Mothers Survey
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14.2%

Clinical records

Mothers Survey
and/or Audits

Mothers Survey

Facility Data Sheet
Mothers Survey
Report Form or Link

Report form or Link
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APPENDIX
KEY CLINICAL

B: INDICATORS

MONITORING

OF KEV CLINICAL

PRACTICES

Step 9: Counsel mothers on the

use and risks of feeding bottles,
artificial nipples and pacifiers.

Step 10: Coordinate discharge

so that parents and their infants
have timely access to ongoing
support and care.

APPENDIX

FOR FACILITY

PRACTICES

TARGET

OTHER SOURCES

The percentage of breastfeeding mothers who report
being taught about the risks of using feeding bottles,
artificial nipples and pacifiers.

!80%

Mothers Survey

Audits

Mothers Survey
Report form or Link

The percentage of breastfeeding mothers who report
being taught when an acceptable time is to introduce a
pacifier.

!80%

Mothers Survey

Audits

Mothers Survey
Report form or Link

The percentage mothers [regardless of feeding method/
who report being taught how to tell if their babies are
getting enough.

!80%

Mothers Survey

Audits

Mothers Survey
Report form or Link

The percentage of mothers fregardless off eeding
method) who report being taught where they can access
infant feeding support in the community.

!80%

Mothers Survey

Audits

Mothers Survey
Report form or Link

C1: PERFORMANCE

INDICATORS

TO MEASURE

EACH COMPETENCY

- SORTED BY DOMAIN/COMPETENCY

••

DOMAINS, COMPETENCIES AND PERFORMANCE INDICATORS fAII performance indicators apply to direct care staff. Specific performance
indicators for which knowledge competency applies to direct care providers are marked with an

•••

•

•

•

·1

• • I •

Competency 01. Implement the Code in a health facility fStep 1AI

·1. List at least 3 products that are covered by the Code.

Question or case study

·2. Describe at least 3 ways a direct care provider/direct care staff protects breastfeeding in practice.

Question or case study

·3_Describe at least 1 way a direct care provider/direct care staff should respond if offered information provided by manufacturers and/or
distributors of products within the scope of the Code.

Question or case study

·4_Describe at least 1 type of financial or material inducement that might be offered to a direct care provider/direct care staff by a manufacturer
and/or distributor of products within the scope of the Code.

Question or case study

·s.Describe at least 1 harm of a direct

Question or case study

care provider/direct care staff accepting financial or material inducements.

"6. Explain at least 2 ways that the facility ensures that there is no promotion of infant formula, feeding bottles, or teats in any part of facilities
providing maternity and new-born services, or by any of the direct care staff/direct care providers.
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Cl:

PERFORMANCE

INDICATORS

TO MEASURE

EACH COMPETENCY

- SORTED BY DOMAIN/COMPETENCY
VERIFICATION

••

•••

•

•

•

METHOD

STEP,S·continued

• • I •

Competency02. Explain a facility's infant feeding policiesand monitoringsystems!Step 1B and 1CI
·7_Describeat least 2 elements that are in the facility's infant feeding policy.

Questionor case study

·a.Explain at least 3 ways that the infant

Questionor case study

feeding policy affects a direct care provider's/direct care staff member's work in providing safe,

equitable and appropriate care.
·g_Explainat least 2 reasons why monitoring of hospital practices is important to ensure quality of care.

Questionor case study

·10. Explain at least 2 ways practices are monitored in this facility.

Questionor case study

SKILLS: COMMUNICATING
Competency03. Use listeningand learningskills whenever engagingin a conversationwith a mother jAll Stepst
·11. Demonstrateat least 3 aspects of listening and learning skills when talking with a mother.
·12. Demonstrateat least 3 ways to adapt communication style and content when talking with a mother.

Observation
Observation

Competency04. Use skills for buildingconfidenceand givingsupportwheneverengagingin a conversationwith a mother IAll StepsI
"13. Demonstrateat least 2 ways to encourage a mother to share her views, taking time to understand and consider these views.

Observation

·14_ Demonstrateat least 3 aspects of building confidence and giving support when talking with a mother.

Observation

Competency05. Engagein antenatal conversationabout breastfeedingIStep 31

·1s. Engagein a conversation

with a pregnant woman on 3 aspects of the importance of breastfeeding.

Observation

"16. Assessat least 3 aspects of a pregnant woman's knowledge about breastfeeding in order to fill the gaps and correct inaccuracies.

Observation

·17. Engagein a conversation with a pregnant woman about at least 4 care practices a mother/infant dyad will experience at the birthing facility

Observation

that will support breastfeeding.
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Cl:

PERFORMANCE

INDICATORS

TO MEASURE

EACH

COMPETENCY

-

SORTED

BY DOMAIN/COMPETENCY

DOMAINS, COMPETENCIES AND PERFORMANCE INDICATORS jAll performance indicators apply to direct care staff. Specific performance

VERIFICATION

• t

indicators for which knowledge competency applies to direct care providers are marked with an ·1
I I

'

:

.

I

I

••

•

...

Competency 06. Implement immediate and uninterrupted skin-to-skin jStep 41

"18. Explain at least 3 reasons why immediate and uninterrupted skin-to-skin is important for the mother.

Question or case study

"19. Explain at least 3 reasons why immediate and uninterrupted skin-to-skin is important for the infant.

Question or case study

20. Demonstrate at least 3 points of how to routinely implement immediate, uninterrupted and safe skin-to-skin between mother and infant.
regardless of method of birth.

Observation

·21. Demonstrate at least 3 safety aspects to assess when mother and baby are skin-to-skin during the first 2 hours postpartum, regardless of
method of birth.

Observation

·22. List at least 3 reasons why skin-to-skin should NOT be interrupted.

Question or case study

"23. Explain at least 2 reasons when skin-to-skin could be interrupted for medically justifiable reasons.

Question or case study

24. "WHEREAPPLICABLE" Explain how to maintain skin-to-skin during transfer of mother and infant to another room or other recovery area.

Question or case study

Competency 07. Facilitate breastfeeding within the first hour, according to cues !Step 41

·2s. Engage in a conversation with a mother including at least 3 reasons why suckling at the breast in the first hour is important, when the baby

Observation

is ready.
26. Demonstrate at least 3 aspects of safe care of the newborn in the first 2 hours post-birth.

Observation

27. Describe to a mother at least 3 pre-feeding behaviours babies show before actively sucking at the breast.

Observation

Competency 08. Discuss with a mother how breastfeeding works !Steps 3, 5, 6 and 91

28. Describe at least 6 essential issues that every breastfeeding mother should know or demonstrate.

Question or case study

"29. Engage in a conversation with a mother regarding at least 3 reasons why effective exclusive breastfeeding is important.

Observation

"30. Engage in a conversation with a mother regarding 2 elements related to infant feeding patterns in the first 36 hours of life.

Observation

"31. Describe to a mother at least 4 signs of adequate transfer of milk in the first few days.

Observation

·5 6. Describe at least 1 professional medical reference or resource for identifying medications that are safe/compatible for use during lactation.

Question or case study
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PERFORMANCE

INDICATORS

TO MEASURE

EACH

COMPETENCY

-

SORTED

BY DOMAIN/COMPETENCY

DOMAINS, COMPETENCIES AND PERFORMANCE INDICATORS IAll performance indicators apply to direct care staff. Specific performance

.

VERIFICATION

• t

indicators for which knowledge competency applies to direct care providers are marked with an ·1

'

5: ESSENTIALISSUES

I • ' : •

..

•

•

Competency09. Assist mother getting her baby to latch !Step 51
32. Evaluate a full breastfeeding session observing at least 5 points.

Observation

·33_ Demonstrateat least 3 aspects of how to help a mother achieve a comfortable and safe position for breastfeeding within the first 6 hours
after birth and later as needed during the hospital stay.

Observation

·34_ Demonstratehow to help a mother achieve an effective and comfortable latch, noting at least 5 points.

Observation

Competency10. Help a mother respondto feeding cues ISteps 7 and Bl
·35_ Engagein a conversation with a mother regarding 2 aspects related to the importance of rooming-in 24h/day.

Observation

·35_ Explain 2 situations: 1 for the mother and 1 for the infant, when it is acceptable to separate mother and baby while in hospital.

Questionor case study

·37. Describeat least 2 early feeding cues and 1 late feeding cue.

Questionor case study

38. Describeat least 4 reasons why responsive feeding is important !also called on-demand or baby-led feedingt independent of feeding
method.

Questionor case study

39. Describeat least 2 aspects of responsive feeding !also called on-demand or baby-led feedingt independent of feeding method.

Questionor case study

68. Describe 2 aspects involved in creating a safe environment for rooming-in during the hospital stay.

Questionor case study

"69. Demonstrate at least 3 safety aspects to assess when mother and baby are skin-to-skin during the postpartum hospitalization. regardless
of method of birth.

Observation

Competency11. Help a mother managemilk expression!Steps 5 and 61
40. Demonstrateto a mother how to hand express breast milk, noting 8 points.

Observation

41. Explain at least 3 aspects of appropriate storage of breast-milk.

Questionor case study

42. Explain at least 3 aspects of handling of expressed breast-milk.

Questionor case study
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Cl:

PERFORMANCE

INDICATORS

TO MEASURE

EACH

COMPETENCY

-

SORTED

BY DOMAIN/COMPETENCY

DOMAINS, COMPETENCIES AND PERFORMANCE INDICATORS jAll performance indicators apply to direct care staff. Specific performance

.

VERIFICATION

• t

indicators for which knowledge competency applies to direct care providers are marked with an ·1

'

' : ':

•

Competency 12. Help a mother to breastfeed a low-birth-weight or sick baby jSteps 5, 7 and 81

43. Help a mother achieve a comfortable and safe position for breastfeeding with her preterm, late preterm, or weak infant at the breast, noting
at least 4 points.

Observation

·44_ Engage in a conversation with a mother of a preterm, late preterm, or low-birth-weight
at least 5 points.

Observation

infant not sucking effectively at the breast, including

45. Engage in a conversation with a mother separated from her preterm or sick infant regarding at least 2 reasons to be with her infant in the
intensive care unit.

Observation

46. Engage in a conversation with a mother of a preterm, late preterm or vulnerable infant jincluding multiple birthsl regarding the importance of
observing at least 2 sub-tle signs and behavioural state shifts to determine when it is appropriate to breastfeed.

Observation
I

Competency

13. Help a mother whose baby needs fluids other than breast milk jStep 61

·4 7. List at least 2 potential contraindications to breastfeeding for a baby and 2 for a mother.

Question or case study

"48. Describe at least 4 medical indications for supplementing breastfed newborns: 2 maternal indications and 2 newborn indications, when
breastfeeding is not improved following skilled assessment and management.

Question or case study

·49_ Describe at least 3 risks of giving a breastfed newborn any food or fluids other than breast milk, in the absence of medical indication.

Question or case study

·so.For those few health situations

Question or case study

where infants cannot, or should not, be fed at the breast, describe, in order of preference, the alternatives to

use.

·s1. Engage in a conversation

with a mother who intends to feed her baby formula, noting at least 3 actions to take.

52. Demonstrate at least 3 important items of safe preparation of infant formula to a mother who needs that information.

• 67. Identify 3 high-risk infant populations that may warrant extra precautions to protect against severe infections associated with powdered
infant formula.

Observation
Observation
Question or case study

Competency 14. Help a mother who is not feeding her baby directly at the breast jStep 91

53. Demonstrate to a mother how to safely cup-feed her infant when needed, showing at least 4 points.

Observation

54. Describe to a mother at least 4 steps to feed an infant a supplement in a safe manner.

Observation

·ss. Describe at least 2 alternative

Question or case study

feeding methods other than feeding bottles.

56. Engage in a conversation with a mother who requests feeding bottles, teats, pacifiers and soothers without medical indication, including at
least 3 points.
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INDICATORS

TO MEASURE

EACH

COMPETENCY

-

SORTED

BY DOMAIN/COMPETENCY

DOMAINS, COMPETENCIES AND PERFORMANCE INDICATORS !All performance indicators apply to direct care staff. Specific performance

.

VERIFICATION

• t

indicators for which knowledge competency applies to direct care providers are marked with an ·1

'

' : ':

•

Sl?ECIALNEEDScontinued

Competency15. Help a mother prevent or resolvedifficulties with breastfeeding!Steps 5, 8, 9 and 101
57. Engagein a conversation with a mother regarding at least 4 different ways to facilitate breastfeeding in order to prevent or resolve most
common conditions of the lactating breasts Isore nipples, engorgement, mother who thinks she doesn't have enough milk, infants who have
difficulty suckingj.

Observation

"58. Describeat least 4 elements to assess when a mother says that her infant is crying frequently.

Questionor case study

·59_ Describeat least 4 elements of anticipatory guidance to give to a mother on calming or soothing techniques before or as alternatives to
pacifiers.

Questionor case study

"70. Describewhen the acceptable time is for introducing a pacifier with a breastfeeding infant, with regards to SU/0/5/05 reduction strategies.

Questionor case study

"65. Describeat least 2 maternal and 2 infant risk factors associated with delayed lactogenesis II.

Questionor case study

Competency16. Ensure seamlesstransition after discharge!Step 101
60. Describeat least 2 locally available sources for timely infant feeding information and problem management.

Questionor case study

61. Describeat least 2 ways the healthcare facility engages with community-based programs to coordinate breastfeeding messages and offer
continuity of care.

Questionor case study

"62. Developindividualized discharge feeding plans with a mother that includes at least 6 points.

Observation

"63. Describeto a mother at least 4 warning signs of infant undernourishment or dehydration for a mother to contact a health care professional
after discharge.

Observation

"64. Describeat least 3 warning maternal signs for a mother to contact a health care professional after discharge.

Questionor case study
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C2: PERFORMANCE

INDICATORS

TO MEASURE

COMPETENCY

- SORTED

BY STEP

TEN STE PS TO SUCCESSFUL BREASTFEEDING jAII performance indicators apply to direct care staff. Specific performance indicators for

VERIFICATION

METHOD

which knowledge competency applies to direct care providers are marked with an ·1

·1. List at least 3 products that are covered by the Code.

Question or case study

·2. Describe at least 3 ways a direct care provider/direct care staff protects breastfeeding in practice.

Question or case study

·3_Describe at least 1 way a direct care provider/direct care staff should respond if offered information provided by manufacturers and/or
distributors of products within the scope of the Code.

Question or case study

·4, Describe at least 1 type of financial or material inducement that might be offered to a direct care provider/direct care staff by a manufacturer

Question or case study

and/or distributor of products within the scope of the Code.
·5_Describe at least 1 harm of a direct care provider/direct care staff accepting financial or material inducements.

Question or case study

·6. Explain at least 2 ways that the facility ensures that there is no promotion of infant formula, feeding bottles, or teats in any part of facilities
providing maternity and newborn services, or by any of the direct care providers.

Question or case study

·7. Describe at least 2 elements that are in the facility's infant feeding policy.

Question or case study

·a.Explain at least 3 ways that the infant feeding policy affects

Question or case study

a direct care provider's/direct care staff member's work in providing safe,

equitable and appropriate care.

·g_Explain at least 2 reasons why monitoring of hospital practices is important to ensure quality of care.

Question or case study

·10. Explain at least 2 ways practices are monitored in this facility.

Question or case study

·11. Demonstrate at least 3 aspects of listening and learning skills when talking with a mother.

Observation

·12. Demonstrate at least 3 ways to adapt communication style and content when talking with a mother.

Observation

·13_ Demonstrate at least 2 ways to encourage a mother to share her views, taking time to understand and consider these views.

Observation

·14_ Demonstrate at least 3 aspects of building confidence and giving support when talking with a mother.

Observation

THE BABY-FRIENDLY HOSPITAL INITIATIVE

I

SIXTH EDITION

I Baby-Friendly

USA, Inc.

I APPENDIX

C2

100

APPENDIX
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INDICATORS

TO MEASURE

COMPETENCY

- SORTED

BY STEP

TEN STE PS TO SUCCESSFUL BREASTFEEDING jAII performance indicators apply to direct care staff. Specific performance indicators for

VERIFICATION

METHOD

which knowledge competency applies to direct care providers are marked with an ·1

·1s. Engage in a conversation with a pregnant woman on 3 aspects of the importance of breastfeeding.

Observation

·15_ Assess at least 3 aspects of a pregnant woman's knowledge about breastfeeding in order to fill the gaps and correct inaccuracies.

Observation

·17. Engage in a conversation with a pregnant woman about at least 4 care practices a mother/infant dyad will experience at the birthing facility
that will support breastfeeding.

Observation

·29_ Engage in a conversation with a mother regarding at least 3 reasons why effective exclusive breastfeeding is important.

Observation

·1a. Explain at least 3 reasons why immediate and uninterrupted skin-to-skin is important for the mother.

Question or case study

·19_ Explain at least 3 reasons why immediate and uninterrupted skin-to-skin is important for the infant.

Question or case study

20. Demonstrate at least 3 points of how to routinely implement immediate, uninterrupted and safe skin-to-skin between mother and infant,
regardless of method of birth.

Observation

·21. Demonstrate at least 3 safety aspects to assess when mother and baby are skin-to-skin during the first 2 hours postpartum, regardless
of method of birth.

Observation

·22. List at least 3 reasons why skin-to-skin should NOT be interrupted.

Question or case study

·23_ Explain at least 2 reasons when skin-to-skin could be interrupted for medically justifiable reasons.

Question or case study

24. "WHERE APPLICABLE" Explain how to maintain skin-to-skin during transfer of mother and infant to another room or other recovery area.

Question or case study

·2s. Engage in a conversation with a mother including at least 3 reasons why suckling at the breast in the first hour is important, when the baby
is ready.

Observation

26. Demonstrate at least 3 aspects of safe care of the newborn in the first 2 hours post-birth.

Observation

27. Describe to a mother at least 3 prefeeding behaviors babies show before actively sucking at the breast.

Observation
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COMPETENCY

- SORTED

BY STEP

TEN STE PS TO SUCCESSFUL BREASTFEEDING jAII performance indicators apply to direct care staff. Specific performance indicators for

VERIFICATION

METHOD

which knowledge competency applies to direct care providers are marked with an ·1

28. Describe at least 6 essential issues that every breastfeeding mother should know or demonstrate.

Question or case study

·30_ Engage in a conversation with a mother regarding 2 elements related to infant feeding patterns in the first 36 hours of life.

Observation

·31_ Describe to a mother at least 4 signs of adequate transfer of milk in the first few days.

Observation

32. Evaluate a full breastfeeding session observing at least 5 points.

Observation

·33_ Demonstrate at least 3 aspects of how to help a mother achieve a comfortable and safe position for breastfeeding within the first 6 hours
after birth and later as needed during the hospital stay.

Observation

·34_ Demonstrate how to help a mother achieve an effective and comfortable latch, noting at least 5 points.

Observation

40. Demonstrate to a mother how to hand express breast milk, noting 8 points.

Observation

43. Help a mother achieve a comfortable and safe position for breastfeeding with her preterm, late preterm, or weak infant at the breast, noting
at least 4 points.

Observation

·44_ Engage in a conversation with a mother of a preterm, late preterm, or low-birth-weight
at least 5 points.

Observation

infant not sucking effectively at the breast, including

57. Engage in a conversation with a mother regarding at least 4 different ways to facilitate breastfeeding in order to prevent or resolve most
common conditions of the lactating breasts tsore nipples, engorgement. mother who thinks she doesn't have enough milk, infants who have
difficulty suckingj.

Observation

·55_ Describe at least 2 maternal and 2 infant risk factors associated with delayed /actogenesis II.

Question or case study

·29_ Engage in a conversation with a mother regarding at least 3 reasons why effective exclusive breastfeeding is important.

Observation

41. Explain at least 3 aspects of appropriate storage of breast-milk.

Question or case study

42. Explain at least 3 aspects of handling of expressed breast-milk.

Question or case study

·4 7. List at least 2 potential contraindications to breastfeeding for a baby and 2 for a mother.

Question or case study

·4g_ Describe at least 4 medical indications for supplementing breastfed newborns: 2 maternal indications and 2 newborn indications, when
breastfeeding is not improved following skilled assessment and management.

Question or case study

·49_ Describe at least 3 risks of giving a breastfed newborn any food or fluids other than breast milk, in the absence of medical indication.

Question or case study
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TEN STE PS TO SUCCESSFUL BREASTFEEDING

TO MEASURE

COMPETENCY

- SORTED

BY STEP

jAII performance indicators apply to direct care staff. Specific performance indicators for

VERIFICATION

METHOD

which knowledge competency applies to direct care providers are marked with an ·1

MEDICALL~

66. Describe at least 1 professional medical reference or resource for identifying medications that are safe/compatible for use during lactation.

Question or case study

·so.For those few health situations

Question or case study

where infants cannot, or should not, be fed at the breast, describe, in order of preference, the alternatives

to use.
·51_ Engage in a conversation with a mother who intends to feed her baby formula. noting at least 3 actions to take.

Observation

52. Demonstrate at least 3 important items of safe preparation of infant formula to a mother who needs that information.

Observation

·57_Identify 3 high-risk infant populations that may warrant extra precautions to protect against severe infections associated with powdered
infant formula.

Question or case study

·35_ Engage in a conversation with a mother regarding 2 aspects related to the importance of rooming-in 24h/day.

Observation

68. Describe 2 aspects involved in creating a safe environment for rooming-in during the hospital stay.

Question or case study

·59_ Demonstrate at least 3 safety aspects to assess when mother and baby are skin-to-skin during the postpartum hospitalization, regardless
of method of birth.

Observation

0

Question or case study

36. Explain 2 situations: 1 for the mother and 1 for the infant, when it is acceptable to separate mother and baby while in hospital.

45. Engage in a conversation with a mother separated from her preterm or sick infant regarding at least 2 reasons to be with her infant in the
intensive care unit.

Observation

·37. Describe at least 2 early feeding cues and 1 late feeding cue.

Question or case study

38. Describe at least 4 reasons why responsive feeding is important jalso called on-demand or baby-led feedingl independent of feeding method.

Question or case study

39. Describe at least 2 aspects of responsive feeding jalso called on-demand or baby-led feedingl independent of feeding method.

Question or case study

46. Engage in a conversation with a mother of a preterm, late preterm or vulnerable infant !including multiple birthsl regarding the importance
of observing at least 2 subtle signs and behavioral state shifts to determine when it is appropriate to breastfeed.

Observation

·sa.Describe at least 4 elements

Question or case study

to assess when a mother says that her infant is crying frequently.
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BY STEP

TEN STE PS TO SUCCESSFUL BREASTFEEDING jAII performance indicators apply to direct care staff. Specific performance indicators for

VERIFICATION

METHOD

which knowledge competency applies to direct care providers are marked with an ·1

53. Demonstrate to a mother how to safely cup-feed her infant when needed, showing at least 4 points.

Observation

54. Describe to a mother at least 4 steps to feed an infant a supplement in a safe manner.

Observation

·55_ Describe at least 2 alternative feeding methods other than feeding bottles.

Question or case study

56. Engage in a conversation with a mother who requests feeding bottles, teats, pacifiers and soothers without medical indication, including at
least 3 points.

Observation

·59_ Describe at least 4 elements of anticipatory guidance to give to a mother on calming or soothing techniques before or as alternatives to
pacifiers.

Question or case study

70. Describewhen the acceptable time is for introducing a pacifier with a breastfeeding infant, with regards to SU/0/SJDSreduction strategies.

Question or case study

57. Engage in a conversation with a mother regarding at least 4 different ways to facilitate breastfeeding in order to prevent or resolve most
common conditions of the lactating breasts tsore nipples, engorgement, mother who thinks she doesn't have enough milk, infants who have
difficulty suckingl.

Observation

60. Describe at least 2 locally available sources for timely infant feeding information and problem management.

Question or case study

61. Describe at least 2 ways the healthcare facility engages with community-based programs to coordinate breastfeeding messages and offer
continuity of care

Question or case study

·s2. Develop individualized discharge feeding plans with a mother that includes at least 6 points.

Observation

"63. Describe to a mother at least 4 warning signs of infant undernourishment or dehydration for a mother to contact a health care professional
after discharge.

Observation

·54_ Describe at least 3 warning maternal signs for a mother to contact a health care professional after discharge.

Question or case study
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D: DETERMINING

AFFILIATED

PRENATAL

SERVICES

AFFILIATED PRENATAL SERVICES
INTRODUCTION:It is important to accurately determine your facility's status
regarding affiliation with prenatal services early in your Baby-Friendly journey.
INSTRUCTIONS:The questions below describe various situations in which
BFUSA considers facilities to have affiliated prenatal services. If any of the situations
below is true for your facility, you are considered to have affiliated prenatal services.
Carefully consider each of the questions with your multi-disciplinary team. It is also
important to consider these questions again any time your facility has a change.
The questions should be applied to all primary prenatal services that have patients
who deliver at your facility. Providers who do not provide primary prenatal services,

QUESTIONS:

Your facility is considered to have affiliated prenatal services if you
answer "yes" to any of the following questions:
1. Are providers who deliver primary prenatal care at the prenatal service
employed by the facility?
2. Are providers who deliver primary prenatal care at the prenatal service

but rather are specialists who provide consultation for the patient's primary
prenatal care provider, should not be included. For example, a Maternal Fetal Medicine
provider who is consulted when needed but never becomes the primary provider for
a woman or her infant would not be considered to be an affiliated prenatal service.
A Maternal Fetal Medicine provider who acts as the patient's primary provider would
be considered to be an affiliated prenatal service if one of the scenarios described in
the questions below also applies.

employed by the same system that employs staff at the

EVOLVINGSTATE OF HEALTH CARE: Health care in the United States is dynamic.
Facilities are merging into systems as well as buying and selling service lines.
In large institutions, some structural changes may not be known by the facility's
Baby-Friendly multi-disciplinary committee, yet they have a significant impact on
the Baby-Friendly process. Therefore, it is recommended that this questionnaire

4. Are staff who provide care or education at the prenatal service employed

be completed annually by the facility and discussed with leadership by the
multi-disciplinary committee. The committee should then consider how the results
will impact the implementation of Steps 1, 2, and 3, and the International Code of
Marketing of Breast-milk Substitutes.

facility?
3. Are providers who deliver primary prenatal care at the prenatal service
(or in another type of agreement, such as an MOUiby the facility

contracted

or system to provide prenatal services on behalf of the facility?

by the facility?
5. Are staff who provide care or education at the prenatal service employed
by the same system that employs staff at the facility?
6. Are staff who provide care or education at the prenatal service contracted
(or in another type of agreement, such as an MOUiby the facility or system to
provide prenatal services on behalf of the facility?
7. Are prenatal services offering primary prenatal care owned by the facility
or the system that owns the facility?
8. Do marketing or patient information materials imply that primary prenatal
care is offered by the facility? (Consider the facility or system website,
brochures and media marketing campaigns.I
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E: ACCEPTABLE

MEDICAL

REASONS

FOR USE OF BREAST-MILK

SUBSTITUTES

Most mothers can breastfeed successfully, which includes initiating breastfeeding within the first hour of life, breastfeeding exclusively for the first 6 months, and continuing
breastfeeding along with giving appropriate complimentary foods up to 2 years of age or beyond.
The facility should develop a protocol/procedure that describes the current, evidence-based contraindications to breastfeeding and medical indications for supplementation. Staff and
care providers should be trained to utilize the protocol/procedure as guidance in the case of supplementation. A facility may utilize the recommendations of national and international
authorities [e.g., Centers for Disease Control and Prevention jCDq, World Health Organization IWHOI, and Academy of Breastfeeding Medicine IABMI, American Academy of Pediatrics
IAAPI, American College of Obstetricians and Gynecologists IACOGI]in developing this protocol/procedure. However, the facility is responsible for ensuring that its medical indications
for supplementation are supported by current evidence.

APPENDIX

F: DEFINITION

OF TERMS AND ABBREVIATIONS

USED IN THIS DOCUMENT

AFFILIATED PRENATAL SERVICES - Primary prenatal care delivered
through a close formal or informal association with a birthing facility. For
Baby-Friendly purposes, the affiliation is determined through completion
of a questionnaire regarding specific aspects of the relationship, such as
business relationship, personnel relationship, and marketing of services.
/See Appendix DJ
CAMPUS - The institution's main buildings and the physical area
immediately adjacent to them, other areas and structures that are not
strictly contiguous to the main buildings but are located on the same
property or within 250 yards of the main buildings, and any other areas
determined, on an individual case basis, to be part of the provider's
campus.
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COMPETENCY ASSESSMENT - An evaluation of an individual's ability
to use a set of related knowledge, skills and behaviors to successfully
perform identified jobs, roles or responsibilities. 3
COMPETENCY VERIFICATION -The confirmation of an individual's
ability to use a set of related knowledge, skills and behaviors to
successfully perform identified jobs, roles or responsibilities.

CLINICAL STAFF- Includes all individuals providing direct patient care.
Clinical roles often require certification or licensing. Examples include:
RN, LPN, Technicians, CNA, MA, etc.
CRITERIA FOR EVALUATION - The minimum standards which must
be met to achieve Baby Friendly designation.

COMPETENCY - The capability to use a set of related knowledge,
skills and behaviors to successfully perform identified jobs, rotes or
responsibilities. 3

CONFLICT OF INTEREST - Any situation where an individual or
organization is in a position to derive a benefit which is at odds with the
interests/ purpose of their position or organization. In this context, it is
most usually seen when individual members of staff enter a relationship
with companies falling within the scope of the Code jthe companies I
in order to gain some advantage for themselves or their service.
COUNSELING - Professional guidance, advice and/or assistance
provided by an individual trained in the specific topic area of concern.
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CUE-BASED FEEDING - Feeding practices that are based on infant
readiness indicators such as alertness, rooting, orienting toward own or
caregivers' hands, pacifier, breast or bottle nipple; sucking on own hands
or other objects; pacing as well as pausing when an infant's stress cues
are observed.
DIRECT CARE PROVIDERS - Physicians, midwives, physician
assistants, and advanced practice registered nurses who provide
education, assessment, support, intervention, assistance and/or
follow-up with regards to infant feeding [Including the following units:
Affiliated Prenatal Services, Labor and Delivery Unit, Postpartum Unit,
Newborn Unit]. Interviews with direct care providers will include providers
granted privileges to provide care in labor & delivery, postpartum and well
newborn units.
DIRECT CARE STAFF - All other non-Direct Care Provider health
professionals who provide education, assessment, support, intervention,
assistance and/or follow-up with regards to infant feeding (Including the
following units: Affiliated Prenatal Services, Labor and Delivery Unit,
Postpartum Unit, Newborn Unit). Interviews with direct care staff will
include facility-based direct care nursing staff providing care in labor
& delivery, postpartum and well newborn units.

EXCLUSIVE BREAST-MILK FEEDING - The infant receives only human
milk !including direct breastfeeding, expressed breast-milk or donor
SIXTH EDITION

I Baby-Friendly

USA, Inc.

continued

human milkl and is allowed to receive vitamins, minerals, and medicines.

FACILITY - A building or area that is used for the provision of health care
services. Some health care facilities have multiple campuses. BFUSA
policies require individual assessment and designation of each individual
campus.
FAIR MARKET PRICE - The International Code of Marketing of
Breast-milk Substitutes, and subsequently, the BFHI call for health
systems to purchase infant foods and feeding supplies at a fair market
value. Fair market pricing can be determined by calculating the margin of
retail price the facility pays on other items available on the retail market
or by using the minimum threshold price method as described in BFUSA
materials.

GESTATIONAL AGE 0NCLUDING DEFINITIONS OF PRETERM AND
TERM INFANTSI - Time elapsed between the first day of the last
menstrual period and the day of delivery.

EDUCATIONAL MATERIALS - Information provided through written or
electronic sources including brochures, pamphlets, posters, websites,
videos, texting programs, social media, education channels, applications,
and other evolving technologies.

I

DOCUMENT

FEEDING OPTIONS - The type of food (mother's own milk, pasteurized
donor human milk, infant formulal and method of feeding (direct breast
feeding, expression of milk, cup, syringe, supplemental nursing system,
bottle I an infant. Feeding options may consist of a combination of foods
and methods. For example, a mother may directly breastfeed sometimes
and occasionally pump and feed her own milk though a cup.

EDUCATION - Information about what to do and why; didactic
knowledge; may be provided in classroom or electronically, individually
or in group settings.
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Preterm infants are defined as born alive before 37 weeks of pregnancy
are completed. There are sub-categories of preterm birth defined by the
WH0. 59 Related groups of infants defined by ACOG60 may be admitted to
the NICU based on gestational age:
• Extremely preterm 1 ◄ 28 weeksl
• Very preterm 128 to ◄ 31 6/7 weeksl
• Moderate preterm 132to 33 6/7 weeksl
• Late preterm (34 to 36 6/7 weeks I
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ITEM - An individual object or article. Examples include:
• Written educational materials, brochures/pamphlets, etc.
• Electronic sources including websites, videos, texting programs,
social media, education channels, applications, and other
evolving technologies.
• Posters, calendars, notepads, pens, cups, gift packs, growth
charts, bassinet cards, etc.

Additionally, infants' size in relation to gestational age may relate to risk
categories:
AGA = Appropriate for gestational age I ► 10 and ◄ 90 percentile
birth weightl
LGA = large for gestational age 1 ► 90 percentile birth weight!
IUGR = intrauterine growth restriction
SGA = small for gestational age 1 ◄ 10 percentile birthweightl
"Corrected Gestational Age": post-menstrual age calculated as
gestational age at birth + chronological jcalendarl age since birth;
also sometimes called "adjusted age".

KANGAROOMOTHER CARE IKMCI -Kangaroo Care or Kangaroo Mother
Care are often used interchangeably to refer to skin-to-skin care provided
by a parent of a preterm infant jor any infant in NICUI. The infant is placed
against the parent's naked chest in such a fashion that the infant is held
upright and/or prone to maximize contact between ventral skin
surfaces. The dyad is then wrapped in a blanket or other clothing to
secure the infant against the parent's chest. Ideally, the infant may be held
continuously jor almost continuously! in this fashion for multiple hours.
Optimally, KMC begins as soon as the infant is judged ready for skin-toskin contact or holding; sometimes part of stabilization immediately
after birth.

GUIDELINES - The standards of care which facilities strive to achieve
for all patients.
HEALTH PROFESSIONAL - A health worker with a professional/
degree, certification, diploma or license, such as but not limited to a
medical practitioner, a registered nurse or midwife. Health professionals
include all providers and clinical staff with policy making, supervisory,
education and/or patient care responsibilities. Interviews with health
professionals will include direct care nursing staff and privileged direct
care providers.
HEALTH PROVIDER - A doctor, advanced practice nurse, physician
assistant or midwife.
INFANT FEEDING SUPPLIES - Products used to nourish and/or deliver
nourishment to a baby.
IN-SERVICE EDUCATION - Instruction provided to individuals already
employed in a profession.

IN THIS

When provided by the mother, it may allow for access to the breast for
non-nutritive sucking or pre-feeding practice Inuzzling. licking, tasting
drops of expressed milkl as well as direct feeding from the breast.
Whether or not it includes breastfeeding, it offers benefits such as
warmth/temperature regulation, respiratory support/improved
oxygenation, cardiovascular stabilization, glucose homeostasis and
immune support through colonization with normal flora. Maximal benefits
are obtained with continuous or sustained KMC.

LOGO- An emblem, picture or symbol by means of which a company
or product is identified.
MOU - Memorandum of Understanding is a formal written agreement
between two or more parties.
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NEONATAL UNIT INICUI - Space designated and used for specialized
patient care and consultation, monitoring and medical/nursing
interventions. May include designated areas in maternity/postpartum
units or pediatric units where infants are admitted. Levels of neonatal
care are designated: 61
LEVEL 1: Well newborn nursery: for term or stable late-preterm
PS-37 week gestation I infants, or for stabilization of ill or more
preterm infants
LEVEL 11:Special

care nursery: Level I capabilities plus care
for ►/=32 week gestation, ►/=1500 gram, moderately ill or
convalescing infants, possibly requiring brief respiratory
support, and/or stabilization of more preterm or ill infants
LEVEL 111:NICU: Level

II capabilities plus comprehensive care for
infants ◄ 32 weeks and ◄ 1500 grams, including sustained life
support, full range of respiratory support and advanced imaging
services
Regional NICU: Level Ill capabilities plus surgical
services, medical and surgical subspecialists, pediatric
anesthesiologists, transport and outreach education.
LEVEL IV:

NON-CLINICAL STAFF - Facility employees and/or contractors who
interact with patients but provide no medical care. Examples:
Administrative Assistants, Unit Secretaries, etc.
PACIFIER -An artificial nipple/teat-shaped device for non-nutritive
sucking, also called a dummy or soother. ILimited use to decrease pain
during procedures when the infant cannot be safely held or breastfed is
acceptable.I

THE BABY-FRIENDLY HOSPITAL INITIATIVE

I

SIXTH EDITION

I Baby-Friendly

USA, Inc.

USED

IN THIS

DOCUMENT

continued

PERFORMANCE INDICATOR - Measures of a direct care provider
and direct care staff's competence to protect, promote and support
breastfeeding in a facility providing maternity and newborn services.
POLICY - An enforceable document that guides staff in the delivery
of care. At the facility level, this may include policies, practice guidelines
and protocols.
PRE-SERVICE EDUCATION - Instruction designed to enable individuals
to acquire the knowledge and skills required to enter a profession.
PROMOTE - To employ any method of directly or indirectly encouraging
a person, a health facility, or any other entity to purchase or use a
designated product whether or not there is reference to a brand name.
SAMPLE - A small part or quantity intended to show what the whole
is like.
SKILLED PROFESSIONAL - an individual with specialized training and
a demonstrated ability to provide assessment, education, intervention,
and follow-up in a specific field.
SKIN-TO-SKIN CONTACT ISTSI - Contact between the newborn infant and its mother. jln the case of incapacitation of the mother, another
adult, such as the infant's father or grandparent, may hold the infant
skin-to-skin.I After birth, the infant is placed naked against the mother's
naked ventral surf ace. The infant and mother are then covered with a
warm blanket, keeping the infant's head uncovered. The infant may wear a
diaper and/or a hat, but no other clothing should be between the mother's
and infant's bodies. STS should continue, uninterrupted, until completion
of the first feeding, or at least one hour if the mother is not breastfeeding.
STS should be encouraged beyond the first hours and into the first days
after birth and beyond.

I APPENDIX

F

109

APPENDIX

F: DEFINITION

OF TERMS

AND

ABBREVIATIONS

SPONSOR - An individual or organization that pays some or all of the
costs involved in staging an event in return for advertising.
STANDARD -The established requirement for delivery of
evidenced-based care.
SUPPLEMENTATION - Additional feedingjsj provided to a breastfed
infant. Options for supplementation include expressed breast-milk,
pasteurized donor human milk, and appropriate breast-milk substitutes.
The method of providing supplementary feedings may include
supplemental nursing systems at the breast, cup feeding, spoon or
dropper feeding, finger feeding, syringe feeding or bottle feeding.
TRAINING - Applying and/or acquiring knowledge and learning how to
perform a specific skill, task, or behavior: typically requires simulation,
clinical skills practice, counseling, role play and/or competency
verification.
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AAP

American Academy of Pediatrics

AAFP

American Academy of Family Physicians

ABM

Academy of Breastfeeding Medicine

ACNM

American College of Nurse Midwives

ACOG

American College of Obstetricians and Gynecologists

AWHONN

Association of Women's Health Obstetrical
and Neonatal Nurses

BFHI

Baby-Friendly Hospital Initiative

BFUSA

Baby-Friendly USA Inc.

CDC

Centers for Disease Control and Prevention

KMC

Kangaroo Mother Care

NICU

Neonatal Intensive Care Unit

STS

Skin-to-skin contact

UNICEF

United Nations Children's Fund

USLCA

United States Lactation Consultant Association

WHA

World Health Assembly

WHO

World Health Organization

I APPENDIX

F

110

APPENDIX

G: EXPERT

PANEL

MEMBERS

JENNIFER M. NELSON,
MD, MPH, FAAP, LCDR,
U.S. Public Health Service
Medical Epidemiologist, Maternal. Infant,
Toddler Nutrition team
Centers for Disease Control and
Prevention

EXTERNAL MEMBERS
SARAH BROOM,MD
Former Medical Director
Blue Cross Blue Shield Mississippi
KIMARIE BUGG,
DNP, FNP·BC, MPH, IBCLC
CEO and Change Leader
Reaching Our Sisters Everywhere, Inc.
jROSEI

CRlA G. PERRINE, PHO
CDR, U.S. Public Health Service
Team Lead, Maternal, Infant, Toddler
Nutrition team
Centers for Disease Control and
Prevention

KITTY FRANZ, RN, IBCLC
Clinical Instructor in Pediatrics
Keck School of Medicine
The University of Southern California
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EMILY C. TAYLOR, MPH, IHI-IA
Founder and Director, Women-Inspired
Systems· Enrichment jWISEI
Chair, United States Breastfeeding
Committee
Doctoral Candidate, University of North
Carolina, Executive Doctorate in Public
Health Leadership
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TRISH MACENROE, BS, CON, CLC
Former Chief Executive Director

FRAN BUCHE, BSN, RN, IBCLC
Accreditation Team
MEAGHANCOMBS, MD, MPH, IBCLC
Board of Directors
Clinical Committee

CATHERINE S. SULLIVAN,
MPH, RON, LON, IBCLC, RLC FAND
Director, Assistant Professor
Carolina Global Breastfeeding Institute
Department of Maternal and Child Health
Gillings School of Global Public Health
University of North Carolina at Chapel Hill

ANNE MEREWOOO,PHO, MPH
Executive Director
Center for Health Equity, Education and
Research jCHEERI
Associate Professor of Pediatrics
Boston University School of Medicine

INTERNAL MEMBERS

ANN BROWNLEE,MA, PHO
Vice Chair, Board of Directors
Clinical Committee
NICU Task Force

PAULA KAY SCHRECK
MD, IBCLC, FABM
Medical Director, Breastfeeding Support
Services
Breastfeeding Coordinator,
Ascension S.E. Michigan
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None at this time. We use this section to address issues that emerge between planned updates to the GEC.
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From:
Sent:
To:
Subject:

Grossniklaus, Daurice (CDC/ONDIEH/NCCDPHP)
Tue, 30 Aug 2016 12:41:59 +0000
Cynthia Klein (Cynthia_Klein@abtassoc.com)
BFUSAresponse to articles available on line

Hi Cynthia,
In case you are not aware, I wanted to let you know that BFUSAupdated their Guidelines and Evaluation
Criteria webpage
https://www.babyfriendlyusa.org/get-started/the-quidelines-evaluation-criteria
(see new text below) and
added a link to their official response to the JAMA Pediatrics articles
file:/ljC:/Users/dgross2/Downloads/BFUSA
Response-BassGartleyKleinmanArticle.pdf

NEW TEXT ADDED TO GUIDELINES AND EVALUATION CRITERIAwebpage:
The Guidelines and Evaluation Criteria are the most important tool to guide the work of hospitals through
the Baby-Friendly designation process.
Recently there was an article published in JAMA-Pediatrics which has triggered some discussion in biogs
and other media about the safety of the Baby-Friendly Hospital Initiative (BFHI) and the practice of
mothers and infants remaining together throughout the hospital stay. Click here to read Baby-Friendly
USA's response. Another article published in JAMA in the same issue points to how these practices save
lives. Click hereto access the article by Ors. Meek and Noble titled Implementation of the Ten Steps to
Successful Breastfeeding Saves Lives.
The AAP has also released a Clinical Report on Safe Sleep and Skin-to-Skin Care in the Neonatal Period
for Healthy Term Newborns. It offers sound recommendations for the safe implementation of these
practices and well-vetted references. Click here to access the report.
Baby-Friendly USA released updated "Guidelines and Evaluation Criteria for Facilities Seeking
Baby-Friendly Designation" (2016 Revision). As indicated by the title, it includes both
the Guidelines facilities would need to follow to achieve full Baby-Friendly status andEvaluation
Criteria that clearly spell out the minimum standards that a facility must achieve in order to become BabyFriendly designated.

From:
Nelson, Jennifer M. (CDC/ONDIEH/NCCDPHP)
Sent:
Fri, S May 201713:47:29 -0400
To:
MacGowan, Carol (CDC/ONDIEH/NCCDPHP);Perrine, Cria G.
(CDC/ONDIEH/NCCDPHP)
Subject:
BFUSAtool

Carol and Cria,

(b)(5)

Jennifer
Jennifer M. Nelson, MD, MPH, FAAP
LCDR,U.S. Public Health Service
Infant Feeding Team/Nutrition Branch/CDC

From:
Perrine, Cria G. (CDC/ONDIEH/NCCDPHP)
Sent:
Thu, 1 Mar 2018 19:51:20 +0000
To:
Nelson, Jennifer M. (CDC/ONDIEH/NCCDPHP);Voetsch, Karen P.
(CDC/ONDIEH/NCCDPHP)
Subject:
Blog

Just a blog, but an interesting read regarding statements made vs. the papers cited.
http ://vwmccla in. biogs pot. pe/2017 /10/fed-is-best-twisti

Cria Perrine, PhD
CDR, US Public Health Service
Lead, Infant Feeding Team
Division of Nutrition, Physical Activity, and Obesity
Centers for Disease Control and Prevention
Ir Phone: 770.488.5183 I l:8JEmail: cperrine@cdc.gov

ng-facts-to-fit-agend a.html?m=l

From:
Voetsch, Karen P. (CDC/ONDIEH/NCCDPHP)
Sent:
Tue, 20 Sep 2016 13:48:38 -0400
To:
Perrine, Cria G. (CDC/ONDIEH/NCCDPHP);Murphy, Paulette
(CDC/ONDIEH/NCCDPHP)
Subject:
Brief history of communications
Attachments:
For Internal Purposes Only.docx

Hi Cria and Paulette,
Let me know what you think. There were a couple of places where I wasn't sure of the date and/or
what was discussed.
Thanks.
Karen
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From:
Jones, Sonya M. (CDC/ONDIEH/NCCDPHP) (CTR)
Sent:
Tue, 1 Sep 2015 10:43:08 -0400
To:
Locke, Robert
Cc:
Scanlon, Kelley (CDC/ONDIEH/NCCDPHP);Jones, Sonya M.
(CDC/DDNID/NCCDPHP) (CTR)
Subject:
Conference Call Scheduled--Baby Friendly evaluation process

Good Day Mr. Locke,
I have scheduled the conference call for Friday, September 4, 2015 at 10:30-11 :30am.

Conference Call #:l._____ (b_)_(6_)
_ __.
Participanti

(b)(6)

All the best!

Thanks,
Have an Exuberant Day on Purpose!!

Sonya M. Jones, MHSA
Solutions One Industries, LLC-Support services
CDC/ONDIEH/NCCDPHP/DNP AO
Nutrition Branch, MS:F-77
4770 Buford Highway, N.E.
Atlanta, Georgia 30341
TEL: 770-488-2494
FAX: 770-488-5369
Email: sdj4@cdc.gov

Happiness is the Spiritual experience of living every minute with Love, Grace
and Gratitude. Denis Waitley

-,
2

HEALJrlY
Ll\/iNG
FOR
ALL

YEARS

National Center for

Chronic DiseasePrevention
and Health Promotion

From: Locke, Robert [mailt~
(b)(6)
Sent: Tuesday, September 01, 2015 8:39 AM

To: Scanlon, Kelley (CDC/ONDIEH/NCCDPHP)<kxs5@cdc.gov>
Cc: Jones, Sonya M. (CDC/ONDIEH/NCCDPHP)(CTR)<sdj4@cdc.gov>
Subject: Re: Baby Friendly evaluation process

Sonya,
Please see email trail below. On Friday 9/4 I can rearrange my schedule to be flexible between 0930 1430 hours. Let me know what works for you.
Robert Locke
Sent from my iPhone
On Aug 31, 2015, at 14:33, Scanlon, Kelley (CDC/ONDIEH/NCCDPHP)<kxs5@cdc.gov> wrote:
Thanks. A call would be great. Please send some potential times to me and Sonya Jones and Sonya will
respond with our availability to set up a 30 minute call. Thursdays and Fridays tend to be lighter for us in
terms of meetings. Kelley
From: Locke, Robert [mailtoj
(b)(6)
Sent: Monday, August 31, 2015 2:15 PM
To: Scanlon, Kelley (CDC/ONDIEH/NCCDPHP)<kxs5@cdc.gov>
Cc: Grossniklaus, Daurice (CDC/ONDIEH/NCCDPHP)<dtg3@cdc.gov>; MacGowan, Carol

(CDC/ONDIEH/NCCDPHP)<dvx2@cdc.gov>; Murphy, Paulette (CDC/ONDIEH/NCCDPHP)
<peml@cdc.gov>
Subject: RE: Baby Friendly evaluation process
Kelley,
I think a phone conversation would be the most efficient way to get you the information that you may
be interested in.
Recommendations on how best to arrange this?
Robert Locke

Robert Locke, DO, MPH, FACOP,FAAP
Professor of Pediatrics
Division of Neonatology
Co-Director, Center for Neonatal Evidence-Based Care and Population Health
Christiana Care Health System
Sidney Kimmel Medical College at Thomas Jefferson University

b 6)
(b)(6)

office)

E-Mail Confidentiality Notice
This message (including any attachments) contains information intended for a specific individual(s) or an employee or agent responsible for delivering this
message to the intended recipient and purpose that may be privileged, confidential or otherwise protected from disclosure pursuant to applicable law. Any
inappropriate use, distribution or copying of the message is strictly prohibited and may subject you to C(iminal or civil penalty. If you have received this
transmission in error, please reply to the sender indicating this error and delete the transmission from your system immediately.

From: Scanlon, Kelley (CDC/ONDIEH/NCCDPHP)[mai1to:kxs5@cdc.gov]
Sent: Friday, August 28, 2015 5:40 PM
To: Locke, Robert
Cc: Grossniklaus, Daurice (CDC/ONDIEH/NCCDPHP);MacGowan, Carol
(CDC/ONDIEH/NCCDPHP);Murphy, Paulette (CDC/ONDIEH/NCCDPHP)
Subject: RE: Baby Friendly evaluation process
Dear Dr. Locke:
Thank you for reaching out to us to share your concerns and observations. I take your concerns
very seriously and I am following up on this immediately. Is it possible to share with me some
specific examples of the rude, inappropriate, and unprofessional interactions between the
evaluators and hospital staff? I don't want you to reveal anything that is confidential, but any
information that would help in my follow up is appreciated. If you would prefer to talk by
phone, I will set up a call.
I do want to be sure to point out that the Ten Steps to Successful Breastfeeding are from the
Baby Friendly Hospital Initiative and not CDC. It is a CDCpriority to assist hospitals to implement
the Ten Steps but I wanted to be sure CDCwas not receiving credit for developing the Ten Steps.

Thanks again for bringing this important information to our attention.
Sincerely,
Kelley
Kelley S. Scanlon, PhD RD
Chief, Nutrition Branch
Division of Nutrition, Physical Activity, and Obesity,
National Center for Chronic Disease Prevention and Health Promotion
Centers for Disease Control and Prevention
Email kscanlon@cdc.gov

From: Locke, Robert [mailtd
(b){6)
Sent: Thursday, August 27, 2015 10:05 AM
To: Scanlon, Kelley (CDC/ONDIEH/NCCDPHP)<kxs5@cdc.gov>
Cc:Grossniklaus, Daurice (CDC/ONDIEH/NCCDPHP)<dtg3@cdc.gov>; MacGowan, Carol

(CDC/ONDIEH/NCCDPHP)<dvx2@cdc.gov>
Subject: Baby Friendly evaluation process
Dear Dr. Scanlon,
Thank you for allowing time to provide feedback on the Baby Friendly evaluation process.
Accreditation of maternity care practices consistent with CDC'sTen Steps to Support
Breastfeeding is appealing for insuring that centers are implementing and, importantly,
sustaining optimal care practices. Many maternity centers and breastfeeding proponents within
health care systems were hesitant about pursuing Baby Friendly Hospital accreditation because
of uncertainty over the accreditation process. CDC'ssupport of Baby Friendly Hospital Initiative,
through NICHQand related initiatives, gave many health care systems, especially large academic
teaching systems that create the medical norm for current and future generations, the
confidence and impetus to pursue Baby Friendly accreditation. By association, and maybe
incorrectly, many academic centers, assumed the Baby Friendly designation process to reflect
CDC-level quality processes. Has the CDCundertaken any efforts to insure that evaluation
process is being accomplished appropriately?
Healthcare systems, especially large academic centers, are accustomed to being evaluated,
ranked and scored by federal, state, and industry groups. These evaluations may be initiated by
the Joint Commission, state and federal governments, residency and graduate medical
education, nursing education, allied health, pharmacy, lab, radiology, nuclear waste, Magnet,
magazine ratings, Medicaid/Medicare, private insurers, management companies, inspections by
industry supported research and other external-funded research, etc. Every day, every clinical
decision on every patient is evaluated and often challenged by representatives of third party
insurance companies. In contrast, the Baby Friendly evaluators have stood out in dissonance
from the quality we normally encounter. Initially, many of us hoped our experience was an
outlier. But other healthcare providers and hospital administrators at other institutions have
reported similar experiences with the Baby Friendly evaluation process.
In my own experience, our academic group covers three hospitals and has an emergency
transport arrangement with a fourth, a local community hospital. Three ofthe hospitals have
passed Baby Friendly. The large university academic center has not yet passed. It is in the
process of remediation and pending re-inspection in October. Two ofthe hospitals that have
passed are part of the same health system. At one of the hospitals that passed, on the first day
of inspection, the Baby Friendly evaluators were considered to be "rude" and "unprofessional".
The CEOalmost stopped the process on day one. Top administrators called Baby Friendly and
explained that they would refuse to go forward with the inspections for day 2 unless the
professional nature of the two inspectors improved. Although this health care system passed,
the overall poor experience with the Baby Friendly evaluators has created a negative antibreastfeeding backlash with maternity nurses and hospital administration that we are still
working to overcome one year later. The third hospital in our catchment region that passed, a
smaller community hospital, had a non-negative experience.
The larger academic center (6500 deliveries) participated in the NICHQ processes. The NICHQ
process was absolutely essential for my large academic hospital to move forward in the Ten
Steps and the BFHI process. The Baby Friendly reviewers did not approve policy and items that

were vetted and reviewed as appropriate by the NICHQ process. Again, the attitude, behavior
and interactions of the Baby Friendly inspectors disappointed the hospital administration and
staff.
Preparing for Baby Friendly and the NICHQ support was welcomed and viewed universally as a
positive. During the NICHQ process, there was a positive culture change and enthusiasm
throughout the healthcare system to creating a genuine pro-breastfeeding supportive
healthcare environment. As typical for new accreditations and efforts, the academic center did
not expect to pass on the first round. The opportunity to receive professional feedback, learn,
improve and be better next time is embraced and part of our culture. However, the interaction
with the Baby Friendly evaluators was different than other evaluations/inspectors. Top
administrators stated that they may have to re-think any commitment to sustain the
accreditation effort. As several labor and delivery and postpartum nurses told me afterwards, "I
was pro-breastfeeding before this, now I want nothing to do with Baby Friendly."
At the PAS/SPRmeeting in San Diego earlier this year, multiple individuals from academic health
systems were sharing similar negative experiences about the evaluators and evaluation process.
At the USBCmeeting earlier this month, similar problems were experienced by three members
of the USBCwho are at large academic centers.
Accreditation processes should make health systems better. The Joint Commission inspections
are rigorous and have contributed to sustained systematic improvements in health care quality
and safety. Baby Friendly accreditation should have a parallel effect on health care quality.
Everything about Baby Friendly should be a health-promoting and sustaining event. Healthcare
systems and providers want to be evaluated in a demanding and appropriate manner. The
evaluative experiences listed above are, hopefully, anomalous anecdotal experiences, but they
do call in question whether the evaluation process and evaluators in the rapidly expanded Baby
Friendly initiative are themselves selected and trained at an appropriate level, consistent with
the quality expectation of large health systems and breastfeeding advocates. If the goal is to
have 100% of US maternity centers Baby Friendly accredited, should there be some mechanism
to insure that the accreditation and evaluation system are appropriate?
Respectfully,
Robert Locke, DO, MPH
ACOP Representative to USBC
(P.S. I understand that nothing in an email is ever confidential, but I trust that you will keep in
mind that my health system will be going through re-inspection in October. The sole purpose of
this email is to provide feedback for quality improvement purposes and to support mothers and
babies everywhere.)

From:
Gunn, Janelle P. (CDC/ONDIEH/NCCDPHP)
Sent:
Wed, 8 Mar 2017 20:07:48 +0000
To:
Gunn, Janelle P. (CDC/ONDIEH/NCCDPHP);Perrine, Cria G.
(CDC/ONDIEH/NCCDPHP)
Subject:
Conversation with Gunn, Janelle P. (CDC/ONDIEH/NCCDPHP)

Gunn, Janelle P. (CDC/ONDIEH/NCCDPHP) 2:09 PM:

from this month
http://parentingpatch.com/problem-fed-best/
http://mamabananasadventures.com/2017 /03/the-truth-about-fed-is-best.html
Perrine, Cria G. (CDC/ONDIEH/NCCDPHP) 2:55 PM:

interesting

From:

Sent:
To:

Subject:
Attachments:

Perrine, Cria G. (CDC/DDNID/NCCDPHP/DNPAO)
Fri, 23 Jul 202117:50:39 +0000
Bookhart, Larelle;Young, Melissa Fox
Dissertation comments
NHS Dissertation_Larelle Bookhart 07-09-2021_CP.docx

Let me know if you have any questions. Congratulations Larelle! This was really excellent work.
Cria
Cria Perrine, PhD
CDR, US Public Health Service
Lead - Maternal, Infant, and Toddler Nutrition Team
Division of Nutrition, Physical Activity, and Obesity
Centers for Disease Control and Prevention
cperrine@cdc.gov 770-488-5183
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From:

Sent:
To:

Subject:
Attachments:

Olson, Christine (CDC/ONDIEH/NCCDPHP)
Thu, 12 Jan 201715:02:03 -0500
Nelson, Jennifer M. (CDC/DDNID/NCCDPHP/DNPAO)
DRAFTTP suggestions
BFHI Talking Points_vl clean.cko2.docx

These are some suggested edits. I'm happy to look again after you've had a chance to review
and can send it to a few members of the team for comment~
(b)(S)
IDid you all
get a response from Marty in NC about participating in the key informant interviews? I think
Keba gave him a heads-up.
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Perrine, Cria G. (CDC/ONDIEH/NCCDPHP)
Tue, 2 May 2017 16:16:40 -0400
To:
Nelson, Jennifer M. (CDC/ONDIEH/NCCDPHP)
Subject:
Email for response
Attachments:
RESPONSEREQUIRED:Topic: Dangers of the Baby-Frien, Priority: Medium,
Mode: Email [ref:_00DU0YCBU._500t0SC6tK:ref]
From:

Sent:

Just cc'd you on draft response for review-

this is original inquiry to CDC-INFO.

From:
Reply Needed from CDC
Sent:
Tue, 4 Apr 201712:07:32 +0000
To:
DIRECTOR'SINCOMING (CDC)
Subject:
RESPONSE
REQUIRED:Topic: Dangersof the Baby-Frien,Priority: Medium,
Mode: Email [ref:_00DU0YCBU._500t0SC6tK:ref]

Please
let us know as soon as possible
if your group will
provide
the answer
to the inquiry
below or if the inquiry
should
be referred
elsewhere,
for
example
to a state
or local
health
department,
another
CDC program,
or other
federal
agency.
Specific
guidance
on a referral
and contact
information
would
be appreciated.

(b)(5)

Programs
are asked to reply
within
3 business
days of receipt
of this
escalation.
If there
is a delay,
please
let us know when to expect
the answer
so we can share
that
information
with the inquirer.
A reminder
will
be sent
in 8 days;
the inquiry
will
be closed
after
10 days.

Questions
about
this
inquiry
can be directed
to the CDC-INFO Correspondence
Team by replying
to this
e-mail.
Please
reference
the inquiry
number below
and include
the e-mail
thread
line
in your response.
The thread
line
is the
e-mail
chain
including
this
e-mail
and the original
e-mail
request.
To
include
the thread
line,
reply
to this
message
without
deleting
the
historical
e-mail
chain.

Thank
K.C.

you,

The privacy
storage
of

of
this

the inquirer
e-mail.

should

be protected

Original

in

any

transmission

Email-------------------------

or

From

null

To :cdcinfo@cdc.gov

Date

:2017-03-30

Subject

Subject:

01:27:59

:CDC-INFO:

Dangers

From:

Clinician

Email

Address:

Your Question:

Inquiry

of

the

Baby-Friendly

Hospital

Initiative

christie@fedisbest.org
Dear

Dr.

Friedan,

I am one of the Co-Founders
of the Fed is Best Foundation,
emergency
physician
and former
newborn brain
injury
scientist,
Dr. Christie
del
Castillo-Hegyi.
You may have heard
of the starvation
death
of Landon Johnson
that
occurred
because
of the management
of a Baby-Friendly
hospital.
Since
the beginning
of my campaign
2 years
ago, we have received
tens of thousands
newborn
hospitalization
and starvation
stories
from insufficient
exclusive
breastfeeding.
Starvation-related
complications
are happening
to thousands
of
newborns
a day who are exhibiting
obvious
signs
of starvation
including
nonstop crying
and nursing
even while
they are in the hospital,
as Landon did
before
he suffered
from cardiac
arrest
from hypernatremic
dehydration.
These
complications
are in fact
the leading
causes
of newborn
hospitalizations
in
the world.
This Fed is Best petition
is attached
along with comments/stories
left
by parents
and health
professionals.
Please
read the petition.
We are
preparing
to propose
legislation
to protect
newborns
from the dangers
of the
Baby-Friendly
Hospital
Initiative
and we hope you will
address
the safety
concerns
of thousands
of parents
represented
by the Foundation.
https://drive.google.com/open?id=0B0_MbXCqYazzcUNXbENlOThzeE0
Comments from petitioners:
https://drive.google.com/open?id=0B0_MbXCqYazzSlNFZXRnUjh5cEk
Respectfully,
Christie
del Castillo-Hegyi,
M.D.
Co-Founder,
Fed is Best Foundation
Optional

Information

Name: Christie
del Castillo-Hegyi,
M.D.
Title:
Emergency
Physician,
Infant
Feeding
Organization:
The Fed is Best Foundation
Phone: I
(b)(6)
I

Advocate

Other Email:
christie@fedisbest.org
Address:
christie@fedisbest.org

Nelson, Jennifer M. (CDC/ONDIEH/NCCDPHP)
Tue, 21 Jul 2015 16:40:16 -0400
Nelson, Jennifer M. (CDC/ONDIEH/NCCDPHP)
Emailing: Breastfeeding Training Course - Breastfeeding Friendly Consortium

From:

Sent:
To:

Subject:

[English \/]
Breastfeeding Friendly Consortium
Not registered yet? Sign Up
Special offer for Virginia healthcare providers ...
View Offer

•
•
•

•
•
•

Breastfeeding
11

::::>-C

Training Course

I

Breastfeeding Training Course
This online breastfeeding training course covers 6 topics ranging from Current Trends in Infant
Feeding to Prenatal Nutrition and Breastfeeding Education to the Baby Friendly Hospital Initiative. This
course is a stand-alone resource offering comprehensive information on breastfeeding. In addition,
partnered with the individual Performance Improvement course and the institutional Chart Auditing tool
offered at BFConsortium.org, this course provides a crucial foundation in meeting your institution's Baby
Friendly Hospital Initiative's training needs.
Learners may earn up to 20 credits. Credit designation varies according to the length of the module and
credit is earned at the completion of each module. Learners may choose from AMA PRA Category 1
Credit™, L-CERPS, AAFP Prescribed Credit, Virginfa Nurses Association contact hours, CPE dietitian
credits or a Certification of Participation.
Coursework is self-paced. The system remembers where you stop in an exercise and returns to that place
when you next log on. The Course Home Page provides a status reminder next to each exercise to alert you
to your status for that exercise. Completed exercises can be reviewed as often as desired. Each exercise is
followed by a brief course evaluation with an oppmtunity for user feedback. Please note: Currently, the
evaluation form must be completed at the completion of each exercise. We understand that this is an
inconvenience but this is necessary for accrediting purposes and we thank you for your understanding.
Course content is appropriate for all healthcare providers. Exercises specifically recommended for
physicians have been marked with H_

Within each exercise, content is presented in an easily read format with no scrolling. Beautiful imagery
draws the reader in. Navigation arrows on the bottom of each page allow for easy back and forth
movement within an exercise. The page counters at the top left of the content page provide a visual guide
to content completion. Clicking the Exit Exercise link at the top right closes the exercise window and
returns the user to the Course Home Page.
The Breastfeeding Friendly Consortium - Breastfeeding Training registration fee is $99 and includes
access to all exercises and a choice of certified credit. Users have access to the course for 12 months
following registration. An Institutional Package with volume discounts is available for organizations with
greater staff training needs.
Endorsed by:

Breastfeeding

Training Course Outline:

Section 1: Current Trends in Infant
Feeding (2.5 total credits)

•
•

•
•

•

Overview: Current Trends in Infant Feeding
**National Breastfeeding Goals, Policies and
Trends
Historical International Breastfeeding
Initiatives
Cultural and Religious Influences
Infant Feeding and Obesity

Section 2: Prenatal
Nutrition
and
.
.
Breastfeeding
Education
(3
total
·t )
ere d Is

•

•
•
•
•

Overview: Prenatal Nutrition & Breastfeeding
Education
Prenatal Nutrition and Weight Gain Part 1
Prenatal Nutrition and Weight Gain Part 2
**Healthcare Providers Role and
Responsibility in Breastfeeding Promotion
Counseling Strategies

Section 4: Preterm and Late
Preterm Infants (2.25 total
credits)

•
•

•
•

Overview: Preterm and Late Preterm
Infants
The Preterm Infant Definitions and
Problems
Breastfeeding the Preterm and Late
Term Infant
Pumping and Follow-Up

Sec t·I0n 5 : Th e 8 a b y F rien
· di y
H ospI•t a I I m·t·Ia t·Ive c5 t o t a I ere d"t
)
I s

•

•
•
•
•

Overview: The Baby Friendly Hospital
Initiative
Step 1: Written Breastfeeding Policy
Step 2: Staff Training
**Step 3: Breastfeeding Education for
the New Mother
**Step 4: Initiate Breastfeeding in the

•

**Benefits of Breastfeeding and Health Risks
Associated with Not Breastfeeding

•
•
•
•
•
•

Section_ 3: Labor, Delivery a_nd
Immediate ·t Postpartum
Period (5.75
t o t a I ere d , s )
•
•
•
•
•
•
•
•
•
•

First Hour
**Step 5: Maintaining Lactation
**Step 6: Exclusive Breastfeeding
**Step 7: Rooming-In
**Step 8: Breastfeeding on Demand
**Step 9: No Artificial Nipples or
Pacifiers
**Step 10: Breastfeeding Support after
Discharge

Section 6: Feeding the Older Infant
(l • 5 t o t a I ere d"t
)
an d y oung Ch"ld
1
I s

Overview: Labor, Delivery and the Immediate
Postpartum Period
**Breast Anatomy and Physiology
**Labor and Delivery
Anatomy and Physiology of the Infant
Stomach
**Breastfeeding Initiation and Maintenance
Latch and Positioning
Special Needs Infants
Multiples, Relactation and Adoption
**Solving Breastfeeding Problems
**Perinatal Depression

•
•
•
•

Overview: Feeding the Older Infant
and Young Child
Developmental Milestones
Complementary Foods and
Beverages
Common Feeding Concerns

1 ==-==11
•
•

Privacy Policy
Browser Requirements

Copyright ©2015 Scitent, Inc. • info@bfconsortium.org • 877-514-2354

Click here for the Virginia Maternity Care Collaborative
Powered By Scitent
Questions? Feedback? powered by Olark live chat software

From:
Perrine, Cria G. (CDC/ONDIEH/NCCDPHP)
Sent:
Fri, 4 Nov 2016 11:30:38 -0400
To:
Voetsch, Karen P. (CDC/ONDIEH/NCCDPHP);Nelson, Jennifer M.
(CDC/ONDIEH/NCCDPHP)
Subject:
Emailing: Talking points_BFHI safety
Attachments:
Talking points_BFHI safety.docx
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Mccollum, Linda
Fri, 11 Aug 2017 20:33:08 +0000
Mccollum, Linda
Emory Breastfeeding Conference (March 12-13, 2018)
BF Flyer - Speaker Announcement.docx

From:
Sent:
To:
Subject:
Attachments:

WONDERFULNEWS!
We are pleased to announce that Dr. Jane Morton and Dr. Thomas Hale have agreed to serve as
keynote
speakers for our next conference. Additional information will follow, but we wanted to let you know as
far in advance as possible. Until then, please share the attached flyer with your colleagues.
Thanks, Linda
Linda L. Mccollum, PhD, APRN, NNP-BC
Emory Regional Perinatal Center
Emory Universit School of Medicine
Office:
(b)(6)

29'h Annual Conference on

Breastfeeding
Promoting and Protecting Babies' Health

March 12-13, 2018
EmoryConferenceCenter
Atlanta, Georgia

SPECIALGUESTSPEAKERS!

Jane Morton, MD, FABM, FAAP
Adjunct Clinical Professor of Pediatrics
Stanford University
Stanford, California
Topics will be:
• Maximizing milk supply with early hand expression
and hands-on pumping
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ASN News
ASN Prepares DGAC Nominations
Rumors suggest that the call for nominations for the Dietary Guidelines
Advisory Committee will be published in the next week or two. Time is
growing short to recommend to ASN highly qualified nutrition scientists to be
considered for nomination to the 2020 Dietary Guidelines Advisory Committee
(DGAC), including individuals who have previously served. Please send names
to Sarah D. Ohlhorst, MS, RD, Senior Director of Advocacy and Science Policy
for ASN consideration as soon as possible.
ASN to Prepare Comments on Codex Alimentarius 5-Year Strategic
Plan
The World Health Organization (WHO) Food and Agriculture Organization
(FAO) of the United Nations has issued a request for comments on the Codex
Alimentarius Commission Strategic Plan 2020-2025. ASN members can direct
their feedback to ASN, which will be drafting a comment, by early
November. Comments are due to WHO by November 30, 2018.
ASN Provides Free Access to Malnutrition Awareness Week Webinars
As an official ambassador, the American Society for Nutrition and its members
receive complimentary access to Malnutrition Awareness Week programming
from September 24-28, 2018. Use the discount code MAW-Nutrition to
participate in the webinars for free.

Congressional Action
Senate Votes to Conference Farm Bill and Appoints 9 Conferees
Before leaving for a brief August recess, the Senate agreed to proceed to
conference HR. 2, the Farm Bill, with the House by a voice vote of 89-3.
Senate Leader Mitch McConnell (R-KY) appointed himself, Senate Agriculture
Committee Chairman Pat Roberts (R-KS), John Boozman (R-AK), John
Hoeven (R-ND) and Joni Ernst (R-IA); and Senate Agriculture ranking
member Debbie Stabenow (D-MI), Patrick Leahy (D-VT), Sherrod Brown (DOH), and Heidi Heitkamp (D-ND) as conferees. Although Agriculture
Committee leaders hope to have agreement and Senator McConnell seeks
quick action when they return, Senate Agriculture Chairman Pat Roberts (RKS) noted that "reconciling competing approaches to the Supplemental
Nutrition Assistance Program (SNAP) promises to be the toughest task facing
conference negotiators," especially given a recent tweet from President
Trump supporting the House version of SNAP provisions.
Senate Passes FY 2019 Agriculture Appropriations Bill
By a vote of 92-6, the Senate passed the FY 2019 Agriculture Appropriations
Act, S. 2976 and released the committee report No. 115-259. An amendment
by Senator Bob Casey (D-PA) to increase funding for breastfeeding counselors
in the WIC program by $7.5 million was adopted. The Senate rejected an
amendment to halt Food and Drug Administration (FDA) actions to review the
standards of identity of non-dairy food products. (More discussion of this
issue follows below.) The Senate and House now go to conference to reconcile
the two versions of the FY 2019 Agriculture Appropriation bill by September

30. The complete description of the relevant provisions in the Senate bill was
covered in the June issue of the ASN Policy Brief.

Administrative

Action

USDA to Realign ERS with Chief Economist; Relocate ERS & NIFA
Outside DC
U.S. Secretary of Agriculture Sonny Perdue announced a new step to
reorganize the U.S. Department of Agriculture (USDA). The Economic
Research Service (ERS), currently under USDA's Research, Education, and
Economics mission area, will realign with the Office of the Chief Economist
(OCE) under the Office of the Secretary. Additionally, most employees of ERS
and the National Institute of Food and Agriculture (NIFA) will be relocated
outside of the National Capital Region. The movement of the employees
outside of Washington, DC is expected to be completed by the end of 2019.
New locations have yet to be determined, and it is possible that ERS and NIFA
may be co-located when their new homes are found. No ERS or NIFA
employees will be involuntarily separated. Every employee who wants to
continue working will have an opportunity to do so, although that will mean
moving to a new location for most. USDA is undertaking the relocations for
three main reasons:
1. To improve USDA's ability to attract and retain highly qualified staff
with training and interests in agriculture, many of whom come from
land-grant universities.
2. To place these USDA resources closer to many of stakeholders, most
of whom live and work far from the Washington, DC area.
3. To gain significant savings on employment costs and rent, which will
allow more employees to be retained in the long run, even in the
face of tightening budgets.

0MB Announces 2020 Research Priorities
A Presidential Executive Order has outlined the 2020 Research and
Development Priorities that included American Medical Innovation and
American Agriculture. Under the medical innovations, "basic medical research,
particularly for personalized medicine, areas underserved by industry, disease
prevention and health promotion, and the translation of these biomedical
discoveries into life-saving diagnostics, treatments, and cures," appeared.
The Office of Management and Budget (0MB) also called for agencies to,
"invest to enhance the independence, safety, well-being, and health of aging
adults and those with disabilities." Although Improvements in nutrition due to
investments in research were mentioned in the agriculture priorities, there
was no specific call out for a nutrition initiative.
FDA Announces Plans to Scrutinize Use of the Term Milk
During the public meeting on the FDA's Nutrition Innovation Strategy, FDA
Commissioner Scott Gottlieb outlined plans to review the use of the term
"milk" on non-dairy, plant-based products. Multiple organizations provided
public comments requesting protection of use of the "term" milk for only
"lacteal glands" of animals, while plant-based groups pointed out consumer
demand for dairy alternatives. FDA will review input from this public meeting
and then request more information using a specific set of questions with
emphasis on nutritional impact, either later this summer or early fall.
ERS Updates Food and Nutrition Assistance Research Database
The USDA ERS updated the database that compiles "over 1,100 peerreviewed reports and articles on food and nutrition assistance-related
research conducted by ERS researchers or funded through ERS."
USDA Launches Campaign for National WIC Breastfeeding Week
The USDA Food and Nutrition Service launched "WIC Breastfeeding Support Learn Together. Grow Together," a research-based social marketing campaign
to encourage WIC moms to breastfeed their babies. The campaign provides
WIC mothers with support and expertise to help them succeed in
breastfeeding. The campaign is designed for implementation at the state and
local levels of WIC. It includes a revamped website with resources for

expectant and current mothers, including a motivational video.
White House Nominates OSTP Director
President Trump announced Dr. Kelvin Droegemeier, meteorologist at the
University of Oklahoma, as director of the Office of Science and Technology
Policy. He currently serves as Vice President for Research and Regents'
Professor of Meteorology at the University of Oklahoma and as Oklahoma
Cabinet Secretary of Science and Technology. Droegemeier co-founded and
directed the National Science Foundation's (NSF) Science and Technology
Center for Analysis and Prediction of Storms and the NSF Engineering
Research Center for Collaborative Adaptive Sensing of the Atmosphere. He
served two six-year terms (four years as vice chairman) on the National
Science Board, under Presidents George W. Bush and Barack Obama.
CPSTF Recommended Lifestyle Interventions to Reduce Gestational
Diabetes Risk
The Department of Health and Human Services (DHHS) Community
Preventive Services Task Force (CPSTF) recommended lifestyle interventions
that provide education and counseling for diet or physical activity, diet
activities, or a combination of these components, delivered during the first
two trimesters of pregnancy to reduce the risk of gestational diabetes.
Compared to usual care, lifestyle interventions reduced the overall risk of
developing gestational diabetes by 32%. The CPSTF finding is based on
evidence from 29 studies identified in the Song et al. systematic review. The
Guide to Community Preventive Services (The Community Guide) website is a
collection of all the evidence-based findings and recommendations of the
Community Preventive Services Task Force.
NIH Updates Next Generation Researchers Initiative
The National Institutes of Health (NIH) issued an Update to its Next
Generation Researchers Initiative (NGRI} Policy indicating that the agency
would no longer utilize the "Early Established Investigator" (EEI) category.
This change reflects feedback from the NGRI Working Group of the Advisory
Committee to the Director as well as the broader stakeholder community. NIH
will continue to prioritize funding for Early Stage Investigators and will utilize
an interim strategy to address "at risk investigators" in its funding plans,
pending deliberations of the NGRI Working Group.
NICHD To Update Strategic Plan
The NIH Eunice Kennedy Shriver National Institute of Child Health and Human
Development (NICHD) has launched a collaborative process to revise and
update its strategic plan. Email your questions or ideas
to NICHDStrateqicPlan@nih.gov or connect via Facebook and Twitter.
DHHS Announces Research-Focused Guidance Documents for
Comment
On July 25, the DHHS Office for Human Research Protections announced the
availability of three draft Guidance Documents, "Scholarly and Journalistic
Activities Deemed Not to be Research: 2018 Requirements," When Continuing
Review is Not Required During the 6-month Delay Period of July 19. 2018
through January 20, 2019: 2018 Requirements," and "Elimination of
Institutional Review Board Review of Research Applications and Proposals:
2018 Requirements" for comment. Comments are due by August 24, 2018.
Intervention for First-Time Moms and Their Infants Improves Child
Weight Through Age 3
A National Institutes of Health (NIH) National Institute of Diabetes and
Digestive and Kidney Diseases (NIDDK) funded study found that an
intervention designed to help first-time mothers effectively respond to their
infant's cues for hunger, sleep, feeding, and other infant behaviors
significantly improved the body mass index (BMI) z-scores of the child
through age 3, compared with the control group. The 279 mothers who
participated were an average of 28 years old, mostly white, married, welleducated, and privately insured, although INSIGHT researchers aimed for a
racially and economically diverse study population.

Labeling of Genetically Engineered Foods
USDA has missed the July 31 deadline for finalization of the GMO labeling
guidelines and continues to review the more than 40,000 comments
submitted during the public feedback period. They will be working through the
interagency process to develop a final rule to submit to 0MB. One outstanding
issue relates to labeling highly refined oils and sugars.
Meanwhile, the FDA seeks comments on its proposed collection of data on the
guidance to assist manufacturers who wish to voluntarily label their foods
(human and animal) as being made with or without bioengineering or the use
of bioengineered ingredients, to ensure that labeling is truthful and not
misleading.

National Initiatives
NASEM Releases Publication on Harmonization of Nutrient Reference
Values
The National Academies of Sciences, Engineering, and Medicine (NASEM)
published the report, Harmonization of Approaches to Nutrient Reference
Values: Applications to Young Children and Women of Reproductive Age. This
report presents the committee's analyses, findings, and recommendations
and provides a framework for how stakeholders can, within the context of a
country or region's needs and abilities, generate a uniform approach for
establishing nutrient intake recommendations that consider cultural and
context-specific food choices and dietary patterns.
AHA Releases New Statement on Sedentary Behavior in Youth
The American Heart Association released a scientific statement about
sedentary behavior and its relationship to obesity and other cardiometabolic
outcomes in youth. In particular, screen-based behaviors and adiposity
demonstrate the most deleterious effects of sedentary behavior on
cardiometabolic health. AHA recommends that, "televisions and other
recreational screen-based devices be removed from bedrooms and absent
during meal times. Daily device-free social interactions and outdoor play
should be encouraged."

Meetings
NIH Office of Dietary Supplements Holding Workshop 'Enhancing
Natural Product Clinical Trials'
This free workshop is scheduled for September 13-14, 2018 in Bethesda,
Maryland and is intended "to enhance the progression of natural products
research from foundational data (e.g., from preclinical and epidemiological
research) to actionable public health information."
Meeting of the Secretary's Advisory Committee on Healthy People
2030
The DHHS Office of the Assistant Secretary for Health, Office of Disease
Prevention and Health Promotion will hold its next meeting of the Healthy
People Objectives for 2030 Advisory Committee on September 6-7, 2018.
NASEM will hold Roundtable on Systemic Change in Undergraduate
STEM Education
On September 6-7, 2018, the National Academies of Science, Engineering,
and Medicine's Roundtable on Systemic Change in Undergraduate STEM
Education will be hosting a public workshop.
CPSTF Offers Webinar on Approaches to Evidence Synthesis for
Systematic Reviews
The Community Preventive Services Task Force (CPSTF) will hold a webinar
on August 22 from 1:00-2:00pm EDT to discuss systematic reviews of
effectiveness and economic utility that are conducted with a methodology
developed by the Community Guide Branch at the Centers for Disease Control
and Prevention (CDC). This webinar will focus on: 1) the conceptual decisions
to emphasize a broad consideration of available evidence for reviews of public

health interventions, 2) the methods required to ensure a balanced
assessment of mixed bodies of evidence, and 3) factors weighed by the
CPSTF in translating evidence into conclusions on effectiveness and
recommendations regarding use.

NASEM Holds Workshop for Marmosets in Biomedical Research
The Roundtable on Science and Welfare in Laboratory Animal Use will hold a
workshop on October 22, 2018 to explore and address concerns related to
the increasing popularity of marmosets as animal models. The workshop will
feature discussions on the availability and genetic diversity of marmosets;
presentations on their use as research models; elements of marmoset
husbandry and veterinary care; and ethical and welfare considerations
regarding the use of marmosets in research. Invited speakers and discussants
will contribute perspectives from government, academia, industry, and
nonprofit sectors at the global and national level.
National Academies Population Health Meeting
The Roundtable on Population Health Improvement and the Interdisciplinary
Association for Population Health Science (IAPHS) will hold a half-day joint
symposium on Population Health Science in the United States: Trends,
Evidence, and Effective Policy on October 3, 2018 in Washington, DC at the
National Academy of Sciences.

Funding Opportunities
NIH Announced Funding for Cancer Control and Population Sciences
The National Cancer Institute Division of Cancer Control and Population
Sciences (DCCPS) has announced the release of PAR-18-869. This new
Funding Opportunity Announcement (FOA) will support novel population
science with the potential to substantially advance cancer research in
statistical and analytic methods, epidemiology, cancer survivorship, behaviors
and behavioral interventions, healthcare delivery, and implementation
science. Diverse research topics in cancer control are welcomed to address
scientific challenges that lend themselves to a shorter time span and reduced
budget, when compared to the traditional R0l funding mechanism. While one
goal of this initiative is to grow the early-stage investigator applicant pool, all
extramural investigators with a novel cancer control project idea are
encouraged to apply. Funding opening date is October 7, 2018.
US Government
Opportunities

Releases Nutrition and Health-related

Funding

• HHS National Institutes of Health (NIH)
o Short-term Mentored Career Enhancement Awards in Mobile
and Wjreless Health Technology and Data Analytics: CrossTraining at the intersection of Behavioral and Social
Sciences and STEM Disciplines; applications due July 12,
2020.
o Innovations for Healthy Living - Improving Minority Health
and Eliminating Health Disparities; applications due
October 1, 2018.
o NCI Research Specialist (Laboratory-based Scientist)
Award; applications due January 11, 2019.
o Physical Activity and Weight Control Interventions Among
Cancer Survivors: Effects on Biomarkers of Prognosis and
Survival; applications due September 7, 2021.
• HHS Health Resources and Services Administration (HRSA)
o Healthy Tomorrows Partnership for Children Program;
applications due October 1, 2018.

International
WHA Infant and Child Feeding Resolution
There is continued media discussion about the U.S. delegate actions
regarding the proposed Infant and Child Feeding Resolution passed during the

last World Health Assembly (WHA) meeting. The Fed is Best Foundation
outlines the line-by-line oppositions of the U.S. delegates and the changes
made throughout the negotiation process.

ECJ Determines Newer Mutagenesis Techniques Fall Under GMO Rules
The European Court of Justice (ECJ) released a decision regarding geneedited organisms in the European Union's {EU) GMO regulations. The court
concluded that organisms made by any mutagenesis method are GMO under
EU GMO regulations. Some long-used mutagenesis methods are exempt from
the requirements of European GMO regulations. New techniques will not
qualify for exemption and must meet the same regulatory requirements that
more traditional GMO products must follow such as environmental risk
assessment and government authorization.
EFSA Determines Whey Protein Isolate is Safe for Infant Formula Use
The European Food and Safety Authority (EFSA) Panel on Dietetic Products,
Nutrition and Allergies (NDA) has approved a novel food mixture, proposed
by French company Armor Proteines, of basic whey proteins that are obtained
from skimmed cow's milk. This mix is considered safe up to the highest
estimated intake of 24.8 mg/kg body weight per day for infants and
27 .8mg/kg body weight for toddlers. The primary study presented as
supporting evidence of safety for the product was an animal study and some
human studies were presented that included products containing components
of the novel mixture but not the mixture itself.
New UAE Regulations for Dairy, Beverages, and Juices
In May, the United Arab Emirates (UAE) issued two decisions regarding the
regulation and control of dairy products, juice, and other beverages. The
dairy standards require that food suppliers may only work with companies
that are both registered and licensed in the UAE. They must also obtain a
certificate of conformity from the Emirates Conformity Assessment system
(ECAS) before displaying any dairy products in a market. The juice and
beverage regulation states that products must meet approved standards,
quantity and packaging requirements, and labels must match stated
specifications. Images and phrases must also align with "public morals and
Islamic values." All stores and outlets are prohibited from selling any food
product not registered with the ECAS.
Middle East Industry Groups Establish Child Food Marketing
Standards
The Advertising Business Group (ABG) signed a memorandum of
understanding with the Gulf Cooperation Council (GCC) Food and Beverage
Alliance (FBA) agreeing to make "responsible marketing to children" an
industry standard. ABG has pledged to follow the GCC FBA standards to not
advertise products to children under the age of 12 unless they meet certain
nutrition standards. This ban includes advertising on TV, print, companyowned websites, cinema, DVD/CD-ROM product placements, and direct
marketing.
Queensland Proposing a Ban on SSB's and Unhealthy Snacks in
Hospitals
Alter some hospitals implemented their own programs, the Queensland,
Australia state government proposed uniform guidelines for all public
hospitals and healthcare facilities to remove sugar sweetened beverages and
increase the availability of healthy food options for visitors and staff. The goal
of the guidelines is to normalize healthy food and drink to improve overweight
and obesity rates. All policies are supposed to be in place by December 2018
and the guidelines will be reviewed in June 2022.
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From: USBCOffice <office@usbreastfeeding.org>
Date: December 14, 2017 at 2:26:01 PM EST
To: Perrine, Cria G. (CDC/ONDIEH/NCCDPHP) <hgk3@cdc.gov>
Subject: December Update: Letter to Fed Is Best Foundation

Dear Colleagues,
We are writing to keep you updated on recent interactions with the Fed Is Best Foundation.
As you may recall, on Tuesday, August 15, over 40 organizations sent a letter to the co-founders
of the Fed Is Best Foundation to request a meeting to discuss their position on infant feeding and
exclusive breastfeeding. Since then, many more national, state, and local organizations have
signed on, bringing the number up to 102 total signing organizations.
In early November Fed Is Best did respond to the request to meet-. seemingly in response to this
blog post: "Fed Is Best: The Silence Speaks Volumes." Specifically, on November 4 one of their
co-founders emailed 1,000 Days' Executive Director Lucy Sullivan and indicated a willingness
to meet, conditional on several demands. Fed ls Best then posted a lengthy "open letter"
response on its website which contains their terms for any meeting. It is worth noting that this
post used pieces of a presentation from Dr. Lawrence Gartner without his permission.
For your reference, Lucy Sullivan did respond to Fed Is Best directly and posted her email on the
1.000 Days website to be fully transparent. lt seems clear from this latest interaction that Fed Is
Best is not interested in engaging with the many organizations that expressed interest in a
constructive conversation. Rather, they are attempting to discredit groups-including the World
Health Organization (WHO)-that have met with them in good faith.
Please see the original messages below for additional details, including the sign-on link (sign on
remains open indefinitely).
We will continue to stand together to support moms and babies.
Thank you.

From: USBC Office [office@usbreastfeeding.org]
Sent: Wednesday, September 13, 2017 10:00 AM
Subject: UPDATE: Open Letter to Request Meeting w/ Fed Is Best Foundation
On Tuesday, August 15, over 40 organizations sent a letter to the co-founders of the Fed Is Best
Foundation to request a meeting to discuss their position on infant feeding and exclusive
breastfeeding. Since then, many more national, state, and local organizations have signed on,
bringing the number up to 85 total signing organizations. You can read the letter and see the
full list of organizations here: http://www.usbreastfeeding.org/d/do/2018
While Fed Is Best did send a response, their message does not make mention of the joint request
for an honest and constructive dialogue. You can read their response letter here:
http://www.usbreastfeeding.org/d/do/2077
This response is disappointing, as it would be much preferred to engage in a discussion with the
goal of improving the health and well-being of our nation's families. As stated in the joint letter,
"we believe that we can be most effective in serving moms and babies when we attack the root
causes of a problem, rather than each other." To that end, the offer to meet with the co-founders
of Fed Is Best remains open.
Please see the original message below for additional details, including the sign-on link (sign on
remains open indefinitely).

From: USBC Office [office@usbreastfeeding.org]
Sent: Thursday, August 17, 2017 9:02 AM
Subject: 40+ Groups Sent Open Letter to Request Meeting w/ Fed Is Best Foundation
Dear colleagues,
On Tuesday, over 40 organizations sent an open letter requesting a meeting with the co-founders
of the Fed Is Best Foundation. As you may be aware, Fed Is Best has engaged in a public
campaign that draws links between the recommended practice of exclusive breastfeeding-as
well as its education and promotion by health care providers-and the tragic deaths and injuries
of babies.
While the breastfeeding field disagrees on the root cause(s) of these tragedies, it is in everyone's
best interest to engage in honest and constructive dialogue. Therefore the open letter invites the
co-founders of Fed Is Best to discuss their positions in a meeting and try to find common ground.
We are sharing this information to keep the USBC network up to date on the approach being
taken to foster dialogue with this group. As informal "steward" of this collaborative action, 1,000
Days sent the letter on Tuesday, August 15, and is now planning for multiple scenarios, since it
is unknown how they will respond. In addition to the tremendous contributions of 1,000 Days,
Baby-Friendly USA also has played a leadership role in guiding strategy and sharing the services

of a communications consultant. Throughout the process, the USBC has served as a neutral
convener for this activity, providing "backbone infrastructure supports" for the work of the ad
hoc group of organizations that planned and is now implementing this action. (Note that in the
role of neutral convener, the USBC supports bringing parties together to take joint action, but
doesn't participate directly in the action itself.)
Note: As of today, the sign on form has been reopened indefinitely, to accommodate
organizations that wish to sign on as the word spreads further. New signers will be added to the
letter every Wednesday, and shown in subsequent versions of the PDF file.uploaded to the public
link below.
Sign On Form (organizations only): http://gme.groupmindexpress.com/usbc/?da=4a64
Public Link to Letter: http://www.usbreastfeeding.org/d/do/2018
At this time, there is not a petition or action for individuals, but this is under consideration.
Please stay tuned for additional updates as the Fed Is Best response becomes clear.

United States Breastfeeding Committee (USBC)
4044 N Lincoln Ave,# 288
Chicago, IL 60618
Phone: 773/359-1549
Fax: 773/313-3498
office@usbreastfeeding.org
www.usbreastfeeding.org

From:
Sent:
To:
Subject:

Flores-Ayala, Rafael C. (CDC/ONDIEH/NCCDPHP)
Wed, 15 Feb 2017 08:30:50 -0500
MacGowan, Carol (CDC/ONDIEH/NCCDPHP)
Fwd: DNPAO-DRHconnections and follow-up

Fyi
Rafa
Sent from mobile device
From: "Barfield, Wanda D. (CDC/ONDIEH/NCCDPHP)"
Sent: Tuesday, February 14, 2017 7:47 PM
To: "Petersen, Ruth (CDC/ONDIEH/NCCDPHP)"
CC: "Flores-Ayala, Rafael C. (CDC/ONDIEH/NCCDPHP)" ,"Gunn, Janelle P.
(CDC/ONDIEH/NCCDPHP)" ,"Foster, Sarah (CDC/ONDIEH/NCCDPHP)"
Subject: Re: DNPAO-DRH connections and follow-up

Dear Ruth,
This makes a lot of sense. I am also including my policy lead, Sarah Foster, in this email.
Best regards, Wanda
Wanda D. Barfield, MD, MPH, FAAP
CAPT, U.S. Public Health Service
Director, Division of Reproductive Health/NCCDPHP
Centers for Disease Control and Prevention
Atlanta, GA
Sent from my iPhone
On Feb 14, 2017, at 7: 15 PM, Petersen, Ruth (CDC/ONDIEH/NCCDPHP) <ripO@cdc.gov>
wrote:
Thanks Wanda for these thoughts. It does seem like we have a few issues that are going on at the same
time. I have been talking to Rafa Flores-Ayala, the Nutrition Branch Head, about these issues. As you
know, he has been meeting with your team to move forward in the best approach regarding SUPC.
We agree that there are other issues that need to be fully addressed I

(b)(S)

(b)(S)

I

Rafa is oin to connect with your team to see if they can find ways tq
(b)(S)
(b)(S)
in a safe and consistent manner. After they have met, they can then brief us on
options for solutions for moving forward.

In addition, Janelle Gunn, our Associate Director in the Office of Policy and Partnerships, is going to
reach out to Dr. Fitzgerald so we can more directly understand her questions. We will connect with you
and your team to make sure our response is coordinated.
Let me know if this sounds OK to you.
Thanks, Ruth
Ruth Petersen, MD, MPH
Director
Division of Nutrition, Physical Activity, and Obesity
National Center for Chronic Disease Prevention and Health Promotion
Centers for Disease Control and Prevention
Email: rpetersen@cdc.gov
Phone 770.488.6001 Mobile 404.353.8474

From: Barfield, Wanda D. (CDC/ONDIEH/NCCDPHP)
Sent: Monday, February 13, 2017 3:54 PM
To: Petersen, Ruth {CDC/ONDIEH/NCCDPHP)<rip0@cdc.gov>
Subject: FW: Bass_Response_vl - kv comments

Dear Ruth,
I know that DNPAO has been working hard to res and to this issue of SUPCin Newborns. I ·ust wanted
to give you some additional perspective.
(b)(5)
(b)(5)
In discussions with the AAP
perinatal section and Committee on Fetus and Newborn (this issue had been raised more than a year
ago-I shared concern with Kelly Scanlon back then), there are broader concerns of single patient
postpartum rooms {LDRP),the elimination of newborn nurseries, sleep deprived post-partum moms,
and limited nursing supervision.

I

I would like to discuss this a bit more with you in terms of a response!
(b)(5)
I
~------~

(b)(5)

Thank you,
Wanda
CAPT Wanda D Barfield, MD, MPH
DRH/NCCDPHP/CDC
770-488-6231

From: Foster, Sarah {CDC/ONDIEH/NCCDPHP)
Sent: Friday, February 10, 2017 1:26 PM
To: Barfield, Wanda D. (CDC/ONDIEH/NCCDPHP)<wib5@cdc.gov>; Callaghan, William

(CDC/ONDIEH/NCCDPHP)<wgc0@cdc.gov>; Olson, Christine (CDC/ONDIEH/NCCDPHP)<cco7@cdc.gov>;
Parks Brown, Sharyn (CDC/ONDIEH/NCCDPHP)<svp2@cdc.gov>

Cc: Cox, Shanna (CDC/ONDIEH/NCCDPHP) <cio8@cdc.gov>
Subject: FW: Bass_Response_vl - kv comments
FYIFrom: Voetsch, Karen P. (CDC/ONDIEH/NCCDPHP)
Sent: Friday, February 10, 2017 11:54 AM
To: Briss, Peter (CDC/ONDIEH/NCCDPHP) <pxb5@cdc.gov>
Cc: Cucchi, Sean (CDC/ONDIEH/NCCDPHP) <axz7@cdc.gov>; Gunn, Janelle P. (CDC/ONDIEH/NCCDPHP)
<bfy2@cdc.gov>; DNPAO/Health Policy Team (CDC) <DNPAOPolicy@cdc.gov>; Foster, Sarah
(CDC/ONDIEH/NCCDPHP) <sjf4@cdc.gov>
Subject: Bass_Response_vl - kv comments

Hi Peter,
Here is our draft response to Dr. Bass. I am also copying Sarah Foster from DRH for her awareness.
I've also attached his initial email to you and his request to Dr. Schuchat.
Let me know if you have any comments.
Thanks.
Karen

(b)(6)

From:

Sent:

Tue, 17 Oct 2017 12:32:54 +0000 (UTC)
MacGowan, Carol (CDC/ONDIEH/NCCDPHP)
Fwd: "Fed is Best" Sign for sale Targeting Baby Friendly
FIB door sign[2305843009214334265].png

To:

Subject:
Attachments:

From: "Mary Nicholson-Jackson"
To: "mnj03"
(b)(6)
Sent: Tuesday, October 17, 2017 8:30:13 AM
Subject: Fwd: Fed is Best Sign for sale

(b)(6)

Get Outlook for iOS
From: Mary Jackso~

(b)(6)

Sent: Tuesday, October 17, 2017 8:26:52 AM
To: Mary Nicholson-Jackson
Subject: Fwd: Fed is Best Sign for sale

WARNING: This email originated outside of Grady Health System.
DO NOT CLICK links or attachments unless you recognize the sender and know the
content is safe.

Mary Nicholson Jackson, CLC
Reaching Our Sisters Everywhere, Inc
Director Communit En a ement
(b)(6)

ice:

(b)(6)

'When they go low, we go high!' Michelle Obama

---------- Forwarded message ---------Date: Mon, Oct 16, 2017 at 1:13 PM
Subject: Fed is Bee Sia□ far sale
To: Mary Jackson
(b){6)

FYI

This message (including any attachments) is intended only for the use of the individual
or entity to which it is addressed and may contain information that is non-public,
proprietary, privileged, confidential, and exempt from disclosure under applicable law or
may constitute as attorney work product. If you are not the intended recipient, you are
hereby notified that any use, dissemination, distribution, or copying of this
communication is strictly prohibited. If you have received this communication in error,
notify us immediately by telephone and (i) destroy this message if a facsimile or (ii)
delete this message immediately if this is an electronic communication. Thank you.
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From:

Sent:
To:

Subject:
Attachments:

Perrine, Cria G. (CDC/ONDIEH/NCCDPHP)
Mon, 22 May 2017 15:38:09 +0000
Erica Anstey (yhm7@cdc.gov)
FW: 2379661 Baby-Friendly Initiative Fed is Best Christie del Castillo-Heg ...
2379661 Baby-Friendly Initiative Fed is Best Christie del Castillo-

Heg....docx.docx

This is response that cites ....
l __ (b_)_(5_)
_ _.land why Center wants this on our site.
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From:
Nelson, Jennifer M. (CDC/ONDIEH/NCCDPHP)
Sent:
Thu, 17 Aug 2017 13:15:12 +0000
To:
Gunn, Janelle P. (CDC/ONDIEH/NCCDPHP);Voetsch, Karen P.
(CDC/ONDIEH/NCCDPHP);Olson, Christine (CDC/ONDIEH/NCCDPHP)
Cc:
Perrine, Cria G. (CDC/ONDIEH/NCCDPHP)
Subject:
FW: 40+ Groups Sent Open Letter to Request Meeting w/ Fed Is Best
Foundation

Just making sure you guys saw this follow-up to the letter ....
From: office@usbreastfeeding.org [mailto:office@usbreastfeeding.org]
Sent: Thursday, August 17, 2017 9:03 AM
To: Nelson, Jennifer M. (CDC/ONDIEH/NCCDPHP)<zcn6@cdc.gov>
Subject: 40+ Groups Sent Open Letter to Request Meeting w/ Fed Is Best Foundation

Dear colleagues,
On Tuesday, over 40 organizations sent an open letter requesting a meeting with the co-founders
of the Fed Is Best Foundation. As you may be aware, Fed Is Best has engaged in a public
campaign that draws links between the recommended practice of exclusive breastfeeding-as
well as its education and promotion by health care providers-and the tragic deaths and injuries
of babies.
While the breastfeeding field disagrees on the root cause(s) of these tragedies, it is in everyone's
best interest to engage in honest and constructive dialogue. Therefore the open letter invites the
co-founders offed Is Best to discuss their positions in a meeting and try to find common
ground.
We are sharing this information to keep the USBC network up to date on the approach being
taken to foster dialogue with this group. As informal "steward" of this collaborative action, 1,000
Days sent the letter on Tuesday, August 15, and is now planning for multiple scenarios, since it
is unknown how they will respond. In addition to the tremendous contributions of 1,000 Days,
Baby-Friendly USA also has played a leadership role in guiding strategy and sharing the services
of a communications consultant. Throughout the process, the USBC has served as a neutral
convener for this activity, providing "backbone infrastructure supports" for the work of the ad
hoc group of organizations that planned and is now implementing this action. (Note that in the
role of neutral convener, the USBC supports bringing parties together to take joint action, but
doesn't participate directly in the action itself.)
Note: As of today, the sign on form has been reopened indefinitely, to accommodate
organizations that wish to sign on as the word spreads further. New signers will be added to the
letter every Wednesday, and shown in subsequent versions of the PDF file uploaded to the public
link below.
Sign On Form (organizations only): http://gme.groupmindexpress.com/usbc/?da=4a64

Public Link to Letter: http:/ /www.usbreastfeeding.org/d/do/2018
At this time, there is not a petition or action for individuals, but this is under consideration.
Please stay tuned for additional updates as the Fed Is Best response becomes clear.

United States Breastfeeding Committee (USBC)
4044 N Lincoln Ave, # 288
Chicago, IL 60618
Phone: 773/359-1549
Fax: 773/313-3498
office@usbreastfeeding.org
www.usbreastfeeding.org

From:
Perrine, Cria G. (CDC/ONDIEH/NCCDPHP)
Sent:
Fri, 28 Apr 201715:37:48 -0400
To:
Calixto Rafael Flores-Ayala, (CDC/ONDIEH/NCCDPHP);MacGowan, Carol
(CDC/ONDIEH/NCCDPHP);Nelson, Jennifer M. (CDC/ONDIEH/NCCDPHP)
Subject:
FW: AAP and March of Dimes

FYI. Below are responses from AAP and March of Dimes in response to request from Fed is Best.
From: Gunn, Janelle P. (CDC/ONDIEH/NCCDPHP)
Sent: Friday, April 28, 2017 3:05 PM
To: Perrine, Cria G. {CDC/ONDIEH/NCCDPHP)<hgk3@cdc.gov>
Subject: FW: could you please look this over??

From: Foster, Sarah {CDC/ONDIEH/NCCDPHP)
Sent: Friday, April 28, 2017 3:04 PM
To: Gunn, Janelle P. {CDC/ONDIEH/NCCDPHP)<bfy2@cdc.gov>
Subject: FW: could you please look this over??

From: Barfield, Wanda D. (CDC/ONDIEH/NCCDPHP) <wjb5@cdc.gov>
Date: April 28, 2017 at 2:31:19 PM EDT
To: Foster, Sarah (CDC/ONDIEH/NCCDPHP) <sjf4@cdc.gov>
Subject: FW: could you please look this over??
Nice response from Paul.
Wanda
RADM Wanda D Barfield, MD, MPH
DRH/NCCDPHP/CDC

770-488-6231

I

From: Remley, Karen
(b)(6)
Sent: Friday, April 28, 2017 1:01 PM
To: Jarris, Paul
(b)(6)
Cc: Barfield, Wanda D. {CDC/ONDIEH/NCCDPHP)<wjb5@cdc.gov>; Pellegrini, Cynthia

4

I

(b)(6)
!Biermann, Janis
Subject: Re: could you please look this over??

i

(b)(6)

I

Sounds spot on!
K
Karen Remley, MD, MBA, MPH, FAAP
American Academy of Pediatrics
Sent from my iPhone
On Apr 28, 2017, at 11:56 AM, Jarris, Paul!_____

~ wrote:

(b_)(_6_)
____

Thank you, Karen.
It is our view that a robust hospital protocol would include assessment of the mother child dyad for
adequacy of breast feeding, including infant weight loss and hypoglycemia, with appropriate response
such as supplementation when indicated. In that regard, to the extent infants are being harmed by
exclusive breast feeding it becomes a patient safety and quality of care issue. I spoke with Cindy, who
will have a phone conversation with her long term Colleague at the law firm. She will express that we do
not view this as a legislative or public policy issue but as a patient safety and quality issue.
We'll keep you posted.
Thanks.
Paul

I

From: Remley, Karen
(b)(6)
Sent: Friday, April 28, 2017 9:39 AM
To: Jarris, Paul!
(b)(6)
Cc: Barfield, Wanda D. (CDC/ONDIEH/NCCDPHP)<wjb5@cdc.gov>; Pellegrini, Cynthia

I

J

(b)(6)
Biermann, Janis j
Subject: Re: could you please loo this over??

(b)(6)

I

Hi Paul,
Thanks for checking in with the AAP. Our folks have looked at this internally and the AAP is going to
decline to partjcipate. Although the issue regarding breastfeeding is legitimate, this appears to be an
overreaction. Please let us know if March of Dimes makes a decision to participate. We would like to
remain informed about the activities.
Best,
Karen
Karen Remley, MD, MBA, MPH, FAAP
American Academy of Pediatrics
Sent from my iPhone
On Apr 26, 2017, at 11:06 AM, Jarris, Pauq._____
Dear Karen and Wanda,

....;..(b-'-)-'--(6-'--)
___
___.lwrote:

Cindy Pellegrini has been contacted by firm representing the Fed is Best Foundation. This group works to
prevent harm to infants from inadequate breast feeding. The letter and an email to Cindy are attached
below.
Is this an issue you are aware of and have assessed?We would appreciate knowing your views and if this
is an issue you feel needs greater attention.
Thank you.
Paul

From: Tibbets, Julie

I

(b)(6)
Sent: Monday, April 24, 2017 5:55 PM
To: Pellegrini, Cynthia 1~-----(b-)-(6-)----~

Subject: Meeting Request
Dear Cindy,
I hope my note finds you well! It has been a few years since we last worked together on the folic acid
petition to FDA. I am now representing the Fed Is Best Foundation in its public health education and
awareness mission regarding the preventable public health risks that result from jaundice,
hypoglycemia, and dehydration in newborns on account of underfeeding in the early hours and days of
life. We have provided an overview of some of the key literature in the attached letter and note the
work that the March of Dimes leads on so many fronts for newborns and disease/injury prevention. We
hope to begin a dialogue with your team about the work the March of Dimes is doing related to
breastfeeding and newborn nutritional needs and how we might partner together for the prevention of
brain injuries and other medical complications in infants.
A few years ago, our law firm was proud to work with a coalition of the American Academy of Pediatrics,
March of Dimes, Spina Bifida Association, and Gruma Corporation (a large producer of Hispanic foods) to
petition FDAto amend its food additive regulations to permit folic acid addition to corn masa flour to
help lower the incidence of spina bifida and neural tube defects in Hispanic newborns. We are again
working to build a public health coalition with outreach to the CDC,NIH, American Academy of
Pediatrics, the World Health Organization, the Gates Foundation, and many professional associations for
the important public health education mission the Foundation has established to raise awareness and
reduce the staggering incidence of preventable infant injuries associated with inadequate milk or
formula intake. In the tens of thousands of stories the Foundation has received since its founding, too
often we hear from parents that if they "had only known" that more milk or formula would have
prevented the life-long injuries and cognitive delays their children now face, that they would have acted
differently. There is currently a gap in public health education that the Foundation is dedicated to
addressing.
We look forward to talking with your team about how your current or future projects and research work
can help further public health education and awareness and result in meaningful change for infants and
their parents and caregivers.
Please let us know your availability in the near-term to schedule a meeting or teleconference with the
Co-Founders of the Foundation and me. We look forward to working together!

Sincerely,
Julie K. Tibbets
Partner, Alston & Bird LLP
950 F Street, NW
Washington, DC 20004

I

(b)(6)

NOTICE:This e-mail message and all attachments may contain legally privileged and
confidential information intended solely for the use of the addressee. If you are not the
intended recipient, you are hereby notified that you may not read, copy, distribute or
otherwise use this message or its attachments. If you have received this message in error,
please notify the sender by email and delete all copies of the message immediately.

<March ofDimes.pdf>

From:
Anstey, Erica Hesch (CDC/ONDIEH/NCCDPHP)(CTR)
Sent:
Mon, 22 Aug 2016 10:59:52 -0400
To:
Nelson, Jennifer M. (CDC/DDNID/NCCDPHP/DNPAO)
Subject:
FW: AAP clinical report on safe sleep and skin to skin
Attachments:
Feldman-Winter-2016-Safe sleep and skin-to-skin care in the neonatal period
for healthy term newobrns.pdf

More support for keeping mom and baby together during transitions- yay!
From: Perrine, Cria G. (CDC/ONDIEH/NCCDPHP)
Sent: Monday, August 22, 2016 10:57 AM
To: Anstey, Erica Hesch (CDC/ONDIEH/NCCDPHP) (CTR)<yhm7@cdc.gov>; Barrera, Chloe M.
(CDC/ONDIEH/NCCDPHP)(CTR)<kri3@cdc.gov>; Boundy, Ellen (CDC/ONDIEH/NCCDPHP)
<lwz9@cdc.gov>; Brindley, Patricia (Tricia) (CDC/ONDIEH/NCCDPHP)<plb0@cdc.gov>; Chen, Jian
(CDC/ONDIEH/NCCDPHP)(CTR)<ozz6@cdc.gov>; Grossniklaus, Daurice (CDC/ONDIEH/NCCDPHP)
<dtg3@cdc.gov>; Gupta, Priya M. (CDC/ONDIEH/NCCDPHP)(CTR) <kso7@cdc.gov>; Hamner, Heather
(CDC/ONDIEH/NCCDPHP)<hfc2@cdc.gov>; Li, Ruowei (Rosie) (CDC/ONDIEH/NCCDPHP)<ril6@cdc.gov>;
Nelson, Jennifer M. (CDC/ONDIEH/NCCDPHP)<zcn6@cdc.gov>; Shealy, Katherine
(CDC/ONDIEH/NCCDPHP)<srk3@cdc.gov>; Boundy, Ellen (CDC/ONDIEH/NCCDPHP)<lwz9@cdc.gov>
Subject: AAP clinical report on safe sleep and skin to skin

Following up on our conversation at Team Meeting, we've just learned (thanks Jennifer!) that the AAP
statement on safe sleep and skin to skin is also coming out today. I haven't had a chance to read it yet,
but will be good for the team to be aware of.

CLINICAL
REPORTGuidance

for the Clinician in Rendering Pediatric Care

American Academy
of Pediatrics
DEDICATED

TO TME M£ALTM

OF ALL CHILDREN"

Safe Sleep and Skin-to-Skin
Care in the Neonatal Period for
Healthy Term Newborns
Lori Feldman-Winter,MD,MPH,FAAP,Jay P Goldsmith, MD,FAAP,COMMITTEE
ONFETUS
ANONEWBORN,
TASKFORCE
ONSUDDENINFANTDEATHSYNDROME

Skin-to-skin care (SSC)and rooming-in have become common practice in the

abstract

newborn period for healthy newborns with the implementation of maternity
care practices that support breastfeeding as delineated in the World Health
Organization's "Ten Steps to Successful Breastfeeding." SSCand rooming-in
are supported by evidence that indicates that the implementation of these
practices increases overall and exclusive breastfeeding, safer and healthier
transitions, and improved maternal-infant bonding. In some cases, however,

Thisdocument1scopyrightedond is property of the American
Academyof Pediatrics and its Board of Directors.All authors have
filed conflict of interest statements with the AmericanAcademy
of Pediatrics.Any conflicts have beenresolvedthrough a prncess
approvedby the Board of Directors. TheAmericanAcademyof
Pediatrics hos neither solicited nor acceptedany commerc101
involvementin the developmentof the content of this publication.

the practice of SSCand rooming-in may pose safety concerns, particularly
Clinicalreports from the AmericanAcademyof Pediatrics benefit from

with regard to sleep. There have been several recent case reports and case

expertise and resources of liaisons and internal (AAP)and external

reviewers.However,clinical reports from the AmericanAcademyof
Pediatrics may not reflect the viewsof the liaisons or the organizations
or governmentagenciesthat they represent.

series of severe and sudden unexpected postnatal collapse in the neonatal
period among otherwise healthy newborns and near fatal or fatal events
related to sleep, suffocation, and falls from adult hospital beds. Although

Theguidance in this report does not indicate an exclusivecourse of
treatment or serve as a standard of medicalcare. Variations.taking
into account individual circumstances,may be appropriate.

these are largely case reports, there are potential dangers of unobserved
SSC immediately after birth and throughout the postpartum hospital period
as well as with unobserved rooming-in for at-risk situations. Moreover,

All clinical reports from the AmericanAcademyof Pediatrics
automaticallyexpire 5 years alter publication unless l'eoffirmed,

behaviors that are modeled in the hospital after birth, such as sleep

revised. or retired at or before that time.

position, are likely to influence sleeping practices after discharge. Hospitals
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and birthing centers have found it difficult to develop policies that will
allow SSCand rooming-in to continue in a safe manner. This clinical report
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Definition of Skin-to-SkinCare and Rooming-In

Skin-to-skin care (SSC)is defined as the practice of placing infants in
direct contact with their mothers or other caregivers with the ventral
skin of the infant facing and touching the ventral skin of the mother/
Downloaded from by Jennifer Nelson on Au
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caregiver (chest-to-chest). The infant
is typically naked or dressed only in
a diaper to maximize the surface-tosurface contact between mother/
caregiver and the infant, and the
dyad is covered with prewarmed
blankets, leaving the infant's head
exposed. SSCis recommended for all
mothers and newborns, regardless
of feeding or delivery method,
immediately after birth (as soon
as the mother is medically stable,
awake, and able to respond to her
newborn) and to continue for at
least 1 hour, as defined by the World
Health Organization's (WHO's) "Ten
Steps to Successful Breastfeeding." 1,2
SSCis also a term used to describe
continued holding of the infant in
the manner described above and
beyond the immediate delivery
period and lasting throughout
infancy, whenever the mother/
caregiver and infant have the
opportunity. For mothers planning
to breastfeed, SSCimmediately
after delivery and continued
throughout the postpartum
period also involves encouraging
mothers to recognize when their
infants are ready to breastfeed and
providing help if needed. 2 Additional
recommendations by the WHO,as
part of the Baby-Friendly Hospital
Initiative and endorsed by the
American Academy of Pediatrics
(AAP) in 2009, include the following
specifications for the period of time
immediately after delivery: routine
procedures such as assessments and
Apgar scores are conducted while
SSCis underway, and procedures that
may be painful or require separation
should be delayed until after the
first hour; if breastfeeding, these
procedures should occur after the
first breastfeeding is completed. 3
The AAPfurther delineates that
the administration of vitamin K
and ophthalmic prophylaxis can
be delayed for at least 1 hour and
up to 4 hours after delivery. The
Baby-Friendly Hospital Initiative
encourages continued SSC

e2

throughout the hospital stay while
rooming-in. 4
Unless there is a medical reason for
separation, such as resuscitation, SSC
may be provided for all newborns.
In the case of cesarean deliveries,
SSCmay also be provided when the
mother is awake and able to respond
to her infant In some settings, SSC
may be initiated in the operating
room following cesarean deliveries,
while in other settings SSCmay begin
in the recovery room. SSCfor healthy
newborns shall be distinguished
from "kangaroo care" in this clinical
report, because the latter applies
to preterm newborns or infants
cared for in the NICU.5 This report
is intended for mothers and infants
who are well, are being cared for in
the routine postpartum or motherinfant setting, and have not required
resuscitation. Although sick or
preterm newborns may benefit from
SSC,this review is intended only for
healthy term newborns. Late preterm
infants (defined as a gestational age
of34-37 weeks) may also benefit
from early SSCbut are at increased
risk of a number of early neonatal
morbidities. 6
Rooming-in is defined as allowing
mothers and infants to remain
together 24 hours per day while in
the delivery hospital. This procedure
is recommended for all mothers and
their healthy newborns, regardless
of feeding or deli very method, and
in some cases applies to older late
preterm (>35 weeks' gestation) or
early term (37-39 weeks' gestation)
newborns who are otherwise
healthy and receiving routine care,
who represent up to 70% of this
population. 7 Mothers are expected to
be more involved with routine care,
such as feeding, holding, and bathing.
Newborns may remain with their
mothers unless there is a medical
reason for separation for either the
mother or the infant. Procedures
that can be performed at the bedside
can be performed while the infant is
preferably being held skin-to-skin or

at least in the room with the mother.
Being held skin-to-skin by the mother
has been shown to decrease pain
in newborns undergoing painful
procedures such as blood draws. 8•9
Mothers may nap, shower, or leave
the room with the expectation that
the mother-infant staff members
monitor the newborn at routine
intervals. Mothers are encouraged to
use call bells for assistance with their
own care or that of their newborns.
Evidencefor SSCand Rooming-In

SSChas been researched extensively
as a method to provide improved
physiologic stability for newborns
and potential benefits for mothers.
SSCimmediately after birth stabilizes
the newborn body temperature and
can help prevent hypothermia. 10, 11
SSCalso helps stabilize blood glucose
concentrations, decreases crying,
and provides cardiorespiratory
stability, especially in late preterm
newborns.12 SSChas been shown
in numerous studies as a method
to decrease pain in newborns being
held by mothers 13 - 16 and fathers. 17 In
preterm infants, SSChas been shown
to result in improved autonomic and
neurobehavioral maturation and
gastrointestinal adaptation, more
restful sleep patterns, less crying,
and better growth. 18 - 21 Although
not specifically studied in full-term
infants, it is likely that these infants
also benefit in similar ways.
SSCalso benefits mothers.
Immediately after birth, SSC
decreases maternal stress and
improves paternal perception
of stress in their relationship. 22
A recent study suggested that
SSCand breastfeeding within 30
minutes of birth reduce postpartum
hemorrhage. 23 Experimental
models indicate that mother-infant
separation causes significant
stress, and the consequences of
this stress on the hypothalamicpituitary-adrenal axis persist. 24
In a randomized trial examining
the relationship between SSCand

Downloaded from by Jennifer Nelson on August22, 2016

FROM
THEAMERICAN
ACADEMY
OFPEDIATRICS

maternal depression and stress,
both depression scores and salivary
cortisol concentrations were
lower over the first month among
postpartum mothers providing SSC
compared with mothers who were
provided no guidance about SSC.22
For breastfeeding mother-infant
dyads, SSCenhances the opportunity
for an early first breastfeeding,
which, in turn, leads to more
readiness to breastfeed, an organized
breastfeeding suckling pattern,
and more success in exclusive and
overall breastfeeding, 12,25,26 even
after cesarean deliveries.27 Further
evidence shows a benefit for mothers
after cesarean deliveries who
practice SSCas soon as the mother
is alert and responsive in increased
breastfeeding initiation, decreased
time to the first breastfeeding,
reduced formula supplementation,
and increased bonding and maternal
satisfaction. 28 Increasing rates
of breastfeeding ultimately have
short- and long-term health benefits,
such as decreased risk of infections,
obesity, cancer, and sudden infant
death syndrome. 3
The evidence for rooming-in also
extends beyond infant feeding
practices and is consistent with
contemporary models of familycentered care. 29 Rooming-in and
the maternity care practices aligned
with keeping mothers and newborns
together in a hospital setting were
defined as best practice but not fully
implemented in the post-World War
II era, largely because of nursing
culture and the presumption
that newborns were safer in a
sterile nursery environment. 30
Rooming-in leads to improved
patient satisfaction. 31,32 Integrated
mother-infant care leads to optimal
outcomes for healthy mothers and
infants, including those with neonatal
abstinence syndrome. 33 Rooming-in
also provides more security, may
avoid newborn abductions or
switches, leads to decreased infant
abandonment, 34 and provides more

opportunity for supervised maternalnewborn interactions. 35 Hospital staff
members caring for mother-infant
dyads have more opportunities
to empower mothers to care for
their infants than when infant care
is conducted without the mother
and in a separate nursery. For the
breastfeeding mother-infant dyad,
rooming-in may help to support cuebased feeding, leading to increased
frequency of breastfeeding, especially
in the first few days 36; decreased
hyperbilirubinemia; and increased
likelihood of continued breastfeeding
up to 6 months. 37
SSCand rooming-in are 2 of the
important steps in the WHO's "Ten
Steps to Successful Breastfeeding"
and serve as the basic tenets for a
baby-friendly-designated delivery
hospital.1,38,39 The Ten Steps
include practices that also improve
patient safety and outcomes by
supporting a more physiologic
transition immediately after delivery;
maintaining close contact between
the mother and her newborn, which
decreases the risk of infection and
sepsis; increasing the opportunity
for the development of a protective
immunologic environment;
decreasing stress responses by the
mother and her infant; and enhancing
sleep patterns in the mother. 40 - 42

SAFETYCONCERNS
REGARDING
IMMEDIATESSC

Rarely are there contraindications
to providing SSC;however, there
are potential safety concerns to
address. A newborn requiring
positive-pressure resuscitation
should be continuously monitored,
and SSCshould be postponed
until the infant is stabilized. 43
Furthermore, certain conditions, such
as low Apgar scores (less than 7 at
5 minutes) or medical complications
from birth, may require careful
observation and monitoring of the
newborn during SSCand in some
cases may prevent SSC.11 Other

safety concerns are attributable to
the lack of standardization in the
approach, discontinuous observation
of the mother-infant dyad (with
lapses exceeding 10 to 15 minutes
during the first few hours of life),
lack of education and skills among
staff supporting the dyad during
transition while skin-to-skin, and
unfamiliarity with the potential
risks of unsafe positioning and
methods of assessment that may
avert problems. 44 The main concerns
regarding immediate postnatal SSC
include sudden unexpected postnatal
collapse (SUPC),which includes any
condition resulting in temporary or
permanent cessation of breathing or
cardiorespiratory failure. 45 - 48 Many,
but not all, of these events are related
to suffocation or entrapment. In
addition, falls may occur during SSC,
particularly if unobserved, and other
situations or conditions may occur
that prevent SSCfrom continuing
safely.44.49
SUPCis a rare but potentially fatal
event in otherwise healthy-appearing
term newborns. The definition of
SUPCvaries slightly depending on
the author and population studied.
One definition offered by the British
Association of Perinatal Medicine50
includes any term or near-term
(defined as >35 weeks' gestation in
this review) infant who meets the
following criteria: (1) is well at birth
(normal 5-minute Apgar and deemed
well enough for routine care), (2)
collapses unexpectedly in a state
of cardiorespiratory extremis such
that resuscitation with intermittent
positive-pressure ventilation is
required, (3) collapses within the
first 7 days of life, and (4) either dies,
goes on to require intensive care,
or develops encephalopathy. Other
potential medical conditions should
be excluded (eg, sepsis, cardiac
disease) for SUPCto be diagnosed.
The incidence ofSUPC in the first
hours to days oflife varies widely
because of different definitions,
inclusion and exclusion criteria of
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newborns being described, and lack
of standardized reporting and may
be higher in certain settings. The
incidence is estimated to be 2.6 to
133 cases per 100 000 newborns. In
1 case series, the authors described
one-third ofSUPC events occurring
in the first 2 hours oflife, one-third
occurring between 2 and 24 hours
of life, and the final third occurring
between 1 and 7 days oflife. 51 Other
authors suggested that 73% of SUPC
events occur in the first 2 hours of
life.52 In the case series by Pejovic and
Herlenius, 51 15 of the 26 cases ofSUPC
were found to have occurred during
SSCin a prone position. Eighteen were
in primiparous mothers, 13 occurred
during unsupervised breastfeeding
at< 2 hours of age, and 3 occurred
during smart cellular phone use by
the mother. Five developed grade 2
hypoxic-ischemic encephalopathy
(moderate encephalopathy), with 4
requiring hypothermia treatment.
Twenty-five of the 26 cases had
favorable neurologic outcomes in 1
series; however, in another review,
mortality was as high as 50%, and
among survivors, 50% had neurologic
sequelae. 53 Experimental models
suggest that autoresuscitation of
breathing after hypoxic challenge
takes longer with lower postnatal
age and decreased core body
temperature. 54
SUPC,in some definitions, includes
acute life-threatening episodes;
however, the latter is presumed to
be more benign. An apparent lifethreatening episode, or what may
be referred to as a brief resolved
unexplained event, may be low risk
and require simple interventions
such as positional changes, brief
stimulation, or procedures to resolve
airway obstruction. 46 ,53
Falls are another concern in the
immediate postnatal period. Mothers
who are awake and able to respond
to their newborn infant immediately
after birth may become suddenly and
unexpectedly sleepy, ill, or unable to
continue holding their infant. Fathers
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or other support people providing
SSCmay also suddenly become
unable to continue to safely hold the
newborn because of lightheadedness,
fatigue, incoordination, or other
factors. If a hospital staff member
is not immediately available to take
over, unsafe situations may occur,
and newborns may fall to the floor or
may be positioned in a manner that
obstructs their airway.

SUGGESTIONS
TOIMPROVE
SAFETY
IMMEDIATELY
AnER DELIVERY
Several authors have suggested
mechanisms for standardizing the
procedure of immediate postnatal SSC
to prevent sentinel events; however,
none of the checklists or procedures
developed have been proven to reduce
the risk. Frequent and repetitive
assessments, including observation
of newborn breathing, activity,
color, tone, and position, may avert
positions that obstruct breathing or
events leading to sudden collapse.41
In addition, continuous monitoring
by trained staff members and the use
of checklists may improve safety.35
Some have suggested continuous
pulse oximetry; however, there
is no evidence that this practice
would improve safety, and it may be
impractical. Given the occurrence of
events in the first few hours oflife,
it is prudent to consider staffing the
delivery unit to permit continuous staff
observation with frequent recording
of neonatal vital signs. A procedure
manual that is implemented in a
standardized fashion and practiced
with simulation drills may include
sequential steps identified in Box 1.55

BOX1: PROCEDURE
FORIMMEDIATE
SKIN-TO-SKIN
CARE

1. Delivery of newborn

2. Dry and stimulate for first
breath/cry, and assess
newborn

3. If the newborn is stable, place
skin to skin with cord attached
(with option to milk cord),
clamp cord aRer 1 minute or
after placenta delivered, and
reassess newborn to permit
physiological circulatory
transition 56
4. Continue to dry entire newborn
except hands to allow the
infant to suckle hands bathed
in amniotic fluid (which smells
and tastes similar to colostrum),
which facilitates rooting and
first breastfeeding 57
5. Cover head with cap (optional)
and place prewarmed blankets
to cover body of newborn on
mother's chest, leaving face
exposed 58
6. Assess Apgar scores at 1 and 5
minutes
7. Replace wet blankets and cap
with dry warm blankets and cap
8. Assist and support to breastfeed
Risk stratification and associated
monitoring and care may avert
SUPC,falls, and suffocation. 59 Highrisk situations may include infants
who required resuscitation (ie, any
positive-pressure ventilation), those
with low Apgar scores, late preterm
and early term (37-39 weeks'
gestation) infants, difficult delivery,
mother receiving codeine 60 or other
medications that may affect the
newborn (eg, general anesthesia or
magnesium sulfate), sedated mother,
and excessively sleepy mothers
and/or newborns. Mothers may be
assessed to determine their level
of fatigue and sleep deprivation. 61
In situations such as those
described, increased staff vigilance
with continuous monitoring, as
described previously, is important
to assist with SSCthroughout the
immediate postpartum period. 62
Additional suggestions to improve
safety include enhancements to the
environment, such as stabilizing
the ambient temperature, 63 use
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of appropriate lighting so that the
infant's color and condition can be
easily assessed, and facilitating an
unobstructed view of the newborn
(Box 2). Additional support persons,
such as doulas and family members,
may augment but not replace staff
monitoring. Furthermore, staff
education, appropriate staffing, and
awareness of genetic risks may limit
sentinel events such as SUPC.These
suggestions, however, have not yet
been tested in prospective studies to
determine efficacy.

BOX2. COMPONENTS
OFSAFE
POSITIONING
FORTHENEWBORN
62 :
WHILE
SKIN·TO-SKIN
1. Infant's face can be seen

FIGURE
1

2. Infant's head is in "sniffing"
position

Side-carbassinet for in-hospital use. Photo courtesy of Kristin Tully, PhD.

3. Infant's nose and mouth are

facilitate continued bonding,
thermoregulation, and increased
opportunities for breastfeeding.
These transitions may be
accomplished safely with skilled staff
members by using a standardized
procedure. 64 A newborn who is not
properly secured may pose a risk for
falls or unsafe positioning, leading to
suffocation.

not covered
4. Infant's head is turned to one
side
5. Infant's neck is straight, not
bent

6. Infant's shoulders and chest
face mother
7. Infant's legs are flexed
8. Infant's back is covered with
blankets
9. Mother-infant dyad is

monitored continuously
by staff in the delivery
environment and regularly on
the postpartum unit
10. When mother wants to sleep,

infant is placed in bassinet or
with another support person
who is awake and alert
SSCmay be continued while moving
a mother from a delivery surface
(either in a delivery room or
operating room) to the postpartum
maternal bed. Transitions of
mother-infant dyads throughout
this period, and from delivery
settings to postpartum settings,

SAFETY
CONCERNS
REGARDING
ROOMING-IN
Despite all of the advantages of
rooming-in, there are specific
conditions that pose risks for
the newborn. Many of the same
concerns that occur during SSCin the
immediate postnatal period continue
to be of concern while rooming-in,
especially if the mother and infant
are sleeping together in the mother's
bed on the postpartum unit. 65 In
addition, breastfeeding mothers
may fall asleep unintentionally while
breastfeeding in bed, which can result
in suffocation. 66 infant falls may be
more common in the postpartum
setting because of less frequent

monitoring and increased time that a
potentially fatigued mother is alone
with her newborn(s). 67 The Oregon
Patient Safety Review evaluated 7
hospitals that were part of 1 larger
health system and identified 9
cases of newborn falls (from 22 866
births}, for a rate of 3.94 falls per
10 000 births over a 2-year period
from 2006 to 2007, which is higher
than previous reports of 1.6 per
100 000. 68- 70 It is not clear whether
this higher incidence was attributable
to an actual increase or better
reporting. For hospitals transitioning
to mother-infant dyad care (1 nurse
providing care for both mother
and infant) or separate mothernewborn care while rooming-in,
it is important to communicate to
staff that the same level of attention
and care is necessary to provide
optimal safety. Mothers will be
naturally exhausted and potentially
sleep-deprived or may sleep in short
bursts. 61 They may also be unable
to adjust their position or ambulate
safely while carrying a newborn. The
postpartum period provides unique
challenges regarding falls/drops
and is understudied compared with
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falls in the neurologically impaired
or elderly patient. Checklists and
scoring tools may be appropriate
and have the potential to decrease
these adverse events, particularly
if geared to the unique needs of the
postpartum period, such as shortterm disability from numbness or
pain, sleepiness or lethargy related to
pregnancy and delivery, and effects
from medication. 71
Even though mothers and family
members may be educated about
the avoidance of bed-sharing,
falling asleep while breastfeeding or
holding the newborn during SSCis
common. Staff can educate support
persons and/or be immediately
available to safely place newborns
on a close but separate sleep surface
when mothers fall asleep. Mothers
may be reassured that they or their
support persons can safely provide
SSCand that staff will be available
to assist with the transition to a
safe sleep surface as needed.
Mothers who have had cesarean
deliveries are particularly at risk
because oflimited mobility and
effects of anesthesia and warrant
closer monitoring. 72
Several studies examining safety
while rooming-in have been
conducted. Sixty-four mother-infant
dyads were studied in the United
Kingdom and randomly assigned
to have newborns sleep in a standalone bassinet, a side-car bassinet
(Fig 1), or the mother's bed to
determine perception of safety (by
video monitoring) and breastfeeding
outcomes. 73 Breastfeeding was
more frequent among those sharing
a bed and using a side-car than a
separate bassinet, but there were
more hazards associated with bedsharing than using a side-car or
bassinet. Although there were no
adverse events in this study, the
authors concluded that the side-car
provided the best opportunities
for breastfeeding with the safest
conditions. In a similar study
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examining dyads after cesarean
delivery, more hazards were
associated with stand-alone bassinets
than side-car bassinets. However,
side-car technology for hospital
beds is not yet well established in
the United States, and safety data
are not yet available. Given the
level of disability in mothers who
have had a cesarean delivery, sidecar technology holds promise for
improvement in the safety of the
rooming-in environment.7 4

SUGGESTIONS
FORROOMING-IN
1. Use a patient safety contract with

a particular focus on high-risk
situations (see parent handout
Newborn Safety Information for
Parents 68 and sample contract 71).
2. Monitor mothers according to
their risk assessment: for example,
observing every 30 minutes
during nighttime and early
morning hours for higher-risk
dyads. 69
3. Use fall risk assessment tools. 76

SUGGESTIONS
TOIMPROVESAFETY
WHILEROOMING-IN

Healthy mother-infant dyads are
safest when kept together and
cared for as a unit in a motherinfant setting. Staffing ratios are
determined to meet the needs of both
the mother and her newborn(s) and
to ensure the best possible outcomes.
The Association of Women's Health,
Obstetric and Neonatal Nurses'
recommendations are to have no
more than 3 dyads assigned to 1
nurse to avoid situations in which
nursing staff are not immediately
available and able to regularly
monitor the mother-infant dyads
throughout the postpartum period. 75
These ratios may permit routine
monitoring, rapid response to
call bells, and adequate time for
teaching; however, nursing staff
extenders, such as health educators
and nursing assistants, may augment
care. Mothers and families who are
informed of the risks of bed-sharing
and guided to place newborns on
separate sleep surfaces for sleep
are more likely to follow these
recommendations while in the
hospital and after going home.
Family members and staff can be
available to assist mothers with
transitioning the newborn to a safe
sleep location, and regular staff
supervision facilitates the recognition
of sleepy family members and
safer placement of the newborns in
bassinets or side-cars.

4. Implement maternal egress
testing (a modification of a tool
originally designed to transfer
obese patients from bed to stand,
chair, or ambulation by using
repetition to verify stability),
especially if the mother is using
medications that may affect
stability in ambulating. 69
5. Review mother-infant equipment
to ensure proper function and
demonstrate the appropriate use
of equipment, such as bed rails
and call bells, with mothers and
families.
6. Publicize information about
how to prevent newborn falls
throughout the hospital system.
7. Use risk assessment tools to avoid
hazards of SSCand rooming-in
practices. 77

TRANSITIONING
TOHOMEANDSAFE
SLEEPBEYOND
DISCHARGE

Information provided to parents at
the time of hospital discharge should
include anticipatory guidance about
breastfeeding and sleep safety.3 -78 ,79
Pediatricians, hospitals, and other
clinical staff should abide by AAP
recommendations/guidance on
breastfeeding and safe sleep, pacifier
introduction, maternal smoking,
use of alcohol, sleep positioning,
bed-sharing, and appropriate
sleep surfaces, especially when
practicing SSC.79 In addition, the
AAPrecommends the avoidance of
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practices that increase the risk of
sudden and unexpected infant death,
such as smoking, the use of alcohol,
placing the infant in a nonsupine
position for sleep, nonexclusive
breastfeeding, and placing the infant
to sleep (with or without another
person) on sofas or chairs. 79,80
To facilitate continued exclusive
breastfeeding, the coordination
of postdischarge support is
recommended to enable the best
opportunity to meet breastfeeding
goals. Mothers may be referred to
peer support groups and trained
lactation specialists if breastfeeding
problems occur. Community support
is optimized by coordination with the
medical home. 81
CONCLUSIONS

Pediatricians and other providers
have important roles in the
implementation of safe SSCand
rooming-in practices. Safe
implementation with the use of a
standardized approach may prevent
adverse events such as SUPCand falls.
The following suggestions support
safe implementation of these
practices:
1. Develop standardized methods
and procedures of providing
immediate and continued SSC
with attention to continuous
monitoring and assessment.

6. Conduct frequent assessments
and monitoring of the motherinfant dyad during postpartum
rooming-in settings, with
particular attention to high-risk
situations such as nighttime and
early morning hours.
7. Assess the level of maternal
fatigue periodically. If the
mother is tired or sleepy,
move the infant to a separate
sleep surface (eg, side-car or
bassinet) next to the mother's
bed.
8. Avoid bed-sharing in the
immediate postpartum period
by assisting mothers to use a
separate sleep surface for the
infant.
9. Promote supine sleep for all
infants. SSCmay involve the
prone or side position of the
newborn, especially if the dyad
is recumbent; therefore, it is
imperative that the mother/
caregiver who is providing SSC
be awake and alert.
10. Train all health care personnel
in standardized methods of
providing immediate SSC
after delivery, transitioning
the mother-infant dyad,
and monitoring the dyad
during SSCand rooming-in
throughout the delivery
hospital period.
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From:
Perrine, Cria G. (CDC/ONDIEH/NCCDPHP)
Sent:
Wed, 21 Sep 2016 13:00:14 +0000
To:
Dee, Deborah L. (CDC/ONDIEH/NCCDPHP);Sharma, Andrea J.
(CDC/ONDIEH/NCCDPHP)
Subject:
FW: ACOG Endorsement of Ten Steps
Attachments:
ACOG Endorsement of Ten Steps_July 2016.pdf

FYI
From: Nelson, Jennifer M. (CDC/ONDIEH/NCCDPHP)
Sent: Wednesday, September 21, 2016 8:53 AM
To: Olson, Christine (CDC/ONDIEH/NCCDPHP)<cco7@cdc.gov>
Cc: Perrine, Cria G. (CDC/ONDIEH/NCCDPHP)<hgk3@cdc.gov>; Grossniklaus, Daurice
(CDC/ONDIEH/NCCDPHP)<dtg3@cdc.gov>; MacGowan, Carol (CDC/ONDIEH/NCCDPHP)
<dvx2@cdc.gov>
Subject: AGOC Endorsement of Ten Steps

Hey Christine,
We attended the Baby-Friendly USA board meeting on Friday where safe implementation of the Ten
Steps was a key topic. They have made several recent changes to their website, including putting up a
page titled "Safety of Baby-Friendly Practices" which discuss these safety issues and link to additional
resources.
Further, they shared with us a recent letter from ACOG (attached) with their endorsement of BabyFriendly USA.
Just wanted to ensure you guys were kept abreast of these recent changes.
Sincerely, Jennifer
Jennifer M. Nelson, MD, MPH, FAAP
LCDRUnited States Public Health Service
CDC/NCCDPHP/DNPAO/Nutrition Branch
4770 Buford Hwy, MS F-77, Atlanta, GA 30341-3717
Ph: 770-488-5157 I Email: jmnelson@cdc.gov
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WOMEN'S HEALTH CARE PHYSICIANS
Vice Preside111,
PracticeActivities
Christopher M. Zahn, MD.
Telephone: 2021863-2529
Email: c:ahn@acog.org

July 1,2016
Trish MacEnroe
Executive Director
Baby-Friendly USA, Inc.
125 Wolf Rd., Suite 402
Albany, NY 12205
Dear Ms. MacEnroe,
The American College of Obstetricians and Gynecologists (the College), a national medical
organization representing over 57,000 members who provide health care for women, endorses
the World Health Organization and UNICEF's Ten Steps to Successful Breastfeeding in its
Committee Opinion No. 658. The College strongly encourages women to breastfeed and
supports each woman's right to breastfeed. Committee Opinion No. 658, Optimizing Support for
Breastfeeding as Part of Obstetric Practice*, states that "The Ten Steps should be integrated into
maternity care to increase the likelihood that a woman will initiate and sustain breastfeeding and
achieve her personal breastfeeding goals."
I would like to request that the American College of Obstetricians and Gynecologists be listed
among organizations endorsing the Ten Steps. The College's endorsement and promotion of the
Ten Steps reflects ACOG clinical guidance and is one of the many ways the College supports
breastfeeding and breastfeeding women. Should you have any questions, please do not hesitate to
contact Amanda Guiliano, Committees and Task Forces Administrator at the College, at 202~
863-2582 or aguilinno@.acog.om:.
Best regards,

Christopher M. Zahn, MD
Vice President, Practice Activities
American College of Obstetricians and Gynecologists

40912th Street SW Washington, DC 10024-2188 MailingAddress: PO Box 96920 Washington, DC 20090-6920 Telephone 202-638·5577 www.acog.org

cc: Debra Hawks, MPH
Joan Younger Meek, MD, MS, RD, FAAP, FABM, IBCLC
Lauren E. Hanley, MD, IBCLC
Margaret Villalonga
Amanda Guiliano
Lindsey Regallis

* Optimizing support for breastfeeding as part of obstetric practice. Committee Opinion No. 658.
American College of Obstetricians and Gynecologists. Obstet Gynecol 2016;I27:e86-92.
Available at http://www.acog.org/Resources-And-Publications/Comrninee-Opinions/Committeeon-Obstetric-Practice/Opti m izin g-Support-for-Breastfeed i11g-as-Part-of-Obstetric-Practice.

From:

Sent:
To:

Subject:

Perrine, Cria G. (CDC/ONDIEH/NCCDPHP)
Tue, 2 May 2017 18:17:04 +0000
Voetsch, Karen P. (CDC/ONDIEH/NCCDPHP)
FW: Advice on response to inquiry about inadequate breastfeeding

From: Perrine, Cria G. (CDC/ONDIEH/NCCDPHP)
Sent: Monday, May 01, 2017 11:25 AM
To: Gunn, Janelle P. (CDC/ONDIEH/NCCDPHP)<bfy2@cdc.gov>
Subject: FW: Advice on response to inquiry about inadequate breastfeeding

Following the CDC-INFOinquiry from Christie del Castillo-Hegyi, we reached out to some AAP
colleagues. Below is the response from Joan Meek - she is the Chair of AAP's Section on Breastfeeding.
From: Scanlon, Kelley {CDC/ONDIEH/NCCDPHP)

Sent: Monday, December 21, 2015 10:48 PM
To: Perrine, Cria G. (CDC/ONDIEH/NCCDPHP)<hgk3@cdc.gov>
Subject: FW: Advice on response to inquiry about inadequate breastfeeding
Joan Meek's response. We can discuss more when we are back in the office.
Response to the actual inquiry was a short response indicating that we are consulting with experts. I will
see if it was sent to me but Erica will track it.
From: Meek, Joan (mailto:Joan.Meek@med.fsu.edu)
Sent: Monday, December 21, 2015 12:26 PM
To: Nelson, Jennifer M. (CDC/ONDIEH/NCCDPHP)<zcn6@cdc.gov>
Cc: Scanlon, Kelley (CDC/ONDIEH/NCCDPHP)<kxs5@cdc.gov>; Anstey, Erica Hesch
(CDC/ONDIEH/NCCDPHP)(CTR)<yhm7@cdc.gov>; 'Onyema-Melton, Ngozi' ~~--(b-)-(6-)--~I;
Winter <Winter-Lori@cooperhealth.edu>
Subject: RE:Advice on response to inquiry about inadequate breastfeeding

Lori

Jennifer,
Yes, I believe that the AAP has heard from the same individual. In fact, we have one pediatrician and
one ERdoc who routinely communicate with us about the dangers of breastfeeding and dispute all of
the evidence supporting breastfeeding.
We, of course, are concerned about the babies who are discharged either not feeding well and/or who
do not have close outpatient follow-up arranged. In fact, that is why all of our guidance recommends
close follow-up, as do the Bright Futures materials. We do not currently have a guideline planned to
address a longer hospital stay, but both the Guidelines for Perinatal Care and those on the hospital stay
for the newborn, as well as discharge guidelines, mention that the baby should have feeds evaluated
each shift and should have had two successful feedings prior to discharge. We also state direct
breastfeeding first, expressed breast milk second or donor milk, but formula supplementation should be

given as appropriate, if the baby is not feeding adequately. We do not recommend withholding
supplementation, when necessary, but recommend providing better support for breastfeeding as the
first strategy.

(b)(5)

Guidance to either continue exclusive breastfeeding or supplement with formula at 15% weight loss is
not appropriate without a careful evaluation of feeding pattern, milk transfer, stage of lactogenesis,
specific recommendations about supplementation, and follow-up at no more than 24 hours, assuming
that the patient does not appear clinically dehydrated and the baby is able to latch. Education about
milk expression to use as a supplement would be recommended until regular weight gain is assured or
baby is able to transfer adequate volumes of milk via direct breastfeeding.
Clearly, this is an area requiring ongoing education as we have more babies being exclusively breastfed
and more Baby Friendly Hospitals. Babies born in Baby Friendly Hospitals tend to have less excessive
weight loss because they tend to have earlier initiation of breastfeeding, more frequent breastfeeding
and are getting better support, guidance, and follow-up. We still have education to do with the
providers that are seeing all of the breastfeeding babies in follow-up. I am not sure that we need more
policies to address, although we could consider this, but education about the policies and
recommendations is really important. We have touched on this in previous webinars, but would you
consider this as a topic for a joint webinar?
Joan

JoanYounger Meek, MD, MS, RD, FAAP,FABM, IBCLC
Associate Dean for Graduate Medical Education
Designated Institutional Official
Professor, Clinical Sciences
Florida State University College of Medicine
1115 West Call St.
Tallahassee, FL32306-4300
Phone: 850.645.8449
Fax: 850.644.9399
joan.meek@med.fsu.edu
Please note: Florida has very brood public records laws. Most written communications to or from state/university employees
and students are public records and available to the public and media upon request. Your e-mail communications may therefore
be subject to public disclosure.

From: Nelson, Jennifer M. (CDC/ONDIEH/NCCDPHP)(mailto:zcn6@cdc.gov]
Sent: Saturday, December 19, 2015 8:25 AM
To: Meek, Joan <Joan.Meek@med.fsu.edu>; 'lbwinter@umdnj.edu' <lbwinter@umdnj.edu>; 'Onyema-

Melton, Ngozi'
(b)(6)
Cc: Scanlon, Kelley (CDC/ONDIEH NCCDPHP)<kxs5@cdc.gov>; Anstey, Erica Hesch
(CDC/ONDIEH/NCCDPHP)(CTR)<yhm7@cdc.gov>
Subject: Advice on response to inquiry about inadequate breastfeeding
Greetings Joan and Lori,
We would like your advice on a response to a public inquire regarding the potential dangers of
inadequate exclusive breastfeeding (EBF)during the early postpartum period.
As background, we received an email in March 2014 via our website (CDC-Info) from a physician,
hypothesizing whether jaundice among exclusively breastfed infants could explain the rising incidence of
Autism S ectrum Disorder ASD . The h sician derived this h othesis from ersonal ex erience in
whic
(b)(6)
(b)(6)
(b)(6)
Upon receiving t is inquiry, Ke ey Scan on, CDCs Nutrition Branc C ie , an Cynt ia
Moore, CDC'sDirector for the Division on Birth and Developmental Disabilities, wrote a very thorough
letter outlining the evidence that while there is a connection between breastfeeding difficulties,
jaundice, and ASD that it is not known if there is a causal pathway or the direction of the pathway if it
exists. In response to CDC's reply, she had some interesting ideas on how to improve patient safety for
EBFinfants during their birth hospitalization. She also indicated that she would be writing to AAP's
president so you may have already heard from her.
Fast-forward to November 2015 when we received a second inquiry to CDC Info from the same
physician, highlighting the problem of inadequate exclusive breastfeeding in the early post-partum
period. She mentioned a recently published case series from Cincinnati Children's that reported on 11
term neonates who were admitted to their NICU for hypothesized breastfeeding-related hypoglycemia;
of which, 5 of 6 (83%) had evidence of ischemic brain injury on MRI (article attached). She also
mentioned her review of the scientific literature as well as antidotal evidence she has collected on this
issue. We again sent a reply albeit shorter.
She then sent a third inquiry through CDC Info this week, voicing her concern about CDC's "lack of
initiative to warn mothers of the possibility of severe disabl(ing] brain injury," resulting from inadequate
EBF. She then requested that CDCissue an "urgent warning" to inform mothers of these dangers.
(b)(S)
lwe do want to ensure
providers and parents are sufficiently aware of this issue and are also aware of the indications for
supplementation. As you know, hospitals need to ensure breastfeeding is going well prior to discharge.
Mothers, especially those at high risk for breastfeeding problems, need to be educated about the signs
of inadequate feeding and when/where to seek support for any issues. And pediatricians need to ensure
adequate assessment and follow-up of EBFnewborns, especially when discharged before breastfeeding
is well established and before lacto enesis II aside:
(b)(6)
(b)(6)

We were wondering if AAP is working on any policy efforts related to extending the initial hospitalization
for newborns and their mothers if they are having breastfeeding problems. Are there ways we could
incorporate ensuring adequate EBFinto patient safety initiatives in maternity care facilities (aside: she
made an interesting point that EBFnewborns are the only patients in a hospital for which there is no
information about quality/quantity of food they receive)? Do you have any thoughts on efforts to
improve patient and provider education on identification of inadequate breastfeeding and/or the need
for supplementation? Do you have any other suggestions or comments?
We really appreciate your thoughts and comments regarding this issue.
Happy Holidays!
Sincerely,
Jennifer
Jennifer M. Nelson, MD, MPH
LT United States Public Health Service
Epidemic Intelligence Service Officer
CDC/NCCDPHP/DNPAO/Nutrition Branch
4770 Buford Hwy, MS F-77, Atlanta, GA 30341-3717
Ph: 770-488-5157 I Email: jmnelson@cdc.gov

From:

Sent:
To:

Subject:
Attachments:

Perrine, Cria G. (CDC/ONDIEH/NCCDPHP)
Wed, 21 Sep 2016 12:57:50 +0000
Voetsch, Karen P. (CDC/ONDIEH/NCCDPHP)
FW: AGOC Endorsement of Ten Steps
ACOG Endorsement of Ten Steps_July 2016.pdf

FYI, sharing with DRH.
From: Nelson, Jennifer M. (CDC/ONDIEH/NCCDPHP)

Sent: Wednesday, September 21, 2016 8:53 AM
To: Olson, Christine (CDC/ONDIEH/NCCDPHP)<cco7@cdc.gov>
Cc: Perrine, Cria G. (CDC/ONDIEH/NCCDPHP)<hgk3@cdc.gov>; Grossniklaus, Daurice
(CDC/ONDIEH/NCCDPHP)<dtg3@cdc.gov>; MacGowan, Carol (CDC/ONDIEH/NCCDPHP)
<dvx2@cdc.gov>
Subject: AGOC Endorsement of Ten Steps

Hey Christine,
We attended the Baby-Friendly USA board meeting on Friday where safe implementation of the Ten
Steps was a key topic. They have made several recent changes to their website, including putting up a
page titled "Safety of Baby-Friendly Practices" which discuss these safety issues and link to additional
resources.
Further, they shared with us a recent letter from ACOG (attached) with their endorsement of BabyFriendly USA.
Just wanted to ensure you guys were kept abreast of these recent changes.
Sincerely, Jennifer
Jennifer M. Nelson, MD, MPH, FAAP
LCDRUnited States Public Health Service
CDC/NCCDPHP/DNPAO/Nutrition Branch
4770 Buford Hwy, MS F-77, Atlanta, GA 30341-3717
Ph: 770-488-5157 I Email: jmnelson@cdc.gov
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WOMEN'S HEALTH CARE PHYSICIANS
Vice Preside111,
PracticeActivities
Christopher M. Zahn, MD.
Telephone: 2021863-2529
Email: c:ahn@acog.org

July 1,2016
Trish MacEnroe
Executive Director
Baby-Friendly USA, Inc.
125 Wolf Rd., Suite 402
Albany, NY 12205
Dear Ms. MacEnroe,
The American College of Obstetricians and Gynecologists (the College), a national medical
organization representing over 57,000 members who provide health care for women, endorses
the World Health Organization and UNICEF's Ten Steps to Successful Breastfeeding in its
Committee Opinion No. 658. The College strongly encourages women to breastfeed and
supports each woman's right to breastfeed. Committee Opinion No. 658, Optimizing Support for
Breastfeeding as Part of Obstetric Practice*, states that "The Ten Steps should be integrated into
maternity care to increase the likelihood that a woman will initiate and sustain breastfeeding and
achieve her personal breastfeeding goals."
I would like to request that the American College of Obstetricians and Gynecologists be listed
among organizations endorsing the Ten Steps. The College's endorsement and promotion of the
Ten Steps reflects ACOG clinical guidance and is one of the many ways the College supports
breastfeeding and breastfeeding women. Should you have any questions, please do not hesitate to
contact Amanda Guiliano, Committees and Task Forces Administrator at the College, at 202~
863-2582 or aguilinno@.acog.om:.
Best regards,

Christopher M. Zahn, MD
Vice President, Practice Activities
American College of Obstetricians and Gynecologists

40912th Street SW Washington, DC 10024-2188 MailingAddress: PO Box 96920 Washington, DC 20090-6920 Telephone 202-638·5577 www.acog.org

cc: Debra Hawks, MPH
Joan Younger Meek, MD, MS, RD, FAAP, FABM, IBCLC
Lauren E. Hanley, MD, IBCLC
Margaret Villalonga
Amanda Guiliano
Lindsey Regallis

* Optimizing support for breastfeeding as part of obstetric practice. Committee Opinion No. 658.
American College of Obstetricians and Gynecologists. Obstet Gynecol 2016;I27:e86-92.
Available at http://www.acog.org/Resources-And-Publications/Comrninee-Opinions/Committeeon-Obstetric-Practice/Opti m izin g-Support-for-Breastfeed i11g-as-Part-of-Obstetric-Practice.
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Message from ASPHN's
Past-President
Greetings Members and Partners,
I am proud to introduce the 2017-2018
ASPHN Annual Report. As you know, it
has been a memorable year for public
health nutrition and a banner year for
ASPHN.

Thank you to the Board who approved new bylaws that
made the Obesity Prevention Nutrition Steering
Committee an official Council and opened membership in
the National Fruit and Vegetable Council to any ASPHN
member interested in affecting fruit and vegetable public
health efforts. The Board also worked on the next fiveyear Strategic Plan, developed new policies related to
social media, governance and contracting, and welcomed
new consultants and subcontractors.
Thank you to our Consultants, Committees and Councils
who guide the development of our trainings and
products. ASPHN continues to strengthen the Public
Health Nutrition Workforce by offering timely guidance in
public health nutrition policy, systems and environmental
changes that can make healthy choices easy and natural
for all Americans. This is evident in the release of several
new products, including PublicHealthNutrition.org.
ASPHN
also advances PHN through the See It. Say It. Share It.
campaign, which promotes the role and value of the

public health nutritionist.
In addition to the health equity-focused Annual Meeting,
regular webinars, leadership and mentoring activities
continue to be offered by ASPHN. Policy action alerts and
letters of advocacy shape national policy. The Academy of
Nutrition & Dietetics partnered with ASPHN on a fivemodule Public Health Nutrition Certificate of Training
program. Additionally, in collaboration with the National
WIC Association, ASPHN launched the Public Health
Nutrition Webinar Series for local and state WIC staff and
all ASPHN members.
Finally, thank you to the members. It has been my honor
to serve as ASPHN President this past year. It is because
of your participation with us that Public Health Nutrition
messages, practices and plans are moving forward to
build up the health of our nation.
Best Regards,
Takako Tagami, MS, MBA, RD, LD
ASPHN Past-President
Back to top

ASPHN Launches New
Products
ASPHN seeks to create new
environmental norms where
healthy eating and active living
are the easy and natural choice
for all Americans.

ASPHN Strengthens Public Health Nutrition
Practice through the Launch of
PublicHealthNutrition.org
PublicHealthNutrition.org

is a new dynamic website

developed by ASPHN that serves up hundreds of
resources and programs available to PHNs. Since October
2017 it has disseminated tips, tools and guides for
greater public health impact through 4094 unique web
visits.
The site's content is organized by our profession's broad
categories of practice (Nutrition, Advocacy,
Communication, Research, PSE, and Leadership) and
sub-categorized by "indicators." The indicator pages
provide definitions of what they encompass and link to
information and programs from government agencies,
educational institutions, professional organizations and
others.
"This website is a gold mine of resources for state public
health nutritionists and public health nutrition students. It
is a huge asset to the profession, made for us by
us!," says Christina Thi, Obesity Prevention Coordinator,
Texas Department of State Health Services.
ASPHN keeps the content on the site current by including
any resource/training suggestions from members.

ASPHN's New Compilation of Food Service
Guidelines Products Delivers a
Time-Saving Tool for Nutritionists
The brand new Food Service
Guidelines resource page is an
innovative tool containing a
compilation of over 100
products related to Food Service
Guidelines (FSG) that have been used or developed by
state agencies and other programs. These products
include standards, policies and best practices that make
healthy choices, easy choices for those purchasing or
receiving food from state-run facilities.

The web page is well organized and easy to use. Products
are identified by the category or setting for which they
were implemented, and you can also find them listed by
state.

According to ASPHN member Mary Ann Ellsworth, MS, RD
from the New Jersey State Department of Health, "I
envision this will be a new favorite reference that
members will suggest to partners working to create
healthier food environments in a variety of settings. This
is definitely another ASPHN SUCCESS STORY!"

ASPHN Kicks-Off its
See It. Say It. Share It. Campaign
In November 2017 ASPHN
announced the kick-off of its
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See It. Say It. Share It. campaign,
a communications effort to promote
the value of public health nutritionists. The campaign is
based on a series of sound bites that can be used to help
others learn more about the profession. The sound bites
will be shared on Facebook, Twitter and Linkedin.

The first sound bite in the series is "Improving nutrition,
decreasing disease." According to ASPHN executive
director, Karen Probert, MS, RD, "a critical aspect of any
public health nutritionist's job is developing strategies
that offer greater access to healthy and affordable food
and nutrition-related care. These strategies are improving
nutrition, decreasing disease within our at-risk
populations, which often suffer from preventable health
conditions related to poor nutrition."
ASPHN's See It. Say It. Share It. campaign offers a web
page that houses downloadable posters and videos
highlighting individual state initiatives spearheaded by
public health nutritionists who are ASPHN members.
The video related to the sound bite "Improving nutrition,
decreasing disease" showcases Iowa's Guide for Growing
Healthier Iowans, a document filled with practical steps
that low-resource Iowans can use to get involved in food
gardening.
The second sound bite "Shape healthy habits for life" was
released in January 2018 with this video highlighting
ASPHN member Diane Peck, MPH, RD, and her work in
Alaska's Obesity Prevention and Control Program. The
Salad Bars to Schools initiative was carefully
implemented with safety and cost-effectiveness in mind.

Today, it is shaping healthy habits for life for nearly
80,000 students.
ASPHN encourages its members, partners, colleagues
and other stakeholders to visit its See It. Say It. Share
It. web page to obtain the materials and get ideas on
how to use the sound bites. "Together, we can raise
awareness for the value of public health nutritionists and
the wonderful work they do," says Probert. "The sound
bites make it fun and easy."

ASPHN Releases New Brief Titled
Intersection of Public Health, Community
and Clinical Dietetics
ASPHN's brief Intersection of Public Health. Community
and Clinical Dietetics explores the relationship between
community, public health and clinical nutrition and ideas
for innovative strategies combining the strengths of each
discipline and creating a synergistic effect that is greater
than the sum of the parts.

ASPHN Releases New Brief on Supporting
Maternal Mental Health
ASPHN's new brief, Supporting Maternal
Mental Health in Public Health Nutrition
Practice, addresses how public health
nutritionists can strategically and positively influence the
outcomes of maternal mental health.
This brief marks the latest in ASPHN's series on maternal
and child health. It provides valuable insight into maternal
depression and the potentially harmful effects it can have
on mothers, families and children. It also highlights
programs that use integrated maternal mental health
screening and training to help those who are at risk, and
offers resources that can be used to screen and treat
maternal depression.
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Professional Development
Updates
ASPHN provides online and in-person leadership
development resources and training programs to
its members.

ASPHN Trainings Enhance Skills and Build
Career Success for Public Health
Nutritionists
ASPHN enhances skills in the Public
Health Nutrition workforce through
timely and cutting-edge training
topics offered throughout the year.
An average of three engaging
professional development
opportunities are offered each month. Ninety percent of
trainings are available online, fitting easily into all
schedules.
The 35 trainings offered in 2017-2018 drew 1180
participants.
Praise for trainings from the 2018 ASPHN Membership
Survey:
"ASPHN has helped me be more assertive in taking on
leadership roles within my organization and has assisted
me with my communication and leadership style."
"ASPHN trainings have helped me advance leadership
and nutrition expertise skills which in turn have helped
me in my state role in public health."
Find ASPHN Trainings archived here. Click Show All.

Growing ASPHN Leaders 2017-2018 Class
Adds a Focus on Equity

The 2017-2018 class of Growing ASPHN Leaders (GAL)
convened a circle of 11 members CA, MN, TX, MI, ND,
and NY for learning, encouragement and network
building. The ASPHN leadership class helps members
grow in ways that enhance leadership skills and provides
practical application.

GAL class members are challenged and supported in 5-6
leadership calls, 1 orientation call and a final debrief call
from December through June.
This year, GAL class members' supervisors were asked to
assist them in identifying an opportunity to practice their
new leadership skills. Also, among the session topics, the
class members chose to include a discussion on Dream
with Me: Race. Love and the Struggle We Must Win by
John Perkins. This was the first time that a leadership
book was chosen that addressed race, disparities, and
equity.
Class members join an ASPHN committee or council
leadership team after they complete the program.
Praise for Growing ASPHN Leaders from the 2018 ASPHN
Membership Survey:
"ASPHN training and the mentoring I received from
Growing ASPHN Leaders equipped me well to grow and
attain greater levels of supervisory and budget
authority."
Learn more about Growing ASPHN Leaders by contacting
Shana Patterson at shana@asphn.org.

ASPHN Builds Diversity Among Public
Health Students Through the Health Equity
Internship Program
Since October 2017 the ASPHN
Health Equity Internship has placed

20 interns at 16 sites.
Like many professions, public health also needs help
recruiting a new generation of diverse professionals.
ASPHN selects undergraduate and graduated college
student applicants, recruited mainly from MinorityServing Institutions (MSI), and places them into 12-week
internships during Fall and Spring semesters.
Federal, regional, state and local health agencies provide
real-world work experience and students complete health
equity projects in areas such as HIV, Cancer, Obesity,
Cardiovascular Disease, Diabetes, Lupus, Nutrition,
Mental Health, Program Planning, Health Policy, Tobacco,
Injury/Violence Prevention, Aging and more. Hourly
stipends are paid to interns at no cost to the host agency.
Professional development opportunities, such as
attending conferences and CHES/CPH exam fees are also
covered.
Intern Achievement

Highlights

Spring 2018
• Nordelle Bent received an award for her poster
abstract from ASPHN at the Annul Meeting.
Also,recently hired by Florida Department of
Health
• Helena Berlin received an award for her poster at
ASPHN conference and present at the Florida
Equity conference.
• Shannen Johnson offered a traineeship in nutrition
at the University of Alabama Birmingham.
Fall 2017
• Mariah Russel was accepted to the masters of
health science program at the University of
Alabama Birmingham.
• Kristie Sergerie was hired as the Crisis Response
Coordinator with Nishnawbe Aski Nation.
• Sequoia Garlington accepted a position at the US
Department of State.
• Carion Marcelin received a part-time position at
her placement site continuing through her
graduation.
Learn more about the ASPHN Health Equity Internship
Program here.
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ASPHN Council Updates
ASPHN facilitates peer support.

Councils, committees and workgroups
bring members together in
meaningful and productive ways.

National Fruit and Vegetable Council
Accomplishments
• Membership Gains: As of June 30, 2018 the
National Fruit & Vegetable Nutrition Council has 81
members, an increase of almost 125% for the
year.
• Reflection & Change: The National Fruit & Vegetable
Nutrition Council is implementing changes based on
member survey feedback. This time of reflection
and change ensures the Council is meeting member
needs and expectations.
• National Leadership: The National Fruit & Vegetable
Nutrition Council advised CDC on the development
of the 2018 State Indicator Report on Fruits and
Vegetables.
• Engaging Trainings: September 2017 - Healthy For
Good: NGO Initiatives to Increase Fruit and
Vegetable Consumption; December 2017 - Access
to Nutritious Choices; April 2018 - 2018 State
Indicator Report on Fruits and Vegetables; June
2018 - National Fruit and Vegetable Nutrition
Council All Member Networking call.
Find Fruit and Vegetable Nutrition Council webinars here.
Click Fruit & Veg Nutrition Trainings.

MCH Nutrition Council Accomplishments

• Membership Gains: As of June 30, 2018 the ASPHN
MCH Nutrition Council has 193 members including
31 liaisons (an increase of 44 members with a loss
of 1 liaison from June 2017).
• National Leadership: Released 2 briefs:The
Intersection of Public Health, Community and
Clinical Dietetics ; Supporting Maternal Mental
Health In Public Health Nutrition Practice
• In Development: Worked on development of a brief
on the long-term implications of early infant
feeding.
Find MCH Nutrition Council webinars here. Click on MCH
Nutrition Trainings.

Obesity Prevention Nutrition
Council Accomplishments
• Membership Gains: As of June 30, 2018 the Obesity
Prevention Nutrition Council has 77 members.
• Member Engagement: Engaged members with new
'spot light on practice' and 'spot light on policy'
• Work Planning: Developed a 2-year Work Plan to
guide continued work of the Council
• Engaging Trainings: October 2017 - The New Child
and Adult Care Food Program (CACFP) Meal
Patterns; January 2018 - Breastfeeding in the DrugDependent Woman; April 2018 - Does
Breastfeeding Protect Maternal Mental Health?; July
2018 - MCHB Update (streamed presentation from
the June ASPHN Annual Meeting)

Blueprint Seed Grant
Congratulations to our ASPHN
member Blueprint Seed Grant
awardees!
On April 30th ASPHN awarded three
seed grants for small, one-year projects that utilize the
strategies listed in the Cornerstones of a Healthy Lifestyle
Blueprint for Nutrition & Physical Activity
to support public health nutrition efforts in states.

Here are the state awardees and their objectives.
• Arkansas- Improve breastfeeding friendly policy
and practices in ECE centers, with the ultimate goal
of increasing breastfeeding rates among women
whose infants are in childcare.
• Colorado- Increase awareness of maternal mental
health and promote resources for supporting mental
health to nutritionists and other professionals who
support families.
• Nebraska- Train WIC employees to screen
pregnant, postpartum and breastfeeding moms for
depression and provide appropriate referrals.
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Policy Updates
ASPHN strengthens its members' work by keeping
legislators informed of priority issues.
Our members offer state and national
leadership on food and nutrition policy,
programs and services that help improve
the health of our population.

ASPHN Shapes National Policy
Over the course of the 2017-2018 reporting period the
ASPHN Policy Committee partook in an assortment of
advocacy initiatives.

Issued an Action eAlert to all ASPHN members opposing
the US House of Representative's proposed HR 2 - the
Agriculture and Nutrition Action Act of 2018/farm bill.
Submitted ASPHN Board approved comments
on prominent nutrition guidance and federal policies to
the USDA and HHS on "Topics and Scientific Questions for
the 2020-2025 Dietary Guidelines for Americans; to FDA
on menu labeling guidance and implementation; and to the

USDA on child nutrition programs in opposition to the
proposed interim final rule (82 FR 56703) three year delay
of the second sodium reduction targets for the National
School Lunch and National School Breakfast programs.

Co-signed ten letters of advocacy on national
nutrition and health related regulations in
collaboration with ASPHN partner organizations.

1. The Academy of Nutrition and Dietetics' letter in
support of the president's FY 2019 budget request
of $12.297 million for the development and release
of the 2020-2025 Dietary Guidelines for Americans.
The proposed funding for FY 19 would support the
USDA and HHS in meeting the increased demands
and responsibilities of the 2020 edition of the DGAs,
including the increased scope of birth to 24 months
mandated by the 2014 farm bill and increased
transparency (which as it turns out, transparency is
time intensive and expensive!). The letter is a joint
effort between the Academy of Nutrition and
Dietetics, the American Academy of Pediatrics, the
American Heart Association, the Center for Science
in the Public Interest, and the National WIC
Association.
2. Center for Science in the Public Interest (CSPI)
letters:

1. In opposition to the House Agriculture
Appropriations bill that has a Rider which
would exempt honey and maple syrup
products from disclosing how much added
sugars are in their products (they wouldn't
have to have an added sugars line with the
daily value).
2. To The Office of The United States Trade
Representative (USTR) and members of
Congress on the content of unhealthy food
and beverages-such as on the front-of-pack
labeling-in the North American Free Trade
Agreement (NAFTA)
3. To the Senate, and particularly the Health,
Education, Labor and Pensions' (HELP)
committee opposing the anti-menu-labeling
bill
4. To the United States Department of

Agriculture (USDA) in opposition to the
proposed interim final rule (82 FR 56703)
three year delay in implementing the second
sodium reduction targets for USDA's child
nutrition National School Lunch (NSL) and
National School Breakfast (NSB) programs
3. The United States Breastfeeding Committee (USBC)

1. To Senator J. Merkley and Rep. C. Maloney
in support of the Supporting Working Moms
Act (SWMA) which would protect and expand
working moms' right to breastfeed by
extending the existing federal law to ensure
that executive, administrative, and
professional employees, including
elementary and secondary school teachers,
have the right to reasonable break time and
a private, non-bathroom place to express
breast milk at work.
2. To Senator T. Duckworth and Rep. S. Knight
in support of the Friendly Airports for
Mothers (FAM) Act which would require all
large and medium hub airports to provide a
private, non-bathroom space in each
terminal for mothers to express breast milk.
3. To the Fed is Best Foundation requesting a
meeting with it's co-founders to discuss the
recommended practice of exclusive
breastfeeding.
4. The National WIC Association's appropriations
for $6.3 billion - FY 2019.

letter

5. The Association of Maternal & Child
Health Programs' letter to the House and Senate
Labor-H Subcommittee Chairmen and Ranking
Members requesting $660 million in FY2019.
Learn more about the ASPHN Policy Committee here.
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Partnership

Updates

ASPHN builds strategic partnerships for
successful outcomes in public health.
ASPHN partners with over a dozen
organizations, ranging from Action for
Healthy Kids, to the United States
Breastfeeding Committee, to the
National Physical Activity Society.
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National WIC Association
Webinar Series
The National WIC Association and ASPHN, through funding
provided by The Centers for Disease Control and
Prevention, have collaborated to provide public health
nutrition education monthly webinars to all NWA and
ASPHN members.
Participants will see how state, local and private partners
are working together in unorthodox ways to create synergy
and environmental changes that support low income
populations.
Webinars have been popular, drawing upto 225 attendees.
All webinars contain public health nutrition topics that have
relevance to WIC clientele and/or WIC staff, but are
broader than WIC-only content.
Find NWA-ASPHN webinars here.

Online Certificate of Training Program:
Beneficial at Any Stage of Career in
Public Health Nutrition
As of August 2018, 772 individuals have begun the Public
Health Nutrition Online Certificate of Training (CoT) module
series. Plus, 68 individuals have completed all five modules
and earned a Certificate of Training in Public Health
Nutrition. More are beginning the series every month.
The five separate modules of the CoT build on one another
and focus on the fundamental components of public health
nutrition. The self-study series includes web links and

resources for additional online learning opportunities.
Each module is available to the registered participant for
30 days. To receive the CoT, all five modules and related
tests must first be completed, and a final exam must be
passed with a minimum of 80 percent.
ASPHN Past-President Takako Tagami, MS, MBA, RD, LD,
Nutrition Specialist with the Missouri Department of Health
and Senior Services, has taken the online course and
earned her Certificate of Training.
States Tagami, "Everyone in public health nutrition can
benefit from this program. I have worked as a state public
health nutritionist since the mid 1990s and hold a master's
degree focused on nutrition and dietetics, yet I never had
classes related to public health nutrition in grad school.
This program exposed me to theoretical frameworks and
strategies for successful outcomes that I had not
considered."
Indeed, some states are finding the training so valuable
that they are offering it to all employees involved in public
health nutrition. Adds Tagami, "This is a great way to get
everyone on the same page. Public health nutritionists
work in partnership, and obtaining the same training
allows us to effectively join forces for healthy food
sources."
Learn more about the Public Health Nutrition Online
Certificate of Training here.

Partnerships
& Collaborations
ASPHN currently maintains 30+ relationships that multiply
the impacts of public health nutrition. These partner
relationships are maintained through the work of the
ASPHN Collaboration Committee. Here is a sampling of
some of the represented collaborations and partnerships:
• Academy of Nutrition and Dietetics
• Breastfeeding Public Health Partners (BPHP)
• National Consortium for Public Health Workforce
Development

• National Farm to School Network
• University of Tennessee Maternal and Child Health
Nutrition Leadership Training Program Advisory
Committee
• University of Washington, Center for Public Health
Nutrition
• University of Wisconsin, Madison, LEND Program
• Young Invincibles
• Association of SNAP-Ed Nutrition Networks and
Other Implementing Agencies (ASNNA)
• Trust for America's Health (TFAH)
Learn more about the ASPHN Collaboration Committee
here.
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Member Engagement
Updates
ASPHN's active members build relationships with
peers in other states and are able to learn how
peers' work can be applied in their own
communities.
From advancing the consumption of
fruits and vegetables to promoting
breastfeeding and maternal and child
health and nutrition, to stemming the
tide on the obesity epidemic, ASPHN's
members share a common drive and
passion for public health nutrition.
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Membership and
Participation are Increasing
ASPHN has welcomed 53 new members in 2018. The total
membership is now over 375 strong and new members are
joining every month. Our membership is active, with 110
members volunteering on ASPHN committees & councils
and 16 on the Board. View the membership directory.

Membership Communications & Outreach
Committee Accomplishments
Major activities: The ASPHN Membership Communications
& Outreach (MC&O) Committee recently updated its work
plan, identifying 7 high-priority projects to complete in
order to carry out its purpose.
Exceeding goals: ASPHN's membership goal has already
exceeded the goal set in the ASPHN Strategic Plan 201722 and required the ASPHN board to change the objective
in the Strategic Plan.
Meeting goals: And every new ASPHN member is
welcomed by a member of the MC&O Committee.
Learn more about the ASPHN Membership Communications
& Outreach Committee by contacting Allison McGuigan at
allison@asphn.org.

ASPHN Advances
Innovation Through CollNs
Collaboration and innovation are driving the success of
state level nutrition programs. ASPHN supports
Collaborative Innovation and Improvement Networks
(CoIINs) that create teamwork across departments and
programs to multiply the public health nutrition impact of
resources.

Children's Healthy Weight CoIIN
The Children's Healthy Weight CoIIN (CHW-CoIIN) is a
multi-year initiative including 31 states. It formally
launched in July 2017 and continues through July 2019.
Goal: to develop, implement and/or integrate evidence
informed policies and practices which will support State
Title V programs in improving health behaviors related to
breastfeeding, physical activity, and nutrition for children,

adolescents and young adults up to 21 years of age,
including those with special health care needs.
CHW-CoIIN has the longterm intent of increasing the
proportion of children and young adults ages birth to 21
years who fall within a healthy weight range.
State Activities: Eleven states are working on the
Breastfeeding Work Stream by establishing new policies or
practices that address social and ecological barriers to
breastfeeding.
Seven states are working on the Physical Activity Work
Stream to increase the number of schools and programs
implementing select components of the Comprehensive
School Physical Activity Program model.
Thirteen states are working to creatively integrate nutrition
into Title V MCH Block Grant and other MCH programs.
States participate in either the Intensive Learning or the
Technical Assistance level of the CHW-CoIIN.
Funding: In June 2018 ASPHN received additional funding
that made it possible to move 4 state teams up from the
Technical Assistance level to the Intensive Learning level.
The CHW-CoIIN is funded by the Maternal and Child Health
Bureau of the Health Resources and Services
Administration.
Find Children's Healthy Weight CoIIN webinars here. Click
on Children's Healthy Weight CoIIN.

Pediatric Obesity Mini CoIIN
ASPHN continued to manage the Pediatric Obesity Mini
CoIIN until May 2018. The Pediatric Obesity Mini
CoIIN supported 13 state teams working to embed policies
and practices that support healthy weight behaviors in
early care and education systems. The mini-CoIIN
was funded by CDC's Division of Nutrition, Physical Activity
and Obesity.
Find Pediatric Obesity Mini CoIIN Success Celebrations
here.

Mid-Year Meeting: Practice Promoting Public
Health Nutritionists Through the See It. Say
It. Share It. Sound Bites
During ASPHN's Mid-Year Board
Meeting, board members explored
communication techniques public
health nutritionists can employ to
effectively promote the value of their
work.
Using the customizable posters available on the See It.
Say It. Share It. website, members created marketing
pieces about their initiatives using communication tools
like hooks, benefits, features, calls-to-action and contact
information.
The sound bites from the See It. Say It. Share It.
campaign served as hooks to lure target audiences, and
participants worked on reeling in support by describing the
benefits their programs offer.
Learning to distinguish between their programs' benefits
and features was an eye-opening exercise for attendees,
and one they found could directly be applied to their work
writing grants, securing partnerships and alliances, and
even attracting outstanding employees.
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Liaison Corps Updates
Liaison Corps Updates
The purpose of the Liaison Corps is to expand ASPHN's
influence. To be more effective, ASPHN maintains regular
contact with a variety of nutrition and public health
organizations around the country.
The Liaison Corps focuses on sharing ASPHN's goals,

objectives, and activities with these organizations and
learning the same about our partner groups. Liaisons
identify areas for networking, coordination and
collaboration to expand our impact on public health
nutrition issues.
Below is a list of the members who are active liaisons for
ASPHN.
Becky Adams (AR)

Aurora Buffington (NV)
Alison Conneally (NY)
Mary Ann Ellsworth (NJ)
Susan Forester (CA)
Carole Garner (AR)
Suzanne Haydu (CA)
Michele Kawabe (MI)
Leslie Lewis (LA)
Carolyn Donohoe Mather (HI)
Kelli Stader (WI)
Robin Stanton (OR)
Jennifer Young (OR)
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What's Ahead
Watch for these ASPHN Advancements

ASPHN will continue to advance several
exciting projects in the next fiscal year.
Workforce development projects including
PublicHealthNutrition.org, the See It. Say It. Share It.
campaign, and the Certificate of Training in Public Health
Nutrition will continue.
Also, leadership opportunities such as the Growing ASPHN
Leaders program and committee membership and council
leadership team positions will continue.
The Health Equity Internship program will expand,
recruiting 30 students a year, an increase from 20
students.
Early in 2019, the Moving to the Future website will be
upgraded and ASPHN will release some new products
related to work with blind vendors.
Also watch for these new projects:
• Work with U.S. Breastfeeding Committee to build
capacity to increase access to breastfeeding
• Work with state WIC programs to incorporate the
"Learn the Signs. Act Early." program into WIC
clinics
• Improving nutrition environments, policies, and
practices of early care and education providers by
focusing on one area such as Farm to Preschool
Plus, ASPHN is just starting a contract with Maternal and
Child Health Bureau to provide technical assistance and
training to MCHB Title V Block Grant grantees on food and
nutrition policy, programs and services with a focus on
bolstering the public health nutrition workforce.
Back to top

ASPHN 2018-2019 Board Members
Robin Stanton,

MA, RD, LO (OR)

President
Takako Tagami,

MS, MBA, RD, LD (MO)

Past-President
Diane Golzynski, PhD, RD (MI)
President-elect
Christina Thi, MPH, RD, LD (TX)
Secretary
Patricia Simmons,

MS, RD, LD (MO)

Treasurer
Jennifer Dellaport, MPH, RD (CO)
Director-at-large and Co-Chair, Policy Committee
Jennifer Young, MPH, RDN (OR)
Director at Large and Co-Chair, Policy Committee
Becky Adams, DrPH, RD, LD, CDE (AR)
Director at Large and Co-Chair, Collaboration Committee
Jill Lange, MPH, RD, LD (IA)
Director at Large, Chair, Membership Communication
Outreach Committee
Jackie Rios-Avila,

&

MS, RD, CDN (NY)

Director at Large and Co-Chair, Collaboration Committee
Vacant,

Chair, Fundraising Committee

Mikaela Schlosser, RD (ND)
Board Member and Chair, Maternal and Child Health
Nutrition Council
Heather

Harrison-Catledge,

Board Member and Chair-elect,
Helen Brown, RD, MPH (ID)

BS, LDN, CLC (MA)
MCH Nutrition Council

Board Member and Chair, Obesity Prevention Nutrition
Council
Elaine Russell, MS, RD, LD (KY)
Board Member and Chair-elect, Obesity Prevention
Nutrition Council
Ashley Sweeny Davis, MA, RDN, LD (OH)
Board Member and Chair, Fruit & Vegetable Nutrition
Council
Lisa Gemlo, MPH, RD, LD (MN)
Board Member and Chair, Fruit & Vegetable Nutrition
Council
Megan Hlavacek,

MS, RD, LN, CLC (ND)

Board Member and Chair-elect, Fruit & Vegetable Nutrition
Council
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Consultants
Karen Probert, MS, RD
Executive Director
814 255-2829 ext 701
karen@asphn.org
Cynthia Atterbury,
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From:
Sent:
To:
Subject:
Attachments:
skintoskinsafesleep.pdf,
Importance:

FYd-______

MacGowan, Carol (CDC/ONDIEH/NCCDPHP)
Thu, 2 Feb 2017 16:35:09 +0000
Nelson, Jennifer M. (CDC/ONDIEH/NCCDPHP)
FW: AWARENESS:New Assignment SUPCin Newborns - Due 2/14/17
AAP Skin to Skin Caution.pdf, Unintended Consequences Jama Peds.pdf,
AAP News STSSafety.pdf, BF Bass Reply JAMAPeds.pdf
High

(b_)(_5)
_____

~

From: Torres, Monica (CDC/ONDIEH/NCCDPHP)
Sent: Thursday, February 2, 2017 11:11 AM
To: MacGowan, Carol (CDC/ONDIEH/NCCDPHP)<dvx2@cdc.gov>; Flores-Ayala, Rafael C.
(CDC/ONDIEH/NCCDPHP) <rnf2@cdc.gov>
Cc: Voetsch, Karen P. (CDC/ONDIEH/NCCDPHP)<kmp9@cdc.gov>; DNPAO/Health Policy Team (CDC)
<DNPAOPolicy@cdc.gov>
Subject: AWARENESS:New Assignment SUPCin Newborns - Due 2/14/17
Importance: High

Hello, Carol and Rafa.
Dr. Bass sent the following email to Anne Schuchat on Monday (1/30):
I would like to bring to your attention an issue of great significance: the CDC has been promoting and
funding implementation of The Baby-Friendly Hospital Initiative. It has become increasingly recognized
in Europe and now in the US, that practices associated with the Baby Friendly initiative are significan
risk factors for neonatal sentinel events (Sudden Unexpected Newborn Collapse (SUPC)and newborn
falls). I have been in contact with the CDCfor the past year about this concern, which in light or the
most recently published data, merits expeditious review. I have attached a few articles for you to
review on the subject including our most recent JAMA peds correspondence with the national data
summarized below. I hope that you be willing to support a change in direction for the CDC, and a focus
on safe and effective methods to promote breastfeeding. I would be willing to meet with you to discuss
this in greater detail.
(b)(5)
(b)(5)
Please let me know when you will be able to get this to us so that Janelle and Ruth
can have time to review.

Thanks!
Monica

From: Smalls, Marcia V. (CDC/ONDIEH/NCCDPHP)
Sent: Thursday, February 02, 2017 10:36 AM
To: DNPAO/Health Policy Team (CDC)<DNPAOPolicy@cdc.gov>; Gunn, Janelle P.
(CDC/ONDIEH/NCCDPHP)<bfy2@cdc.gov>

Cc:Johnson, Abigail P. (CDC/ONDIEH/NCCDPHP)<vmh3@cdc.gov>
Subject: NEW ASSIGNMENT- Direct Reply- FW: New Assignment SUPCin Newborns - Due 2/14/17
Importance: High

This is a Direct Reply for your director's or designee's signature. Joel Bass,chair of the Department of
Pediatrics at Newton-Wellesley Hospital, wrote the CDCdirector to share recent articles that dispute the
positive practices associated with the Baby Friendly initiative. Please send me a copy of the signed and
dated response by February 14, 2017. Thanks.
Marcia Smalls
OPEL/NCCDPHP
(404) 702-1025
From: Dean, Contessa J. (CDC/OD/OCS)
Sent: Thursday, February 02, 2017 10:14 AM
To: Smalls, Marcia V. (CDC/ONDIEH/NCCDPHP)<mvs2@cdc.gov>; Johnson, Margaret Sarti
(CDC/ONDIEH/NCCDPHP)<kcy3@cdc.gov>
Subject: New Assignment SUPCin Newborns

NCCDPHPhas a new assignment as a Direct Reply for folder 2379661. Please pay attention to the note in
the folder.

I

From: Bass,Joel L.,M.D.
(b)(6)
Sent: Monday, January 30, 2017 5:44 PM
To: Schuchat, Anne MD (CDC/OD) <acsl@cdc.gov>
Subject: SUPCin Newborns

Dr Schuchat,
I would like to bring to your attention an issue of great significance: the CDChas been promoting and
funding implementation of The Baby-Friendly Hospital Initiative. It has become increasingly recognized
in Europe and now in the US, that practices associated with the Baby Friendly initiative are significan1l
risk factors for neonatal sentinel events (Sudden Unexpected Newborn Collapse (SUPC)and newborn
falls). I have been in contact with the CDCfor the past year about this concern, which in light or the
most recently published data, merits expeditious review.
I have attached a few articles for you to review on the subject including our most recent JAMA peds
correspondence with the national data summarized below. I hope that you be willing to support a
change in direction for the CDC, and a focus on safe and effective methods to promote breastfeeding. I
would be willing to meet with you to discuss this in greater detail.
Regards,
Joel

Joel L Bass MD
Chair, Departmem of Pediatrics
Newton-Wellesley Hospital
Professor of Petiiatl'ics, Part-time
Harvard Medical School

From: Bass, Joel L.,M.D.
Sent: Monday, January 30, 2017 4:58 PM
To: 'Briss, Peter (CDC/ONDIEH/NCCDPHP)'
Cc: 'Cono, Joanne (CDC/OD/OADS)'
Subject: RE:
Peter ... Since this last email, we have published a commentary in AAP News advising on the issues raised
in the AAP Clinical report on skin to skin care. Also in response to correspondence from Baby-Friendly
advocates who commented on our Viewpoint, we have published data on the National Statistics on SUID
deaths in the US in the neonatal period, compiled from the CDCWonder On-Line data base. I have
summarized the results in the table below:
SUID for US infants 2003-2013

0-1 hr

0-23 hr

1-6 d

0-6 d

7-27 d

0-27 d

SUID "n" total

301

666

755

1421

3730

5151

SUID "n"/Year

27

61

69

129

339

468

I am certain the CDCwould now agree that this a national problem that must be addressed
expeditiously. Of particular note, as I mentioned in the AAP News Commentary, the states with the
highest percentage of births at Baby-Friendly Hospitals (taken from the CDC Breastfeeding report Card)
were not attaining the Healthy People 2020 goals, while those states with the highest initiation rates
(not exclusivity) consistently attained those goals. This information is quite consistent with the recent
USPTFJAMA report which showed that there was a lack of consistent evidence that system level
interventions, including the Baby-Friendly initiative improved breast feeding outcomes.
I hope the CDCwill now be willing to move forward on this issue and recommend alternative safe and
effective approaches to support breastfeeding which will not contribute to sentinel events (SUPCand
Falls).
I would be happy to meet with the CDCleadership to discuss this in greater detail.
Joel

Joel L Bass MD
Chair, Department of Pediatrics
Newto11-Wel/esley Hospital
Professor of Pediatrics, P(lrf-time
Han•ard Medic"/ School

From: Bass, Joel L.,M.D.
Sent: Tuesday, September 27, 2016 3:35 PM
To: 'Briss, Peter (CDC/ONDIEH/NCCDPHP)'
Subject: RE:
Dear Peter ... I appreciate your message below and interest in continuing our ongoing dialogue about
this important issue. A few points I think require clarification: It's important to recognize that, as we
mentioned in our publication, the problem is not with the 10 Steps per se but with the Baby Friendly
(BF) method of documenting compliance with the steps. Only the pacifier ban is inherently
problematic.
It's also important to recognize that the recent AAP report you mention was prepared prior to the
population-based data from Massachusetts which we published and will now be interpreted within that
context. The AAP report describes in even greater detail all of the safety hazards which we have
previously brought to your attention. Of particular note, the report points out the following critical
issues: The BF hospital initiative encourages continued skin-to-skin care (SSC)throughout the hospital
stay while rooming in (e2) and none of the checklists or procedures developed have been proven to
reduce the risk or prevent the associated sentinel events (e4). I also think it is very important for your
colleagues at the CDCto pay detailed attention to the Swedish study quoted in AAP report
demonstrating the severe consequences of widespread adoption of SSCbeyond the first hours of life.
The posting of the link to the AAP report on the BF web page in no way addresses the need to
incorporate the safety issue into the actual BFGuidelines and Criteria as requested by the CDClast year.
The new 2016 guidelines remain unchanged and do not in any way include parental or provider
education of risks associated with some of these practices and retains their standard generic safety
disclaimer which the CDCdeemed unacceptable last year.
Regarding the issue of data collection you mentioned, while SUPChas been recognized for a number of
years by our European colleagues, it is a relatively new diagnostic entity in the US and as there are no
existing ICD 10 codes the CDCepidemiologists will need to seek out this information using the diagnostic
codes for SUID. It's important to keep in mind that SUPCincludes an equal number of survivors (many
with significant impairment). FYIWe have been able to apply the four ICD 10 codes which were used in
Massachusetts to the CDCWonder data base and have confirmed that the national data is very similar
to our state data. Over a 7 year period (2007-2013) there were on average 341 SUID deaths/year in the
first month of life including 70/yr within the first 6 days of life and 16/year in the first day of life. We are
in the process of performing a detailed analysis of this data, and I would like to extend an offer to the
CDCepidemiologists to collaborate on this effort, as we have considerable experience in understanding
the data not only from an epidemiologic perspective but from a clinical one as well.
Although the CDCwas certainly not initially aware of these safety hazards when it undertook active
promotion of BF certification in the US, at this point, now that the AAP has confirmed the nature of risk
of newborn death and injury associated with some of these practices, coupled with the emerging
evidence from population-based data which points to a problem of unquestionable national
significance, I hope that the CDCwill now take decisive action in addressing this issue. Rather than
continuing to encourage hospitals in United States to engage in practices that may expose healthy
newborns to unnecessary risk, the CDCshould now encourage alternate effective ways to promote
breastfeeding safely. To put this in perspective, in 2001, when 90 cases of kernicterus were identified
over a 17 year period, the CDCtook bold action that resulted in the condition being designated a
"never" event. The same type of leadership is now required.

Joel L Bass MD

Chair, Department of Pediatrics
Newton-Wellesley Hospital
Professor of Pediatrics, Pllrt-time
Harvm·d Medical School

From: Briss, Peter (CDC/ONDIEH/NCCDPHP)[mailto:pxb5@cdc.gov]
Sent: Monday, September 26, 2016 11:01 AM
To: Bass, Joel L.,M.D.
Subject:

Dear Joel,
I wanted to share some additional information with you regarding our efforts to respond to your
concerns about safety in implementing the Ten Steps to Successful Breastfeeding.
Last week, Baby Friendly USA updated language on their Guidelines and Evaluation Criteria webpage
that includes specific information about enhancing safety of baby friendly practices.
https ://www. babyfrie nd lyusa.org/get-sta rted/the-gu ideli nes-evaIuation-criteria/safety-of-baby-friend lypractices. The webpage links to AAP protocols and guidelines regarding infant stability and care prior to
encouraging skin to skin contact and also links to the recently published AAP Guidelines on safe sleep
and skin to skin practices.
In addition, our epidemiologists within the National Center for Chronic Disease Prevention and Health
Promotion are researching whether there are national and state datasets that may be helpful in
examining trends in SUPCand/or SUID. We have also contacted several partners, including the Joint
Commission, to identify other potential sources of data.
We understand that you are communicating with the Massachusetts Department of Health and we
would be interested in hearing about any data or analysis that can better document this issue.
Again, we share your interest in promoting breastfeeding safely and want to assure you that we are
working hard to address the concerns that you raise.
Peter

The information in this e-mail is intended only for the person to whom it is
addressed. If you believe this e-mail was sent to you in error and the e-mail
contains patient information, please contact the Partners Compliance HelpLine at
http://www.partners.org/complianceline. If the e-mail was sent to you in error
but does not contain patient information, please contact the sender and properly
dispose of the e-mail.
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Hospitals
shouldbalanceskin-to-skin
contactwithsafesleeppolicies
by JayP.Goldsmith,
M.D.,FAAP
Many hospitals are encouraging the initiation of skinto-skin contact and breastfeeding shortly after birch co
facilitate mother-baby bonding and exclusive breastfeeding. Hospitals should balance these practices with safe
sleep recommendations co avoid potential dangers when
certain newborns are nor monitored appropriately.
Several international studies have described the unexpected postnatal collapse of presumably healthy newborns
in the hospital.
In addition, several cases in the United Stares of unexpected arrest in a mother's room have resulted in litigation
against the hospital and various pediatric providers. In
general, these cases involved apparently healthy babies
who were placed with their mothers within the first two
hours after birch for skin-co-skin contact, bonding and/or
breastfeeding.

'BabyFriendly'initiativegainsground
Many U.S. hospitals have received the designation
"Baby Friendly," meaning they have met certain criteria
regarding breastfeeding and support of the mother-baby
dyad. These criteria include having a written policy that is communicated to all staff calling for initiation of breastfeeding within a half
hour of birth. Hospitals also give newborns no food or drink orher
than breast milk, give no pacifiers, and practice continuous "rooming
in" where newborns remain with their mothers 24 hours a day. Ar
least one study has shown d1armod1erswho participate in rhe program
are more likely to breastfeed exclusively.
The Baby Friendly Hospital Initiative was launched in 1991 by
the World Health Organization and UNICEF co promote breastfeeding worldwide and give babies che best srarr in life. Initially aimed
at the use of commercial formulas in the under-resourced world, the
project quickly was adopted in the United States. The program has
gained national acceptance, and many hospitals have received the
designation.
The many benefits of exclusive breastfeeding (e.g., decreased incidence of gastroenteritis, asthma, eczema, respiratory and ear infections)
are well-known (http://pediatrics.aappublicacions.org/conrenr/ 129/

3/e827.full.pdf+hcml). Studies also have shown char babies who are
placed in skin-co-skin contact exhibit better control of respiracory
patterns.
However, some risks of early initiation of bonding with skin-toskin contact and breastfeeding in the hospital recently have come co
light.

Studiesidentifydangers
A study in Sweden found chat 15 of26 newborns who suffered
arrests without an underlying pathologic etiology were in a prone
position while parciciparing in skin-co-skin contact in rhe hospital,
and 13 arrests occurred during unsupervised breastfeeding in the
first cwo hours of life (Pejovic NJ, Herlenius E. Acta Paediatr.
2013; 102(7)680-688). None of the babies died.
In Germany, a national survey found an incidence of2.6 arrests
per 100,000 births (Poets A, et al. Pediatrics.2011 ;127(4):e869e873). Twelve of 43 babies who arrested shortly after birth were found

©Copyright 2013 AAP News
Downloaded from http://aapnews.aappublications.org/ by Joel Bass on November 9, 2013

lying on their mother's chest or abdomen, or very close to her and
facing her. Nine of these events occurred in the first two hours after
birth, and most were noticed by a health care professional in the
room rather than the mother. Seven babies died.
In both of these studies, other significant pathologic and metabolic
causes for the arrests were ruled out.
While the etiology of these arrests is unknown, the "Triple Risk
Model" proposed in 1994 to conceptualize the etiology of sudden
infant death syndrome may be illustrative in these cases. The model
emphasizes that multiple factors must act simultaneously to result
in these unexpected events. The baby must have an intrinsic vulnerability, possibly blunting of the arousal response. In older babies, it
was thought that the period from 2-4 months was a critical developmental period, but the early neonatal period also may have increased
vulnerability due ro post-delivery stress, presence of narcotics or magnesium sulfate given to the mother. Thirdly, there must be an additional exogenous stressor (e.g., prone position, nose in breast, covers
over face with carbon dioxide retention, ere.).

Riskmanagement
tips
The advantages of early skin-co-skin contact and breastfeeding are
important, but health care professionalsshould be aware of the potential dangers. Mothers often are fatigued or may be sedated with narcotics or magnesium sulfate after delivery. Observation by trained
personnel may not be continuous.
The Academy recommends that mothers not sleep with babies
in their beds (http://pediatrics.aappublications.org/contem/ 128/5/

1030.full.pdf+hrml), yet this practice is common post-delivery.
Moreover, if the baby has required some resuscitation (i.e., positive
pressure ventilation in the delivery room), the Neonatal Resuscitation
Program advises triage to "post resuscitation care" defined as management in an "environment where ongoing evaluation and monitoring are available."
Hospitals that participate in the "Baby Friendly" program should
evaluate the mother after delivery and prior to early skin-to-skin contact or breastfeeding. Staff should be trained to identify high-risk
situations that require closer monitoring such as when the mother
has received sedatives. Babies should be monitored by a hospital
employee (not a relative) or electronically if no appropriately trained
person can be in the room continuously.
This also is an excellent opportunity for health care professionals
to have discussions with parents linking early breastfeeding policies
with safe infant sleep policies. Mothers should be reminded nor to
sleep with the baby in their bed, either in the hospital or at home.
Staff also should be trained co model safe infant sleep practices.

D,: Goldsmith is a memberof theMP Committeeon
Medical liability and RiskManagement.
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UnintendedConsequencesof Current
BreastfeedingInitiatives
Promotingand supportingbreastfeedingduring the
postpartum period has been an important and appropriate priority for maternity units in recentyears.The"10
Steps to Successful Breastfeeding" of the BabyFriendlyHospital Initiative have been implemented by
an increasingnumberof hospitalsasthe standardof care
for optimallysupportingbreastfeedingfrom birth to hospital discharge.1 As someor all of thesestepsare increasingly being promoted as standard of care by government agencies(eg.the Centersfor DiseaseControland
Prevention) and by The Joint Commission,it is important to be certain that the basisfor the recommendations has been documented in reproducible scientific
studies and that the benefits of the practices recommendedoutweigh the risks.Unfortunately.there is now
emergingevidencethat full compliancewith the 10steps
oft he initiative mayinadvertently be promoting potentially hazardouspracticesand/or havingcounterproductive outcomes.
The wording of the 10 steps themselves may not
suggesta potential for risk.However,the specificguidelinesfor Baby-Friendlydesignationprovidethe causefor
concern.Forexample,to complywith step4 (help mothers initiate breastfeeding within 1hour of birth). the
guidelinesstate that all mothers should have continuousskin-to-skincontact with their baby immediatelyafter birth until completion of the first feeding and that
skin-to-skincontactshouldalsobeencouragedthroughout the hospital stay,1 a time period when direct continuousobservationby medicalcareprofessionalsis not
likely to occur.Although a recentCochraneReviewprovides evidence for the benefits of skin-to-skin care for
healthy full-term and late preterm infants for the first
hour after birth, it alsostipulatesthat mother and baby
not be left unattendedwhile skin-to-skincaretakesplace
during this early period. 2 Reports of sudden unexpected postnatalcollapse(SUPC)in associationwith the
skin-to-skin practice. published over the past several
years.havefocusedattention on the importanceof this
caveat.3
ReportsofSUPCincludeboth severeapparent lifethreatening events (recently referred to as brief resolved unexplained events) and sudden unexpected
death in infancyoccurringwithin the first postnatalweek
of life.3 A comprehensivereview of this issueidentified
400 casereports in the literature. mostly occurringduring skin-to-skin care. with one-third of the events occurring in the first 2 hoursafter birth and the remainder
in the subsequent week of life.3 The review reported
death in half of the casesand persistentdisability in the
majority of survivors. European rates of SUPCvaried
from 2.6 to 74 casesper 100 000 births. with higher
rates relatedto the length of the inclusionperiod and in-

jamapediatrics.com

jarnanetwork/2016/ped/oct2016/pvp160017

fant care practices related to prone sleeping and
co-bedding.3 Furthermore,a recentpublicationfrom the
American Academy of Pediatrics observed that lawsuits have surfaced in UShospitalsattributed to unexpected respiratory arrest in apparently healthy newborns during early skin-to-skin careand cautionedthat
this practice needs to be balanced with the need to
implement safe sleep practiceswith monitoring of infants during skin-to-skincare unlessdirect observation
takes place.4
While breastfeeding exclusivity (step 6) and 24hour rooming in (step 7) havedemonstratedbenefits in
the postpartumperiod.these practicesmayalsoengender risk. An overly rigid insistenceon these steps in order to comply with Baby-FriendlyHospital Initiative criteria may inadvertentlyresult in a potentially exhausted
or sedatedpostpartum mother being persuadedto feed
her infant while sheis in bed overnight, when sheis not
physicallyable to do so safely.This may result in prone
positioningandco-sleepingon a soft warm surfacein direct contradiction to the SafeSleepRecommendations
of the National Institutes of Health. In addition, cosleepingalsoposesa riskfor a newborn fallingout of the
mother's bed in the hospital, which can have serious
5
consequences.
There is alsothe possibility that unsafe
sleep practicesmodeled in the hospitalmaycontinue at
home.6
The justification for breastfeeding exclusivity is
basedon a1998World HealthOrganizationreviewof the
evidence for the 10 steps.7 However, that review includedevidencethat when supplementationwasgiven
for a medicalindication,there wasno adverseeffect on
the duration of breastfeeding.It alsoconcluded,based
on the availableevidence,that it was not clear to what
extent supplementation in other circumstanceswas a
markerof breastfeedingdifficulty rather than an actual
causeof breastfeedingfailure.
Another issueof concernis the ban on pacifieruse
(step 9). Compliance requires that mothers be educatedrepeatedlythat pacifiersmayinterferewith the development of optimal breastfeeding.1 Becausethere is
strong evidencethat pacifiersmayhavea protective effect againstsudden infant death syndrome (SIDS),the
AmericanAcademyof Pediatricshas suggestedavoidanceof pacifiersonly until breastfeedingis established
at approximately3 to 4 weeks of age.8 Becausea substantial number of SUPCevents occur during the first
week of life,3 this recommendationto proscribethe use
of pacifiers is difficult to defend basedon risk.
Preventingthe unintendedseriousoutcomesfrom
these practiceshasbeen made more challengingby the
emphasison breastfeedingexclusivity in the perinatal
measuresrecently promulgated by The Joint CommisJAMAPediatrics October 2016 Volume170.Number10
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sion.MeasurePC-OSrequiresdocumentationoft he reasonsfor not
exclusivelybreastfeeding,with no allowable exceptions for newborn conditions.In addition,the Centersfor DiseaseControlandPrevention actively promotes the "10 Steps"and Baby-Friendlydesignation, and monitors "10 Steps"compliancein the United States.In
Massachusetts,the recently enacted MassachusettsHealth Quality Measure3A requires increasingrates of breastfeedingexclusivity. with soon to be implemented financial implications.
In an effort to explore the potential effect of these initiatives.
we reviewed data from the MassachusettsDepartment of Public
Health Registry of Vital Recordsand Statistics concerning statewide rates of suddenunexplainedinfant deathsamong newborns.
This includes International Classification of Diseases codes R95
(SIDS),R99 (undeterminedcauseand manner),W75(accidentalsuffocation). and W84 (unspecifiedthreat to breathing).While SIDSin
the first month of life is generallyconsideredan uncommonevent,
in Massachusetts(2004-2013). 14%of the casesof SIDSoccurred
in the first 28 days of life. Of note. 8 (22.2%) of the casesof SIDS
among newborns and 20 (35.1%)of the newborn sudden unexARTICLEINFORMATION
PublishedOnline: August 22. 2016.
doi:10.1001/jamapediatrics.2016.1529.
Conflict of Interest Disclosures:
None reported.
REFERENCES
1. Guidelinesand EvaluationCriteria.Facilities
seekingdesignation.Baby-FriendlyUSAwebsite.
https:f/www.babyfriendlyusa.org/get-started/theguidelines-evaluation-criteria.AccessedJanuary
142016.

2. Moore ER,AndersonGC.BergmanN, Dowsewell
T. Earlyskin-to-skincontact for mother and their
healthy newborn infants. CochraneDatabaseSyst
Rev.2012:(5):CD003519.

2

plained infant deaths occurred in the first 5 daysof life. suggesting
that the concernsraisedin the recent AmericanAcademyof Pediatrics report4 may be more common than previouslyrecognized.
In 2011,the Office of the SurgeonGeneralissueda call to action to support breastfeedingthat proposedthe acceleratedimplementation of the Baby-Friendly Hospital Initiative in the United
States.9 Consideringthe availableevidence,that recommendation
should be reconsidered.If government and accreditation agencies
wishto encourageandsupportbreastfeeding,their focusshouldshift
from monitoring Baby-Friendlypracticesand breastfeedingexclusivity to monitoring breastfeedinginitiation rates coupledwith evidence of lactation support both during and after the hospital stay.
More attention shouldalso be placedon ensuringcompliancewith
established safe sleep programs, emphasizing the need to integrate safe sleep practiceswith breastfeeding.Hospitalsshould direct their efforts toward implementing practicesthat will promote
breastfeedingsafely,the common goal of both private and public
groups with an interest in these issues.

3. HerleniusE, l(uhn P.Suddenunexpected
postnatalcollapseof newborn infants: a review of
cases.definitions. risks,and preventive measures.
TranslStrokeRes.2013:4(2):236-247.
4. GoldsmithJP.Hospitalsshould balance
skin-to-skincontact with safesleeppractices.AAP
News.October 28. 2013.http://www
.aappublications.org/content/34/11/22.
Accessed
July 14.2016.
5. HelsleyL, McDonaldJV,StewartVT.Addressing
in-hospital"falls" of newborn infants. Jt CommJ
Qua/PatientSa{.2010:36(7):327-333.
6. Moen RY:TaskForceon Sudden Infant Death
Syndrome.SIDSand other sleep-relatedinfant
deaths:expansionof recommendationsfor a safe
infant sleepingenvironment. Pediatrics.2011:128
(5):el341-e1367.

7. Step 6: useof supplements.In: VallenasC,
SavageF.eds.Evidencefor the TenStepsto
SuccessfulBreastfeeding.Geneva.Switzerland:
Divisionof ChildHealth and Development/World
Health Organization:1998:48-56.
8. Sectionon Breastfeeding.Breastfeedingand the
useof humanmilk. Pediatrics.2012:129(3):e827-e841.

9. Action 7: ensurethat maternity carepractices
throughout the United Statesare fully supportive of
breastfeeding.In: BenjaminR, FriedenTR,Jones
WK.et al. eds. TheSurgeonGeneral'sCallcoAction
to Support Breastfeeding.Washington,DC:USDept
Healthand HumanServices/Officeof the Surgeon
General:2011:44-45.

JAMAPediatrics October 2016 Volume170,Number 10

jarnanetwork/2016/ped/oct2016/pvp160017

jamapediatrics.com

PAGE:left2

SESS:28

OUTPUT:Jul 1915:50 2016

CLINICAL
REPORTGuidance

for the Clinician in Rendering Pediatric Care

American Academy
of Pediatrics
DEDICATED

TO TME M£ALTM

OF ALL CHILDREN"

Safe Sleep and Skin-to-Skin
Care in the Neonatal Period for
Healthy Term Newborns
Lori Feldman-Winter,MD,MPH,FAAP,Jay P Goldsmith, MD,FAAP,COMMITTEE
ONFETUS
ANONEWBORN,
TASKFORCE
ONSUDDENINFANTDEATHSYNDROME

Skin-to-skin care (SSC)and rooming-in have become common practice in the

abstract

newborn period for healthy newborns with the implementation of maternity
care practices that support breastfeeding as delineated in the World Health
Organization's "Ten Steps to Successful Breastfeeding." SSCand rooming-in
are supported by evidence that indicates that the implementation of these
practices increases overall and exclusive breastfeeding, safer and healthier
transitions, and improved maternal-infant bonding. In some cases, however,
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the practice of SSCand rooming-in may pose safety concerns, particularly
with regard to sleep. There have been several recent case reports and case
series of severe and sudden unexpected postnatal collapse in the neonatal
period among otherwise healthy newborns and near fatal or fatal events
related to sleep, suffocation, and falls from adult hospital beds. Although
these are largely case reports, there are potential dangers of unobserved
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and birthing centers have found it difficult to develop policies that will
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is intended for birthing centers and delivery hospitals caring for healthy
newborns to assist in the establishment of appropriate SSCand safe sleep
policies.
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INTRODUCTION
Definition of Skin-to-SkinCare and Rooming-In

Skin-to-skin care (SSC)is defined as the practice of placing infants in
direct contact with their mothers or other caregivers with the ventral
skin of the infant facing and touching the ventral skin of the mother/
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caregiver (chest-to-chest). The infant
is typically naked or dressed only in
a diaper to maximize the surface-tosurface contact between mother/
caregiver and the infant, and the
dyad is covered with prewarmed
blankets, leaving the infant's head
exposed. SSCis recommended for all
mothers and newborns, regardless
of feeding or delivery method,
immediately after birth (as soon
as the mother is medically stable,
awake, and able to respond to her
newborn) and to continue for at
least 1 hour, as defined by the World
Health Organization's (WHO's) "Ten
Steps to Successful Breastfeeding." 1,2
SSCis also a term used to describe
continued holding of the infant in
the manner described above and
beyond the immediate delivery
period and lasting throughout
infancy, whenever the mother/
caregiver and infant have the
opportunity. For mothers planning
to breastfeed, SSCimmediately
after delivery and continued
throughout the postpartum
period also involves encouraging
mothers to recognize when their
infants are ready to breastfeed and
providing help if needed. 2 Additional
recommendations by the WHO,as
part of the Baby-Friendly Hospital
Initiative and endorsed by the
American Academy of Pediatrics
(AAP) in 2009, include the following
specifications for the period of time
immediately after delivery: routine
procedures such as assessments and
Apgar scores are conducted while
SSCis underway, and procedures that
may be painful or require separation
should be delayed until after the
first hour; if breastfeeding, these
procedures should occur after the
first breastfeeding is completed. 3
The AAPfurther delineates that
the administration of vitamin K
and ophthalmic prophylaxis can
be delayed for at least 1 hour and
up to 4 hours after delivery. The
Baby-Friendly Hospital Initiative
encourages continued SSC
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throughout the hospital stay while
rooming-in. 4
Unless there is a medical reason for
separation, such as resuscitation, SSC
may be provided for all newborns.
In the case of cesarean deliveries,
SSCmay also be provided when the
mother is awake and able to respond
to her infant In some settings, SSC
may be initiated in the operating
room following cesarean deliveries,
while in other settings SSCmay begin
in the recovery room. SSCfor healthy
newborns shall be distinguished
from "kangaroo care" in this clinical
report, because the latter applies
to preterm newborns or infants
cared for in the NICU.5 This report
is intended for mothers and infants
who are well, are being cared for in
the routine postpartum or motherinfant setting, and have not required
resuscitation. Although sick or
preterm newborns may benefit from
SSC,this review is intended only for
healthy term newborns. Late preterm
infants (defined as a gestational age
of34-37 weeks) may also benefit
from early SSCbut are at increased
risk of a number of early neonatal
morbidities. 6
Rooming-in is defined as allowing
mothers and infants to remain
together 24 hours per day while in
the delivery hospital. This procedure
is recommended for all mothers and
their healthy newborns, regardless
of feeding or deli very method, and
in some cases applies to older late
preterm (>35 weeks' gestation) or
early term (37-39 weeks' gestation)
newborns who are otherwise
healthy and receiving routine care,
who represent up to 70% of this
population. 7 Mothers are expected to
be more involved with routine care,
such as feeding, holding, and bathing.
Newborns may remain with their
mothers unless there is a medical
reason for separation for either the
mother or the infant. Procedures
that can be performed at the bedside
can be performed while the infant is
preferably being held skin-to-skin or
Downloaded from by guest on August 23, 20l6

at least in the room with the mother.
Being held skin-to-skin by the mother
has been shown to decrease pain
in newborns undergoing painful
procedures such as blood draws. 8•9
Mothers may nap, shower, or leave
the room with the expectation that
the mother-infant staff members
monitor the newborn at routine
intervals. Mothers are encouraged to
use call bells for assistance with their
own care or that of their newborns.
Evidencefor SSCand Rooming-In

SSChas been researched extensively
as a method to provide improved
physiologic stability for newborns
and potential benefits for mothers.
SSCimmediately after birth stabilizes
the newborn body temperature and
can help prevent hypothermia. 10, 11
SSCalso helps stabilize blood glucose
concentrations, decreases crying,
and provides cardiorespiratory
stability, especially in late preterm
newborns.12 SSChas been shown
in numerous studies as a method
to decrease pain in newborns being
held by mothers 13 - 16 and fathers. 17 In
preterm infants, SSChas been shown
to result in improved autonomic and
neurobehavioral maturation and
gastrointestinal adaptation, more
restful sleep patterns, less crying,
and better growth. 18 - 21 Although
not specifically studied in full-term
infants, it is likely that these infants
also benefit in similar ways.
SSCalso benefits mothers.
Immediately after birth, SSC
decreases maternal stress and
improves paternal perception
of stress in their relationship. 22
A recent study suggested that
SSCand breastfeeding within 30
minutes of birth reduce postpartum
hemorrhage. 23 Experimental
models indicate that mother-infant
separation causes significant
stress, and the consequences of
this stress on the hypothalamicpituitary-adrenal axis persist. 24
In a randomized trial examining
the relationship between SSCand
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maternal depression and stress,
both depression scores and salivary
cortisol concentrations were
lower over the first month among
postpartum mothers providing SSC
compared with mothers who were
provided no guidance about SSC.22
For breastfeeding mother-infant
dyads, SSCenhances the opportunity
for an early first breastfeeding,
which, in turn, leads to more
readiness to breastfeed, an organized
breastfeeding suckling pattern,
and more success in exclusive and
overall breastfeeding, 12,25,26 even
after cesarean deliveries.27 Further
evidence shows a benefit for mothers
after cesarean deliveries who
practice SSCas soon as the mother
is alert and responsive in increased
breastfeeding initiation, decreased
time to the first breastfeeding,
reduced formula supplementation,
and increased bonding and maternal
satisfaction. 28 Increasing rates
of breastfeeding ultimately have
short- and long-term health benefits,
such as decreased risk of infections,
obesity, cancer, and sudden infant
death syndrome. 3
The evidence for rooming-in also
extends beyond infant feeding
practices and is consistent with
contemporary models of familycentered care. 29 Rooming-in and
the maternity care practices aligned
with keeping mothers and newborns
together in a hospital setting were
defined as best practice but not fully
implemented in the post-World War
II era, largely because of nursing
culture and the presumption
that newborns were safer in a
sterile nursery environment. 30
Rooming-in leads to improved
patient satisfaction. 31,32 Integrated
mother-infant care leads to optimal
outcomes for healthy mothers and
infants, including those with neonatal
abstinence syndrome. 33 Rooming-in
also provides more security, may
avoid newborn abductions or
switches, leads to decreased infant
abandonment, 34 and provides more
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opportunity for supervised maternalnewborn interactions. 35 Hospital staff
members caring for mother-infant
dyads have more opportunities
to empower mothers to care for
their infants than when infant care
is conducted without the mother
and in a separate nursery. For the
breastfeeding mother-infant dyad,
rooming-in may help to support cuebased feeding, leading to increased
frequency of breastfeeding, especially
in the first few days 36; decreased
hyperbilirubinemia; and increased
likelihood of continued breastfeeding
up to 6 months. 37
SSCand rooming-in are 2 of the
important steps in the WHO's "Ten
Steps to Successful Breastfeeding"
and serve as the basic tenets for a
baby-friendly-designated delivery
hospital.1,38,39 The Ten Steps
include practices that also improve
patient safety and outcomes by
supporting a more physiologic
transition immediately after delivery;
maintaining close contact between
the mother and her newborn, which
decreases the risk of infection and
sepsis; increasing the opportunity
for the development of a protective
immunologic environment;
decreasing stress responses by the
mother and her infant; and enhancing
sleep patterns in the mother. 40 - 42

SAFETYCONCERNS
REGARDING
IMMEDIATESSC

Rarely are there contraindications
to providing SSC;however, there
are potential safety concerns to
address. A newborn requiring
positive-pressure resuscitation
should be continuously monitored,
and SSCshould be postponed
until the infant is stabilized. 43
Furthermore, certain conditions, such
as low Apgar scores (less than 7 at
5 minutes) or medical complications
from birth, may require careful
observation and monitoring of the
newborn during SSCand in some
cases may prevent SSC.11 Other
Downloaded from by guest on August 23. 20l6

safety concerns are attributable to
the lack of standardization in the
approach, discontinuous observation
of the mother-infant dyad (with
lapses exceeding 10 to 15 minutes
during the first few hours of life),
lack of education and skills among
staff supporting the dyad during
transition while skin-to-skin, and
unfamiliarity with the potential
risks of unsafe positioning and
methods of assessment that may
avert problems. 44 The main concerns
regarding immediate postnatal SSC
include sudden unexpected postnatal
collapse (SUPC),which includes any
condition resulting in temporary or
permanent cessation of breathing or
cardiorespiratory failure. 45 - 48 Many,
but not all, of these events are related
to suffocation or entrapment. In
addition, falls may occur during SSC,
particularly if unobserved, and other
situations or conditions may occur
that prevent SSCfrom continuing
safely.44.49
SUPCis a rare but potentially fatal
event in otherwise healthy-appearing
term newborns. The definition of
SUPCvaries slightly depending on
the author and population studied.
One definition offered by the British
Association of Perinatal Medicine50
includes any term or near-term
(defined as >35 weeks' gestation in
this review) infant who meets the
following criteria: (1) is well at birth
(normal 5-minute Apgar and deemed
well enough for routine care), (2)
collapses unexpectedly in a state
of cardiorespiratory extremis such
that resuscitation with intermittent
positive-pressure ventilation is
required, (3) collapses within the
first 7 days of life, and (4) either dies,
goes on to require intensive care,
or develops encephalopathy. Other
potential medical conditions should
be excluded (eg, sepsis, cardiac
disease) for SUPCto be diagnosed.
The incidence ofSUPC in the first
hours to days oflife varies widely
because of different definitions,
inclusion and exclusion criteria of
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newborns being described, and lack
of standardized reporting and may
be higher in certain settings. The
incidence is estimated to be 2.6 to
133 cases per 100 000 newborns. In
1 case series, the authors described
one-third ofSUPC events occurring
in the first 2 hours oflife, one-third
occurring between 2 and 24 hours
of life, and the final third occurring
between 1 and 7 days oflife. 51 Other
authors suggested that 73% of SUPC
events occur in the first 2 hours of
life.52 In the case series by Pejovic and
Herlenius, 51 15 of the 26 cases ofSUPC
were found to have occurred during
SSCin a prone position. Eighteen were
in primiparous mothers, 13 occurred
during unsupervised breastfeeding
at< 2 hours of age, and 3 occurred
during smart cellular phone use by
the mother. Five developed grade 2
hypoxic-ischemic encephalopathy
(moderate encephalopathy), with 4
requiring hypothermia treatment.
Twenty-five of the 26 cases had
favorable neurologic outcomes in 1
series; however, in another review,
mortality was as high as 50%, and
among survivors, 50% had neurologic
sequelae. 53 Experimental models
suggest that autoresuscitation of
breathing after hypoxic challenge
takes longer with lower postnatal
age and decreased core body
temperature. 54
SUPC,in some definitions, includes
acute life-threatening episodes;
however, the latter is presumed to
be more benign. An apparent lifethreatening episode, or what may
be referred to as a brief resolved
unexplained event, may be low risk
and require simple interventions
such as positional changes, brief
stimulation, or procedures to resolve
airway obstruction. 46 ,53
Falls are another concern in the
immediate postnatal period. Mothers
who are awake and able to respond
to their newborn infant immediately
after birth may become suddenly and
unexpectedly sleepy, ill, or unable to
continue holding their infant. Fathers
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or other support people providing
SSCmay also suddenly become
unable to continue to safely hold the
newborn because of lightheadedness,
fatigue, incoordination, or other
factors. If a hospital staff member
is not immediately available to take
over, unsafe situations may occur,
and newborns may fall to the floor or
may be positioned in a manner that
obstructs their airway.

SUGGESTIONS
TOIMPROVE
SAFETY
IMMEDIATELY
AnER DELIVERY
Several authors have suggested
mechanisms for standardizing the
procedure of immediate postnatal SSC
to prevent sentinel events; however,
none of the checklists or procedures
developed have been proven to reduce
the risk. Frequent and repetitive
assessments, including observation
of newborn breathing, activity,
color, tone, and position, may avert
positions that obstruct breathing or
events leading to sudden collapse.41
In addition, continuous monitoring
by trained staff members and the use
of checklists may improve safety.35
Some have suggested continuous
pulse oximetry; however, there
is no evidence that this practice
would improve safety, and it may be
impractical. Given the occurrence of
events in the first few hours oflife,
it is prudent to consider staffing the
delivery unit to permit continuous staff
observation with frequent recording
of neonatal vital signs. A procedure
manual that is implemented in a
standardized fashion and practiced
with simulation drills may include
sequential steps identified in Box 1.55

BOX1: PROCEDURE
FORIMMEDIATE
SKIN-TO-SKIN
CARE

1. Delivery of newborn

2. Dry and stimulate for first
breath/cry, and assess
newborn
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3. If the newborn is stable, place
skin to skin with cord attached
(with option to milk cord),
clamp cord aRer 1 minute or
after placenta delivered, and
reassess newborn to permit
physiological circulatory
transition 56
4. Continue to dry entire newborn
except hands to allow the
infant to suckle hands bathed
in amniotic fluid (which smells
and tastes similar to colostrum),
which facilitates rooting and
first breastfeeding 57
5. Cover head with cap (optional)
and place prewarmed blankets
to cover body of newborn on
mother's chest, leaving face
exposed 58
6. Assess Apgar scores at 1 and 5
minutes
7. Replace wet blankets and cap
with dry warm blankets and cap
8. Assist and support to breastfeed
Risk stratification and associated
monitoring and care may avert
SUPC,falls, and suffocation. 59 Highrisk situations may include infants
who required resuscitation (ie, any
positive-pressure ventilation), those
with low Apgar scores, late preterm
and early term (37-39 weeks'
gestation) infants, difficult delivery,
mother receiving codeine 60 or other
medications that may affect the
newborn (eg, general anesthesia or
magnesium sulfate), sedated mother,
and excessively sleepy mothers
and/or newborns. Mothers may be
assessed to determine their level
of fatigue and sleep deprivation. 61
In situations such as those
described, increased staff vigilance
with continuous monitoring, as
described previously, is important
to assist with SSCthroughout the
immediate postpartum period. 62
Additional suggestions to improve
safety include enhancements to the
environment, such as stabilizing
the ambient temperature, 63 use
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of appropriate lighting so that the
infant's color and condition can be
easily assessed, and facilitating an
unobstructed view of the newborn
(Box 2). Additional support persons,
such as doulas and family members,
may augment but not replace staff
monitoring. Furthermore, staff
education, appropriate staffing, and
awareness of genetic risks may limit
sentinel events such as SUPC.These
suggestions, however, have not yet
been tested in prospective studies to
determine efficacy.

BOX2. COMPONENTS
OFSAFE
POSITIONING
FORTHENEWBORN
62 :
WHILE
SKIN·TO-SKIN
1. Infant's face can be seen

2. Infant's head is in "sniffing"
position
3. Infant's nose and mouth are

not covered
4. Infant's head is turned to one

side
5. Infant's neck is straight, not

bent
6. Infant's shoulders and chest
face mother
7. Infant's legs are flexed

FIGURE
1
Side-carbassinet for in-hospital use. Photo courtesy of Kristin Tully, PhD.

facilitate continued bonding,
thermoregulation, and increased
opportunities for breastfeeding.
These transitions may be
accomplished safely with skilled staff
members by using a standardized
procedure. 64 A newborn who is not
properly secured may pose a risk for
falls or unsafe positioning, leading to
suffocation.

8. Infant's back is covered with
blankets
9. Mother-infant dyad is

monitored continuously
by staff in the delivery
environment and regularly on
the postpartum unit
10. When mother wants to sleep,

infant is placed in bassinet or
with another support person
who is awake and alert
SSCmay be continued while moving
a mother from a delivery surface
(either in a delivery room or
operating room) to the postpartum
maternal bed. Transitions of
mother-infant dyads throughout
this period, and from delivery
settings to postpartum settings,
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SAFETY
CONCERNS
REGARDING
ROOMING-IN
Despite all of the advantages of
rooming-in, there are specific
conditions that pose risks for
the newborn. Many of the same
concerns that occur during SSCin the
immediate postnatal period continue
to be of concern while rooming-in,
especially if the mother and infant
are sleeping together in the mother's
bed on the postpartum unit. 65 In
addition, breastfeeding mothers
may fall asleep unintentionally while
breastfeeding in bed, which can result
in suffocation. 66 infant falls may be
more common in the postpartum
setting because of less frequent
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monitoring and increased time that a
potentially fatigued mother is alone
with her newborn(s). 67 The Oregon
Patient Safety Review evaluated 7
hospitals that were part of 1 larger
health system and identified 9
cases of newborn falls (from 22 866
births}, for a rate of 3.94 falls per
10 000 births over a 2-year period
from 2006 to 2007, which is higher
than previous reports of 1.6 per
100 000. 68- 70 It is not clear whether
this higher incidence was attributable
to an actual increase or better
reporting. For hospitals transitioning
to mother-infant dyad care (1 nurse
providing care for both mother
and infant) or separate mothernewborn care while rooming-in,
it is important to communicate to
staff that the same level of attention
and care is necessary to provide
optimal safety. Mothers will be
naturally exhausted and potentially
sleep-deprived or may sleep in short
bursts. 61 They may also be unable
to adjust their position or ambulate
safely while carrying a newborn. The
postpartum period provides unique
challenges regarding falls/drops
and is understudied compared with
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falls in the neurologically impaired
or elderly patient. Checklists and
scoring tools may be appropriate
and have the potential to decrease
these adverse events, particularly
if geared to the unique needs of the
postpartum period, such as shortterm disability from numbness or
pain, sleepiness or lethargy related to
pregnancy and delivery, and effects
from medication. 71
Even though mothers and family
members may be educated about
the avoidance of bed-sharing,
falling asleep while breastfeeding or
holding the newborn during SSCis
common. Staff can educate support
persons and/or be immediately
available to safely place newborns
on a close but separate sleep surface
when mothers fall asleep. Mothers
may be reassured that they or their
support persons can safely provide
SSCand that staff will be available
to assist with the transition to a
safe sleep surface as needed.
Mothers who have had cesarean
deliveries are particularly at risk
because oflimited mobility and
effects of anesthesia and warrant
closer monitoring. 72
Several studies examining safety
while rooming-in have been
conducted. Sixty-four mother-infant
dyads were studied in the United
Kingdom and randomly assigned
to have newborns sleep in a standalone bassinet, a side-car bassinet
(Fig 1), or the mother's bed to
determine perception of safety (by
video monitoring) and breastfeeding
outcomes. 73 Breastfeeding was
more frequent among those sharing
a bed and using a side-car than a
separate bassinet, but there were
more hazards associated with bedsharing than using a side-car or
bassinet. Although there were no
adverse events in this study, the
authors concluded that the side-car
provided the best opportunities
for breastfeeding with the safest
conditions. In a similar study
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examining dyads after cesarean
delivery, more hazards were
associated with stand-alone bassinets
than side-car bassinets. However,
side-car technology for hospital
beds is not yet well established in
the United States, and safety data
are not yet available. Given the
level of disability in mothers who
have had a cesarean delivery, sidecar technology holds promise for
improvement in the safety of the
rooming-in environment.7 4

SUGGESTIONS
FORROOMING-IN
1. Use a patient safety contract with

a particular focus on high-risk
situations (see parent handout
Newborn Safety Information for
Parents 68 and sample contract 71).
2. Monitor mothers according to
their risk assessment: for example,
observing every 30 minutes
during nighttime and early
morning hours for higher-risk
dyads. 69
3. Use fall risk assessment tools. 76

SUGGESTIONS
TOIMPROVESAFETY
WHILEROOMING-IN

Healthy mother-infant dyads are
safest when kept together and
cared for as a unit in a motherinfant setting. Staffing ratios are
determined to meet the needs of both
the mother and her newborn(s) and
to ensure the best possible outcomes.
The Association of Women's Health,
Obstetric and Neonatal Nurses'
recommendations are to have no
more than 3 dyads assigned to 1
nurse to avoid situations in which
nursing staff are not immediately
available and able to regularly
monitor the mother-infant dyads
throughout the postpartum period. 75
These ratios may permit routine
monitoring, rapid response to
call bells, and adequate time for
teaching; however, nursing staff
extenders, such as health educators
and nursing assistants, may augment
care. Mothers and families who are
informed of the risks of bed-sharing
and guided to place newborns on
separate sleep surfaces for sleep
are more likely to follow these
recommendations while in the
hospital and after going home.
Family members and staff can be
available to assist mothers with
transitioning the newborn to a safe
sleep location, and regular staff
supervision facilitates the recognition
of sleepy family members and
safer placement of the newborns in
bassinets or side-cars.
Downloaded from by guest on August 23. 20l6

4. Implement maternal egress
testing (a modification of a tool
originally designed to transfer
obese patients from bed to stand,
chair, or ambulation by using
repetition to verify stability),
especially if the mother is using
medications that may affect
stability in ambulating. 69
5. Review mother-infant equipment
to ensure proper function and
demonstrate the appropriate use
of equipment, such as bed rails
and call bells, with mothers and
families.
6. Publicize information about
how to prevent newborn falls
throughout the hospital system.
7. Use risk assessment tools to avoid
hazards of SSCand rooming-in
practices. 77

TRANSITIONING
TOHOMEANDSAFE
SLEEPBEYOND
DISCHARGE

Information provided to parents at
the time of hospital discharge should
include anticipatory guidance about
breastfeeding and sleep safety.3 -78 ,79
Pediatricians, hospitals, and other
clinical staff should abide by AAP
recommendations/guidance on
breastfeeding and safe sleep, pacifier
introduction, maternal smoking,
use of alcohol, sleep positioning,
bed-sharing, and appropriate
sleep surfaces, especially when
practicing SSC.79 In addition, the
AAPrecommends the avoidance of
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practices that increase the risk of
sudden and unexpected infant death,
such as smoking, the use of alcohol,
placing the infant in a nonsupine
position for sleep, nonexclusive
breastfeeding, and placing the infant
to sleep (with or without another
person) on sofas or chairs. 79,80
To facilitate continued exclusive
breastfeeding, the coordination
of postdischarge support is
recommended to enable the best
opportunity to meet breastfeeding
goals. Mothers may be referred to
peer support groups and trained
lactation specialists if breastfeeding
problems occur. Community support
is optimized by coordination with the
medical home. 81
CONCLUSIONS

Pediatricians and other providers
have important roles in the
implementation of safe SSCand
rooming-in practices. Safe
implementation with the use of a
standardized approach may prevent
adverse events such as SUPCand falls.
The following suggestions support
safe implementation of these
practices:
1. Develop standardized methods
and procedures of providing
immediate and continued SSC
with attention to continuous
monitoring and assessment.

2. Standardize the sequence
of events immediately after
delivery to promote safe
transition, thermoregulation,
uninterrupted SSC,and
direct observation of the first
breastfeeding session.

6. Conduct frequent assessments
and monitoring of the motherinfant dyad during postpartum
rooming-in settings, with
particular attention to high-risk
situations such as nighttime and
early morning hours.
7. Assess the level of maternal
fatigue periodically. If the
mother is tired or sleepy,
move the infant to a separate
sleep surface (eg, side-car or
bassinet) next to the mother's
bed.
8. Avoid bed-sharing in the
immediate postpartum period
by assisting mothers to use a
separate sleep surface for the
infant.
9. Promote supine sleep for all
infants. SSCmay involve the
prone or side position of the
newborn, especially if the dyad
is recumbent; therefore, it is
imperative that the mother/
caregiver who is providing SSC
be awake and alert.
10. Train all health care personnel
in standardized methods of
providing immediate SSC
after delivery, transitioning
the mother-infant dyad,
and monitoring the dyad
during SSCand rooming-in
throughout the delivery
hospital period.
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3. Document maternal and
newborn assessments and any
changes in conditions.
4. Provide direct observation of the
mother-infant dyad while in the
delivery room setting.
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Commentary:
acknowledged

Safety

issues

with

skin-to-skin

care

must

be

by Joel L. Bass M.D., FAAP; Tina Gartley M.D., FAAP

The recent AAP clinical report Safe Sleep and Skin-to-Skin Care in the Neonatal Period for Healthy Term
Newborns (http://bit.ly/2cKSXck) represents a significant contribution to our understanding of the importance of
safe sleep in the early days of life and to practices that contribute to the risk of newborn falls in the hospital.
The report reviews the evidence supporting skin-to-skin care (SSC) and rooming-in, while addressing safety
issues that need to be considered regarding both practices. The association of these practices with newborn
sentinel events has been well-described in Europe and now is being recognized increasingly in the U.S.
Sudden unexplained postnatal collapse (SUPC) is a serious event in otherwise healthy term newborns resulting
in death in about half the babies and significant impairment in many survivors (Herlenius E, Kuhn P. Transl
Stroke Res. 2013;4:236-247). The events often happen during SSC.
The AAP report also sheds light on the serious issue of newborn falls in the hospital related to maternal sleeping
during bed-sharing. The common link between SUPC events and newborn hospital falls is their association with
mother-baby co-sleeping in the prone position.
The potential relationship of SUPC to compliance with breastfeeding practices related to the Baby Friendly
Hospital Initiative (BFHI) recently was discussed in a review of hospital deaths of newborns while bed-sharing
using data from the National Association of Medical Examiners (Thach BT. J Perinatal. 2013;34:275-279). A
2013 article in AAP News expressed similar concerns and suggested a need to integrate safe sleep policies with
SSC (http://www.aappublications.org/content/34/11 /22).
Although the AAP report described the SUPC events as rare, we published population-based data from
Massachusetts just prior to the report's release documenting 57 deaths over 10 years attributed to sudden
unexplained infant deaths in the first month of life. Twenty of the deaths occurred in the first five days of life
(Bass JL, et al. JAMA Pediatr. 2016;170:923-924).
As Massachusetts represents 1.8% of U.S. births, one could reasonably project that the likely number of cases
nationally would be cause for great concern. To put this in perspective, in response to 90 cases of kernicterus
over 17 years (MMWR Morb Mortal Wkly Rep. 2001 ;50:491-494), the Centers for Disease Control and
Prevention (CDC) took steps that resulted in kernicterus being considered a " never" event.
In light of these data, application of recommendations in the AAP report requires thoughtful evaluation of the
risks and benefits of current breastfeeding practices. SSC generally is considered beneficial for preterm
newborns well beyond the initial hours of birth. Safety concerns are mitigated by monitoring available in neonatal
intensive care units. For healthy term newborns, efficacy has been demonstrated only immediately after birth
and during painful procedures when most hospitals can closely monitor the newborn.
The same cannot be said for SSC beyond the immediate newborn period, as close observation may not be
available 24 hours a day on postpartum units, and prone sleeping may continue at home unobserved. This is a
particularly important issue for hospitals complying with the BFHI which, as the report notes, encourages SSC
throughout the hospital stay while rooming-in.
The potential impact of widespread SSC can be appreciated from the Swedish experience cited in the AAP
report (Pejovic NJ, Herlenius E. Acta Paediatr. 2013;102:680-688). In response to a cluster of events over a 30month period in Stockholm, the records of 26 survivors of SUPC were reviewed. Investigators found that half of
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the events occurred beyond the first two hours of life, four were treated with rapid hypothermia and two required
mechanical ventilation.
The authors state that the SUPC rate in Sweden is 10 times the expected rate of the U.K. or Germany, which
they associated with widespread adoption of SSC in their units. Of note, Sweden is the only European country
reported to have 100% of hospitals with BFHI designation (http://bit.ly/2d0G5EF); rates in the U.K. and
Germany are 17% and 4%, respectively.
Given that experience, hospitals will need to decide whether to encourage late SSC. For those that choose to do
so, as the AAP report indicates that late SSC has not been specifically studied in full-term infants and no
procedure has yet been shown to prevent associated sentinel events, parents must be informed of potential
risks and hospitals must be equipped to manage adverse events expeditiously. Even hospitals that do not
encourage late SSC must educate and safely support parents who initiate it on their own.
Concerns have been raised that this heightened awareness of safety issues could result in modification of
practices that may conflict with BFHI designation guidelines and prove counterproductive to breastfeeding
success. Fortunately, this is not a binary choice.
Data from the 2016 CDC Breastfeeding Report Card show that the 12 states with the highest breastfeeding
initiation rates (86.6%-94.4%} almost always attained or exceeded all four Healthy People 2020 Objectives
targets for breastfeeding duration despite low ranges (2%-38%) of BFHI designation. In contrast, neither of the
high range BFHI states (85.8%-98.3%) attained a similar level of performance, mostly falling below targets.
Clearly, there is more than one pathway to achieve successful breastfeeding outcomes.
In summary, the Academy again has shown leadership in placing the well-being of children as its top priority.
While it is always difficult to change direction, this compelling new information will greatly enhance our ability to
support breastfeeding safely.

Dr. Bass is department chair and Dr. Gartley is a hospitalist at Newton-Wellesley Hospital Department of
Pediatrics.

• AAP News story "Updated safe sleep guidance warns against using soft bedding, sofa sleeping"
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COMMENT & RESPONSE
In ReplyWe appreciate the comments from the respondents about

concerns we expressed regarding the Baby-FriendlyHospital Initiative (BFHI) in our Viewpoint.' They question our conclusions about the relationship between the BFHI guidelines
encouraging skin-to-skin care beyond the fust hours of life, inhospital breastfeeding exclusivity, and pacifier restriction with
an increased risk for sudden unexpected postnatal collapse and
newborn falls. These relationships are supported by evidencebased citations in the recently published American Academy of
Pediatrics clinical guideline2 and our subsequent commentary. 3
In addition, the recent US Preventive Services Task Force report on Primary Care Interventions to Support Breastfeeding"
concluded there is a lack of consistent evidence that demonstrates system-level interventions, including the BFHI, improve breastfeeding outcomes. The accompanying editorial by
Flaherman 5 offers further insight into issues raised with the BFHI
and provides additional evidence substantiating our Viewpoint.'
Walker's criticism of pacifier use has been definitively refuted
by this evidence. 5 We share Flaherman's concern that pacifier
restriction might be ethically problematic.
Gartner et al comment that, under the BFHIGuidelines and
Criteria, mothers are fully informed of the benefits of breastfeeding and supportive practices. The criteria do mandate that
mothers be informed about these issues whenever they request a breastmilk substitute, nursery care, or pacifier. However, they do not require that mothers also be informed of the
important safety risks oflate skin-to-skin care identified in the
American Academy of Pediatrics guideline 2 or of the established benefit that a pacifier confers to prevent sudden infant
death syndrome,5 very significant omissions.
Philipp describes impressive success implementing the
BFHI in a safety-net hospital with a very low initial breastfeeding initiation rate. However, as the US Preventive Services Task Force report demonstrated, 4 the same results
have not been shown for other populations, and enhancement of individual lactation support efforts might have
proven equally effective.
Wasser et al discuss using sidecar bassinets, which are cur rently under development, as a safety improvement for postpartum rooms. Properly designed, these might help prevent
some falls. However, the devices do not reduce the risk of the
mother falling asleep with newborn inadvertently in the prone
position. In any case, current safe practice can only be initiated with presently available equipment.
Boyd et al state that they were unable to document any
deaths from sudden infant death syndrome before 28 days of
life in New YorkCity between 2012 and 2014 when they implemented BFHI designation in several facilities. This is not surprising given their reported rate of sudden infant death syndrome of3.6 in 100 000 live births and that their intervention

took place in only 8 birthing facilities in a city that has 50 hospitals with maternity services. Submitting the same International Statistical Classification of Diseases and Related Health
Problems, Ten th Revision codes cited by Boyd et al to the Centers for Disease Control and Prevention Wonder Online Data
Base, 6 we were able to ascertain there were 31 sudden unexpected infant deaths at less than 28 days of age in New York
City between 2007 and 2013.
Ferrarello characterizes sudden infant death syndrome in
newborns as "exceedingly rare;' a position that other respondents also implied. While our Viewpoint reported populationbased data only from Massachusetts,' national data on sudden unexpected infant death for US infants for 2003 to 20136
reveal that during that interval, there were 5152 sudden unexpected infant death cases in the first 27 days oflife including 1421in the first 6 days, of which 666 occurred on the first
day of life. Annually, there were a mean 468 deaths attributed to sudden unexpected infant death in the first month of
life, of which 129 occurred in the first 6 days. These compelling data provide a perspective on the potential magnitude and
significance of this problem, which, as we stated in our
Viewpoint, 1 should encourage government and regulatory
agencies, as well as concerned breastfeeding advocates, to fo.
cus on alternative effective strategies 3·s to promote breastfeeding safely.
Finally, it has come to our attention that one ofus did not
include relevant conflict ofinterest disclosures in the original
Viewpoint. As the Viewpoint addresses nutrition, we should
have indicated the following: "Dr Kleinman reports having had
received payment for serving as an editor for the American
Academy of Pediatrics book, Pediatric Nutrition, 7th edition,
and an honorarium for serving as chair of the Mead Johnson
Pediatric Nutrition Iron Expert Panel!' We regret this omission and have asked that the article be corrected online to include this information.
Joel L. Bass, MD
Tina Gartley,MD
RonaldE. Kleinman,MD
AuthorAffiliations:HarvardMedicalSchool.Boston.Massachusetts(Bass.
Gartley,Kleinman):Department of Pediatrics,Newton-WellesleyHospital.
Newton, Massachusetts(Bass,Gartley);MassachusettsGeneralHospital.
Boston(Kleinman)_
Corresponding
Author:Joel L. Bass,MD, Departmentof Pediatrics.
Newton-WellesleyHospital,2014 WashingtonSt, Newton, MA 02462
Gbass@partners.org).
Published Online: January30, 2017.doi:10.1001/jamapediatrics.2016.4795
Conflict of Interest Disclosures: Dr Kleinmanreports havinghad received
payment for serving as an editor for the AmericanAcademyof Pediatricsbook.
PediatricNutrition. 7th edition. and an honorariumfor servingas chair of the
MeadJohnsonPediatricNutrition Iron Expert Panel.
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From:
Flores-Ayala, Rafael C. (CDC/ONDIEH/NCCDPHP)
Sent:
Thu, 2 Feb 2017 11:32:20 -0500
To:
Nelson, Jennifer M. (CDC/DDNID/NCCDPHP/DNPAO);Grossniklaus, Daurice
(CDC/DDNID/NCCDPHP/DNPAO)
Subject:
FW: AWARENESS:New Assignment SUPCin Newborns - Due 2/14/17
Attachments:
AAP Skin to Skin Caution.pdf, Unintended Consequences Jama Peds.pdf,
skintoskinsafesleep.pdf, AAP News STSSafety.pdf, BF Bass Reply JAMAPeds.pdf
Importance:
High

Hi Jennifer:
Please send me the latest draft when you have it. Thank you
Rafa
From: Torres, Monica (CDC/ONDIEH/NCCDPHP)
Sent: Thursday, February 02, 2017 11:11 AM
To: MacGowan, Carol (CDC/ONDIEH/NCCDPHP); Flores-Ayala, Rafael C. (CDC/ONDIEH/NCCDPHP)
Cc: Voetsch, Karen P. {CDC/ONDIEH/NCCDPHP); DNPAO/Health Policy Team (CDC)
Subject: AWARENESS:New Assignment SUPCin Newborns - Due 2/14/17
Importance: High

Hello, Carol and Rafa.
Dr. Bass sent the following email to Anne Schuchat on Monday (1/30):
I would like to bring to your attention an issue of great significance: the CDC has been promoting and
unding implementation of The Baby-Friendly Hospital Initiative. It has become increasingly recognized
in Europe and now in the US, that practices associated with the Baby Friendly initiative are significant
isk factors for neonatal sentinel events (Sudden Unexpected Newborn Collapse (SUPC)and newborn
alls). I have been in contact with the CDCfor the past year about this concern, which in light or the mos1i
recently published data, merits expeditious review. I have attached a few articles for you to review on
the subject including our most recent JAMA peds correspondence with the national data summarized
below. I hope that you be willing to support a change in direction for the CDC, and a focus on safe and
effective methods to promote breastfeeding. I would be willing to meet with you to discuss this in
greater detail.

I

(b )(5)

(b)(5)
Please let me know when you will be able to get this to us so that Janelle and Ruth
can have time to review.
Thanks!
Monica

From: Smalls, Marcia V. (CDC/ONDIEH/NCCDPHP)
Sent: Thursday, February 02, 2017 10:36 AM
To: DNPAO/Health Policy Team (CDC)<DNPAOPolicy@cdc.gov>; Gunn, Janelle P.
(CDC/ONDIEH/NCCDPHP) <bfy2@cdc.gov>
Cc:Johnson, Abigail P. (CDC/ONDIEH/NCCDPHP)<vmh3@cdc.gov>
Subject: NEW ASSIGNMENT- Direct Reply- FW: New Assignment SUPCin Newborns - Due 2/14/17
Importance: High

This is a Direct Reply for your director's or designee's signature. Joel Bass,chair of the Department of
Pediatrics at Newton-Wellesley Hospital, wrote the CDCdirector to share recent articles that dispute the
positive practices associated with the Baby Friendly initiative. Please send me a copy of the signed and
dated response by February 14, 2017. Thanks.
Marcia Smalls
OPEL/NCCDPHP
(404) 702-1025
From: Dean, Contessa J. (CDC/OD/OCS)
Sent: Thursday, February 02, 2017 10:14 AM
To: Smalls, Marcia V. (CDC/ONDIEH/NCCDPHP)<mvs2@cdc.gov>; Johnson, Margaret Sarti
(CDC/ONDIEH/NCCDPHP)<kcy3@cdc.gov>
Subject: New Assignment SUPCin Newborns

NCCDPHPhas a new assignment as a Direct Reply for folder 2379661. Please pay attention to the note in
the folder.

I

From: Bass,Joel L.,M.D.
(b)(6)
Sent: Monday, January 30, 2017 5:44 PM
To: Schuchat, Anne MD (CDC/OD) <acsl@cdc.gov>
Subject: SUPCin Newborns

Dr Schuchat,
I would like to bring to your attention an issue of great significance: the CDChas been promoting and
funding implementation of The Baby-Friendly Hospital Initiative. It has become increasingly recognized
in Europe and now in the US, that practices associated with the Baby Friendly initiative are significant
risk factors for neonatal sentinel events (Sudden Unexpected Newborn Collapse (SUPC)and newborn
falls). I have been in contact with the CDCfor the past year about this concern, which in light or the most
recently published data, merits expeditious review.
I have attached a few articles for you to review on the subject including our most recent JAMA peds
correspondence with the national data summarized below. I hope that you be willing to support a
change in direction for the CDC, and a focus on safe and effective methods to promote breastfeeding. I
would be willing to meet with you to discuss this in greater detail.

Regards,
Joel
Joel L Bass MD
Chair, Depal'lmellt of Pediatrics
Newtofl-Wellesley Hospital
Professor of Pediatrics, Part-time
Harvard Medical School

From: Bass, Joel L.,M.D.
Sent: Monday, January 30, 2017 4:58 PM
To: 'Briss, Peter (CDC/ONDIEH/NCCDPHP)'
Cc: 'Cano, Joanne (CDC/OD/OADS)'
Subject: RE:
Peter ... Since this last email, we have published a commentary in AAP News advising on the issues raised
in the AAP Clinical report on skin to skin care. Also in response to correspondence from Baby-Friendly
advocates who commented on our Viewpoint, we have published data on the National Statistics on SUID
deaths in the US in the neonatal period, compiled from the CDCWonder On-Line data base. I have
summarized the results in the table below:

SUIO for US infants 2003~2013
0-1 hr

0-23 hr

1-6 d

0-6 d

7-27 d

0-27 d

SUID "n" total

301

666

755

1421

3730

5151

SUID "n"/Year

27

61

69

129

339

468

I am certain the CDCwould now agree that this a national problem that must be addressed
expeditiously. Of particular note, as I mentioned in the AAP News Commentary, the states with the
highest percentage of births at Baby-Friendly Hospitals (taken from the CDC Breastfeeding report Card)
were not attaining the Healthy People 2020 goals, while those states with the highest initiation rates
(not exclusivity) consistently attained those goals. This information is quite consistent with the recent
USPTFJAMA report which showed that there was a lack of consistent evidence that system level
interventions, including the Baby-Friendly initiative improved breast feeding outcomes.
I hope the CDCwill now be willing to move forward on this issue and recommend alternative safe and
effective approaches to support breastfeeding which will not contribute to sentinel events (SUPCand
Falls).
I would be happy to meet with the CDCleadership to discuss this in greater detail.
Joel

Joell Bass MD

Chair, Department of Pediatrics
Newton-Wellesley Hospital
Professor of Pediatrics, Pllrt-time
Harvm·d Medical School

From: Bass, Joel L.,M.D.
Sent: Tuesday, September 27, 2016 3:35 PM
To: 'Briss, Peter (CDC/ONDIEH/NCCDPHP)'
Subject: RE:
Dear Peter ... I appreciate your message below and interest in continuing our ongoing dialogue about
this important issue. A few points I think require clarification: It's important to recognize that, as we
mentioned in our publication, the problem is not with the 10 Steps per se but with the Baby Friendly
(BF) method of documenting compliance with the steps. Only the pacifier ban is inherently problematic.
It's also important to recognize that the recent AAP report you mention was prepared prior to the
population-based data from Massachusetts which we published and will now be interpreted within that
context. The AAP report describes in even greater detail all of the safety hazards which we have
previously brought to your attention. Of particular note, the report points out the following critical
issues: The BF hospital initiative encourages continued skin-to-skin care (SSC)throughout the hospital
stay while rooming in (e2) and none of the checklists or procedures developed have been proven to
reduce the risk or prevent the associated sentinel events (e4). I also think it is very important for your
colleagues at the CDCto pay detailed attention to the Swedish study quoted in AAP report
demonstrating the severe consequences of widespread adoption of SSCbeyond the first hours of life.
The posting of the link to the AAP report on the BF web page in no way addresses the need to
incorporate the safety issue into the actual BF Guidelines and Criteria as requested by the CDClast year.
The new 2016 guidelines remain unchanged and do not in any way include parental or provider
education of risks associated with some of these practices and retains their standard generic safety
disclaimer which the CDCdeemed unacceptable last year.
Regarding the issue of data collection you mentioned, while SUPChas been recognized for a number of
years by our European colleagues, it is a relatively new diagnostic entity in the US and as there are no
existing ICD 10 codes the CDCepidemiologists will need to seek out this information using the diagnostic
codes for SUID. It's important to keep in mind that SUPCincludes an equal number of survivors (many
with significant impairment). FYIWe have been able to apply the four ICD 10 codes which were used in
Massachusetts to the CDCWonder data base and have confirmed that the national data is very similar
to our state data. Over a 7 year period (2007-2013) there were on average 341 SUID deaths/year in the
first month of life including 70/yr within the first 6 days of life and 16/year in the first day of life. We are
in the process of performing a detailed analysis of this data, and I would like to extend an offer to the
CDCepidemiologists to collaborate on this effort, as we have considerable experience in understanding
the data not only from an epidemiologic perspective but from a clinical one as well.
Although the CDCwas certainly not initially aware of these safety hazards when it undertook active
promotion of BF certification in the US, at this point, now that the AAP has confirmed the nature of risk
of newborn death and injury associated with some of these practices, coupled with the emerging
evidence from population-based data which points to a problem of unquestionable national significance,
I hope that the CDCwill now take decisive action in addressing this issue. Rather than continuing to
encourage hospitals in United States to engage in practices that may expose healthy newborns to
unnecessary risk, the CDCshould now encourage alternate effective ways to promote breastfeeding
safely. To put this in perspective, in 2001, when 90 cases of kernicterus were identified over a 17 year
period, the CDCtook bold action that resulted in the condition being designated a "never" event. The
same type of leadership is now required.

Joel L Bass MD
CJ,air, Departmellt of Pediatrics
Newton-Wellesley Hospital
Professor of Petiiatl'ics, Part-time
Harvard Medical Scl,ool

From: Briss, Peter (CDC/ONDIEH/NCCDPHP)[mailto:pxb5@cdc.gov]
Sent: Monday, September 26, 2016 11:01 AM
To: Bass, Joel L.,M.D.
Subject:

Dear Joel,
I wanted to share some additional information with you regarding our efforts to respond to your
concerns about safety in implementing the Ten Steps to Successful Breastfeeding.
Last week, Baby Friendly USA updated language on their Guidelines and Evaluation Criteria webpage
that includes specific information about enhancing safety of baby friendly practices.
https ://www. babyfri end lyusa.org/get-sta rted/th e-gu ideli nes-evaIuation-criteria/ safety-of-baby-friendlypractices. The webpage links to AAP protocols and guidelines regarding infant stability and care prior to
encouraging skin to skin contact and also links to the recently published AAP Guidelines on safe sleep
and skin to skin practices.
In addition, our epidemiologists within the National Center for Chronic Disease Prevention and Health
Promotion are researching whether there are national and state datasets that may be helpful in
examining trends in SUPCand/or SUID. We have also contacted several partners, including the Joint
Commission, to identify other potential sources of data.
We understand that you are communicating with the Massachusetts Department of Health and we
would be interested in hearing about any data or analysis that can better document this issue.
Again, we share your interest in promoting breastfeeding safely and want to assure you that we are
working hard to address the concerns that you raise.
Peter

The infom1ation in this e-mail is intended only for the person to whom it is
addressed. If you believe this e-mail was sent to you in error and the e-mail
contains patient information, please contact the Partners Compliance HelpLine at
http://www.partners.org/complianceline. If the e-mail was sent to you in error
but does not contain patient information, please contact the sender and properly
dispose of the e-mail.
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Hospitals
shouldbalanceskin-to-skin
contactwithsafesleeppolicies
by JayP.Goldsmith,
M.D.,FAAP
Many hospitals are encouraging the initiation of skinto-skin contact and breastfeeding shortly after birch co
facilitate mother-baby bonding and exclusive breastfeeding. Hospitals should balance these practices with safe
sleep recommendations co avoid potential dangers when
certain newborns are nor monitored appropriately.
Several international studies have described the unexpected postnatal collapse of presumably healthy newborns
in the hospital.
In addition, several cases in the United Stares of unexpected arrest in a mother's room have resulted in litigation
against the hospital and various pediatric providers. In
general, these cases involved apparently healthy babies
who were placed with their mothers within the first two
hours after birch for skin-co-skin contact, bonding and/or
breastfeeding.

'BabyFriendly'initiativegainsground
Many U.S. hospitals have received the designation
"Baby Friendly," meaning they have met certain criteria
regarding breastfeeding and support of the mother-baby
dyad. These criteria include having a written policy that is communicated to all staff calling for initiation of breastfeeding within a half
hour of birth. Hospitals also give newborns no food or drink orher
than breast milk, give no pacifiers, and practice continuous "rooming
in" where newborns remain with their mothers 24 hours a day. Ar
least one study has shown d1armod1erswho participate in rhe program
are more likely to breastfeed exclusively.
The Baby Friendly Hospital Initiative was launched in 1991 by
the World Health Organization and UNICEF co promote breastfeeding worldwide and give babies che best srarr in life. Initially aimed
at the use of commercial formulas in the under-resourced world, the
project quickly was adopted in the United States. The program has
gained national acceptance, and many hospitals have received the
designation.
The many benefits of exclusive breastfeeding (e.g., decreased incidence of gastroenteritis, asthma, eczema, respiratory and ear infections)
are well-known (http://pediatrics.aappublicacions.org/conrenr/ 129/

3/e827.full.pdf+hcml). Studies also have shown char babies who are
placed in skin-co-skin contact exhibit better control of respiracory
patterns.
However, some risks of early initiation of bonding with skin-toskin contact and breastfeeding in the hospital recently have come co
light.

Studiesidentifydangers
A study in Sweden found chat 15 of26 newborns who suffered
arrests without an underlying pathologic etiology were in a prone
position while parciciparing in skin-co-skin contact in rhe hospital,
and 13 arrests occurred during unsupervised breastfeeding in the
first cwo hours of life (Pejovic NJ, Herlenius E. Acta Paediatr.
2013; 102(7)680-688). None of the babies died.
In Germany, a national survey found an incidence of2.6 arrests
per 100,000 births (Poets A, et al. Pediatrics.2011 ;127(4):e869e873). Twelve of 43 babies who arrested shortly after birth were found

©Copyright 2013 AAP News
Downloaded from http://aapnews.aappublications.org/ by Joel Bass on November 9, 2013

lying on their mother's chest or abdomen, or very close to her and
facing her. Nine of these events occurred in the first two hours after
birth, and most were noticed by a health care professional in the
room rather than the mother. Seven babies died.
In both of these studies, other significant pathologic and metabolic
causes for the arrests were ruled out.
While the etiology of these arrests is unknown, the "Triple Risk
Model" proposed in 1994 to conceptualize the etiology of sudden
infant death syndrome may be illustrative in these cases. The model
emphasizes that multiple factors must act simultaneously to result
in these unexpected events. The baby must have an intrinsic vulnerability, possibly blunting of the arousal response. In older babies, it
was thought that the period from 2-4 months was a critical developmental period, but the early neonatal period also may have increased
vulnerability due ro post-delivery stress, presence of narcotics or magnesium sulfate given to the mother. Thirdly, there must be an additional exogenous stressor (e.g., prone position, nose in breast, covers
over face with carbon dioxide retention, ere.).

Riskmanagement
tips
The advantages of early skin-co-skin contact and breastfeeding are
important, but health care professionalsshould be aware of the potential dangers. Mothers often are fatigued or may be sedated with narcotics or magnesium sulfate after delivery. Observation by trained
personnel may not be continuous.
The Academy recommends that mothers not sleep with babies
in their beds (http://pediatrics.aappublications.org/contem/ 128/5/

1030.full.pdf+hrml), yet this practice is common post-delivery.
Moreover, if the baby has required some resuscitation (i.e., positive
pressure ventilation in the delivery room), the Neonatal Resuscitation
Program advises triage to "post resuscitation care" defined as management in an "environment where ongoing evaluation and monitoring are available."
Hospitals that participate in the "Baby Friendly" program should
evaluate the mother after delivery and prior to early skin-to-skin contact or breastfeeding. Staff should be trained to identify high-risk
situations that require closer monitoring such as when the mother
has received sedatives. Babies should be monitored by a hospital
employee (not a relative) or electronically if no appropriately trained
person can be in the room continuously.
This also is an excellent opportunity for health care professionals
to have discussions with parents linking early breastfeeding policies
with safe infant sleep policies. Mothers should be reminded nor to
sleep with the baby in their bed, either in the hospital or at home.
Staff also should be trained co model safe infant sleep practices.

D,: Goldsmith is a memberof theMP Committeeon
Medical liability and RiskManagement.
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UnintendedConsequencesof Current
BreastfeedingInitiatives
Promotingand supportingbreastfeedingduring the
postpartum period has been an important and appropriate priority for maternity units in recentyears.The"10
Steps to Successful Breastfeeding" of the BabyFriendlyHospital Initiative have been implemented by
an increasingnumberof hospitalsasthe standardof care
for optimallysupportingbreastfeedingfrom birth to hospital discharge.1 As someor all of thesestepsare increasingly being promoted as standard of care by government agencies(eg.the Centersfor DiseaseControland
Prevention) and by The Joint Commission,it is important to be certain that the basisfor the recommendations has been documented in reproducible scientific
studies and that the benefits of the practices recommendedoutweigh the risks.Unfortunately.there is now
emergingevidencethat full compliancewith the 10steps
oft he initiative mayinadvertently be promoting potentially hazardouspracticesand/or havingcounterproductive outcomes.
The wording of the 10 steps themselves may not
suggesta potential for risk.However,the specificguidelinesfor Baby-Friendlydesignationprovidethe causefor
concern.Forexample,to complywith step4 (help mothers initiate breastfeeding within 1hour of birth). the
guidelinesstate that all mothers should have continuousskin-to-skincontact with their baby immediatelyafter birth until completion of the first feeding and that
skin-to-skincontactshouldalsobeencouragedthroughout the hospital stay,1 a time period when direct continuousobservationby medicalcareprofessionalsis not
likely to occur.Although a recentCochraneReviewprovides evidence for the benefits of skin-to-skin care for
healthy full-term and late preterm infants for the first
hour after birth, it alsostipulatesthat mother and baby
not be left unattendedwhile skin-to-skincaretakesplace
during this early period. 2 Reports of sudden unexpected postnatalcollapse(SUPC)in associationwith the
skin-to-skin practice. published over the past several
years.havefocusedattention on the importanceof this
caveat.3
ReportsofSUPCincludeboth severeapparent lifethreatening events (recently referred to as brief resolved unexplained events) and sudden unexpected
death in infancyoccurringwithin the first postnatalweek
of life.3 A comprehensivereview of this issueidentified
400 casereports in the literature. mostly occurringduring skin-to-skin care. with one-third of the events occurring in the first 2 hoursafter birth and the remainder
in the subsequent week of life.3 The review reported
death in half of the casesand persistentdisability in the
majority of survivors. European rates of SUPCvaried
from 2.6 to 74 casesper 100 000 births. with higher
rates relatedto the length of the inclusionperiod and in-
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fant care practices related to prone sleeping and
co-bedding.3 Furthermore,a recentpublicationfrom the
American Academy of Pediatrics observed that lawsuits have surfaced in UShospitalsattributed to unexpected respiratory arrest in apparently healthy newborns during early skin-to-skin careand cautionedthat
this practice needs to be balanced with the need to
implement safe sleep practiceswith monitoring of infants during skin-to-skincare unlessdirect observation
takes place.4
While breastfeeding exclusivity (step 6) and 24hour rooming in (step 7) havedemonstratedbenefits in
the postpartumperiod.these practicesmayalsoengender risk. An overly rigid insistenceon these steps in order to comply with Baby-FriendlyHospital Initiative criteria may inadvertentlyresult in a potentially exhausted
or sedatedpostpartum mother being persuadedto feed
her infant while sheis in bed overnight, when sheis not
physicallyable to do so safely.This may result in prone
positioningandco-sleepingon a soft warm surfacein direct contradiction to the SafeSleepRecommendations
of the National Institutes of Health. In addition, cosleepingalsoposesa riskfor a newborn fallingout of the
mother's bed in the hospital, which can have serious
5
consequences.
There is alsothe possibility that unsafe
sleep practicesmodeled in the hospitalmaycontinue at
home.6
The justification for breastfeeding exclusivity is
basedon a1998World HealthOrganizationreviewof the
evidence for the 10 steps.7 However, that review includedevidencethat when supplementationwasgiven
for a medicalindication,there wasno adverseeffect on
the duration of breastfeeding.It alsoconcluded,based
on the availableevidence,that it was not clear to what
extent supplementation in other circumstanceswas a
markerof breastfeedingdifficulty rather than an actual
causeof breastfeedingfailure.
Another issueof concernis the ban on pacifieruse
(step 9). Compliance requires that mothers be educatedrepeatedlythat pacifiersmayinterferewith the development of optimal breastfeeding.1 Becausethere is
strong evidencethat pacifiersmayhavea protective effect againstsudden infant death syndrome (SIDS),the
AmericanAcademyof Pediatricshas suggestedavoidanceof pacifiersonly until breastfeedingis established
at approximately3 to 4 weeks of age.8 Becausea substantial number of SUPCevents occur during the first
week of life,3 this recommendationto proscribethe use
of pacifiers is difficult to defend basedon risk.
Preventingthe unintendedseriousoutcomesfrom
these practiceshasbeen made more challengingby the
emphasison breastfeedingexclusivity in the perinatal
measuresrecently promulgated by The Joint CommisJAMAPediatrics October 2016 Volume170.Number10
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sion.MeasurePC-OSrequiresdocumentationoft he reasonsfor not
exclusivelybreastfeeding,with no allowable exceptions for newborn conditions.In addition,the Centersfor DiseaseControlandPrevention actively promotes the "10 Steps"and Baby-Friendlydesignation, and monitors "10 Steps"compliancein the United States.In
Massachusetts,the recently enacted MassachusettsHealth Quality Measure3A requires increasingrates of breastfeedingexclusivity. with soon to be implemented financial implications.
In an effort to explore the potential effect of these initiatives.
we reviewed data from the MassachusettsDepartment of Public
Health Registry of Vital Recordsand Statistics concerning statewide rates of suddenunexplainedinfant deathsamong newborns.
This includes International Classification of Diseases codes R95
(SIDS),R99 (undeterminedcauseand manner),W75(accidentalsuffocation). and W84 (unspecifiedthreat to breathing).While SIDSin
the first month of life is generallyconsideredan uncommonevent,
in Massachusetts(2004-2013). 14%of the casesof SIDSoccurred
in the first 28 days of life. Of note. 8 (22.2%) of the casesof SIDS
among newborns and 20 (35.1%)of the newborn sudden unexARTICLEINFORMATION
PublishedOnline: August 22. 2016.
doi:10.1001/jamapediatrics.2016.1529.
Conflict of Interest Disclosures:
None reported.
REFERENCES
1. Guidelinesand EvaluationCriteria.Facilities
seekingdesignation.Baby-FriendlyUSAwebsite.
https:f/www.babyfriendlyusa.org/get-started/theguidelines-evaluation-criteria.AccessedJanuary
142016.

2. Moore ER,AndersonGC.BergmanN, Dowsewell
T. Earlyskin-to-skincontact for mother and their
healthy newborn infants. CochraneDatabaseSyst
Rev.2012:(5):CD003519.

2

plained infant deaths occurred in the first 5 daysof life. suggesting
that the concernsraisedin the recent AmericanAcademyof Pediatrics report4 may be more common than previouslyrecognized.
In 2011,the Office of the SurgeonGeneralissueda call to action to support breastfeedingthat proposedthe acceleratedimplementation of the Baby-Friendly Hospital Initiative in the United
States.9 Consideringthe availableevidence,that recommendation
should be reconsidered.If government and accreditation agencies
wishto encourageandsupportbreastfeeding,their focusshouldshift
from monitoring Baby-Friendlypracticesand breastfeedingexclusivity to monitoring breastfeedinginitiation rates coupledwith evidence of lactation support both during and after the hospital stay.
More attention shouldalso be placedon ensuringcompliancewith
established safe sleep programs, emphasizing the need to integrate safe sleep practiceswith breastfeeding.Hospitalsshould direct their efforts toward implementing practicesthat will promote
breastfeedingsafely,the common goal of both private and public
groups with an interest in these issues.

3. HerleniusE, l(uhn P.Suddenunexpected
postnatalcollapseof newborn infants: a review of
cases.definitions. risks,and preventive measures.
TranslStrokeRes.2013:4(2):236-247.
4. GoldsmithJP.Hospitalsshould balance
skin-to-skincontact with safesleeppractices.AAP
News.October 28. 2013.http://www
.aappublications.org/content/34/11/22.
Accessed
July 14.2016.
5. HelsleyL, McDonaldJV,StewartVT.Addressing
in-hospital"falls" of newborn infants. Jt CommJ
Qua/PatientSa{.2010:36(7):327-333.
6. Moen RY:TaskForceon Sudden Infant Death
Syndrome.SIDSand other sleep-relatedinfant
deaths:expansionof recommendationsfor a safe
infant sleepingenvironment. Pediatrics.2011:128
(5):el341-e1367.

7. Step 6: useof supplements.In: VallenasC,
SavageF.eds.Evidencefor the TenStepsto
SuccessfulBreastfeeding.Geneva.Switzerland:
Divisionof ChildHealth and Development/World
Health Organization:1998:48-56.
8. Sectionon Breastfeeding.Breastfeedingand the
useof humanmilk. Pediatrics.2012:129(3):e827-e841.

9. Action 7: ensurethat maternity carepractices
throughout the United Statesare fully supportive of
breastfeeding.In: BenjaminR, FriedenTR,Jones
WK.et al. eds. TheSurgeonGeneral'sCallcoAction
to Support Breastfeeding.Washington,DC:USDept
Healthand HumanServices/Officeof the Surgeon
General:2011:44-45.

JAMAPediatrics October 2016 Volume170,Number 10

jarnanetwork/2016/ped/oct2016/pvp160017

jamapediatrics.com

PAGE:left2

SESS:28

OUTPUT:Jul 1915:50 2016

CLINICAL
REPORTGuidance

for the Clinician in Rendering Pediatric Care

American Academy
of Pediatrics
DEDICATED

TO TME M£ALTM

OF ALL CHILDREN"

Safe Sleep and Skin-to-Skin
Care in the Neonatal Period for
Healthy Term Newborns
Lori Feldman-Winter,MD,MPH,FAAP,Jay P Goldsmith, MD,FAAP,COMMITTEE
ONFETUS
ANONEWBORN,
TASKFORCE
ONSUDDENINFANTDEATHSYNDROME

Skin-to-skin care (SSC)and rooming-in have become common practice in the

abstract

newborn period for healthy newborns with the implementation of maternity
care practices that support breastfeeding as delineated in the World Health
Organization's "Ten Steps to Successful Breastfeeding." SSCand rooming-in
are supported by evidence that indicates that the implementation of these
practices increases overall and exclusive breastfeeding, safer and healthier
transitions, and improved maternal-infant bonding. In some cases, however,
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the practice of SSCand rooming-in may pose safety concerns, particularly
with regard to sleep. There have been several recent case reports and case
series of severe and sudden unexpected postnatal collapse in the neonatal
period among otherwise healthy newborns and near fatal or fatal events
related to sleep, suffocation, and falls from adult hospital beds. Although
these are largely case reports, there are potential dangers of unobserved
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SSC immediately after birth and throughout the postpartum hospital period
as well as with unobserved rooming-in for at-risk situations. Moreover,
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behaviors that are modeled in the hospital after birth, such as sleep

revised. or retired at or before that time.

position, are likely to influence sleeping practices after discharge. Hospitals
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and birthing centers have found it difficult to develop policies that will
allow SSCand rooming-in to continue in a safe manner. This clinical report
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is intended for birthing centers and delivery hospitals caring for healthy
newborns to assist in the establishment of appropriate SSCand safe sleep
policies.
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INTRODUCTION
Definition of Skin-to-SkinCare and Rooming-In

Skin-to-skin care (SSC)is defined as the practice of placing infants in
direct contact with their mothers or other caregivers with the ventral
skin of the infant facing and touching the ventral skin of the mother/
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caregiver (chest-to-chest). The infant
is typically naked or dressed only in
a diaper to maximize the surface-tosurface contact between mother/
caregiver and the infant, and the
dyad is covered with prewarmed
blankets, leaving the infant's head
exposed. SSCis recommended for all
mothers and newborns, regardless
of feeding or delivery method,
immediately after birth (as soon
as the mother is medically stable,
awake, and able to respond to her
newborn) and to continue for at
least 1 hour, as defined by the World
Health Organization's (WHO's) "Ten
Steps to Successful Breastfeeding." 1,2
SSCis also a term used to describe
continued holding of the infant in
the manner described above and
beyond the immediate delivery
period and lasting throughout
infancy, whenever the mother/
caregiver and infant have the
opportunity. For mothers planning
to breastfeed, SSCimmediately
after delivery and continued
throughout the postpartum
period also involves encouraging
mothers to recognize when their
infants are ready to breastfeed and
providing help if needed. 2 Additional
recommendations by the WHO,as
part of the Baby-Friendly Hospital
Initiative and endorsed by the
American Academy of Pediatrics
(AAP) in 2009, include the following
specifications for the period of time
immediately after delivery: routine
procedures such as assessments and
Apgar scores are conducted while
SSCis underway, and procedures that
may be painful or require separation
should be delayed until after the
first hour; if breastfeeding, these
procedures should occur after the
first breastfeeding is completed. 3
The AAPfurther delineates that
the administration of vitamin K
and ophthalmic prophylaxis can
be delayed for at least 1 hour and
up to 4 hours after delivery. The
Baby-Friendly Hospital Initiative
encourages continued SSC
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throughout the hospital stay while
rooming-in. 4
Unless there is a medical reason for
separation, such as resuscitation, SSC
may be provided for all newborns.
In the case of cesarean deliveries,
SSCmay also be provided when the
mother is awake and able to respond
to her infant In some settings, SSC
may be initiated in the operating
room following cesarean deliveries,
while in other settings SSCmay begin
in the recovery room. SSCfor healthy
newborns shall be distinguished
from "kangaroo care" in this clinical
report, because the latter applies
to preterm newborns or infants
cared for in the NICU.5 This report
is intended for mothers and infants
who are well, are being cared for in
the routine postpartum or motherinfant setting, and have not required
resuscitation. Although sick or
preterm newborns may benefit from
SSC,this review is intended only for
healthy term newborns. Late preterm
infants (defined as a gestational age
of34-37 weeks) may also benefit
from early SSCbut are at increased
risk of a number of early neonatal
morbidities. 6
Rooming-in is defined as allowing
mothers and infants to remain
together 24 hours per day while in
the delivery hospital. This procedure
is recommended for all mothers and
their healthy newborns, regardless
of feeding or deli very method, and
in some cases applies to older late
preterm (>35 weeks' gestation) or
early term (37-39 weeks' gestation)
newborns who are otherwise
healthy and receiving routine care,
who represent up to 70% of this
population. 7 Mothers are expected to
be more involved with routine care,
such as feeding, holding, and bathing.
Newborns may remain with their
mothers unless there is a medical
reason for separation for either the
mother or the infant. Procedures
that can be performed at the bedside
can be performed while the infant is
preferably being held skin-to-skin or
Downloaded from by guest on August 23, 20l6

at least in the room with the mother.
Being held skin-to-skin by the mother
has been shown to decrease pain
in newborns undergoing painful
procedures such as blood draws. 8•9
Mothers may nap, shower, or leave
the room with the expectation that
the mother-infant staff members
monitor the newborn at routine
intervals. Mothers are encouraged to
use call bells for assistance with their
own care or that of their newborns.
Evidencefor SSCand Rooming-In

SSChas been researched extensively
as a method to provide improved
physiologic stability for newborns
and potential benefits for mothers.
SSCimmediately after birth stabilizes
the newborn body temperature and
can help prevent hypothermia. 10, 11
SSCalso helps stabilize blood glucose
concentrations, decreases crying,
and provides cardiorespiratory
stability, especially in late preterm
newborns.12 SSChas been shown
in numerous studies as a method
to decrease pain in newborns being
held by mothers 13 - 16 and fathers. 17 In
preterm infants, SSChas been shown
to result in improved autonomic and
neurobehavioral maturation and
gastrointestinal adaptation, more
restful sleep patterns, less crying,
and better growth. 18 - 21 Although
not specifically studied in full-term
infants, it is likely that these infants
also benefit in similar ways.
SSCalso benefits mothers.
Immediately after birth, SSC
decreases maternal stress and
improves paternal perception
of stress in their relationship. 22
A recent study suggested that
SSCand breastfeeding within 30
minutes of birth reduce postpartum
hemorrhage. 23 Experimental
models indicate that mother-infant
separation causes significant
stress, and the consequences of
this stress on the hypothalamicpituitary-adrenal axis persist. 24
In a randomized trial examining
the relationship between SSCand
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maternal depression and stress,
both depression scores and salivary
cortisol concentrations were
lower over the first month among
postpartum mothers providing SSC
compared with mothers who were
provided no guidance about SSC.22
For breastfeeding mother-infant
dyads, SSCenhances the opportunity
for an early first breastfeeding,
which, in turn, leads to more
readiness to breastfeed, an organized
breastfeeding suckling pattern,
and more success in exclusive and
overall breastfeeding, 12,25,26 even
after cesarean deliveries.27 Further
evidence shows a benefit for mothers
after cesarean deliveries who
practice SSCas soon as the mother
is alert and responsive in increased
breastfeeding initiation, decreased
time to the first breastfeeding,
reduced formula supplementation,
and increased bonding and maternal
satisfaction. 28 Increasing rates
of breastfeeding ultimately have
short- and long-term health benefits,
such as decreased risk of infections,
obesity, cancer, and sudden infant
death syndrome. 3
The evidence for rooming-in also
extends beyond infant feeding
practices and is consistent with
contemporary models of familycentered care. 29 Rooming-in and
the maternity care practices aligned
with keeping mothers and newborns
together in a hospital setting were
defined as best practice but not fully
implemented in the post-World War
II era, largely because of nursing
culture and the presumption
that newborns were safer in a
sterile nursery environment. 30
Rooming-in leads to improved
patient satisfaction. 31,32 Integrated
mother-infant care leads to optimal
outcomes for healthy mothers and
infants, including those with neonatal
abstinence syndrome. 33 Rooming-in
also provides more security, may
avoid newborn abductions or
switches, leads to decreased infant
abandonment, 34 and provides more
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opportunity for supervised maternalnewborn interactions. 35 Hospital staff
members caring for mother-infant
dyads have more opportunities
to empower mothers to care for
their infants than when infant care
is conducted without the mother
and in a separate nursery. For the
breastfeeding mother-infant dyad,
rooming-in may help to support cuebased feeding, leading to increased
frequency of breastfeeding, especially
in the first few days 36; decreased
hyperbilirubinemia; and increased
likelihood of continued breastfeeding
up to 6 months. 37
SSCand rooming-in are 2 of the
important steps in the WHO's "Ten
Steps to Successful Breastfeeding"
and serve as the basic tenets for a
baby-friendly-designated delivery
hospital.1,38,39 The Ten Steps
include practices that also improve
patient safety and outcomes by
supporting a more physiologic
transition immediately after delivery;
maintaining close contact between
the mother and her newborn, which
decreases the risk of infection and
sepsis; increasing the opportunity
for the development of a protective
immunologic environment;
decreasing stress responses by the
mother and her infant; and enhancing
sleep patterns in the mother. 40 - 42

SAFETYCONCERNS
REGARDING
IMMEDIATESSC

Rarely are there contraindications
to providing SSC;however, there
are potential safety concerns to
address. A newborn requiring
positive-pressure resuscitation
should be continuously monitored,
and SSCshould be postponed
until the infant is stabilized. 43
Furthermore, certain conditions, such
as low Apgar scores (less than 7 at
5 minutes) or medical complications
from birth, may require careful
observation and monitoring of the
newborn during SSCand in some
cases may prevent SSC.11 Other
Downloaded from by guest on August 23. 20l6

safety concerns are attributable to
the lack of standardization in the
approach, discontinuous observation
of the mother-infant dyad (with
lapses exceeding 10 to 15 minutes
during the first few hours of life),
lack of education and skills among
staff supporting the dyad during
transition while skin-to-skin, and
unfamiliarity with the potential
risks of unsafe positioning and
methods of assessment that may
avert problems. 44 The main concerns
regarding immediate postnatal SSC
include sudden unexpected postnatal
collapse (SUPC),which includes any
condition resulting in temporary or
permanent cessation of breathing or
cardiorespiratory failure. 45 - 48 Many,
but not all, of these events are related
to suffocation or entrapment. In
addition, falls may occur during SSC,
particularly if unobserved, and other
situations or conditions may occur
that prevent SSCfrom continuing
safely.44.49
SUPCis a rare but potentially fatal
event in otherwise healthy-appearing
term newborns. The definition of
SUPCvaries slightly depending on
the author and population studied.
One definition offered by the British
Association of Perinatal Medicine50
includes any term or near-term
(defined as >35 weeks' gestation in
this review) infant who meets the
following criteria: (1) is well at birth
(normal 5-minute Apgar and deemed
well enough for routine care), (2)
collapses unexpectedly in a state
of cardiorespiratory extremis such
that resuscitation with intermittent
positive-pressure ventilation is
required, (3) collapses within the
first 7 days of life, and (4) either dies,
goes on to require intensive care,
or develops encephalopathy. Other
potential medical conditions should
be excluded (eg, sepsis, cardiac
disease) for SUPCto be diagnosed.
The incidence ofSUPC in the first
hours to days oflife varies widely
because of different definitions,
inclusion and exclusion criteria of
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newborns being described, and lack
of standardized reporting and may
be higher in certain settings. The
incidence is estimated to be 2.6 to
133 cases per 100 000 newborns. In
1 case series, the authors described
one-third ofSUPC events occurring
in the first 2 hours oflife, one-third
occurring between 2 and 24 hours
of life, and the final third occurring
between 1 and 7 days oflife. 51 Other
authors suggested that 73% of SUPC
events occur in the first 2 hours of
life.52 In the case series by Pejovic and
Herlenius, 51 15 of the 26 cases ofSUPC
were found to have occurred during
SSCin a prone position. Eighteen were
in primiparous mothers, 13 occurred
during unsupervised breastfeeding
at< 2 hours of age, and 3 occurred
during smart cellular phone use by
the mother. Five developed grade 2
hypoxic-ischemic encephalopathy
(moderate encephalopathy), with 4
requiring hypothermia treatment.
Twenty-five of the 26 cases had
favorable neurologic outcomes in 1
series; however, in another review,
mortality was as high as 50%, and
among survivors, 50% had neurologic
sequelae. 53 Experimental models
suggest that autoresuscitation of
breathing after hypoxic challenge
takes longer with lower postnatal
age and decreased core body
temperature. 54
SUPC,in some definitions, includes
acute life-threatening episodes;
however, the latter is presumed to
be more benign. An apparent lifethreatening episode, or what may
be referred to as a brief resolved
unexplained event, may be low risk
and require simple interventions
such as positional changes, brief
stimulation, or procedures to resolve
airway obstruction. 46 ,53
Falls are another concern in the
immediate postnatal period. Mothers
who are awake and able to respond
to their newborn infant immediately
after birth may become suddenly and
unexpectedly sleepy, ill, or unable to
continue holding their infant. Fathers
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or other support people providing
SSCmay also suddenly become
unable to continue to safely hold the
newborn because of lightheadedness,
fatigue, incoordination, or other
factors. If a hospital staff member
is not immediately available to take
over, unsafe situations may occur,
and newborns may fall to the floor or
may be positioned in a manner that
obstructs their airway.

SUGGESTIONS
TOIMPROVE
SAFETY
IMMEDIATELY
AnER DELIVERY
Several authors have suggested
mechanisms for standardizing the
procedure of immediate postnatal SSC
to prevent sentinel events; however,
none of the checklists or procedures
developed have been proven to reduce
the risk. Frequent and repetitive
assessments, including observation
of newborn breathing, activity,
color, tone, and position, may avert
positions that obstruct breathing or
events leading to sudden collapse.41
In addition, continuous monitoring
by trained staff members and the use
of checklists may improve safety.35
Some have suggested continuous
pulse oximetry; however, there
is no evidence that this practice
would improve safety, and it may be
impractical. Given the occurrence of
events in the first few hours oflife,
it is prudent to consider staffing the
delivery unit to permit continuous staff
observation with frequent recording
of neonatal vital signs. A procedure
manual that is implemented in a
standardized fashion and practiced
with simulation drills may include
sequential steps identified in Box 1.55

BOX1: PROCEDURE
FORIMMEDIATE
SKIN-TO-SKIN
CARE

1. Delivery of newborn

2. Dry and stimulate for first
breath/cry, and assess
newborn
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3. If the newborn is stable, place
skin to skin with cord attached
(with option to milk cord),
clamp cord aRer 1 minute or
after placenta delivered, and
reassess newborn to permit
physiological circulatory
transition 56
4. Continue to dry entire newborn
except hands to allow the
infant to suckle hands bathed
in amniotic fluid (which smells
and tastes similar to colostrum),
which facilitates rooting and
first breastfeeding 57
5. Cover head with cap (optional)
and place prewarmed blankets
to cover body of newborn on
mother's chest, leaving face
exposed 58
6. Assess Apgar scores at 1 and 5
minutes
7. Replace wet blankets and cap
with dry warm blankets and cap
8. Assist and support to breastfeed
Risk stratification and associated
monitoring and care may avert
SUPC,falls, and suffocation. 59 Highrisk situations may include infants
who required resuscitation (ie, any
positive-pressure ventilation), those
with low Apgar scores, late preterm
and early term (37-39 weeks'
gestation) infants, difficult delivery,
mother receiving codeine 60 or other
medications that may affect the
newborn (eg, general anesthesia or
magnesium sulfate), sedated mother,
and excessively sleepy mothers
and/or newborns. Mothers may be
assessed to determine their level
of fatigue and sleep deprivation. 61
In situations such as those
described, increased staff vigilance
with continuous monitoring, as
described previously, is important
to assist with SSCthroughout the
immediate postpartum period. 62
Additional suggestions to improve
safety include enhancements to the
environment, such as stabilizing
the ambient temperature, 63 use
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of appropriate lighting so that the
infant's color and condition can be
easily assessed, and facilitating an
unobstructed view of the newborn
(Box 2). Additional support persons,
such as doulas and family members,
may augment but not replace staff
monitoring. Furthermore, staff
education, appropriate staffing, and
awareness of genetic risks may limit
sentinel events such as SUPC.These
suggestions, however, have not yet
been tested in prospective studies to
determine efficacy.

BOX2. COMPONENTS
OFSAFE
POSITIONING
FORTHENEWBORN
62 :
WHILE
SKIN·TO-SKIN
1. Infant's face can be seen

2. Infant's head is in "sniffing"
position
3. Infant's nose and mouth are

not covered
4. Infant's head is turned to one

side
5. Infant's neck is straight, not

bent
6. Infant's shoulders and chest
face mother
7. Infant's legs are flexed

FIGURE
1
Side-carbassinet for in-hospital use. Photo courtesy of Kristin Tully, PhD.

facilitate continued bonding,
thermoregulation, and increased
opportunities for breastfeeding.
These transitions may be
accomplished safely with skilled staff
members by using a standardized
procedure. 64 A newborn who is not
properly secured may pose a risk for
falls or unsafe positioning, leading to
suffocation.

8. Infant's back is covered with
blankets
9. Mother-infant dyad is

monitored continuously
by staff in the delivery
environment and regularly on
the postpartum unit
10. When mother wants to sleep,

infant is placed in bassinet or
with another support person
who is awake and alert
SSCmay be continued while moving
a mother from a delivery surface
(either in a delivery room or
operating room) to the postpartum
maternal bed. Transitions of
mother-infant dyads throughout
this period, and from delivery
settings to postpartum settings,
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SAFETY
CONCERNS
REGARDING
ROOMING-IN
Despite all of the advantages of
rooming-in, there are specific
conditions that pose risks for
the newborn. Many of the same
concerns that occur during SSCin the
immediate postnatal period continue
to be of concern while rooming-in,
especially if the mother and infant
are sleeping together in the mother's
bed on the postpartum unit. 65 In
addition, breastfeeding mothers
may fall asleep unintentionally while
breastfeeding in bed, which can result
in suffocation. 66 infant falls may be
more common in the postpartum
setting because of less frequent
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monitoring and increased time that a
potentially fatigued mother is alone
with her newborn(s). 67 The Oregon
Patient Safety Review evaluated 7
hospitals that were part of 1 larger
health system and identified 9
cases of newborn falls (from 22 866
births}, for a rate of 3.94 falls per
10 000 births over a 2-year period
from 2006 to 2007, which is higher
than previous reports of 1.6 per
100 000. 68- 70 It is not clear whether
this higher incidence was attributable
to an actual increase or better
reporting. For hospitals transitioning
to mother-infant dyad care (1 nurse
providing care for both mother
and infant) or separate mothernewborn care while rooming-in,
it is important to communicate to
staff that the same level of attention
and care is necessary to provide
optimal safety. Mothers will be
naturally exhausted and potentially
sleep-deprived or may sleep in short
bursts. 61 They may also be unable
to adjust their position or ambulate
safely while carrying a newborn. The
postpartum period provides unique
challenges regarding falls/drops
and is understudied compared with
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falls in the neurologically impaired
or elderly patient. Checklists and
scoring tools may be appropriate
and have the potential to decrease
these adverse events, particularly
if geared to the unique needs of the
postpartum period, such as shortterm disability from numbness or
pain, sleepiness or lethargy related to
pregnancy and delivery, and effects
from medication. 71
Even though mothers and family
members may be educated about
the avoidance of bed-sharing,
falling asleep while breastfeeding or
holding the newborn during SSCis
common. Staff can educate support
persons and/or be immediately
available to safely place newborns
on a close but separate sleep surface
when mothers fall asleep. Mothers
may be reassured that they or their
support persons can safely provide
SSCand that staff will be available
to assist with the transition to a
safe sleep surface as needed.
Mothers who have had cesarean
deliveries are particularly at risk
because oflimited mobility and
effects of anesthesia and warrant
closer monitoring. 72
Several studies examining safety
while rooming-in have been
conducted. Sixty-four mother-infant
dyads were studied in the United
Kingdom and randomly assigned
to have newborns sleep in a standalone bassinet, a side-car bassinet
(Fig 1), or the mother's bed to
determine perception of safety (by
video monitoring) and breastfeeding
outcomes. 73 Breastfeeding was
more frequent among those sharing
a bed and using a side-car than a
separate bassinet, but there were
more hazards associated with bedsharing than using a side-car or
bassinet. Although there were no
adverse events in this study, the
authors concluded that the side-car
provided the best opportunities
for breastfeeding with the safest
conditions. In a similar study
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examining dyads after cesarean
delivery, more hazards were
associated with stand-alone bassinets
than side-car bassinets. However,
side-car technology for hospital
beds is not yet well established in
the United States, and safety data
are not yet available. Given the
level of disability in mothers who
have had a cesarean delivery, sidecar technology holds promise for
improvement in the safety of the
rooming-in environment.7 4

SUGGESTIONS
FORROOMING-IN
1. Use a patient safety contract with

a particular focus on high-risk
situations (see parent handout
Newborn Safety Information for
Parents 68 and sample contract 71).
2. Monitor mothers according to
their risk assessment: for example,
observing every 30 minutes
during nighttime and early
morning hours for higher-risk
dyads. 69
3. Use fall risk assessment tools. 76

SUGGESTIONS
TOIMPROVESAFETY
WHILEROOMING-IN

Healthy mother-infant dyads are
safest when kept together and
cared for as a unit in a motherinfant setting. Staffing ratios are
determined to meet the needs of both
the mother and her newborn(s) and
to ensure the best possible outcomes.
The Association of Women's Health,
Obstetric and Neonatal Nurses'
recommendations are to have no
more than 3 dyads assigned to 1
nurse to avoid situations in which
nursing staff are not immediately
available and able to regularly
monitor the mother-infant dyads
throughout the postpartum period. 75
These ratios may permit routine
monitoring, rapid response to
call bells, and adequate time for
teaching; however, nursing staff
extenders, such as health educators
and nursing assistants, may augment
care. Mothers and families who are
informed of the risks of bed-sharing
and guided to place newborns on
separate sleep surfaces for sleep
are more likely to follow these
recommendations while in the
hospital and after going home.
Family members and staff can be
available to assist mothers with
transitioning the newborn to a safe
sleep location, and regular staff
supervision facilitates the recognition
of sleepy family members and
safer placement of the newborns in
bassinets or side-cars.
Downloaded from by guest on August 23. 20l6

4. Implement maternal egress
testing (a modification of a tool
originally designed to transfer
obese patients from bed to stand,
chair, or ambulation by using
repetition to verify stability),
especially if the mother is using
medications that may affect
stability in ambulating. 69
5. Review mother-infant equipment
to ensure proper function and
demonstrate the appropriate use
of equipment, such as bed rails
and call bells, with mothers and
families.
6. Publicize information about
how to prevent newborn falls
throughout the hospital system.
7. Use risk assessment tools to avoid
hazards of SSCand rooming-in
practices. 77

TRANSITIONING
TOHOMEANDSAFE
SLEEPBEYOND
DISCHARGE

Information provided to parents at
the time of hospital discharge should
include anticipatory guidance about
breastfeeding and sleep safety.3 -78 ,79
Pediatricians, hospitals, and other
clinical staff should abide by AAP
recommendations/guidance on
breastfeeding and safe sleep, pacifier
introduction, maternal smoking,
use of alcohol, sleep positioning,
bed-sharing, and appropriate
sleep surfaces, especially when
practicing SSC.79 In addition, the
AAPrecommends the avoidance of
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practices that increase the risk of
sudden and unexpected infant death,
such as smoking, the use of alcohol,
placing the infant in a nonsupine
position for sleep, nonexclusive
breastfeeding, and placing the infant
to sleep (with or without another
person) on sofas or chairs. 79,80
To facilitate continued exclusive
breastfeeding, the coordination
of postdischarge support is
recommended to enable the best
opportunity to meet breastfeeding
goals. Mothers may be referred to
peer support groups and trained
lactation specialists if breastfeeding
problems occur. Community support
is optimized by coordination with the
medical home. 81
CONCLUSIONS

Pediatricians and other providers
have important roles in the
implementation of safe SSCand
rooming-in practices. Safe
implementation with the use of a
standardized approach may prevent
adverse events such as SUPCand falls.
The following suggestions support
safe implementation of these
practices:
1. Develop standardized methods
and procedures of providing
immediate and continued SSC
with attention to continuous
monitoring and assessment.

2. Standardize the sequence
of events immediately after
delivery to promote safe
transition, thermoregulation,
uninterrupted SSC,and
direct observation of the first
breastfeeding session.

6. Conduct frequent assessments
and monitoring of the motherinfant dyad during postpartum
rooming-in settings, with
particular attention to high-risk
situations such as nighttime and
early morning hours.
7. Assess the level of maternal
fatigue periodically. If the
mother is tired or sleepy,
move the infant to a separate
sleep surface (eg, side-car or
bassinet) next to the mother's
bed.
8. Avoid bed-sharing in the
immediate postpartum period
by assisting mothers to use a
separate sleep surface for the
infant.
9. Promote supine sleep for all
infants. SSCmay involve the
prone or side position of the
newborn, especially if the dyad
is recumbent; therefore, it is
imperative that the mother/
caregiver who is providing SSC
be awake and alert.
10. Train all health care personnel
in standardized methods of
providing immediate SSC
after delivery, transitioning
the mother-infant dyad,
and monitoring the dyad
during SSCand rooming-in
throughout the delivery
hospital period.
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Commentary:
acknowledged

Safety

issues

with

skin-to-skin

care

must

be

by Joel L. Bass M.D., FAAP; Tina Gartley M.D., FAAP

The recent AAP clinical report Safe Sleep and Skin-to-Skin Care in the Neonatal Period for Healthy Term
Newborns (http://bit.ly/2cKSXck) represents a significant contribution to our understanding of the importance of
safe sleep in the early days of life and to practices that contribute to the risk of newborn falls in the hospital.
The report reviews the evidence supporting skin-to-skin care (SSC) and rooming-in, while addressing safety
issues that need to be considered regarding both practices. The association of these practices with newborn
sentinel events has been well-described in Europe and now is being recognized increasingly in the U.S.
Sudden unexplained postnatal collapse (SUPC) is a serious event in otherwise healthy term newborns resulting
in death in about half the babies and significant impairment in many survivors (Herlenius E, Kuhn P. Transl
Stroke Res. 2013;4:236-247). The events often happen during SSC.
The AAP report also sheds light on the serious issue of newborn falls in the hospital related to maternal sleeping
during bed-sharing. The common link between SUPC events and newborn hospital falls is their association with
mother-baby co-sleeping in the prone position.
The potential relationship of SUPC to compliance with breastfeeding practices related to the Baby Friendly
Hospital Initiative (BFHI) recently was discussed in a review of hospital deaths of newborns while bed-sharing
using data from the National Association of Medical Examiners (Thach BT. J Perinatal. 2013;34:275-279). A
2013 article in AAP News expressed similar concerns and suggested a need to integrate safe sleep policies with
SSC (http://www.aappublications.org/content/34/11 /22).
Although the AAP report described the SUPC events as rare, we published population-based data from
Massachusetts just prior to the report's release documenting 57 deaths over 10 years attributed to sudden
unexplained infant deaths in the first month of life. Twenty of the deaths occurred in the first five days of life
(Bass JL, et al. JAMA Pediatr. 2016;170:923-924).
As Massachusetts represents 1.8% of U.S. births, one could reasonably project that the likely number of cases
nationally would be cause for great concern. To put this in perspective, in response to 90 cases of kernicterus
over 17 years (MMWR Morb Mortal Wkly Rep. 2001 ;50:491-494), the Centers for Disease Control and
Prevention (CDC) took steps that resulted in kernicterus being considered a " never" event.
In light of these data, application of recommendations in the AAP report requires thoughtful evaluation of the
risks and benefits of current breastfeeding practices. SSC generally is considered beneficial for preterm
newborns well beyond the initial hours of birth. Safety concerns are mitigated by monitoring available in neonatal
intensive care units. For healthy term newborns, efficacy has been demonstrated only immediately after birth
and during painful procedures when most hospitals can closely monitor the newborn.
The same cannot be said for SSC beyond the immediate newborn period, as close observation may not be
available 24 hours a day on postpartum units, and prone sleeping may continue at home unobserved. This is a
particularly important issue for hospitals complying with the BFHI which, as the report notes, encourages SSC
throughout the hospital stay while rooming-in.
The potential impact of widespread SSC can be appreciated from the Swedish experience cited in the AAP
report (Pejovic NJ, Herlenius E. Acta Paediatr. 2013;102:680-688). In response to a cluster of events over a 30month period in Stockholm, the records of 26 survivors of SUPC were reviewed. Investigators found that half of
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the events occurred beyond the first two hours of life, four were treated with rapid hypothermia and two required
mechanical ventilation.
The authors state that the SUPC rate in Sweden is 10 times the expected rate of the U.K. or Germany, which
they associated with widespread adoption of SSC in their units. Of note, Sweden is the only European country
reported to have 100% of hospitals with BFHI designation (http://bit.ly/2d0G5EF); rates in the U.K. and
Germany are 17% and 4%, respectively.
Given that experience, hospitals will need to decide whether to encourage late SSC. For those that choose to do
so, as the AAP report indicates that late SSC has not been specifically studied in full-term infants and no
procedure has yet been shown to prevent associated sentinel events, parents must be informed of potential
risks and hospitals must be equipped to manage adverse events expeditiously. Even hospitals that do not
encourage late SSC must educate and safely support parents who initiate it on their own.
Concerns have been raised that this heightened awareness of safety issues could result in modification of
practices that may conflict with BFHI designation guidelines and prove counterproductive to breastfeeding
success. Fortunately, this is not a binary choice.
Data from the 2016 CDC Breastfeeding Report Card show that the 12 states with the highest breastfeeding
initiation rates (86.6%-94.4%} almost always attained or exceeded all four Healthy People 2020 Objectives
targets for breastfeeding duration despite low ranges (2%-38%) of BFHI designation. In contrast, neither of the
high range BFHI states (85.8%-98.3%) attained a similar level of performance, mostly falling below targets.
Clearly, there is more than one pathway to achieve successful breastfeeding outcomes.
In summary, the Academy again has shown leadership in placing the well-being of children as its top priority.
While it is always difficult to change direction, this compelling new information will greatly enhance our ability to
support breastfeeding safely.

Dr. Bass is department chair and Dr. Gartley is a hospitalist at Newton-Wellesley Hospital Department of
Pediatrics.

• AAP News story "Updated safe sleep guidance warns against using soft bedding, sofa sleeping"

Copyright© 2016 American Academy of Pediatrics

Letters
COMMENT & RESPONSE
In ReplyWe appreciate the comments from the respondents about

concerns we expressed regarding the Baby-FriendlyHospital Initiative (BFHI) in our Viewpoint.' They question our conclusions about the relationship between the BFHI guidelines
encouraging skin-to-skin care beyond the fust hours of life, inhospital breastfeeding exclusivity, and pacifier restriction with
an increased risk for sudden unexpected postnatal collapse and
newborn falls. These relationships are supported by evidencebased citations in the recently published American Academy of
Pediatrics clinical guideline2 and our subsequent commentary. 3
In addition, the recent US Preventive Services Task Force report on Primary Care Interventions to Support Breastfeeding"
concluded there is a lack of consistent evidence that demonstrates system-level interventions, including the BFHI, improve breastfeeding outcomes. The accompanying editorial by
Flaherman 5 offers further insight into issues raised with the BFHI
and provides additional evidence substantiating our Viewpoint.'
Walker's criticism of pacifier use has been definitively refuted
by this evidence. 5 We share Flaherman's concern that pacifier
restriction might be ethically problematic.
Gartner et al comment that, under the BFHIGuidelines and
Criteria, mothers are fully informed of the benefits of breastfeeding and supportive practices. The criteria do mandate that
mothers be informed about these issues whenever they request a breastmilk substitute, nursery care, or pacifier. However, they do not require that mothers also be informed of the
important safety risks oflate skin-to-skin care identified in the
American Academy of Pediatrics guideline 2 or of the established benefit that a pacifier confers to prevent sudden infant
death syndrome,5 very significant omissions.
Philipp describes impressive success implementing the
BFHI in a safety-net hospital with a very low initial breastfeeding initiation rate. However, as the US Preventive Services Task Force report demonstrated, 4 the same results
have not been shown for other populations, and enhancement of individual lactation support efforts might have
proven equally effective.
Wasser et al discuss using sidecar bassinets, which are cur rently under development, as a safety improvement for postpartum rooms. Properly designed, these might help prevent
some falls. However, the devices do not reduce the risk of the
mother falling asleep with newborn inadvertently in the prone
position. In any case, current safe practice can only be initiated with presently available equipment.
Boyd et al state that they were unable to document any
deaths from sudden infant death syndrome before 28 days of
life in New YorkCity between 2012 and 2014 when they implemented BFHI designation in several facilities. This is not surprising given their reported rate of sudden infant death syndrome of3.6 in 100 000 live births and that their intervention

took place in only 8 birthing facilities in a city that has 50 hospitals with maternity services. Submitting the same International Statistical Classification of Diseases and Related Health
Problems, Ten th Revision codes cited by Boyd et al to the Centers for Disease Control and Prevention Wonder Online Data
Base, 6 we were able to ascertain there were 31 sudden unexpected infant deaths at less than 28 days of age in New York
City between 2007 and 2013.
Ferrarello characterizes sudden infant death syndrome in
newborns as "exceedingly rare;' a position that other respondents also implied. While our Viewpoint reported populationbased data only from Massachusetts,' national data on sudden unexpected infant death for US infants for 2003 to 20136
reveal that during that interval, there were 5152 sudden unexpected infant death cases in the first 27 days oflife including 1421in the first 6 days, of which 666 occurred on the first
day of life. Annually, there were a mean 468 deaths attributed to sudden unexpected infant death in the first month of
life, of which 129 occurred in the first 6 days. These compelling data provide a perspective on the potential magnitude and
significance of this problem, which, as we stated in our
Viewpoint, 1 should encourage government and regulatory
agencies, as well as concerned breastfeeding advocates, to fo.
cus on alternative effective strategies 3·s to promote breastfeeding safely.
Finally, it has come to our attention that one ofus did not
include relevant conflict ofinterest disclosures in the original
Viewpoint. As the Viewpoint addresses nutrition, we should
have indicated the following: "Dr Kleinman reports having had
received payment for serving as an editor for the American
Academy of Pediatrics book, Pediatric Nutrition, 7th edition,
and an honorarium for serving as chair of the Mead Johnson
Pediatric Nutrition Iron Expert Panel!' We regret this omission and have asked that the article be corrected online to include this information.
Joel L. Bass, MD
Tina Gartley,MD
RonaldE. Kleinman,MD
AuthorAffiliations:HarvardMedicalSchool.Boston.Massachusetts(Bass.
Gartley,Kleinman):Department of Pediatrics,Newton-WellesleyHospital.
Newton, Massachusetts(Bass,Gartley);MassachusettsGeneralHospital.
Boston(Kleinman)_
Corresponding
Author:Joel L. Bass,MD, Departmentof Pediatrics.
Newton-WellesleyHospital,2014 WashingtonSt, Newton, MA 02462
Gbass@partners.org).
Published Online: January30, 2017.doi:10.1001/jamapediatrics.2016.4795
Conflict of Interest Disclosures: Dr Kleinmanreports havinghad received
payment for serving as an editor for the AmericanAcademyof Pediatricsbook.
PediatricNutrition. 7th edition. and an honorariumfor servingas chair of the
MeadJohnsonPediatricNutrition Iron Expert Panel.
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From:
O'Connor, Lauren (CDC/DDNID/NCCDPHP/DNPAO) (CTR)
Sent:
Fri, 23 Jul 202113:47:52 +0000
To:
Ayers, Diane G. (CDC/DDNID/NCCDPHP/DNPAO);Grossniklaus, Daurice
(CDC/DDNID/NCCDPHP/DNPAO)
Subject:
FW: Baby Friendly USA Releases Updated Guidelines and Evaluation Criteria, 6th
edition
Attachments:
Baby Friendly GEC Final.pdf

Hi Diane and Daurice,
Do you think the announcement for new Baby Friendly guidelines and evaluation criteria is ok to share
via DNPAO Weekly digest?
-Lauren

From: CDC Breastfeeding Programs <CDC-BREASTFEEDING-PROGRAMS@LISTSERV.CDC.GOV>
On Behalf
Of Kahin, Sahra A. (CDC/DDNID/NCCDPHP/DNPAO)
Sent: Friday, July 23, 2021 9:41 AM
To: CDC-BREASTFEEDING-PROG
RAMS@LISTSERV.CDC.GOV
Subject: Baby Friendly USA Releases Updated Guidelines and Evaluation Criteria, 6th edition

Good morning,
In July, 2021, Baby Friendly USA released the updated Guidelines and Evaluation Criteria (GEC),
6th edition (attached), for the United States. This version of the GECwill apply to all Baby-Friendly
designation assessment request letters received on or after June 1, 2023. The Interim GEC,which has
been the basis for assessments since February 1, 2020, will remain in effect until that time. For more
information, please visit https://www .babyfriendlyusa.org/for-facilities/practice-guidelines/.
Take care,
Sahra A. Kahin, MA, MPH
(Pronouns: she/her/hers)
Health Scientist
Program Development and Evaluation Branch
Division of Nutrition, Physical Activity and Obesity
Centers for Disease Control and Prevention
4770 Buford Hwy, NE
MS S107-5
Atlanta, GA 30341
Email: skahin@cdc.gov

To unsubscribe from the CDC-BREASTFEEDING-PROGRAMS list, click the following link:
http://listserv.cdc.gov/scripts/wa.exe?SUBED I =CDC-BREASTFEEDING-PROGRAMS&A= l
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INTRODUCTION

BABY-FRIENDLY HOSPITAL INITIATIVE IBFHII was established in 1991 by the United Nations

Children's Fund jUNICEFI and the World Health Organization jWHOI. The BFHI is a global program to
support the implementation of the Ten Steps to Successful Breastfeeding /the Ten StepsJ and the
International Code of Marketing of Breast-milk Substitutes (the International CodeJin maternity
facilities. "The core purpose of the BFHI is to ensure that mothers and newborns receive timely and
appropriate care before and during their stay in a facility providing maternity and newborn services,
to enable the establishment of optimal feeding of newborns, which promotes their health and
development. Given the proven importance of breastfeeding, the BFHI protects, promotes and supports
breastfeeding while enabling timely and appropriate care and feeding of newborns who are not (yet or
fullyJ breastfed." 1

An important philosophy of the Initiative is that "families must receive quality and unbiased
information about infant feeding. Facilities providing maternity and newborn services have a

Baby-Friendly USA, Inc.

responsibility to promote breastfeeding, but they must also respect the mother's preferences and
provide her with the information needed to make an informed decision about the best feeding option

125Wolf Road, Suite 402
Albany, New York 12206

for her and her infant. The facility needs to support mothers to successfully feed their newborns in the
manner they choose."1

In 2015, WHO and UNICEF embarked on a process to review the most current scientific evidence
pertaining to each of the Ten Steps and update the implementation guidance for the BFHI. Their goal

babyfriendlyusa.org

was to reinvigorate the BFHI with the aim of worldwide adoption of the Ten Steps in all facilities
providing birthing services.

The results of their work were published in two separate key documents:
GU IDE LINE: Protecting, promoting and supporting breastfeeding in facilities providing
maternity and newborn services 2 This is a review of the evidence for each individual step
of the Ten Steps. It is NOT a review the evidence for the combined impact of multiple steps.
IMPLEMENTATION GUIDANCE: Protecting, promoting and supporting breastfeeding in
facilities providing maternity and newborn services: the revised BABY-FRIENDLY HOSPITAL
INITIATIVE112018 Implementation Guidance!

THE BABY-FRIENDLY HOSPITAL INITIATIVE

I

SIXTH EDITION

I Baby-Friendly

USA, Inc.

I INTRODUCTION

5

The 2018 Implementation Guidance established global standards for each of the Ten Steps
while calling on nations to customize the materials to address specific national goals. BFUSA
engaged in a robust process to revise the Initiative for the US. An immediate and thorough
review of the two key documents was conducted. A document was developed comparing the
new guidance and standards with the existing US Guidelines and Evaluation Criteria jGECI
to determine if any immediate changes could be implemented. It was determined that
adjustments to the requirements for Step 9 were warranted. Therefore, revised versions of
the US GECwere published in July 2018 and December 2019.
In the meantime, an expert panel consisting of individuals with widespread knowledge and
experience with implementing the BFHI standards was convened for a face-to-face meeting in
August 2018. Based on its review of the updated evidence, the new implementation guidance,
and the comparison with the existing standards, the panel recommended revisions to
customize the global guidance for applicability to the US. These revisions were incorporated
into updated documents and submitted to the expert panel, the BFUSA Board of Directors,
Clinical Committee and several key national professional health organizations for further
input. Those organizations included: Academy of Breastfeeding Medicine, American Academy
of Family Physicians, American Academy of Pediatrics, American College of Obstetricians and
Gynecologists, American College of Nurse Midwives, Association of Women's Health,
Obstetric and Neonatal Nurses and the United States Lactation Consultant Association.
The expert panel was reconvened in July 2019 to review the comments received in the
latest review stage and assist with finalizing the guidance, standards and evaluation criteria
for the US. The last component of the process was the incorporation of "Performance
indicators demonstrating staff competency to implement" based on WHO and UNICEF's
Competency Verification Toolkit: Ensuring Competency of Direct Care Providers to Implement
the Baby-Friendly Hospital Initiative released on August 5, 2020.
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REVISIONS

TO THE TEN STEPS TO SUCCESSFUL

BREASTFEEDING

An important component of the effort to

TEN STEPS TO SUCCESSFUL

reinvigorate the BFHI by WHO and UNICEF was a

BREASTFEEDING

REVISED IN 2018

ORIGINAL

task, the WHO and UNICEF then evaluated the

CRITICALMANAGEMENTPROCEDURES
1 A. Comply fully with the International Code of Marketing
of Breast-milk Substitutes and relevant World Health

1. Have a written breastfeeding policy that is
routinely communicated to all health care staff.
2. Train all health care staff in the skills necessary to

actual wording for each Step. They concluded that

Assembly resolutions.

implement this policy.

18. Have a written infant feeding policy that is routinely
communicated to staff and parents.
1 C. Establish ongoing monitoring and data-management
systems.
2. Ensure that staff have sufficient knowledge,
competence and skills to support breastfeeding.

3. Inform all pregnant women about the benefits and

review of the evidence for each of the Ten Steps to
Successful Breastfeeding. Upon completing this

the theme of each Step was appropriate but some
of the phrasing needed to be changed to better align

management of breastfeeding.

procedures into Step 1 and a shift in the focus of

feeding with pregnant women and their families.
4. Facilitate immediate and uninterrupted skin-to-skin

4. Help mothers initiate breastfeeding within one hour
of birth.
5. Show mothers how to breastfeed and how to
maintain lactation, even if they are separated from
their infants.
6. Give infants no food or drink other than
breast-milk, unless medically indicated.
7. Practice rooming-in - allow mothers and infants
to remain together 24 hours a day.

Step 2 from an emphasis on a specific number of

contact and support mothers to initiate breastfeeding as

8. Encourage breastfeeding on demand.

hours of training to competency verification.

soon as possible after birth.

9. Give no pacifiers or artificial nipples to

5. Support mothers to initiate and maintain breastfeeding

breastfeeding infants.

and manage common difficulties.

10. Foster the establishment of breastfeeding
support groups and refer mothers to them on
discharge from the hospital or birth center.

with the evidence.
Several noteworthy changes include: the
incorporation of the International Code of Marketing
of Breast-milk Substitutes and monitoring

KEY CLINICAL PRACTICES
3. Discuss the importance and management of breast-

It is also worth pointing out that the steps are now

6. Do not provide breastfed newborns any food or fluids

divided into critical management procedures and

other than breast-milk, unless medically indicated.

key clinical practices. The chart to the right

7. Enable mothers and their infants to remain together
and to practice rooming-in 24 hours a day.

compares the 2018 revised version to the original

8. Support mothers to recognize and respond to their

1989 Ten Steps.

infants' cues for feeding.
9. Counsel mothers on the use and risks of feeding
bottles, artificial nipples jteatsl and pacifiers.

10. Coordinate discharge so that parents and their
infants have timely access to ongoing support and care.
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CONTENT

It is also important to point out that the BFHI is typically focused on the

AND FORMAT

healthy term infant, however, in the US many late preterm infants are
It is the goal of BFUSA to implement a program for the US that remains

cared for on the postpartum floor. Therefore, some guidance and

as closely aligned with the global initiative as possible, while at the same

standards are relevant to their care. In some cases, the 2018

time, addressing the US needs and circumstances. As such, within the

Implementation Guidance specifies if a standard applies to term infants

Guidelines and Evaluation Criteria section, as much specific language

or preterm infants. BFUSA felt it was more appropriate to remove the

as possible was used from the 2018 jWH0/UNICEFI Implementation

"term" and "preterm" language from the standard. Instead, the standard

Guidance. jNOTE:some words were changed from the European to

applies to where the mother, baby, or both are being cared for. In addition,

American spelling and some small amounts of text containing guidance

a NICU Toolkit offering a comprehensive set of clinical practice

unrelated to US hospitals were removed in order to avoid confusion.I

recommendations geared towards increasing the use of breastfeeding and

Where necessary, additional US language within the implementation

human milk in neonatal intensive care management has been developed.

for each step were added in italics.
This toolkit will be posted to www.babyfriendllyusa.org by the end of
summer 2021.

The document is organized according to the 2018 Ten Steps to
Successful Breastfeeding. It must be noted that "while each of the Ten
Steps contributes to improving the support for breastfeeding, optimal

DESCRIPTION OF SECTIONS INCLUDED IN EACH STEP

impact on breastfeeding practices, and thereby on maternal and child
well-being, is only achieved when all Ten Steps are implemented as a
package."1 This entire document should be read with this point in mind.

STEP NAME AND NUMBER: appears exactly as it is worded in the 2018
BFHI Implementation Guidance.

Each step consists of the following sections:

RATIONALE: offers insight into the purpose of the step and appears in

• THE STEP NUMBER AND NAME

this document exactly as it is worded in the 2018 BFHI Implementation

• RATIONALE

Guidance.

• IMPLEMENTATION

GUIDANCE

• CONSIDERATIONS

FOR SAFE IMPLEMENTATION

IMPLEMENTATION GUIDANCE: provides critical information to support

• PERFORMANCE INDICATORS DEMONSTRATING STAFF COMPETENCY

the standards which facilities should strive to achieve for all patients.

TO IMPLEMENT

This language is predominantly taken from the 2018 Implementation

• STANDARDS

Guidance, with some adjustments in italics for applicability to the US.

• CRITERIA FOR EVALUATION

jN0TE: some words were changed from the European to American

• REFERENCES ARE FOUND AT THE END OF THE DOCUMENT

spelling and some small amounts of text containing guidance unrelated
to US hospitals were removed in order to avoid confusion.I
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US CONSIDERATIONS FOR SAFE IMPLEMENTATION:

IMPORTANCE OF BREASTFEEDING

are suggested

documents, policies, and/or protocols from either a recognized national/
international medical professional organization or US governmental

Human milk provided by direct breastfeeding is the biologically normal

department, WHO or UNICEF that may assist facilities with the safe

way to feed an infant. There are very few true contraindications to

implementation of the step.

breastfeeding and scientific evidence overwhelmingly indicates that it
is nutritionally superior, offers substantial immunological and health

PERFORMANCE INDICATORS DEMONSTRATING STAFF COMPETENCY

benefits, facilitates mother-baby bonding, and should be promoted and

TO IMPLEMENT: are the knowledge, skills and attitudes that are

supported to ensure the best health for women and their children.

necessary for staff to properly implement the step. They are mostly drawn

Breastfeeding is the single most powerful and well-documented

from the WHO/UNICEF Competency Verification Toolkit titled "Ensuring

preventative modality available to health care providers to reduce the

Competency of Direct Care Providers to Implement the Baby-Friendly

risk of common causes of infant morbidity. Significantly lower rates of

Hospital Initiative", however six Performance Indicators were developed

diarrhea, otitis media, lower respiratory tract infections, Type 1 and

specifically for the United States.

Type 2 diabetes, childhood leukemia, necrotizing enterocolitis, and
Sudden Infant Death Syndrome occur among those who were breastfed. 4 • 5

STANDARDS: are predominantly taken from the 2018 Implementation

Breastfeeding also supports the healthy development of an infant's

Guidance, with some adjustments in italics for applicability to the US.

gut microbiome 6 and is shown to be inversely associated with
overweight risk-7

CRITERIA FOR EVALUATION: are the specific quantifiable measures

used by Baby Friendly USA IBFUSAl assessors to determine the birthing

Women who breastfeed have a lower risk of Type 2 diabetes, hypertension

facility's conformity with the BFHI.

and breast and ovarian cancers. 4 • 8 • 9 Evidence suggests that reduction in
the risk of cardiovascular and other related diseases may be added to the
benefits of breastfeeding for women. 10 • 11 The American Academy
of Pediatrics, the American College of Obstetricians and Gynecologists,
the Centers for Disease Control and Prevention, and the World Health
Organization all recommend exclusive breastfeeding for about 6 months
and continued breastfeeding while adding complimentary foods for one
year and beyond.
Despite the significant gains made during the past few years, the
initiation, duration, and exclusivity of breastfeeding continue to lag
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behind the national objectives, and racial disparities persist. In 2017,

However, BFUSA wants to emphasize that we are respectful and

approximately 84% of all women initiated breastfeeding; however, only

mindful of the many different family types that exist in the US in which

74% of non-Hispanic black women and 77% of women with incomes

these terms do not necessarily represent the circumstances or norms

below the poverty line initiated breastfeeding.

12

of the family. This includes, but is not limited to, situations such as
surrogacy, chest-feeding, or other circumstances in which persons who

While causes of this trend are multifactorial and complex, health care

give birth to infants do not identify as "women" or "mothers," including

practices have been shown to play a fundamental role in impacting

transgender and nonbinary parents who may experience difficultly

breastfeeding initiation, exclusivity, and duration. Unsupportive

accessing culturally safe care.

practices during the perinatal period can disrupt the unique and
critical link between the prenatal education and the community

We also want to highlight that different racial and ethnic groups have

postpartum support provided after discharge from the birthing

unique cultural norms that may affect a family's decision-making

facility. Conversely, supportive practices positively impact

process. Achieving equity in breastfeeding is a key objective of the BFHI.

breastfeeding outcomes. The Ten Steps to Successful Breastfeeding,

This requires that leadership create an environment that enables and

which form the foundation of the Baby-Friendly Hospital Initiative, are

supports the availability of and access to quality breastfeeding support

a package of evidence-based practices shown to improve breastfeeding

for all patients equally. It also requires that practitioners address the

outcomes. Studies have shown that the more steps a mother reports

needs of diverse populations through breastfeeding counselling,

experiencing, the more likely she is to meet her breastfeeding goals. 13 • 14

safeguard privacy, and respect each individual's right to make informed
and autonomous decisions.

CULTURAL HUMILITY AND RESPECT:
ADDRESSING THE DIVERSE NEEDS OF
PATIENTS

Our expectation is that all families will be embraced and supported
equally and that all patients will be provided the highest standard of
individualized infant feeding care. Staff should engage in meaningful
conversations with families - especially those with unique circumstances

The Guidelines and Evaluation Criteria will directly affect all birthing

- to ensure the health professionals in charge have a clear understanding

individuals, pregnant women, mothers, and their infants and children.

of each family's specific wishes and fully support each family's unique

The practices described in this document apply equally to parents who

birth plan.

may not identify as "women" or "mothers", including transgender and
non-binary parents. The terms "mother" and "breastfeeding" are used
throughout this document, reflecting the fact that the biological norm
is female persons who give birth to infants and feed them at the breast.
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GUIDELINES AND EVALUATION CRITERIA
BABY-FRIENDLY® DESIGNATION

FOR FACILITIES

SEEKING TO ATTAIN AND SUSTAIN

1. Well-constructed, comprehensive policies effectively

8. The health care delivery environment should facilitate

guide staff to deliver evidence-based care.

informed health care decisions on the part of the mother
and her family. It should not be either restrictive or punitive.

2. Well-trained staff provide quality, evidence-based care.
3. Monitoring of practice is required to ensure adherence
to policy and sustained standard of care.
4. The mother and her family should be protected within
the health care setting from false or misleading product
promotion and/or advertising which interferes with or
undermines informed decisions regarding infant health
care practices.

The Baby-Friendly
USA Guidelines and
Evaluation Criteria
and the assessment
and accreditation

5. Facility staff should be protected from product
promotion and/or advertising which may impact their
professional activities and judgment.

processes are
predicated on the
following tenets:

6. Breastfeeding has been recognized by scientific
authorities as the optimal method of infant feeding and
should be the norm within all maternal and child health
care facilities.
7. Facilities should follow the most scientifically sound,
respectful, safe and effective procedural approaches to
supporting breastfeeding and human lactation in the
birthing environment.

9. The health care delivery environment should be
culturally respectful and mindful of the diverse needs
of the patients.
10. When a mother has chosen not to breastfeed, when
supplementation of breastfeeding is medically indicated,
or when supplementation is a decision by the breastfeeding
mother jafter appropriate conversations and education I,
it is crucial that safe and appropriate methods of formula
preparation, handling, storage, and feeding are taught to
the parents.

11. Recognition as a Baby-Friendly institution should have
both national and international credibility and prestige, so
that it is marketable to the community, increases demand,
and thereby improves motivation among facilities to
participate in the Initiative.

12. Participation of any facility in the U.S. BFHI is entirely
voluntary and is available to any institution providing
birthing services.

13. Each participating facility assumes full responsibility
for assuring that its implementation of the BFHI is
consistent with all of its safety protocols.
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<;.;(j-~OSPITAL.
-POLIC-IES~~
L----------------------Hospitals

support mothers

to breastfeed

by ...

Step 1 includes three critical management procedures:
STEP 1A

Application of the International Code of Marketing
of Breast-milk Substitutes
STEP 18

-

..

Development of written policies
STEP 1C

Operation of monitoring and data-management systems
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STEP

1A

RATIONALE:
Families are most vulnerable to the marketing of breast-milk substitutes during the entire
prenatal, perinatal. and postnatal period when they are making decisions about infant
feeding. The WHA (World Health Assembly} has called upon health workers and health-care
systems to comply with the International Code of Marketing of Breast-milk Substitutes

15 16
•

and subsequent relevant WHA resolutions 17 jthe International CodeI, in order to

Complyfully with the
International Code of
Marketing of Breast-milk
Substitutes and relevant

protect families from commercial pressures and influences. Additionally, health
professionals themselves need protection from commercial influences that could affect
their professional activities and judgement. Compliance with the International Code is
important for facilities providing maternity and newborn services, since the promotion
of breast-milk substitutes is one of the largest undermining factors for breastfeeding. 18
Companies marketing breast-milk substitutes, feeding bottles and artificial nipples
[including pacifiers] are repeatedly found to violate the International Code.19• 20 It is expected
that the sales of breast-milk substitutes will continue to increase globally, which is

World Health Assembly

detrimental for children's survival and well-being. 21 • 22 This situation means that ongoing
concerted efforts will be required to protect. promote and support breastfeeding, including

resolutions.

in facilities providing maternity and newborn services. 1

IMPLEMENTATION GUIDANCE:
THE IN TERNAT/ONAL CODE15• 16 lays out clear responsibilities of healthcare systems to not
promote infant formula, feeding bottles or artificial nipples {including pacifiers) and to not
be used by manufacturers and distributers of products under the scope of the International
Code for this purpose. This includes the provision that all facilities providing maternity and
newborn services must acquire any breast-milk substitutes, feeding bottles or artificial
nipples [including pacifiers] they require through normal procurement channels and not
receive free or subsidized supplies. 23 Furthermore, staff of facilities providing maternity and
newborn services should not engage in any form of promotion or permit the display of any
type of advertising of breast-milk substitutes, feeding bottles, and/or infant feeding supplies
[pacifier promotion must meet the requirements specified in Criterion 9.2.1) including the
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display or distribution of any equipment or materials bearing the brand of manufacturers of breast-milk substitutes, or discount coupons,
and they should not routinely give samples of infant formula to mothers to take home. 1
In line with the WHO GUIDANCE ON ENDING THE INAPPROPRIATE PROMOTION OF FOODS FOR INFANTS AND YOUNG CHILDREN,
published in 2016 and endorsed by the WHA, 24 , health workers and health systems should avoid conflicts of interest with companies
that market foods for infants and young children. Health-professional meetings should never be sponsored by industry covered by the

International Code and industry covered by the International Code should not participate in parenting education.'

US CONSIDERATIONS

FOR SAFE IMPLEMENTATION:

Health professionals and institutions should avoid activities with commercial influences that could affect their professional activities
and judgement. Below are a few examples:

AVOIDANCE OF CONFLICTS OF INTEREST
POTENTIALCONFLICT

Allowing companies that manufacture and/or market breast-milk substitutes, feeding bottles and artificial nipples [including pacifiers]
to sponsor and/or host trainings, events, meetings, and scientific seminars on breastfeeding.

POTENTIALHARM

Associating the name of the respected health facility with a company implies facility endorsement of that company and/or its products.
This may unintentionally sway health professionals to recommend products to patients that are not specific to their needs.

REQUIREMENT

Criterion 1A.3.1 requires that no items bear product images or product logos of companies that produce breast-milk substitutes, feeding
bottles and artificial nipples [including pacifiers] or names of products covered under the International Code unless specific to the pregnant
woman's, mother's or infant's needs or conditions. Criterion 1A.4.4 calls for the facility to have a policy that describes how the facility and
its staff members: do not receive support/sponsorship for events/meetings.
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A
POTENTIAL CONFLICT

Health professionals attending trainings sponsored by companies that manufacture and/or market breast-milk substitutes, feeding bottles
and artificial nipples [including pacifiers].

POTENTIAL HARM

Receipt of meals and/or free registration to meetings creates a potential obligation to favor that company's products over other products.

REQUIREMENT

Criterion 1A.4.4 calls for the facility have a policy that describes how the facility and its staff members do not receive free gifts.

POTENTIAL CONFLICT

Receipt of awards and gifts by the staff or facility from companies that manufacture and/or market breast-milk substitutes, feeding bottles
and artificial nipples [including pacifiers].

POTENTIAL HARM

It associates a company's name with a respected staff member setting that staff member up as "role model" for others. This may imply
the staff member's endorsement of a product or company.

REQUIREMENT

Criterion 1A.4.4 calls for the focility have a policy that describes how the facility and its staff members do not receive free gifts,
[Examples include meals, conference fees].

US CONSIDERATIONS FOR FACILITIES THAT COORDINATE WITH OUTSIDE AGENCIES THAT
ALSO DISCUSS INFANT FEEDING WITH MOTHERS AND THEIR SUPPORT SYSTEMS:
All facilities are encouraged to coordinate services with other community programs that provide counseling, support, and education on
breastfeeding. Some facilities have developed processes that begin coordinating services during the birth hospitalization. While these
services offer many benefits to families, hospitals should coordinate efforts to minimize interruptions to mothers during the hospital stay.
This will allow maximum opportunity for mothers to recover from birth, bond with their babies and learn their feeding cues. Outside agencies
interacting with mothers in the hospital setting should have sufficient training to support exclusive breastfeeding. Procedures should be
established between the facility and the outside agency as to how the outside agency should respond and support the breastfeeding mother
who requests formula from them while in the hospital setting. Compliancewith the International Codeis essential in protecting mothers

who are still making decisionsabout infant feeding.
REFERTOAPPENDIXC: PERFORMANCE

INDICATORS

TO MEASURE EACH COMPETENCY

forthecomprehensivelistof

required knowledge, skills, and attitudes. IAII performance indicators apply to direct care staff. Specific performance indicators for which
knowledge competency applies to direct care providers are marked with an ·1
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A
WHO/UNICEF PERFORMANCE INDICATORS
COMPETENCY TO IMPLEMENT STEP 1A

DEMONSTRATING

VERIFICATION

METHOD

·1. List at least 3 products that are covered by the Code.

Questionor case study

·2. Describeat least 3 ways a direct care provider/direct care staff member protects breastfeeding in practice.

Questionor case study

'3. Describeat least 1 way a direct care provider/direct care staff member should respond if offered information provided by

Questionor case study

manufacturers and/or distributors of products within the scope of the Code.
'4. Describeat least 1 type of financial or material inducement that might be offered to a direct care provider/direct care staff

Questionor case study

member by a manufacturer and/or distributor of products within the scope of the Code.

·s. Describeat least 1 harm of a direct

care provider/direct care staff member accepting financial or material inducements.

'6. Explain at least 2 ways that the facility and any affiliated prenatal services ensure that there is no promotion of infant

Questionor case study
Questionor case study

formula, feeding bottles, or artificial nipples in any part of facilities providing maternity and newborn services, or by any
of the direct care providers/direct care staff.

FREESAMPLESANDSUBTLE
ADVERTISING
IN HOSPITALS
ANDDOCTOR'S
CLINICS
UNDERMINE
BREASTFEEDING
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A
THE FOLLOWING STANDARDS APPLY
WHO/UNICEF

STANDARD

1A.1 All infant formula, feeding bottles
and artificial nipples [including pacifiers]
used in the facility have been purchased
through normal procurement channels
and not received through free or
subsidized supplies.

WHO/UNICEF

STANDARD

1A.2 Health professionals who provide

US CRITERION

FOR EVALUATION

A review of records will confirm:

Criterion 1A.1.1 A review of records [invoices and proofs of payment] indicates that infant formula, feeding bottles

and artificial nipples [including pacifiers] used in the facility have been purchased at a fair market price through normal
procurement channels and not received through free or subsidized supplies or rebates that drop the price below the fair
market price.

US CRITERION

FOR EVALUATION

Interviews with direct care nursing staff and direct care providers will confirm:

prenatal, delivery and/or newborn care
can explain at least two elements of the

Criterion 1A.2.1 At least 80% of health professionals who provide prenatal, delivery, postpartum, and/or well newborn

International Code.

units can explain at least two elements of the International Code.
A. Direct care nursing staff. AND
B. Direct care providers with privileges

WHO/UNICEF

STANDARD

1A.3 The facility {including affiliated

US CRITERION

FOR EVALUATION

A review and/or observation of items will confirm:

prenatal services] has no display of
products covered under the International

Criterion 1A. 3.1 A review of submitted and/or observed items in the facility [including affiliated prenatal services] will

Code or items with logos of companies

confirm that no items bear product images or product logos of companies that produce breast-milk substitutes, feeding

that produce breast-milk substitutes,

bottles and artificial nipples [including pacifiers] or names of products covered under the International Code unless specific

feeding bottles and artificial nipples

[including pacifiers], or names of products

to the pregnant woman's, mother's or infant's needs or conditions. /For example, information about how to safely use a
needed product such as a formula or a specialty bottle would be acceptable to give to a mother or infant needing that

covered under the International Code.

specific product. Marketing information for such products would not be acceptable./
A. In the affiliated prenatal clinic/service, AND
B. In the birthing facility
continued
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A
WHO/UNICEF

STANDARD

1A.3 The facility [including affiliated

US CRITERION

FOR EVALUATION

A review and/or observation of items will confirm:

prenatal services] has no display of

A review of submitted and/or observed items displayed and/or distributed to pregnant women, mothers,

products covered under the International

Criterion 1A.3.2

Code or items with logos of companies

or staff in the facility [including affiliated prenatal services) will confirm all items are free of messages that promote or

that produce breast-milk substitutes,

advertise breast-milk substitutes, feeding bottles, and artificial nipples or other infant feeding supplies.

feeding bottles and artificial nipples

[including pacifiers), or names of products

A. In the affiliated prenatal clinic/service, AND
B. In the birthing facility

covered under the International Code.

Criterion 1A.3.3" A review of submitted and/or observed items in the facility [including affiliated prenatal services] will

confirm that any items displayed or distributed to pregnant women and mothers are free of messages that promote or
advertise the use of pacifiers, except safe sleep and SU/OS/SIDSrisk reduction materials which must contain additional
language to promote breastfeeding. [See criterion 9.2.1]
A. In the affiliated prenatal clinic/service, AND
B. In the birthing facility
Observation will confirm:

Criterion1A.3.4 Observations will confirm that infant formula is kept out of view of patients and the general public.
A. In the affiliated prenatal clinic/service, AND
B. In the birthing facility

CLARIFICATION: CRITERION 1A.3.3. PACIFERS AND SUIDS/SIDS REDUCTION INFORMATION
BFUSA acknowledges the evidence pertaining to pacifier use related to SUIDS/SIDS risk reduction. 25 Safe sleep and SUIDS/SIDS risk reduction information is important for
parents to receive during the birth hospital stay. 26• 27 This education may be compatibly provided to parents by using safe sleep materials that also promote breastfeeding.
SEE STANDARD 9.2 FOR ADDITIONAL GUIDANCE.
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A
WHO/UNICEF

STANDARD

1A.4 The facility has a policy that

US CRITERIA

FOR EVALUATION

The facility has a policy that describes how it abides by the International Code, including:

describes how it abides by the

Criterion 1A.4 . .1 How the facility procures infant feeding products.

International Code, including
procurement of breast-milk substitutes,
not accepting support or gifts from

Criterion 1A.4.2 How the facility {including affiliated prenatal services} protects pregnant women, mothers. and their

producers or distributors of products
covered by the International Code and

families by not allowing the receipt or distribution of:
• Marketing materials

not giving samples of breast-milk

• Samples

substitutes, feeding bottles or artificial

• Gift packs

nipples [including pacifiers] to mothers.

• Coupons
that include breast-milk substitutes, feeding bottles, artificial nipples, and pacifiers, or other infant feeding supplies.
Criterion 1A.4.3 How the facility {including affiliated prenatal services] protects pregnant women, mothers and their

families by preventing direct contact or indirect contact with the manufacturers and/or distributors of breast-milk
substitutes, feeding bottles, artificial nipples, and pacifiers.
• Direct contact [examples include providing infant feeding hotline numbers staffed by company employees/contractors]
• Indirect contact {examples include use of mechanisms to collect mothers· names and provide to companies/contractors
through photographers and special discharge programs]
Criterion 1A.4.4 How the facility {including affiliated prenatal services] protects itself and its staff members from

marketing by manufacturers or distributors of breast-milk substitutes, bottles, nipples, pacifiers or other infant feeding
supplies, by precluding the receipt of:
• Free gifts {Examples include meals, conference fees]
• Information that is not scientific, factual, and unbiased
• Materials {Examples include posters, magazines]
• Promotional items
• Equipment
• Money
• Support for breastfeeding education
• Support/sponsorship for events/meetings
All other interactions with these manufacturers/distributors
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STEP

18

RATIONALE:
Policy drives practice. Health professionals and institutions are required to follow
established policies. The clinical practices articulated in the Ten Steps need to be
incorporated into facility policies, to guarantee that appropriate care is equitably provided
to all mothers and babies and is not dependent on the routines and/or preferences of each
direct care provider. Written policies are the vehicle for ensuring patients receive consistent,

Have a written infant feeding
policy that is routinely
communicatedto staff
and parents.

evidence-based care, and are an essential tool for direct care staff accountability. Policies
help to sustain practices over time and communicate a standard set of expectations for all
health workers. 1

IMPLEMENTATION GUIDANCE:
Facilities providing maternity and newborn services should have a clearly written
breastfeeding policy that is routinely communicated to staff and parents. 2 A facility
breastfeeding policy may stand alone as a separate document, be included in a broader
infant feeding policy, or be incorporated into a number of other policy documents
or protocols. However organized, the policy should include guidance on how each of the
clinical and care practices should be implemented, to ensure that they are applied
consistently to all mothers. The policy should also spell out how the management
procedures should be implemented, preferably via specific processes that are
institutionalized.

1

US CONSIDERATIONS FOR SAFE IMPLEMENTATION:
Orient all direct care staff and direct care providers who are impacted by the infant feeding
policy as soon as possible, no later than 12 weeks post hire.
In order to have safe, effective and sustained improvement in practices, infant feeding
policies in facilities providing maternity and newborn services need to cover all established
standards of practice, be fully implemented and regularly communicated to direct care staff
and direct care providers. 2 Frequency of communication to staff must occur, minimally,
every 2 years.
THE BABY-FRIENDLY HOSPITAL INITIATIVE

I

SIXTH EDITION

I Baby-Friendly

USA, Inc.

I STEP

1B

20

STEP
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REFERTOAPPENDIXC: PERFORMANCE

INDICATORS

TO MEASURE EACH COMPETENCY

forthecomprehensivelistof

required knowledge, skills, and attitudes. jAll performance indicators apply to direct care staff. Specific performance indicators for which
knowledge competency applies to direct care providers are marked with an ·1
WHO/UNICEF PERFORMANCE INDICATORS
COMPETENCY TO IMPLEMENT STEP 1A

DEMONSTRATING

VERIFICATION

METHOD

·7. Describe at least 2 elements that are in the facility's infant feeding policy.

Question or case study

·a.Explain at least 3 ways that the infant feeding policy affects

Question or case study

a direct care provider's/direct care staff member's work

in providing safe, equitable and appropriate care.

THE FOLLOWING STANDARDS APPLY
WHO/UNICEF

STANDARD

1B.5 The health facility has a written

US CRITERION

FOR EVALUATION

A review of the policy will confirm:

infant feeding policy that addresses the
implementation of all eight key clinical
practices of the Ten Steps, International

Criterion 1.B.5.1. The facility will have comprehensive, evidence-based, written maternity care and infant feeding policies
that address all Ten Steps, protect breastfeeding, and which includes adherence to the International Code.

Code implementation, and regular
competency assessment.

1B. 6 A review of all clinical protocols or

A written description will confirm:

standards related to breastfeeding and
infant feeding used by the maternity
services indicates that they are in line
with BFHl standards and current

Criterion 1.B.6.1. The Director of Maternity will provide a written description of how all the clinical protocols or standards
related to breastfeeding and infant feeding used by the maternity services are reviewed and aligned with BFHI standards
and current evidence-based guidelines.

evidence-based guidelines.
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STEP

1·
WHO/UNICEF

STANDARD

1B. 7 Observations in the facility confirm
that a summary of the policy is visible
to pregnant women, mothers and their
families.

US CRITERION

FOR EVALUATION

Observations will confirm:

Criterion 18. 7.1 Observations in the facility and affiliated prenatal services confirm that The Ten Steps to Successful

Breastfeeding /WHO/UNICEF revised 2018/ will be visible to pregnant women, mothers and their families. The TenSteps
poster locations include the waiting room and/or admission areas of the following units:
A. Labor and delivery unit
B. Postpartum unit

C. Affiliated prenatal services
D. Ultrasound, screening/lab, prenatal testing areas
E. Newborn nursery/observation area/procedure room
F. Neonatal intensive care unit
G. Emergency room

This information will be displayed in the language(s) most commonly understood by patients.
A review of materials will confirm:

Criterion 18 7.2 A review of the content of the Ten Steps posters will verify alignment to the Ten Steps Poster Guide

requirements [4-D Pathway document].
1B.8 Clinical staff [Health

Interviews with direct care nursing staff and direct care provider will confirm:

professionals] who provide prenatal,
delivery and/or newborn care can explain
at least two elements of the infant
feeding policy that influence their role

Criterion 18. 8.1 At least 80% of health professionals who provide prenatal, delivery, postpartum, and/or well newborn

care can explain at least two elements of the infant feeding policy that influence their role in providing safe, equitable
and appropriate care. {Pl BJ
A. Direct care nursing staff. AND

in the facility.

B. Direct care providers with privileges
Criterion 18.8.2 At least 80% of health professionals who provide prenatal, delivery, postpartum, and/or well newborn care

will confirm that they are aware of the facility's maternity care and infant feeding policies and know where the policies are
kept or posted.
A. Direct care nursing staff. AND
B. Direct care providers with privileges
continued
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STEP

1·
WHO/UNICEF

STANDARD

US CRITERION

FOR EVALUATION

A review of materials will confirm:

1B.8 Clinical staff [Health

professionals] who provide prenatal,
delivery and/or newborn care can explain
at least two elements of the infant

Criterion 18.8.3

A designated health professional will provide a written description that includes a summary of how and

when health professionals are made aware of the infant feeding policy including:
A. A Process and time line to orient direct care staff and direct care providers who provide prenatal, delivery and/or

feeding policy that influence their role

newborn care in the implementation of the infant feeding policy, AND

in the facility.

B. A Process and frequency for routine communication of all direct care staff and direct care providers who provide
prenatal, delivery and/or newborn care. Considerations for routine communication may include:
• A review of high-risk/safety-related

procedural steps, and/or

• Updates regarding revisions, and/or
• Review of practical skills, and/or
• Quality improvement efforts when monitoring data indicates one or more policy practices are not being fully
adhered to.

US STANDARD

CRITERION

18.9

A review of educational materials will confirm:

All forms of patient educational

FOR EVALUATION

materials related to infant feeding
(booklets, applications, videos, text, etc./
and a written description of the content
of the education, will be made available
at assessment. A review of these

Prenatal Education: All forms of patient educational materials related to infant feeding (booklets.
applications, videos, text, etc./ and a written description of the content of the education provided to pregnant women
Criterion 18.9.1

during the prenatal period [including both affiliated prenatal services and in-house programs/, will be made available at
assessment. A review of these materials must:

materials must demonstrate current

A. Demonstrate current evidence-based guidance, AND

evidence-based guidance, include all of

B. Include all of the required topics listed in Appendix A. AND

the required topics listed in Appendix A,

C. Align with both the facility's infant feeding policy and the Ten Steps to Successful Breastfeeding.

and align with both the facility's infant
feeding policy and the Ten Steps to

Criterion 18.9.2

Postpartum Breastfeeding Education: All forms of educational materials related to infant feeding

(booklets. applications, videos. text, etc./ and/or a description of the content of the education, provided to postpartum

Successful Breastfeeding.

breastfeeding mothers during the birth hospitalization will be made available at assessment. A review of these
materials must:
A. Demonstrate current evidence-based guidance, AND
B. Include all of the required topics listed in Appendix A. AND

C. Align with both the facility's infant feeding policy and the Ten Steps to Successful Breastfeeding.
continued
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STEP

1:
US STANDARD

CRITERION

.1B. 9 All forms of patient educational

A review of educational materials will confirm:

FOR EVALUATION

materials related to infant feeding
(booklets, applications, videos, text, etc.I

Criterion .18.9.3

Postpartum Infant Formula Feeding Education: All forms of educational materials related to infant

and a written description of the content

feeding fbooklets, applications, videos, text, etc.I and/or a description of the content of the education, provided to formula

of the education, will be made available

feeding mothers during the birth hospitalization will be made available at assessment. A review of these materials must:

at assessment. A review of these

A. Demonstrate current evidence-based guidance, AND

materials must demonstrate current

B. Include all of the required topics listed in Appendix A. AND

evidence-based guidance, include all of

C. Align with both the facility's infant feeding policy and the Ten Steps to Successful Breastfeeding.

the required topics listed in Appendix A,
and align with both the facility's infant
feeding policy and the Ten Steps to
Successful Breastfeeding.
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STEP

1C

RATIONALE:
Facilities providing maternity and newborn services need to integrate recording and
monitoring of the clinical practices related to breastfeeding into their quality-improvement/
monitoring systems. 1

IMPLEMENTATION

Establishongoing

GUIDANCE:

IMPLEMENTATION: A fundamental principle of the BFHI is that monitoring of practices
is required to confirm adherence to policies and evidence-based care. Indicators for

monitoringand
data-management
systems.

facility-based monitoring of the required key clinical practices are listed in APPENDIX B:
INDICATORSFOR FACILITY fvtONITORINGKEY CLINICAL PRACTICES.The monitoring data
for certain indicators will be collected from medical records and reported on the Facility
Data Sheet located in the BFUSA portal. Specific guidance on numerator and denominator
inclusions and exclusions are found in the instructions for each indicator on the Facility
Data Sheet. Two of the indicators, early initiation of breastfeeding and exclusive
breastfeeding, are considered "sentinel indicators". A sentinel indicator captures an
essential element that serves as a bellwether in a complex change process. "Sentinel
indicators are placed at critical points in a system map to help monitor and inform the
mutually influencing relationship between the program and its context. "28 • 29 Facilities should
routinely track all required indicators for each mother-infant

pair. Recording of information

on the indicators should be incorporated into the medical charts and extracted into relevant
reports and/or dashboards. 1 The monitoring data for indicators not included on the
Facility Data Sheet will be collected through audits and/or surveys, also located in the
BFUSA portal.
Each facility must form a multi-disciplinary

committee, which must consist of some direct

care providers and direct care staff, to guide the work towards implementation of these
Guidelines and Evaluation Criteria. This committee will retain a key post-designation role
which will include monitoring the required key clinical practices to ensure sustainability
and should meet to review progress at least every 6 months. During concentrated periods

of implementation of a practice and/or quality improvement, monthly review is needed.
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STEP

1
The purpose of the review is to continually track the values of these indicators, to determine whether established targets are met, and,
if not, plan and implement corrective actions. In addition, mother's surveys and/or audits are to be used for additional verification purposes
or periodic checks. 1
Once acceptable levels of compliance have been achieved, the frequency of data collection on these additional indicators can be reduced,
for example to annually. However, if the level of the sentinel indicators falls below 80% jor below national standardsl, it will be important
to assess both the clinical practices and all management procedures, to determine where the breakdown is and what needs to be done
to achieve the required standards. 1

US CONSIDERATIONS
FORSAFEIMPLEMENTATION:

SUSTAINING PRACTICES

Quality improvement can be defined as "systematic and
continuous actions that lead to measurable improvement in
health care services and the health status of targeted patient
groups." 22 Sustaining practices requires facilities to build

Objective external evaluation
conducted every 5 years is
essential to validate the
maintenance of all
Ten Steps practices

systems to monitor key clinical Indicators. Key principles of

Monitoring of practices through
regular collection of data
facilitates early identificaton
of problems which results in
improved sustainability of
each of the TenSteps

sustaining safe, evidence-based practices include cyclical
quality improvement methodologies, active participation of a
multi-disciplinary committee, engaged administrative leaders,
meeting consistently over time, and external assessment. 1

As facilities strive to achieve the metrics described in these
Guidelines and Evaluation Criteria, it is important they do so
while continuing to focus on providing individualized, culturally
sensitive care equitably provided to all mothers and babies.
Supportive leadership
committed to providing evidence
based care enables the necessary
changes to improve care.
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STEP

1
REFERTOAPPENDIXC: PERFORMANCE

INDICATORS

TO MEASURE EACH COMPETENCY

forthecomprehensivelistof

required knowledge, skills, and attitudes. jAll performance indicators apply to direct care staff. Specific performance indicators for which
knowledge competency applies to direct care providers are marked with an ·1
WHO/UNICEF
COMPETENCY

PERFORMANCE
TO IMPLEMENT

INDICATORS
STEP lC

DEMONSTRATING

VERIFICATION

METHOD

·g_Explain at least 2 reasons why monitoring of hospital practices is important to ensure quality of care.

Question or case study

·10. Explain at least 2 ways practices are monitored in this facility.

Question or case study

THE FOLLOWING STANDARDS APPLY
WHO/UNICEF

STANDARD

1C.10 The facility has a protocol for
an ongoing monitoring and datamanagement system to comply with
the eight key clinical practices.

US CRITERION

FOR EVALUATION

A review of the policy will confirm:

Criterion 1C.10.1

A review of the infant feeding policy and any related protocols includes a description of how the facility

will routinely collect and track clinical practice indicators in order to report and improve on quality of care involving the data
to evaluate the 8 key clinical practice steps (Steps 3-10].

1C.11 Clinical staff (direct care providers

and direct care staff} at the facility meet
at least every 6 months to review
implementation of the system.

The nursing director/manager will confirm:

Criterion 1C.11.1

The Nursing Director/Manager will confirm that the multi-disciplinary committee,

which must consist of some direct care providers and direct care staff. meets at least every 6 months, ideally every
3 months, for monitoring purposes that include:
A. Analyzing the key clinical practice indicator data to determine if targets are met, AND
B. Defining corrective actions to improve quality of care, if needed.

NOTE:"During concentrated periods of quality improvement, monthly review may be needed." Facilities should consider
ways to provide constructive feedback to direct care providers and direct care staff and support for practice improvement
when monitoring data indicate practices are not fully implemented.
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STEP

1
COMPETENCY ASSESSMENTSELECTED PERFORMANCE INDICATORS

US CRITERION

FOR EVALUATION

3.C.3.2Health professionalswhoprovideprenatal,
delivery and/or newborncare will demonstratetheir
competence regardingthe facility's monitoringsystems.

The nursing director/manager will confirm:
Criterion 1C.12. 1 At least 80% of health professionals who provide prenatal, delivery, postpartum, and/or

well newborn care will be able to explain at least 2 reasons why monitoring of hospital practices is important

to ensure quality of care. [Pl 9)
A. Direct care nursing staff. AND
B. Direct care providers with privileges
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STEP

2

RATIONALE:
Timely and appropriate care for all mothers can only be accomplished if staff have the
knowledge, skills and attitudes to carry it out. Training of health staff enables them to
develop effective skills, give consistent messages, and implement policy standards.
Staff cannot be expected to implement a practice or educate a patient on a topic for
which they have received no training. 1

Ensure that staff have
sufficient knowledge,

IMPLEMENTATION

competence and skills

COMPETENCYREQUIREMENTS:Health

GUIDANCE:

'>8
·sTAf~t,=·;:CO~PETENCY /__
~----------------------Hospitals

support mothers

to breastfeed

by ...

UitilDk,

professionals who provide infant feeding

to support breastfeeding.

services must be competent in the

t.,

knowledge, skills and attitudes to implement
the Ten Steps to Successful Breastfeeding.

TABLE .1.(on the next page) provides the
high-level competency framework in which
16 specific management and support

1111
(:¼\
World Health
~Organization

competencies are organized into

un"icef
I~&
~

seven unique domains. The domains begin
with critical management procedures that
health professionals need to participate in
to create such needed environments. Foundational skills include effective communication
and counseling that transversally apply throughout clinical competencies. They then
progress through the various perinatal stages along the continuum of care and services,
from the prenatal period until discharge from the site of birth. 3 VERIFICATION
OFTHE16
COMPETENCIES
IS THEPRIMARY
FOCUSONENSURING
SAFE,EVIDENCE-BASED,
COMPASSIONATE
CARE.
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TABLE 1: DOMAINSAND COMPETENCIES

DOMAINS

COMPETENCIES
NECESSARY FOR IMPLEMENTING
THE TEN STEPS TO SUCCESSFUL BREASTFEEDING

DOMAIN 1: Critical management procedures to

01. Implement the Code in a health facility

Support the Ten Steps IStep 1A, 18. and 1q

02. Explain a facility's infant feeding policies and monitoring systems

DOMAIN 2: Foundational skills: communicating in a

credible and effective way IAll Stepsl

03. Use listening and learning skills whenever engaging in a conversation with a mother
04. Use skills for building confidence and giving support whenever engaging in a conversation with a mother

DOMAIN 3: Prenatal period !Step 31

05. Engage in antenatal conversation about breastfeeding

DOMAIN 4: Birth and immediate postpartum IStep 41

06. Implement immediate and uninterrupted skin-to-skin
07. Facilitate breastfeeding within the first hour, according to cues

DOMAIN 5: Essential issues for a breastfeeding mother

08. Discuss with a mother how breastfeeding works

!Steps 3, 5, 6, 7. 8, 91

09. Assist mother getting her baby to latch

10. Help a mother respond to feeding cues
11. Help a mother manage milk expression
DOMAIN 6: Helping mothers and babies with special

needs !Steps 5, 6, 7, 8. 91

12.
13.
14.
15.

Help a mother to breastfeed a low-birth-weight

or sick baby

Help a mother whose baby needs fluids other than breast milk
Help a mother who is not feeding her baby directly at the breast
Help a mother prevent or resolve difficulties with breastfeeding

16. Ensure seamless transition after discharge

DOMAIN 7: Care at discharge !Step 101

PERFORMANCE INDICATORS: Performance indicators are a subset of the competencies that provide measurable guidance to evaluate

each competency listed in TABLE 1. Each performance indicator represents only one action, so only one action verb is used.3 Performance
indicators have been included in their relative steps throughout this document. Appendix C includes a comprehensive list of all performance
indicators. All performance indicators apply to direct care staff. Specific performance indicators for which knowledge competency applies

to direct care providers are marked with an •. TABLE 2 provides an example from Domain 5, Competency 9, Assist mother getting her baby
to latch.
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TABLE 2: EXAMPLE:PERFORMANCEINDICATORSAND MEASURABLEACTIONS46

DOMAIN

COMPETENCY

PERFORMANCE

Essential issues for

09. Assist mother getting

32. Evaluate a full breastfeeding session observing at least 5 points.

Observation

a breastfeeding

her baby to latch
33. Demonstrate at least 3 aspects of how to help a mother achieve

Observation

mother

INDICATORS

MEASURABLE

ACTIONS

a comfortable and safe position for breastfeeding within the first
6 hours after birth and later as needed during the hospital stay.
34. Demonstrate how to help a mother achieve an effective and

Observation

comfortable latch, noting at least 5 points.

TRAINING, ASSESSMENT, AND VERIFICATION OF COMPETENCIES: Health professionals need to know what to explain to a mother, why

it is important, how to do what is necessary and how to do it respecting the mother's concerns and circumstances. STEP 2 focuses on
verification of the performance indicators [Appendix CJto ensure that health professionals are competent in supporting breastfeeding,
especially during the first few days of the birth hospitalization. Ideally, the responsibility for assessing, training, and verifying the
competencies of health professionals should reside with the pre-service education system [professional degree programs]. However, if this
has not occurred and staff training is deficient in this area, facilities providing maternity and newborn services will need to take corrective
measures to strengthen that capacity, such as by offering courses at the facility or requiring that staff to take courses elsewhere. While
some material can be taught through didactic lectures Iincluding electronic resources I, some supervised clinical experience with assessing
of competencies is necessary. It is important to focus not on a specific curriculum but on the knowledge and skills obtained. 1 TABLE 3
describes 2 options for implementing Step 2 competency-based training.
TABLE 3: FACILITYOPTIONSFORCOMPETENCY-BASED
TRAINING.

OPTION 1:
COMPETENCY-BASED
TRAINING
TO IDENTIFIED NEEDS

SPECIFIC

OPTION 2:
COMPETENCY-BASED
TRAINING
ALL HEALTH PROFESSIONALS

FOR

J.. Assess the competencies of each health professional to identify specific

J.. Provide competency-based training program [internal or external] for all health

training needs.

professionals.

2. Provide competency-based training specific to needs identified.

2. Verify all health professionals are competent.

3. Verify each health professional is competent.
3. Remediate as needed.
4. Remediate as needed.
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HEALTH PROFESSIONALROLESREQUIRINGCOMPETENCY-BASEDTRAINING: All direct care staff and direct care providers
{physicians, midwives, physician's assistants, and advanced practice registered nurses} who provide education, assessment, support,
intervention, assistance and/or follow-up with regards to infant feeding must have required competencies verified and completed training
on identified areas needing improvement, within 6 months of hire. Typically, this will involve the following units/services including: Affiliated
Prenatal Services, Labor and Delivery Unit, Postpartum Unit, Newborn Unit. NOTE:Steps 1-10 include unit/care-based competency and
training requirements specific to staff/provider roles.

OTHERROLESwith anticipated workplace exposure to mothers and babies should have training and competency verification in accordance
with their roles. Examples of other positions that may need training include:
• Administrative Leaders/Managers
• Purchasing Agent
• Pharmacists
• Anesthesiologists
• Outside agencies that make inpatient visits
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US PRE-DESIGNATION,

ASSESSMENT,

AND POST-DESIGNATION

CONSIDERATIONS

The 4-D Pathway, consisting of 4 pre-designation and 2 post-designation phases was developed to guide facilities through the designation
process. Facilities have specific tasks to complete in each phase and are provided with a variety of tools and resources to assist with their
implementation of the Baby-Friendly USA Guidelines and Evaluation Criteria.

The 4-D Pathway to Baby-Friendly Designation
D1 Discovery
lllfl)GI"' DIVROPMINT

Registerwith
Baby-FriendlyUSA

Obtain CEO
SupportLetter

Complete Self Appraisal
and Facility Data

Regist,ryof
Intent Award

■ Baby
Friendly
USA
www.babyfrlend(yusa.org
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■

specific to the interviewee's role and responsibilities. Baby-Friendly

D1: DISCOVERY PHASE: The Discovery Phase is a time for

facilities to learn about the processes and requirements for

USA has aligned competency-based assessment tools of health

becoming Baby-Friendly designated. The Discovery Phase toolkit

uprofessionals with the WHO/UNICEF Competency Verification

provides a self-appraisal tool to help facilities identify which

Toolkit: Ensuring Competency of Direct Care Providers to Implement

requirements are already in place and which ones still need

the Baby-Friendly Hospital Initiative released on August 5, 2020."

additional work.
• ANNUAL QUALITY IMPROVEMENT-SUSTAINABILITY
■

D2: DEVELOPMENT PHASE: The Development Phase provides

PHASE:

During the first-year post-designation facilities must develop an

a template titled, DIRECT CARE STAFF AND DIRECT CARE

Ongoing Competency Evaluation, Training and Verification Plan

PROVIDER COMPETENCY VERIFICATION AND TRAINING PLAN

similar to the one prepared during the Development Phase.

to assist facilities in developing a comprehensive plan for verifying

IA template

competencies and helping health professionals gain the knowledge,

In-service training must take place minimally every 2 years. The

skills and attitudes necessary to competently implement the

facility will determine the number of hours and content of this

facility's infant feeding policy in a safe and effective manner.

training for each staff and provider role. Competency assessment

for this plan will be provided by Baby-Friendly USAJ

and in-service training must also take place on specific topics
■

D3: DISSEMINATION PHASE: The Dissemination Phase involves

the verifying of competencies and implementation of training plans

when monitoring data indicates one or more practices are not
being fully adhered to.

that address identified gaps in knowledge and skills, for all direct
care staff and direct care providers.

• RE-DESIGNATION YEAR 1 PHASE: Facilities entering the

Re-Designation Year 1 Phase will complete assigned competency
■

D4: DESIGNATION PHASE: The Designation Phase is the time for

assessments and audits to ensure that practices have been

facilities to reverify competencies for those areas where additional

sustained. If the results of either reveal practices have slipped,

training was provided.

targeted training must be completed to address identified
knowledge and/or skills gaps for each direct care provider and

■

EXTERNAL ASSESSMENT: During the Assessment, interviews

direct care staff member.

with health professionals will include facility-based direct care
nursing staff and privileged direct care providers. Evaluation of
performance indicators at assessment will include a selection of
knowledge-based questions and skills-based demonstrations
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US CONSIDERATION

FOR SAFE IMPLEMENTATION:

Facilities are encouraged to review the American Academy of Pediatrics' "Clinical Report: Safe Sleep and Skin-to-Skin Care in the
Neonatal Period for Healthy Term Newborns" for suggested safe skin-to-skin care and rooming-in practices. 25 Staff should receive
training that supports safe implementation of these practices.
Sufficient knowledge, skills and attitudes to support breastfeeding are essential for the provision of safe, evidence-based, compassionate
care. In addition, how information is communicated is equally important. Direct care providers and staff should engage in meaningful
conversations that ENCOURAGESthe patient and family members.

EMPATHIZE

E - Empathize while listening and engaging in the conversation.
N - Be Non-judgmental by respecting each individual's experiences with breastfeeding,

N ON-JUDGMENTAL

current infant feeding goals, and/or cultural and social considerations.

C - Confirm you understand the specific circumstances, issues and/or concerns.

CONFIRM

0 - Ask Open-ended questions to evaluate each person's understanding of breastfeeding,

Q

PEN-ENDED

infant formula feeding and/or specific maternity care practices applicable to the conversation.

QUESTIONS

U SE COMPETENT

For example, "What have you heard about breastfeeding?" "What do you know about infant
formula?"

SKILLS
U - Use competent skills to assess any potential or current concerns or challenges.

R ESPONSIVE

R - Responsive care that provides anticipatory guidance [including suitable options] and/or

CARE

addresses the specific concerns and circumstances.

A - Affirm successes and the desire to do what is right for the baby.

AFFIRM

G - Give evidenced based, scientific, unbiased, and factual information in a sensitive manner

G IVE EVIDENCE-BASED

INFORMATION

that emphasizes the protections provided by breastfeeding/maternity care practices to enable
an informed decision.

E - Empower each individual to make the decision that is right for her/his circumstances.

EMPOWER

S - Support informed decisions by providing an individualized plan that encourages a mother

SUPPORT
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REFERTOAPPENDIXC: PERFORMANCE

INDICATORS

TO MEASURE EACH COMPETENCY

forthecomprehensivelistof

required knowledge, skills, and attitudes. jAll performance indicators apply to direct care staff. Specific performance indicators for which
knowledge competency applies to direct care providers are marked with an ·1
PERFORMANCE
COMPETENCY

INDICATORS
TO IMPLEMENT

DEMONSTRATING
THE STEP

VERIFICATION

METHOD

Foundational skills: communicating in a credible and effective way
·11. Demonstrate at least 3 aspects of listening and learning skills when talking with a pregnant woman/mother.

Observation

·12. Demonstrate at least 3 ways to adapt communication style and content when talking with a mother.

Observation

·13_ Demonstrate at least 2 ways to encourage a mother to share her views, taking time to understand and consider these views.

Observation

·14_ Demonstrate at least 3 aspects of building confidence and giving support when talking with a mother.

Observation

THE FOLLOWING STANDARDS APPLY
WHO/UNICEF

STANDARD

2.1 Health professionals who provide
prenatal, delivery and/or newborn care
report they have received pre-service
or in-service training on breastfeeding

US CRITERION

FOR EVALUATION

Interviews with health professionals will confirm:

Criterion 2.1.1. At least 80% of health professionals who provide prenatal, delivery and/or newborn care can describe what

pre-service or in-service training on breastfeeding they have received during the previous 2 years.
A. Direct care nursing staff, AND
B. Direct care providers with privileges

during the previous 2 years.

Considerations for in-service sessions may include:

• Initial competency evaluation, training and verification, AND/OR
• Ongoing competency training and verification with a focus on changing evidence, high-risk performance indicators,
and a refresher for common practical skills, AND/OR
• Ongoing competency training and verification with a focus on quality improvement efforts when monitoring data
indicates one or more practices are not being fully adhered to.
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WHO/UNICEF

STANDARD

2.2 Health professionals who provide

US CRITERION

FOR EVALUATION

Interviews with health professionals will confirm:

prenatal, delivery and/or newborn care
report receiving competency assessments

Criterion 2.2.1 At least 80% of health professionals who provide prenatal. delivery and/or newborn care can describe

in breastfeeding in the previous 2 years.

what type of competency assessments in breastfeeding they have received during the previous 2 years.

A. Direct care nursing staff. AND
B. Direct care providers with privileges
Considerations for competency assessments in breastfeeding may involve:

• Initial competency assessments of performance indicators to ensure direct care staff and direct care providers have the
necessary knowledge, skills, and attitudes to deliver compassionate, safe, and evidence-based care according to their
defined roles and the infant feeding policy, AND/OR
• Ongoing competency assessments to evaluate job performance and identify gaps to sustain and ensure the delivery of
consistent and safe care practices, AND/OR
• Ongoing competency assessments aligned with quality improvement efforts regarding specific monitoring indicators.
2.3 Health professionals who provide pre-

BFUSA external assessment will confirm:

natal, delivery and/or newborn care are
able to correctly answer three out of four
questions on breastfeeding knowledge

During the external assessment, direct care providers and direct care staff who provide prenatal. delivery and/or newborn
care will be asked questions relating to performance indicators pertinent to their role in the care of patients. The specific

and skills to support breastfeeding.

performance indicators to be discussed are identified in each step under the heading of COMPETENCYASSESSMENTSELECTEDPERFORMANCEIND/CATORS.

US STANDARD

CRITERION

2.4 Facilities providing maternity and

A review of the competency verification and training plan will confirm:

FOR EVALUATION

newborn services have the responsibility

for assessing, training, and verifying the
required competencies ensuring that all

Criterion 2.4.1 The head of maternity services will be able to identify the health professional/SJ responsible for all aspects

of planning, implementing, and verifying direct care staff's and direct care provider's competencies.

health professionals who provide
education, assessment, support,

Criterion 2.4.2 A copy of the Direct Care Staff and Direct Care Provider Competency Verification and Training Plan

intervention, assistance and/or follow-up

[BFUSA materials] will be available for review and analysis demonstrating a comprehensive plan for assessing, training,

with regards to infant feeding have the

and verifying the competencies for all required health professionals.

appropriate knowledge, skills and
attitudes to provide safe, evidencebased care.
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STEP

3

RATIONALE:
All pregnant women must have basic information about breastfeeding, in order to make
informed decisions. A review of 18 qualitative studies indicated that mothers generally
feel that infant feeding is not discussed enough in the prenatal period and that there is
not enough discussion of what to expect with breastfeeding.14Mothers want more
practical information about breastfeeding.

Discussthe importance
and managementof
breastfeedingwith pregnant
women and their families.

Pregnancy is a key time to inform women
about the importance of breastfeeding,
support their decision-making and pave

<:~€,ANTENATAL

~----------------------Hospitals

support mothers

CARE to breastfeed

~~

by ...

the way for their understanding of the
maternity care practices that facilitate its
success. Mothers also need to be informed
that birth practices have a significant impact
on the establishment of breastfeeding. 1

IMPLEMENTATION GUIDANCE:
Where facilities provide prenatal care
{see the Affiliated Prenatal Services
Questionnaire in Appendix DJ,pregnant

t:¼ll
WorldHealth un·1cef11:.
~Organi1.ation
1<.~

women and their families should be
counseled about the benefits and

management of breastfeeding. 2 In many settings, prenatal care is predominantly provided
through primary health-care clinics or by community health workers. If facilities providing
maternity and newborn services do not have authority over these care providers [as defined

by the Affiliated Prenatal Services Questionnaire}, they should work with them to ensure
that mothers and families are fully informed about the importance of breastfeeding and
know what to expect when they deliver at the facility. In other cases, the facility directly
provides prenatal care services or offers classes for pregnant women. In this case, provision
of breastfeeding information and counseling is the direct responsibility of the facility.
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Breastfeeding education should include information on the

Information on breastfeeding should be provided in multiple ways.

importance of breastfeeding and the risks of giving formula or

According to the U.S. Department of Health & Human Services,

other breast-milk substitutes, along with national and health-

over a third of adults have below basic health literacy, verbal

professional recommendations for infant feeding. Practical skills

communication as a primary teaching tool with patients is

such as positioning and attachment, on-demand feeding, and

recommended. Printed or online information that is in a language

recognizing feeding cues are a necessary component of prenatal

mothers understand {usually recommended at or below a 5th grade

counseling. Families should be presented with up-to-date

reading level] is one way to ensure that all relevant topics

information on best practices in facilities providing maternity and

are covered. However, there is no assurance that all women will

newborn services regarding skin-to-skin contact, initiation of

read this information, and it may not directly address the key

breastfeeding, supplementation protocols and rooming-in.

questions they have. Interpersonal counseling, either one-on-one

Women also need to be informed about possible challenges they

or in small groups, is important to allow women to discuss their

might encounter jsuch as engorgement, or a perception of not

feelings, doubts and questions about infant feeding. 1

producing enough milkl and how to address them. 1
The information must be provided free of conflicts of interest.
Prenatal breastfeeding counseling must be tailored to the

As stipulated in the "Guidance on ending inappropriate promotion

individual needs of the woman and her family, addressing any

of foods for infants and young children", 24 companies that market

concerns and questions they have. This counseling needs to be

foods for infants and young children should not "directly or

sensitively given and consider the social and cultural context

indirectly provide education to parents and other caregivers

of each family.

1

on infant and young child feeding in health facilities".

1

Wherever possible, conversations on breastfeeding should

Women at increased risk for preterm delivery or birth of a

begin with the first or second prenatal visit, so that there is time to

sick infant je.g. pregnant adolescents, women with high-risk

discuss any challenges, if necessary. This is particularly important

pregnancies, known congenital anomaliesl must begin discussions

in settings where women have few prenatal visits and/or initiate

with knowledgeable providers as soon as feasible concerning the

their visits late in their pregnancy. Additionally, women who

special circumstances of feeding a premature, low-birth-weight

deliver prematurely may not have adequate opportunities to

or sick baby.1• 30

discuss breastfeeding if the conversations are delayed until late
in pregnancy. 1
THE BABY-FRIENDLY HOSPITAL INITIATIVE

I

SIXTH EDITION

I Baby-Friendly

USA, Inc.

I STEP 3

39

US CONSIDERATIONS FOR SAFE IMPLEMENTATION:
Engaging pregnant women in a conversation about creating a safe environment for both breastfeeding and sleep is extremely important as
this is a time when many parents are preparing these settings. The American Academy of Pediatrics', "SIDS and Other Sleep-Related Infant
Deaths: Updated 2016 Recommendations for a Safe Infant Sleeping Environment" and the "Clinical Report: Safe Sleep and Skin-to-Skin
Care in the Neonatal Period for Healthy Term Newborns", provide recommendations regarding the education that should be provided to
reduce the risk of SIDS and sleep-related suffocation, asphyxia, and entrapment among infants. 25 • 25 While providing the education on safe
sleep practices, mothers should gain an understanding that sleepiness is a hormonally-driven, physiological response to breastfeeding.
This normal response can lead to a mother, unintentionally, falling asleep while breastfeeding. Mothers should also understand that other
factors such as exhaustion, fatigue, and pain medications can make falling asleep while breastfeeding common. Families should be
offered information about how to create a safe sleep environment for breastfeeding and what hazardous situations are with open, honest,
non-judgmental discussions to inform their decisions.

REFER TO APPENDIX A: PATIENT EDUCATION TOP IC S for the comprehensive list of all required education topics for all pregnant
mothers.

REFERTOAPPENDJXC: PERFORMANCE

INDICATORS

TO MEASURE EACH COMPETENCY

forthecomprehensivelistof

required knowledge, skills, and attitudes. jAII performance indicators apply to direct care staff. Specific performance indicators for which
knowledge competency applies to direct care providers are marked with an ·1
WHO/UNICEF
COMPETENCY

PERFORMANCE
TO IMPLEMENT

INDICATORS
STEP 3

DEMONSTRATING

VERIFICATION

·1s. Engagein a conversation with a pregnant woman on 3 aspects of the importance of breastfeeding.

Observation

"16. Assessat least 3 aspects of a pregnant woman's knowledge about breastfeeding in order to fill the gaps and correct
inaccuracies.

Observation

·17. Engagein a conversation with a pregnant woman about at least 4 care practices a motherfinfant dyad will experience at the

Observation

METHOD

birthing facility that will support breastfeeding.
·29_ Engagein a conversation with a pregnant woman regarding at least 3 reasons why effective exclusive breastfeeding is

Observation

important.

THE BABY-FRIENDLY HOSPITAL INITIATIVE

I

SIXTH EDITION

I Baby-Friendly

USA, Inc.

I STEP 3

40

THE FOLLOWINGSTANDARDS APPLY ONLY FOR FACILITIES WITH AFFILIATED PRENATAL SERVICES:
[See Affiliated Prenatal Services Questionnaire in Appendix D]

WHO/UNICEF

STANDARD

US CRITERION

FOR EVALUATION

3.1 Mothers who received prenatal care

Affiliated services: interviews with pregnant women in the third trimester who have had at least 2 visits at an affiliated

at the facility report having received

prenatal service will confirm:

prenatal counseling on breastfeeding.

Criterion 3.1.1 At least 80% of pregnant women will report that a staff member/provider at the affiliated prenatal services:

A. Assessed their understanding of breastfeeding and the specific maternity care practices that support it, AND
B. Entered into a meaningful conversation {see Step 2) with them on the required WHO/UNICEFprenatal conversation
topics provided in Appendix A either one-on-one or in small groups, or by following up to education provided through
another learning mode {videos, podcasts, texts] based on their specific needs.

NOTE: if mothers have questions about infant formula, their issues, concerns and circumstances will be discussed on an

individual basis.

US CLARIFICATION:PRENATALEDUCATIONANO MEANINGFULCONVERSATIONS
While education may be provided by a variety of different learning modes including videos, podcasts, texts, etc., meaningful prenatal breastfeeding conversations must be
tailored to the individual needs of the woman and her family, addressing any concerns and questions they have. This counseling needs to be sensitively given and consider
the social and cultural context of each family.l "The Guideline: Counseling of Women to Improve Breastfeeding Practices" states that the "aim of breastfeeding counseling is
to empower women to breastfeed, while respecting their personal situations and wishes."18 As you enter into conversations with pregnant women, consider incorporating
appropriate components of the following acronym, E.N.C.O.U.R.A.G.E.S
as you enter into meaningful conversations {see Step 2).

WHO/UNICEF

STANDARD

US CRITERION

FOR EVALUATION

3.2 Mothers who received prenatal care at

Affiliated prenatal services: interviews with pregnant women in the third trimester who have had at least 2 visits at an

the facility [affiliated prenatal services]

affiliated prenatal service will confirm:

are able to adequately describe what was
discussed about two of the required WHO/

UNICEF prenatal conversation topics

Criterion 3.2.1 At least 80% of pregnant women who received prenatal care at the affiliated prenatal services are able to

adequately describe two topics from required WHO/UNICEFprenatal conversation topics provided in Appendix A.

provided in Appendix A.
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THE FOLLOWING STANDARDS OF CARE APPLY FOR ALL FACILITIES WITH AND WITHOUT
AFFILIATED PRENATAL SERVICES:
US STANDARD

CRITERION

3.3 All facilities should foster the

A written description will confirm:

FOR EVALUATION

development of and coordinate services

A written description will confirm how the facility has fostered the development of and coordinated

with programs to promote consistent

Criterion 3. 3.1

education about breastfeeding that is

services with in-house programs and/or community-based projects to promote consistent education about breastfeeding

made available to pregnant women.

that is made available to all pregnant women.

US CLARIFICATION:PRENATALEDUCATIONAND RETURNINGTO WORK
Pregnant women who know they will be returning to work and/or school often ask questions about their options for continuation of breastfeeding and/or breast-milk
feeding. While it is appropriate to answer these questions and to provide basic information about maintaining lactation when direct breastfeeding is not possible or desired,
it is important that prenatal breastfeeding education focus on building mothers' knowledge, skills, and confidence in their ability to breastfeed. As needed, more in-depth,
education on breast pumps, milk storage, and handling can be given.
Prenatal education that discusses pumping and bottle use must only be given in the context of discussing infant feeding options when mother and baby are separated
[e.g., mother going back to school or work}, to help mothers initiate or maintain lactation [Step 5], and to support exclusive breastfeeding. Prenatal education on pumping
and bottle use must address the following points:
• Bottle use should be delayed until breastfeeding is we/I-established.
• Possible negative consequences of bottle use on the success of breastfeeding.
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COMPETENCY
ASSESSMENT-SELECTED
PERFORMANCE INDICATORS

US CRITERION

FOR EVALUATION

3.4 Health professionals who provide care

Interviews with direct care nursingstaff and direct care providerswill confirm:

to pregnant women will be competent in
engaginginaprenatalconversationabout

DIRECT CARE NURSING

breastfeeding.

Criterion 3.4 . .1 At least 80% of direct care nursing staff who provide labor & delivery care will be able to describe how

STAFF

they engage in a conversation with a pregnant woman on 2 aspects of the importance of breastfeeding. fPl 15]
Criterion 3.4.2 At least 80% of direct care nursing staff who provide labor & delivery care will be able to describe how

to assess at least 2 aspects of a pregnant woman's knowledge about breastfeeding in order to fill the gaps and correct
inaccuracies. [Pl 16]
Criterion 3.4.3 At least 80% of direct care nursing staff who provide labor & delivery care will be able to describe how

they engage in a conversation with a pregnant woman about at least 2 care practices a mother/infant dyad will experience
at the birthing facility that will support breastfeeding. [Pl 17]
Criterion 3.4.4 At least 80% of direct care nursing staff who provide labor & delivery care will be able to describe how

they engage in a conversation with a pregnant woman regarding at least 2 reasons why effective exclusive breastfeeding

is important. {Pl 29]
DIRECT CARE PROVIDERS
Criterion 3.4.5 At least 80% of direct care providers with privileges to provide care to pregnant women in the labor
and delivery unit will be able to describe how they engage in a conversation with a pregnant woman on 2 aspects of the

importance of breastfeeding. [Pl 15]
Criterion 3.4.6 At least 80% of direct care providers with privileges to provide care to pregnant women in the labor and
delivery unit will be able to describe how to assess at least 2 aspects of a pregnant woman's knowledge about breastfeeding

in order to fill the gaps and correct inaccuracies. [Pl 16]
Criterion 3.4. 7 At least 80% of direct care providers with privileges to provide care to pregnant womenin the labor and
delivery unit will be able to describe how they engage in a conversation with a pregnant woman regarding at least 2 reasons

why effective exclusive breastfeeding is important. [Pl 29]
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STEP

4

RATIONALE:
Immediate skin-to-skin contact and early initiation of breastfeeding are two closely
linked interventions that need to take place in tandem for optimal benefit. Immediate and
uninterrupted skin-to-skin contact facilitates the newborn's natural rooting reflex that
helps to imprint the behavior of looking for the breast and suckling at the breast.
Additionally, immediate skin-to-skin contact

Facilitate immediate and
uninterrupted skin-to-skin
contact and support
mothers to initiate

helps populate the newborn's microbiome
and prevents hypothermia. Early suckling
at the breast will trigger the production of

<:~0~~~~ ~~~~; ~~~i~ ;,~~H
~~
~----------------------Hospitals

support mothers

to breastfeed

by ...

breast-milk and accelerate lactogenesis.
Many mothers stop breastfeeding early or
believe they cannot breastfeed because of
insufficient milk, so establishment of a milk
supply is critically important for success with
breastfeeding. In addition, early initiation of

breastfeedingas soon as

breastfeeding has been proven to reduce the
risk of infant mortality. 1 • 31

possibleafter birth.
IMPLEMENTATION GUIDANCE:

l'.:.1:-ll
WorldHealth
\i!Jorganitafion

un·1cef
,,.,
~~

Early and uninterrupted skin-to-skin
contact between mothers and infants should
be facilitated and encouraged as soon as possible after birth. Skin-to-skin contact is when
the infant is placed prone on the mother's abdomen or chest with no clothing separating
them. It is recommended that skin-to-skin contact begins immediately, regardless of method
of delivery. It should be uninterrupted for at least 60 minutes 1 or longer if the mother wishes
and/or if the infant needs more time to complete a breastfeed. To clarify, immediately after
birth, an infant may be on the abdomen until the cord is clamped and cut. Then the infant
moves his/herself or is moved to the chest, atop the sternum.
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Initiation of breastfeeding is typically a direct consequence of

a health professional should accompany the mother, to prevent

uninterrupted skin-to-skin contact, as it is a natural behavior for

the baby from being hurt accidentally.

most babies to slowly squirm or crawl toward the breast [this may
take up to an hour]. Mothers may be supported to help the baby to

Immediate skin-to-skin care and initiation of breastfeeding

the breast if desired. Mothers should be helped in understanding

is feasible following a cesarean section with local/regional

how to support the baby and how to make sure the baby is able to

anesthesia jepidura[I. 32 After a cesarean section with general

self-attach and suckle at the breast. All mothers should be

anesthesia, skin-to-skin contact and initiation of breastfeeding

supported to initiate breastfeeding as soon as possible after birth,

can begin when the mother is sufficiently alert to hold the infant.

within the first hour after delivery {unless there are medically

Mothers or infants who are medically unstable following delivery

justifiable

reasons}. 1• 2

This first breastfeed should be allowed to

may need to delay the initiation of breastfeeding. However, even if

continue until the baby indicates that the breastfeed is completed.

mothers are not able to initiate breastfeeding during the first hour

This may take up to another hour. The initial period of skin-to-skin

after birth, they should still be supported to provide skin-to-skin

contact until completion of the first feeding may take up to 2 hours.

contact and to breastfeed as soon as they are able (responsive
and alert). 1• 32, 33 Routine procedures (e.g. assessment, vital signs,

It should be noted that the milk a newborn consumes

security steps, APGAR scoring) should be done with the infant

immediately after birth is colostrum, which is highly nutritious and

skin-to-skin with the mother. Procedures that are painful or may

contains important antibodies and immune-active substances. The

require separation from skin-to-skin (e.g.,eye ointment, weights,

amount of colostrum a newborn will receive in the first few feedings

vitamin K, bathing/ should be delayed until the completion of first

is very small. Early suckling is important for stimulating milk

feeding or after the initial first hour of skin-to-skin contact (if

production and establishing the maternal milk supply. The amount

formula feeding/. 13 To diminish pain, where feasible, painful

of milk ingested is a relatively unimportant factor. 1• 2 During

procedures should be conducted while in skin-to-skin contact.

immediate skin-to-skin contact, and for at least the first 2 hours

Procedures requiring separation of the mother and infant (bathing,

after delivery, sensible vigilance and safety precautions should

for example) should be delayed until after this initial period of

be taken so that health professionals can observe for, assess and

skin-to-skin contact and should be conducted, whenever possible,

manage any signs of distress in infants. Mothers who are sleepy

at the mother's bedside. Staff should be vigilant during this time

or under the influence of anesthesia or drugs will require closer

and support mothers to look for signs that their babies are ready

observation. 1 When mothers are not fully awake and responsive,

to feed and offer help if necessary.
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Preterm infants may be able to root, attach to the breast and suckle. 34 As long as the infant is stable, with no evidence of severe apnea,
desaturation or bradycardia, preterm infants can start breastfeeding. However, early initiation of effective breastfeeding may be difficult for
these infants if the suckling reflex is not yet established and/or the mother has not yet begun plentiful milk secretion. Early and frequent milk
expression is critical to stimulating milk production and secretion for preterm infants who are not yet able to suckle. Transition to direct and
exclusive breastfeeding should be the aim whenever possible 35 and is facilitated by prolonged skin-to-skin contact.

US CONSIDERATIONS

FOR SAFE IMPLEMENTATION:

Facilities are encouraged to review the ''American Academy of Pediatrics' Clinical Report: Safe Sleep and Skin-to-Skin Care in the
Neonatal Period for Healthy Term Newborns" 25 and the WHO/UNICEF "Competency Verification Tool Kit Examiners Resource3 " for suggested
safe skin-to-skin care practices.
REFER TO APPENDIX A: PATIENT

EDUCATION

TOP IC S for the comprehensive list of all required education topics for postpartum

mothers.
REFERTOAPPENDIXC: PERFORMANCE

INDICATORS

TO MEASURE EACH COMPETENCY

forthecomprehensivelistof

required knowledge, skills, and attitudes. jAll performance indicators apply to direct care staff. Specific performance indicators for which
knowledge competency applies to direct care providers are marked with an 'I
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WHO/UNICEF PERFORMANCE INDICATORS
COMPETENCY TO IMPLEMENT STEP 4

DEMONSTRATING

VERIFICATION

METHOD

'18. Explain at least 3 reasons why immediate and uninterrupted skin-to-skin is important for the mother.

Questionor case study

'19. Explain at least 3 reasons why immediate and uninterrupted skin-to-skin is important for the infant.

Questionor case study

20. Demonstrateat least 3 points of how to routinely implement immediate, uninterrupted and safe skin-to-skin between

Observation

mother and infant, regardless of method of birth.
·21. Demonstrateat least 3 safety aspects to assess when mother and baby are skin-to-skin during the first 2 hours

Observation

postpartum, regardless of method of birth.
·22. List at least 3 reasons why skin-to-skin should NOT be delayed or interrupted.

Questionor case study

'23. Explain at least 2 reasons when skin-to-skin could be delayed or interrupted for medically justifiable reasons.

Questionor case study

24. "WHEREAPPLICABLE" Explain how to maintain skin-to-skin during transfer of mother and infant to another room or other

Questionor case study

recovery area.
·2s. Engagein a conversation with a mother including at least 3 reasons why suckling at the breast in the first hour is important,

Observation

when the baby is ready.
26. Demonstrateat least 3 aspects of safe care of the newborn in the first 2 hours post-birth.

Observation

27. Describeto a mother at least 3 pre-feeding behaviors babies show before actively sucking at the breast.

Observation
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THE FOLLOWING STANDARDS APPLY:

WHO/UNICEF

STANDARD

4.1 Mothers report that their babies were
placed in skin-to-skin contact with them
immediately after birth and that this
contact lasted 1 hour or more, unless
there were documented medically
justifiable reasons for delayed contact.

US CRITERION

FOR EVALUATION

Interviews with mothers will confirm:

Criterion 4.1.1 Following a vaginal birth, at least 80% of mothers will confirm:
A. That their infants were placed in skin-to-skin contact with them immediately after birth, unless there were
documented medically justifiable reasons for delayed contact, AND
B. The initial period of skin-to-skin contact continued uninterrupted for at least 1 hour [longer, if needed, to allow a
breastfeeding infant to complete a feeding], unless there were documented medically justifiable reasons to interrupt
contact.
Criterion 4.1.2 Following a cesarean birth, at least 80% of mothers will confirm:
A. That their infants were placed in skin-to-skin contact with them when safe and feasible [minimally, following a
cesarean delivery, skin-to-skin should begin in the recovery area as soon as mother is responsive and alert], unless
there were documented medically justifiable reasons for delayed contact, AND
B. The initial period of skin-to-skin contact continued uninterrupted for at least 1 hour [longer, if needed, to allow a
breastfeeding infant to complete a feeding], unless there were documented medically justifiable reasons to interrupt
contact.
Criterion 4.1.3 At least 80% of mothers will confirm that in the event of delayed or interrupted skin-to-skin contact for
medically justifiable reasons, skin-to-skin was initiated/re-established when safe and medically feasible.
Documentation:

Criterion 4.1.4 If necessary, o review of the medical record will provide documentation of skin-to-skin contact including:
A. Time of delivery,
B. Time skin-to-skin was implemented,

C. Time of completion/duration of skin-to-skin contact, and
D. Any reasons for delay/interruption of skin-to-skin contact
Observations of births will confirm:

Criterion 4.1. 5 Observations of vaginal births, if necessary and/or available, show:
A. That infants are placed skin-to-skin with their mothers immediately after birth, unless there were medically justifiable
reasons for delayed contact, AND
B. The initial period of skin-to-skin contact continued uninterrupted for at least 1 hour [longer, if needed, to allow a breast~feeding infant to complete a feeding], unless there were medically justifiable reasons to interrupt contact.
continued
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WHO/UNICEF

STANDARD

4.1 Mothers report that their babies were

US CRITERION

FOR EVALUATION

Observations of birth will confirm:

placed in skin-to-skin contact with them
immediately after birth and that this
contact lasted 1 hour or more, unless
there were documented medically
justifiable reasons for delayed contact.

Criterion 4.1.6 Observations of cesarean births. if necessary and/or available. show:

A. That infants are placed in skin-to-skin contact with their mothers when safe and feasible [minimally, following a
cesarean delivery, skin-to-skin should begin in the recovery area as soon as mother is responsive and alert],
unless there were medically justifiable reasons for delayed contact, AND
B. Theinitial period of skin-to-skin contact continued uninterrupted for at least 1 hour [longer, if needed, to allow a
breastfeeding infant to complete a feeding], unless there were medically justifiable reasons to interrupt contact.

U.S. CLARIFICATION: MEDICALLY JUSTIFIABLE REASONS FOR-DELAYED/INTERRUPTED SKIN-TO-SKIN CONTACT
Healthcare Professionals must use theirclinicaljudgement.

Mothers or infants that are not stable may require that immediate skin-to-skin contact be postponed.

Interruptions may be necessary to address any procedure that cannot be postponed until the completion of the first feeding. In the event that a mother and/or infant are
separated for medical reasons, skin-to-skin contact will be initiated as soon as the mother and infant are stabilized/reunited. Any delays or interruptions of skin-to-skin
contact should be clearly documented in the medical record.

Tobe clear, routine procedures (e.g.,assessment, vital signs, security steps, APGAR scoring/ should be done with the infant skin-to-skin with the mother. Procedures that
are painful or may require separation from skin-to-skin (e.g.eye ointment, weights, vitamin K, bathing) should be delayed until the completion of first feeding or after the
initial first hour of skin-to-skin contact {if formula feeding}.
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WHO/UNICEF

STANDARD

4.2 Mothers report that their babies were

US CRITERION

FOR EVALUATION

Interviews with breastfeeding mothers will confirm:

put [supported or self-attached] to the
breast within 1 hour after birth, unless

Criterion 4.2.1 At least 80% of breastfeeding mothers will report that they were supported to initiate breastfeeding with

there were documented medically

their babies as soon as possible after birth, within the first one to two hours after delivery, unless there were documented

justifiable reasons.

medically justifiable reasons. NOTE: Supporting the initiation of breastfeeding is defined as placing the baby on the

NOTE: Early Initiation of Breastfeeding:

mother's chest /skin-to-skin/ for breastfeeding, pointing out infant feeding readiness cues and gently coaching the mother
to allow baby to move and attach to the breast.

According to WHO,infants should be put
to the breast within 1 hour of birth. This

Criterion 4.2.2 At least 80% of breastfeeding mothers will confirm that they were encouraged to look for signs that their

practice gives infants the opportunity to

infants were ready to feed during this first one to two hours of contact.

feed at the mother's breast. Early initiation
of breastfeeding does not require that the

BF USA CLAR/FICA TION/INTERPRETAT/ON: BFUSA supports the practice of "putting infants to the breast"

infant attached/suckled at the breast or

within 1 hour of birth. Due to the effect of various birth medications, some infants do not show readiness to feed until the

that milk was transferred from breast to
infant. It represents the practice of putting

end of the first hour and/or well into the second hour, even though they have been in uninterrupted skin-to-skin contact
with their mothers. Therefore, for the purposes of evaluating the initiation of breastfeeding with a latch or attempts to latch,

an infant in skin-to-skin contact and

criterion 4.2.1 will focus on the initiation of the first feeding within the first 2 hours after birth.

allowing an infant to slowly crawl toward
the breast or supporting mothers to help

Documentation:

the baby to the breast, if desired. Putting
the baby to breast within the first hour is
related to a number of positive outcomes
including reduced mortality and exclusive
breastfeeding. 36

Criterion 4. 2. 3 If necessary, a review of the medical record will provide documentation of the initiation of breastfeeding

including:
A. Time of delivery
B. Time of initiation of breastfeeding

C. Any medically justifiable reasons for delay of initiation of breastfeeding
Observations of breastfeeding infants will confirm:
Criterion 4.2.4 Observations, if necessary and/or available, confirm that breastfeeding mothers are supported to initiate

breastfeeding with their infants as soon as possible after birth, within the first one to two hours after delivery, unless there
are medically justifiable reasons. NOTE: Supporting the initiation of breastfeeding is defined as placing the baby on the
mother's chest /immediate and uninterrupted skin-to-skin/ for breastfeeding, pointing out infant feeding readiness and
gently coaching the mother to allow baby to move and attach to the breast.
Criterion 4.2.5 Observations, if necessary and/or available, show that at least 80% of breastfeeding mothers are shown

how to recognize the signs that infants are ready to feed during this first hour of contact.
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COMPETENCY
ASSESSMENT-SELECTED
PERFORMANCE INDICATORS

US CRITERION

FOR EVALUATION

4.3 Health professionals who provide

Interviews with direct care nursing staff and direct care providers will confirm:

labor & delivery and/or immediate
newborn care will be competentto safely

DIRECT CARE NURSING

implement immediate and uninterrupted

Criterion 4.3.3. At least 80% of direct care nursing staff who provide labor & delivery and/or immediate newborn care

STAFF

skin-to-skin contact and facilitate

will be able to demonstrate or explain at least 3 points of how to routinely implement immediate, uninterrupted and safe

breastfeeding within the first hour,

skin-to-skin between a mother and infant regardless of method of birth. {Pl 20)

according to cues.
Criterion 4. 3. 2 At least 80% of direct care nursing staff who provide labor & delivery and/or immediate newborn care

will correctly respond to 1 of the randomly selected performance indicators listed below:
A. Demonstrating or explaining at least 3 safety aspects to assess when a mother and baby are skin-to-skin during the
first 2 hours postpartum, regardless of method of birth. {Pl 21)
B. Demonstrating or explaining at least 3 aspects of safe care of the newborn in the first 2 hours post-birth. [Pl 26)
Criterion 4. 3. 3 At least 80% of direct care nursing staff who provide labor & delivery and/or immediate newborn care

will correctly respond to 1 of the randomly selected performance indicators listed below:
A. Describing at least 2 pre-feeding behaviors babies show before actively sucking at the breast. {Pl 2 7)
B. Describing at least 2 reasons why suckling at the breast in the first hour is important, when the baby is ready. {Pl 25)

DIRECT CARE PROVIDERS
Criterion 4.3.4 At least 80% of direct care providers with privileges to provide labor & delivery and/or immediate newborn
care will be able to list at least 2 reasons why skin-to-skin should not be delayed or interrupted. [Pl 22/
Criterion 4.3.S At least 80% of direct care providers with privileges to provide labor & delivery and/or immediate newborn
care will be able to explain at least 2 reasons when skin-to-skin could be delayed or interrupted for medically justifiable

reasons. {Pl 23]
Criterion 4.3.6 At least 80% of direct care providers with privileges to provide labor & delivery and/or immediate newborn
care will be able to describe at least 2 points to include in a conversation with a mother concerning why suckling at the

breast in the first hour is important, when the baby is ready. {Pl 25)
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STEP

5

RATIONALE:
While breastfeeding is a natural human behavior, most mothers need practical help in
learning how to breastfeed. Even experienced mothers encounter new challenges with
breastfeeding a newborn. Postnatal breastfeeding counseling and support has been shown
to increase rates of breastfeeding up to 6 months of age.37 Early adjustments to positioning
and attachment can prevent breastfeeding

Support mothers to initiate
and maintain breastfeeding
and managecommon
difficulties.

problems at a future time. Frequent

\A

coaching and support helps build maternal

.::.I
<-- - - 1

confidence. 1

Hospitals

• SUPPORT

MOTHERS'. - ~/
WITH BREASTFEEDING:
·...,
- - - - - - - - - - - - - --- - - - -

support mothers

to breastfeed

by ...

IMPLEMENTATION GUIDANCE:

•

Mothers should receive practical support
to enable them to initiate and maintain
breastfeeding and manage common
breastfeeding difficulties.

2

Practical

support includes providing emotional and
motivational support, imparting information
and teaching concrete skills to enable
mothers to breastfeed successfully. The
stay in the facility providing maternity and
newborn services is a unique opportunity to
discuss and assist the mother with questions or problems related to breastfeeding and to
build confidence in her ability to breastfeed. 1
All mothers should receive individualized attention, but first-time mothers and mothers who
have not breastfed before will require extra support. However, even mothers who have had
another child might have had a negative breastfeeding experience and need support to avoid
previous problems. Mothers delivering by cesarean section and obese mothers should be
given additional help with positioning and attachment.

THE BABY-FRIENDLY HOSPITAL INITIATIVE

I

SIXTH EDITION

1

I Baby-Friendly

USA. Inc.

I STEP

5

52

A number of topics should be included in teaching mothers to

Practical support for preterm, including late preterm newborns

breastfeed. It is essential to demonstrate good positioning and

is particularly critical, in order to establish and maintain the

attachment at the breast, which are crucial for stimulating the

production of breast-milk. Many mothers of preterm infants have

production of breast-milk and ensuring that the infant receives

health problems of their own and need motivation and extra

enough milk. Direct observation of a feed is necessary to ensure

support for milk expression. Robust and older late preterm infants

that the infant is able to attach to and suckle at the breast and that

are generally able to exclusively breastfeed at the breast, but are at

milk transfer is happening. Competent direct care staff will observe

greater risk of jaundice, hypoglycemia and feeding difficulties than

at least one feed every shift.

38

Additionally, facility direct care staff

full-term infants, and thus require increased vigilance. 40 Mothers

need to educate mothers on the importance of direct breastfeeding,

of twins lmultiplesl also need extra support, especially for

prevention of pathologically engorged breasts, ways to ensure and

positioning and attachment.

1

maintain a good milk supply, prevention of cracked and sore nipples,
and evaluation of milk intake. 1

Conversations with mothers should include information on the
importance of direct breastfeeding. However, some mothers will

Mothers should be coached on how to express breast-milk as a

make an informed decision to exclusively pump and feed their

means of maintaining lactation in the event of their being separated

expressed breast-milk to their infants. If this is the case, they

temporarily from their infants.

2

There is not sufficient evidence

that one method of expression Ihand expression, manual pump
or electric pump I is more effective than another,

39

should be advised to pump and feed their infants expressed
breast-milk at least 8 times in 24 hours.

and thus any

method Isl may be taught, depending on the mother's context.
However, hand expression does have the advantage of being
available no matter where the mother is and of allowing the mother
to relieve pressure or express milk when a pump is not available
or during an emergency where there may be power outages. It is
reasonable for all mothers to be taught hand expression during the
birth hospitalization. Pumps can potentially have more microbial
contamination if they cannot easily be cleaned. Mothers also need
to be supported for collection and storage of expressed milk. 1
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US CONSIDERATIONS FOR SAFE IMPLEMENTATION:
General guidance regarding facilitating milk production and

■

maintaining milk supply may include (NOTE: This guidance

postpartum unit must receive individualized care, including close

must be individualized.}

observation, due to their immaturity. These infants are less alert,

Preterm infants, particularly those being cared for on the regular

have less stamina, are often hypotonic, and have greater difficulty
Direct breastfeeding: Ensure good positioning and correct

with latch, suck and swallow. 41 Mothers of late preterm infants are

attachment with observable efficient suckling patterns at the

at a greater risk of delayed lactogenesis. 40 Management strategies

breast. Practice responsive feeding with no limits on frequency

to support these couplets include developing an adequate milk

and duration of feedings. Avoid non-medically indicated

volume and ensuring that these infants are adequately fed.40

supplemental feeds, pacifiers, and artificial nipples.

Mothers should be assisted to start expressing their milk within the

■

first 6 hours after birth [preferably within 1-2 hours after birth and
• Breastfeeding and formula feeding combined [Mixed-feeding-

completion of initial skin-to-skin contact]. In order to initiate and

Maternal request]: Establish exclusive direct breastfeeding for

establish the mother's milk supply, regular expression using hand

several weeks with supplementation introduced at a later date.

expression may be necessary to stimulate the breasts. 40 Many

The mother must be knowledgeable regarding the importance of

of these infants may not effectively transfer milk during

expressing breast-milk after formula is introduced.

breastfeeding, so supplementation with the mother's own milk,

■

Temporary medically-indicated

supplementation: Supplement,

when possible, at the breast. Avoid pacifiers and artificial nipples.
Establish expression of breast-milk when supplements are offered.

pasteurized donor human milk or infant formula may be
necessary following attempted breastfeeds with appropriate
lactation support. 41

Exclusively breast-milk feeding, preterm infants, and infants that

REFERTOAPPENDIXA: PATIENT EDUCATION TOPICS

cannot breastfeed due to illness or separation: Express breast-milk

for the comprehensive list of all required education topics for

regularly, at least 8 times in 24 hours, with stretches not longer

postpartum mothers.

than 4 hours. Mothers may describe hand expression, manual

REFERTOAPPENDIXC: PERFORMANCE INDICATORS TO

pumping or electric pumping.

MEASURE EACH COMPETENCY forthecomprehensivelist

■

of required knowledge, skills, and attitudes. jAII performance
indicators apply to direct care staff. Specific performance
indicators for which knowledge competency applies to direct care
providers are marked with an ·1
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WHO/UNICEF PERFORMANCE INDICATORS
COMPETENCY TO IMPLEMENT STEP 5

DEMONSTRATING

VERIFICATION

METHOD

28. Describe at least 6 essential issues that every breastfeeding mother should know or demonstrate.

Question or case study

·30_ Engage in a conversation with a mother regarding 2 elements related to infant feeding patterns in the first 36 hours of life.

Observation

·31_ Describe to a mother at least 4 signs of adequate transfer of milk in the first few days.

Observation

3 2. Evaluate a full breastfeeding session observing at least 5 points.

Observation

·33_ Demonstrate at least 3 aspects of how to help a mother achieve a comfortable and safe position for breastfeeding within the

Observation

first 6 hours after birth and later as needed during the hospital stay.
'34. Demonstrate how to help a mother achieve an effective and comfortable latch, noting at least 5 points.

Observation

40. Demonstrate to a mother how to hand express breast-milk, noting 8 points.

Observation

43. Help a mother achieve a comfortable and safe position for breastfeeding with her preterm, late preterm, or weak infant at the

Observation

breast, noting at least 4 points.
infant not sucking effectively at the

Observation

57. Engage in a conversation with a mother regarding at least 4 different ways to facilitate breastfeeding in order to prevent or

Observation

•44. Engage in a conversation with a mother of a preterm, late preterm, or low-birth-weight
breast, including at least 5 points.

resolve most common conditions of the lactating breasts jsore nipples, engorgement, mother who thinks she doesn't have
enough milk, infants who have difficulty sucking!.

'65. Describeat least 2 maternal and 2 infant risk factors associated with delayed lactogenesis II.
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THE FOLLOWING STANDARDS
APPLY TO MOTHERS
FOR ON THE POSTPARTUM
UNIT:
WHO/UNICEF

STANDARD

5.1 Breastfeedingmothersreport that
someoneon the direct care staff offered
assistancewith breastfeedingwithin
6 hoursafter birth.

US CRITERION

AND INFANTS

BEING CARED

FOR EVALUATION

Interviewswith breastfeeding[includingbreast-milk feeding]motherswill confirm:
Criterion 5 ..1.1 At least 80% of breastfeeding [including breast-milk feeding] mothers will report that:
A. Term infants/Direct Breastfeeding: direct care staff provided additional guidance and support as needed with
breastfeeding within 6 hours of birth. OR
B. Exclusively expressing/Breast-milk feeding: direct care staff provided additional guidance and support with expressing
their breast-milk within the first 6 hours after birth [preferably within 1-2 hours after birth and completion of initial
skin-to-skin contact], unless there is a justifiable reason to delay initiation of expression. OR
C. Late preterm infants/Direct Breastfeeding on the postpartum unit: direct care staff provided additional guidance and

support as needed with breastfeeding and expressing their breast-milk within the first 6 hours after birth [preferable
within 1-2 hours after birth and completion of the initial skin-to-skin contact], unless there is a justifiable reason to
delay initiation of expression.

NOTE:Early adjustments to positioning and attachment within the first 6 hours following the initial breastfeeding after
delivery can prevent breastfeeding problems at a future time.
5.2 Breastfeedingmothersare able to
demonstratehowto positiontheir babies
for breastfeedingand that the babiescan
suckleand transfer milk.

Interviewswith breastfeedingmotherswill confirm:
Criterion 5.2 . .1 At least 80% of breastfeeding mothers are able to demonstrate or describe:

A. Correct positioning with their babies, AND
B. Correct attachment (latch/ with their babies, AND

C. Observable efficient suckling patterns with their babies, AND
D. Audible sounds associated with the transfer of breast-milk with their babies.
5.3 Breastfeedingmotherscan describe
at least two ways to facilitate milk
productionfor their infants.

Interviewswith breastfeeding[includingbreast-milkfeeding)motherswill confirm:
Criterion 5.3 . .1 At least 80% of breastfeeding (including breast-milk feeding] mothers can describe at least two ways

to facilitate milk production and to keep up the supply for their babies.

5.4 Breastfeedingmotherscan describe
at least two indicatorsof whether a
breastfedbaby consumesadequate milk.

Interviewswith breastfeedingmotherswill confirm:
Criterion 5.4.1 At least 80% of breastfeeding mothers can describe at least two indicators of whether a breastfed baby

has consumed adequate milk.
continued

THE BABY-FRIENDLY HOSPITAL INITIATIVE

I

SIXTH EDITION

I Baby-Friendly

USA, Inc.

I STEP 5

56

THE FOLLOWING STANDARDS APPLY TO MOTHERS AND INFANTS BEING CARED
FOR ON THE POSTPARTUM UNIT: continued
WHO/UNICEF

STANDARD

US CRITERION

5.5 Mothers of breastfed infants can

FOR EVALUATION

Interviews with breastfeeding mothers will confirm:

correctly demonstrate or describe how
Criterion 5.5 . .1 At least 80% of breastfeeding mothers can correctly demonstrate or describe how to hand express

to express breast-milk.

breast-milk.

THE FOLLOWING STANDARD APPLIES TO MOTHERS WITH INFANTS THAT ARE BEING
CARED FOR IN THE NICU:
WHO/UNICEF

STANDARD

5.6 Mothers of preterm or sick infants

US CRITERION

FOR EVALUATION

Interviews with mothers who are breastfeeding or intending to do so with infants in the NICU will confirm:

report having been helped to express milk
within 1-2 hours after birth.

Criterion 5.6 . .1 At least 80% of mothers with infants in the NICU, who are breastfeeding or intending to do so, will report

that they have been provided guidance and support with expressing their breast-milk within the first 6 hours after birth
{preferably within 1-2 hours after birth and completion of initial skin-to-skin contact - if safe and medically feasible],
unless there is a justifiable reason to delay initiation of expression.
Criterion 5.6.2 At least 80% of mothers with infants in the NICU, who are breastfeeding or intending to do so will report

that they have been provided guidance that they need to breastfeed or express their milk at least 8 times every 24 hours,
with stretches not longer than 4 hours, to establish and maintain their milk supply.
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COMPETENCY
ASSESSMENT-SELECTED
PERFORMANCE INDICATORS

US CRITERION

FOR EVALUATION

5.9 Health professionals who provide

Interviews with direct care nursing staff and direct care providers will confirm:

labor & delivery, postpartum and/or
newborn care will be competent in:

DIRECTCARENURSINGSTAFF
Criterion 5.9 . .1 At least 80% of direct care nursing staff who provide labor & delivery, postpartum, and/or newborn care

• How to assist a mother in the steps to

will be able to describe at least 3 essential issues that every breastfeeding mother should know or demonstrate. {Pl 28]

getting her baby to latch
Criterion 5.9.2 At least 80% of direct care nursing staff who provide labor & delivery, postpartum, and/or newborn care

• How to discuss with a mother how
breastfeeding works

will be able to describe to a mother at least 2 signs of adequate transfer of milk in the first few days. [Pl 31]
Criterion 5. 9. 3 At least 80% of direct care nursing staff who provide labor & delivery, postpartum, and/or newborn care

will be able to describe how they evaluate a full breastfeeding session observing at least 5 points. [Pl 32)
• In helping a mother to breastfeed
a late-preterm baby

Criterion 5. 9.4 At least 80% of direct care nursing staff who provide labor & delivery, postpartum, and/or newborn care

• In helping a mother prevent or resolve

will be able to describe how they engage in a conversation with a mother of a late preterm infant rooming-in on the postpartum unit that is not sucking effectively at the breast, including at least 3 points. [Pl 44]

difficulties with breastfeeding
Criterion 5.9.5 At least 80% of direct care nursing staff who provide labor & delivery, postpartum, and/or newborn care will

• In helping a mother manage milk
expression
• In helping a mother who is not feeding
her baby directly at the breast

correctly respond to 1 of the randomly selected performance indicators listed below:
A. Demonstrate at least 3 aspects of how to help a mother achieve a comfortable and safe position for breastfeeding
within the first 6 hours after birth and later as needed during the hospital stay. {Pl 33]
B. Help a mother achieve a comfortable and safe position for breastfeeding with her preterm. late preterm or weak infant
at the breast, noting at least 3 points. [Pl 43]
Criterion 5. 9. 6 At least 80% of direct care nursing staff who provide labor & delivery, postpartum, and/or newborn care

will correctly respond to 1 of the randomly selected performance indicators listed below:
A. Demonstrate how to help a mother achieve an effective and comfortable latch, noting at least 3 points. [Pl 34]
B. Demonstrate to a mother how to hand express breast-milk to a mother, noting at least 3 points. [Pl 40]
Criterion 5. 9. 7 At least 80% of direct care nursing staff who provide labor & delivery, postpartum, and/or newborn care

willcorrectly respond to 1 of the randomly selected performance indicators listed below:
A. Engage in a conversation with a mother regarding 2 elements related to infant feeding patterns in the first 36 hours of
life. [Pl 30]
B. Engage in a conversation with a mother regarding at least 4 different ways to facilitate breastfeeding in order to prevent
or resolve most common conditions of the lactating breasts (sore nipples, engorgement, mother who thinks she doesn't
have enough milk, infants who have difficulty sucking}. {Pl 57]
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COMPETENCY
ASSESSMENT-SELECTED
PERFORMANCE INDICATORS

US CRITERION

FOR EVALUATION

5.9 Health professionals who provide

Interviews with direct care nursing staff and direct care providers will confirm:

labor & delivery, postpartum and/or
newborn care will be competent in:

DIRECTCARE PROVIDERS

• How to assist a mother in the steps to

Criterion 5.9.8 At least 80% of direct care providers with privileges to provide labor & delivery, postpartum and/or

getting her baby to latch

newborn care will be able to describe how they engage in a conversation with a mother regarding 2 elements related to

infant feeding patterns in the first 3 6 hours of life. [Pl 30/
• How to discuss with a mother how
breastfeeding works

Criterion 5.9.9 At least 80% of direct care providers with privileges to provide labor & delivery, postpartum and/or
newborn care will be able to describe to a mother at least 2 signs of adequate transfer of milk in the first few days. [Pl 31/

• In helping a mother to breastfeed
a late-preterm baby

Criterion 5.9 . .10 At least 80% of direct care providers with privileges to provide labor & delivery, postpartum and/or
newborn care will be able to describe at least 2 maternal and 2 infant risk factors associated with delayed lactogenesis II.

• In helping a mother prevent or resolve

[Pl 65/

difficulties with breastfeeding
Criterion 5.9 . .1.1 At least 80% of direct care providers with privileges to provide labor & delivery, postpartum and/or

• In helping a mother manage milk
expression

newborn care will be able to explain how they would engage in a conversation with a mother of a preterm, late preterm,

or low-birth weight infant not sucking effectively at the breast, including at least 3 points. [Pl 44/

• In helping a mother who is not feeding
her baby directly at the breast
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STEP

6

RATIONALE:
Giving newborns any foods or fluids other than breast-milk in the first few days after birth
interferes with the establishment of breast-milk production. Newborns' stomachs are
very small and easily filled. Newborns who are fed other foods or fluids will suckle less
vigorously at the breast and thus inefficiently stimulate milk production, creating a cycle
of insufficient milk and supplementation that

Do not provide breastfed
newbornsany food or fluids
other than breast-milk,

leads to breastfeeding failure. Babies who
are supplemented prior to facility discharge
have been found to be twice as likely to stop
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breastfeeding altogether in the first 6 weeks
of life. 13 In addition, foods and liquids may
contain harmful bacteria and carry a risk of
disease. Supplementation with artificial milk

unless medically indicated.

significantly alters the intestinal microflora.
Breastfeeding exclusively is necessary to
establish a healthy normal microbiome. 1• 6

IMPLEMENTATION

GUIDANCE:

Exclusive breastfeeding for 6 months

{:¼\

World_Health

~JOrgamzat1on

un,•cef1.P.ii.l
11:-"9'

provides the nurturing, nutrients, immune
factors and energy needed for physical and
neurological growth and development. Beyond 6 months, breastfeeding continues

to provide energy, immune factors and high-quality nutrients that, jointly with safe and
adequate complementary feeding, help prevent hunger, undernutrition and obesity.
Inadequate breastfeeding practices significantly impair health, development and survival
of infants, children and mothers. 1

Mothers should be discouraged from giving any food or fluids other than breast-milk,
unless medically indicated. 2 Very few conditions of the infant or mother preclude the
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feeding of breast-milk and necessitate the use of breast-milk

fusing meaningful conversations techniques-see Step 21on the

substitutes. The WHO/UNICEF document on "Acceptable medical

importance of breastfeeding. However, if they still do not wish to

reasons for use of breast-milk substitutes" describes conditions

breastfeed, feeding with breast-milk substitutes will be necessary.

for which breastfeeding is contraindicated.

42

In addition, some

Mothers who are feeding breast-milk substitutes, by necessity or

breastfed infants will require supplementation. The Academy of

by choice, must be taught about safe preparation and storage of

Breastfeeding Medicine IABMI has laid out a clinical protocol for

formula 47 • 55• 56 and how to respond adequately to their child's

managing situations in which supplementation of the mother's own

feeding cues. 1

milk would become necessary. 43 Infants should be assessed for
signs of inadequate milk intake and supplemented when indicated,

If a breastfeeding mother requests that her infant be

but routine supplementation is rarely necessary in the first few

supplemented, direct care staff and/or direct care providers

days of life. Lack of resources, staff time or knowledge is not

should gently engage in an appropriate meaningful conversation

justification for the use of early additional foods or fluids. 1 In

[see Step 2] that carefully listens to her reasons. If the mother

addition to the WHO and ABM documents, facilities are encouraged

expresses any challenges, staff/providers should provide

to utilize the recommendations from the Centers for Disease

responsive care to evaluate/assess her concerns. It is possible that

Control and Prevention and the American Academy of

she is experiencing some breastfeeding difficulties that staff may

Pediatrics to develop a policy/protocol that describes the current,

be able to support her to overcome with additional guidance. If

evidence-based medical indications for supplementation and

she still wishes to supplement with infant formula, staff should

contraindications to breastfeeding.

44 46
•

empower her understanding of evidence-based information that
emphasizes the protections provided by breastfeeding, the possible

Mothers who intend to "mixed-feed" la combination of both

impact of this decision to her health, the health of her infant and

breastfeeding and feeding with breast-milk substitutes I should be

to the potential success of breastfeeding. Her informed decision

counseled fusing meaningful conversation techniques- see Step 2J

should be confirmed and documented in the medical record.

on the importance of exclusive breastfeeding in the first few weeks

This education is only required to be provided once during the

of life, how to establish a milk supply and to ensure that the infant is

hospital stay.

able to suckle and transfer milk from the breast. Supplementation
can be introduced at a later date if the mother chooses. Mothers
who report they have chosen not to breastfeed should be counseled
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FOR INFANTS WHO ARE UNABLE TO BE FED THEIR MOTHER'S OWN MILK.
IMPLEMENTATION GUIDANCE:
Infants who cannot be fed their mother's own milk, or who need to
be supplemented, especially low-birth-weight infants, including
those with very low birthweight 48 • 49 and other vulnerable infants,
should be fed pasteurized donor human milk. If pasteurized donor
human milk is unavailable or culturally unacceptable, breast-milk
substitutes are required. In most cases, supplementation is
temporary, until the newborn is capable of breastfeeding and/or the
mother is available and able to breastfeed. Mothers must also be
supported and encouraged to express their milk to continue
stimulating production of breast-milk, and to prioritize use of
their own milk, even if direct breastfeeding is challenging for a
period of time. 1

US CONSIDERATIONS FOR SAFE
IMPLEMENTATION:
If a mother expresses concern about the sufficiency of her
breast-milk, an infant feeding assessment is warranted.
When mothers have decided not to breastfeed their infant or
supplementation is needed/requested, direct care staff should
discuss various options suitable to their situation such as the
choice of supplement, volume of supplemental feeding, and
methods of providing supplementary feedings.
In the case of supplementation for medical reasons, the decision
to supplement is a delicate one. Practitioners must carefully
weigh the risks and benefits of this decision.

When a mother decides to feed formula and/or it is determined
that the benefits of supplementation outweigh the risks, the
recommendation should be communicated in a respectful manner
that is mindful of the sense of guilt, concerns and failure the mother
may experience regarding such a recommendation.

REFERTOAPPENDIXA: PATIENT EDUCATION TOPICS
for the comprehensive list of all required education topics for
postpartum mothers.
REFERTOAPPENDIXC: PERFORMANCE INDICATORS TO
MEASURE EACH COMPETENCY forthecomprehensivelist
of required knowledge, skills, and attitudes. jAll performance
indicators apply to direct care staff. Specific performance
indicators for which knowledge competency applies to direct
care providers are marked with an ·1
US CLARIFICATION:BABY-FRIENDLYUSA EXCLUSIVE
BREASTFEEDINGSTANDARDS
The WHO/UNICEF BFHI Implementation Guidance standards coll
for a minimum of 80% exclusive breastfeeding (either milk from
their own mothers or from a human milk bank) throughout the stay
at the focility. 1 It is recognized by WHO and UNICEF that lower
standards may need to be set at the notional or local level, with the
expectation that they should be raised over time, as other aspects
of breastfeeding support in the community improve.
The US Designation is NOT based on on exclusive breastfeeding
rote of greater than 80%.
It is expected that the facility will regularly monitor exclusive breastfeeding rates and that rotes less than 80% will show improvement
over time. Designated facilities with exclusive breastfeeding rotes
less than 50% will be required to submit quarterly reports to BFUSA.
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WHO/UNICEF PERFORMANCE INDICATORS
COMPETENCY TO IMPLEMENT STEP 6

DEMONSTRATING

VERIFICATION

METHOD

'29. Engage in a conversation with a mother regarding at least 3 reasons why effective exclusive breastfeeding is important.

Observation

41. Explain at least 3 aspects of appropriate storage of breast-milk.

Question or case study

42. Explain at least 3 aspects of handling of expressed breast-milk.

Question or case study

•4 7. List at least 2 potential contraindications to breastfeeding for a baby and 2 for a mother.

Question or case study

·4g_ Describe at least 4 medical indications for supplementing breastfed newborns: 2 maternal indications and 2 newborn

Question or case study

indications, when breastfeeding is not improved following skilled assessment and management.
'49. Describe at least 3 risks of giving a breastfed newborn any food or fluids other than breast-milk, in the absence of medical

Question or case study

indication.
·5 6. Describeat least 1 professional medical reference or resource for identifying medications that are safe/compatible for use

Question or case study

during lactation.

·so.For those few health situations

where infants cannot. or should not, be fed at the breast, describe, in order of preference,

Question or case study

the alternatives to use.

·s1. Engage in a conversation with a mother who intends to feed her baby formula, noting at least 3 actions to take.

Observation

52. Demonstrate at least 3 important items of safe preparation of infant formula to a mother who needs that information.

Observation

·57_Identify 3 high-risk infant populations that may warrant extra precautions to protect against severe infections associated
with powdered infant formula.

Question or case study
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THE FOLLOWING STANDARDS
APPLY TO MOTHERS
FOR ON THE POSTPARTUM
UNIT:
WHO/UNICEF

STANDARD

US CRITERION

6.1 Infants receive only breast-milk

AND INFANTS

BEING CARED

FOR EVALUATION

Interviews with mothers will confirm:

jeither from their own mother or from a
Criterion 6.1.1 At least 80% of mothers will report that:

human milk bank I throughout their stay

A. Their babies have received no food or drink other than human milk (direct breastfeeding, expressed breast-milk, or

at the facility, unless medically indicated

pasteurized donor human milk/ while in the facility, OR

or informed parental decision.

B. Formula has been given for a medically acceptable reason, OR
C. Formula has been given in response to an informed parental request/decision.
Criterion 6.1.2 Of breastfeeding mothers whose infants have been given food or drink other than breast-milk, at least

80% of those who have no acceptable medical reason will report that a health professional:
A. Listened to her reasons/concerns, AND
B. Responded by assessing potential and/or existing challenges specific to her concerns, and/or providing additional
guidance with workable solutions, AND
C. If the mother still requests a breast-milk substitutes, health professionals empowered her with an understanding
of evidence-based information [scientific, unbiased, factual] that allowed her to make an informed decision for her
baby including:
• Importance of exclusive breastfeeding
• Possible risk factors that could influence health outcomes
• Possible impacts to the success of breastfeeding
Clarification: The counseling conversation only needs to be provided once at first request.

U.S. CLARIFICATION:

INFORMED

DECISIONS

- MEANINGFUL

CONVERSATIONS

Mothers should feel involved in all decisions regarding their selves

and their babies. Empowering mothers to make informed decisions for their selves and their babies requires that they have up-to-date evidence-based [scientific, factual,
unbiased] information that emphasized the protections provided by breastfeeding along with an understanding of risk factors that could influence health outcomes.
The "Guideline: Counselling of Women to Improve Breastfeeding Practices" states that the "aim of breastfeeding counseling is to empower women to breastfeed, while
respecting their personal situations and wishes. "50 As you work with families, consider incorporating appropriate components of the acronym E.N.C.O.U.R.A.G.E.5.
so
that you enter into meaningful conversations with them [see Step 2]
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WHO/UNICEF

STANDARD

6.2 Breastfed babies who received

US CRITERION

FOR EVALUATION

Documentation:

supplemental feeds have a documented
medical indication for supplementation

Criterion 6.2.1: Of breastfeeding infants who have been given food or drink other than breast-milk for medical indications,

in their medical records.

at least 80% will have the reasons for supplementation clearly documented in their medical records.
Criterion 6.2.2: Of breastfeeding infants who have been given food or drink other than breast-milk for parental request,

at least 80% will have the reasons for supplementation and evidence of parental counseling clearly documented in their
medical records.
6.3 Mothers who have decided not to

Interviews with mothers who have decided not to breastfeed:

breastfeed report that the staff discussed
with them the various feeding options and

Criterion 6.3.1 Of mothers who have decided not to breastfeed [requesting to feed their babies with breast-milk

helped them to decide what was suitable

substitutes], at least 80% of those who have no acceptable medical reason will report that the health care staff:
A. Listened to their reasons/concerns, AND

in their situations.

B. Responded by assessing potential and/or existing challenges specific to her concerns, and/or providing additional
guidance with workable solutions including various feeding options, AND
C. If the mothers still requested to feed their babies with breast-milk substitutes, health care staff empowered them with
an understanding of evidence-based information {scientific, unbiased, factual} that allowed them to make an informed
decision for their babies including:
• Importance of breastfeeding
• Possible risk factors that could influence health outcomes when feeding breast-milk substitutes
Clarification: The counseling conversation only needs to be provided once at first request.
6.4 Mothers who cannot, or have decided

Interviews with mothers who are feeding their infants any formula and/or plan to continue post-discharge will be able to:

not to breastfeed, will report that the
staff discussed with them the safe

Criterion 6.4.1 At least 80% of mothers who are feeding their infants any formula and plan to continue post-discharge,

preparation, feeding and storage of

will be able to describe 2 appropriate steps that staff discussed with them about safe preparation, feeding and storage of

breast-milk substitutes.

formula.
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U.S. CLARIFICATION: SAFE PREPARATION, STORAGE AND FEEDING OF INFANT FORMULA Mothers who have decided not to breastfeed,
decided to "mixed-feed", or will require supplementation with formula for their infants at the time of discharge must receive written instruction and verbal information
about safe preparation, storage and feeding of formula. Staff should document completion of formula preparation instruction and feeding in the medical record. The
information should be given on an individual basis only.
Safe preparation, feeding, and storage of formula instruction must follow the recommendations of leading national and international authorities and must include:
1. Appropriate hand hygiene
2. Cleaning infant feeding items [bottles, nipples, rings, caps, syringes, cups, spoons, etc.] and workspace surfaces
3. Appropriate and safe reconstitution of concentrated and powdered infant formulas
4. Accuracy of measurement of ingredients
5. Safe handling of formula
6. Proper storage of formula

7. Appropriate feeding methods which may include feeding on cue, frequent low volume feeds, paced bottle techniques, eye-to-eye contact, and holding the infant closely
8. Powdered infant formula is not sterile and may contain pathogens that can cause serious illness in infants younger than 3 months
National and international authorities include:
• American Academy of Pediatrics
• Centers for Disease Control and Prevention
• Food and Drug Administration
• United States Department of Agriculture
• World Health Organization
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COMPETENCY
ASSESSMENT-SELECTED
PERFORMANCE INDICATORS

US CRITERION

FOR EVALUATION

6. 5 Health professionals who provide

Interviews with Direct Care Nursing Staff and Direct Care Providers will confirm:

labor & delivery, postpartum and/or
newborn care will be competent in:

DIRECTCARE NURSING STAFF
Criterion 6. 5.1 At least 80% of direct care nursing staff who provide labor & delivery, postpartum, and/or newborn care

In helping a mother whose baby needs
fluids other than breast-milk.

will correctly respond to 1 of the randomly selected performance indicators listed below:
A. List at least 1 potential contraindication to breastfeeding for a baby and 1 for a mother. [Pl 4 7]
B. Describe at least 2 medical indications for supplementing breastfed newborns: 1 maternal indication and 1 newborn
indication, when breastfeeding is not improved following skilled assessment and management. [Pl 48]
Criterion 6.5.2 At least 80% of direct care nursing staff who provide labor & delivery, postpartum, and/or newborn care

will correctly respond to 1 of the randomly selected performance indicators listed below:
A. Engage in a conversation with a mother regarding at least 2 reasons why effective exclusive breastfeeding is important.
[Pl 29]
B. Describe at least 2 risks of giving a breastfed newborn food or fluids other than breast-milk, in the absence of medical
indications. [Pl 49]
Criterion 6.5.3 At least 80% of direct care nursing staff who provide labor & delivery, postpartum, and/or newborn care

will correctly respond to 1 of the randomly selected performance indicators listed below:
A. Engage in a conversation with a mother who intends to feed her baby formula, noting at least 3 actions. [Pl 51]
B. Identify 2 high-risk infant populations that may warrant extra precautions to protect against severe infections
associated with powdered infant formula. {Pl 67]
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COMPETENCY
ASSESSMENT-SELECTED
PERFORMANCE INDICATORS

US CRITERION

FOR EVALUATION

6. 6 Health professionals who provide

DIRECTCAREPROVIDERS

labor & delivery, postpartum and/or

Criterion 6.6.4 At least 80% of direct care providers with privileges to provide labor & delivery, postpartum and/or

newborn care will be competent in:

newborn care will describe how they engage in a conversation with a mother regarding at least 2 reasons why effective

exclusive breastfeeding is important. [Pl 29]
In helping a mother whose baby needs
fluids other than breast-milk.

Criterion 6.6.5 At least 80% of direct care providers with privileges to provide labor & delivery, postpartum and/or
newborn care will list at least 2 potential contraindications to breastfeeding for a baby and 2 for a mother. {Pl 4 7]
Criterion 6.6.6 At least 80% of direct care providers with privileges to provide labor & delivery, postpartum and/or
newborn care will describe at least 4 medical indications for supplementing breastfed newborns: 2 maternal indications

and 2 newborn indications, when breastfeeding is not improved following skilled assessment and management. [Pl 48/
Criterion 6.6. 7 At least 80% of direct care providers with privileges to provide labor & delivery, postpartum and/or
newborn care will describe at least 1 professional medical reference or resource for identifying medications that are safe/

compatible for use during lactation. [Pl 66]
Criterion 6. 6. 8 At least 80% of direct care providers with privileges to provide labor & delivery, postpartum and/or
newborn care will identify 2 high-risk infant populations that may warrant extra precautions to protect against severe

infections associated with powdered infant formula. [Pl 67]
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STEP

7

RATIONALE:
Rooming-in is necessary to enable mothers to practice responsive feeding, as mothers
cannot learn to recognize and respond to their infants' cues for feeding if they are separated
from them. When the mother and infant are together throughout the day and night, it is easy
for the mother to learn to recognize feeding cues and respond to them. This, along with
the close presence of the mother to her

Enable mothersand their

infant, will facilitate the establishment

';:@

of breastfeeding. 1

L

infants to remaintogether
and to practice rooming-in
24 hours a day.

IMPLEMENTATION GUIDANCE:

ROOMING-IN

--

______________________

Hospitals

_

support mothers

to breastfeed by

Facilities providing maternity and newborn
services should enable mothers and their
infants to remain together and to practice
rooming-in throughout the day and night. 2
Rooming-in involves keeping mothers
and infants together in the same room,
immediately after vaginal birth or cesarean
section, or from the time when mothers are
able to respond to their infants, until
discharge. This means that mothers and
infants are together throughout the day
and night. 1
Postpartum units need to be designed so that there is enough space for mothers and their
newborns to be together. Facility staff need to visit the hospital room regularly to ensure the
babies are safe. Babies should only be separated from their mothers for justifiable medical
and safety reasons. Minimizing disruption to breastfeeding during the stay in the facility will
require health-care practices that enable a mother to breastfeed for as much, as frequently
and for as long as her baby needs it. 1
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When a mother is placed in a dedicated unit {recovery area and/

The hospital setting is the perfect place to role model safe

or postpartum room}to recover from a cesarean section, the baby

rooming-in and to help families plan for a safe breastfeeding and

should be accommodated in the same room with her, close by. She

sleep environment for home. It is a prime opportunity to educate

will need practical support to position her baby to breastfeed, and

mothers and families about the components of a safe environment

will need help with lifting the baby from a bassinet.

1

which includes but is not limited to:
• fvfothers and infants have close but separate sleep

Rooming-in may not be possible in circumstances when infants
need to be moved for specialized medical care. 1 If preterm or
sick infants need to be in a separate room to allow for adequate
treatment and observation, efforts must be made for the mother to
recuperate postpartum with her infant, or to have no restrictions
for visiting her infant. Mothers should have adequate space to
express milk adjacent to their infants.

surfaces. 27
• Infants are placed on their backs to sleep, for naps and
at night. 27
• Firm flat sleep surface is used in a safety-approved crib,
covered by a fitted sheet.27
• Soft bedding and objects are avoided. Do not put pillows,
blankets, sheepskins in baby's sleep area. 27

1

• Baby is dressed in sleep clothing. Loose blankets are not

US CONSIDERATIONS FOR
SAFE IMPLEMENTATION:

used, and baby is not over bundled. 27

There are several factors that must be understood when mothers

fvfothers (and familiesJ should be given anticipatory guidance about

and infants are rooming-in together:

considering how tired they are before and during their infant's

• fvfothers will be naturally exhausted and/or only sleep in
short bursts following childbirth.

25

feeding so that steps can be taken to reduce risks to their infant. 52
Facilities and staff should consider implementing the following safe

• Sleepiness is a normal, hormonally-driven, physiological

rooming-in practices:

response to breastfeeding for both mothers and infants.

• fvfonitor mothers according to their risk assessment. 25

Unintentionally, this can lead to mothers falling asleep

• Review equipment, such as call bells, with mothers 25 and

while breastfeeding their infants. 51

instruct them to call for help when feeling tired or sleepy.51

• Following cesarean births, mothers have limited mobility
and are likely to feel the effects of medications, which may
cause them to be less responsive.

25

• Conduct hourly rounding to provide assistance placing
infants in bassinets when mothers or caregivers appear
to be drowsy or after mothers have received pain
medications. 51

Facilities are encouraged to develop processes that support staff
in the safe implementation of rooming-in practices.
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• Educate families and support persons to transition newborn
to the bassinet when mother is falling asleep.

I STEP 7

• Promote maternal rest 51 by limiting staff and visitor
interruptions.
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REFERTO APPENDIXA: PATIENT EDUCATION TOP IC S for the comprehensive list of all required education topics for postpartum
mothers.
REFERTOAPPENDIXC: PERFORMANCE INDICATORS TO MEASURE EACH COMPETENCY forthecomprehensivelist
of required knowledge, skills, and attitudes. IAll performance indicators apply to direct care staff. Specific performance indicators for which
knowledge competency applies to direct care providers are marked with an ·1
WHO/UNICEF PERFORMANCE INDICATORS
COMPETENCY TO IMPLEMENT STEP 7

DEMONSTRATING

VERIFICATION

METHOD

·35_ Engage in a conversation with a mother regarding 2 aspects related to the importance of rooming-in 24h/day.

Observation

68. Describe 2 aspects involved in creating a safe environment for rooming-in during the hospital stay.

Question or case study

·59_Demonstrate at least 3 safety aspects to assess when mother and baby are skin-to-skin during the postpartum

Observation

hospitalization, regardless of method of birth.
0

36. Explain 2 situations: 1 for the mother and 1 for the infant, when it is acceptable to separate mother and baby while in

Question or case study

hospital.
45. Engage in a conversation with a mother separated from her preterm or sick infant regarding at least 2 reasons to be with her

Observation

infant in the intensive care unit.

THE FOLLOWING STANDARDS APPLY TO MOTHERS AND INFANTS BEING CARED
FOR ON THE POSTPARTUM UNIT:
WHO/UNICEF

STANDARD

7 .1 Mothers report that their babies

US CRITERION

FOR EVALUATION

Interviews with mothers will confirm:

stayed with them since birth, without
separation lasting for more than 1 hour.

Criterion 7.1.1 At least 80% of mothers will report that their infants have stayed with them in the same room day and night.

without separation of more than 1 hour per 24-hour period unless:
A. Medically justifiable reason for a longer separation, OR
B. Safety-related reason for a longer separation, OR

C. Informed decision for a longer separation [maternal request/
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THE FOLLOWING STANDARDS APPLY TO MOTHERS AND INFANTS BEING CARED
FOR ON THE POSTPARTUM UNIT:
WHO/UNICEF

STANDARD

7 .1 Mothers report that their babies

US CRITERION

FOR EVALUATION

Interviews with mothers will confirm:

stayed with them since birth, without
separation lasting for more than 1 hour.

Criterion 7.1.2 At least 80% of mothers who requested their infant to be removed from the room will report the facility staff:

A. Listened to her reasons/concerns AND
B. Responded by assessing potential and/or existing challenges specific to her concerns, and/or providing additional
guidance with workable solutions to safely avoid the separation AND
C. If the mother still requested separation, health professionals empowered her with an understanding of evidence-based
information [ scientific, unbiased, factual} that allowed her to make an informed decision for her baby including:
• Importance of rooming-in,
• If breastfeeding, a plan for reuniting the mother and infant as soon as the infant displays feeding cues.
Documentation:
Criterion 7.1. 3 Of mothers and babies that have been separated, at least 80% will have the following documented in the

medical record:
A. Reason for the separation
B. Location of infant
C. Length of separation
D. Infant feedings during separation
E. Counseled on the importance of rooming-in including a plan for reuniting the mother and infant. and infant feeding.
NOTE: Facilities must make every effort to minimize any disruptions to breastfeeding by reuniting a mother and infant as
frequently and for as long as her baby needs it.
Criterion 7.1.4 Quality improvement question for informational purposes (not a designation criterion/: Mothers will report

that they felt supported with rooming and caring for her baby.
A. They received practical information AND
B. Received help when needed.
7. 2 Observations in the postpartum wards

Observations in the postpartum unit and newborn units will confirm:

and well-baby observation areas confirm
that mothers and babies are together or,
if not, have medically justifiable reasons

Criterion 7.2.1 Observations in the postpartum unit and any well-baby observation areas confirm that at least 80% of the

mothers and infants are rooming-in or have a documented:
A. Medically justifiable reason for separation, OR

for being separated.

B. Safety-related reason for separation. OR

C. Informed decision for separation [maternal request]
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THE FOLLOWING STANDARDS
FOR ON THE NICU UNIT:

APPLY TO MOTHERS

AND INFANTS

BEING CARED

US STANDARD

US CRITERION

7. 3 Mothers of preterm or sick infants

Interviews with mothers who are breastfeeding or intending to do so with infants in the NICU will confirm:

FOR EVALUATION

report having no restrictions and had
access to their infants in the NICU

Criterion 7.3.:1.At least 80% of mothers with infants in the NJCUreport that they have had access to their infants in the

whenever they wanted.

N/CU whenever they wanted.
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COMPETENCY
ASSESSMENT-SELECTED
PERFORMANCE INDICATORS

US CRITERION

FOR EVALUATION

7.4 Health professionals who provide

DIRECTCARE NURSING STAFF

postpartum and/or newborn care will be

Criterion 7.4.1 At least 80% of direct care nursing staff who provide postpartum, and/or newborn care will describe or

competent in helping a mother to respond

demonstrate how they engage in a conversation with a mother regarding 2 aspects related to the importance of rooming-in

to her baby's feeding cues(by enabling a

24h/day. [Pl 35]

mother and infant to rooming-in 24 hours
a day].

Criterion 7.4.2 At least 80% of direct care nursing staff who provide postpartum, and/or newborn care will describe or

demonstrate at least 2 safety aspects to assess when mother and baby are skin-to-skin during the postpartum
hospitalization regardless of method of birth. [Pl 69]
Criterion 7.4.3 At least 80% of direct care nursing staff who provide postpartum, and/or newborn care will explain 2

situations: 1 for the mother and 1 for the infant, when it is acceptable to separate mother and baby while in the hospital.
[Pl 36]

DIRECTCARE PROVIDER
Criterion 7.4.4 At least 80% of direct care providers with privileges to provide postpartum and/or newborn care will

describe how they engage in a conversation with a mother regarding 2 aspects related to the importance of rooming-in
24h/day. [Pl 35]
Criterion 7.4.S At least 80% of direct care providers with privileges to provide postpartum and/or newborn care will

explain 2 situations: 1 for the mother and 1 for the infant, when it is acceptable to separate mother and baby while in the
hospital. [Pl 36]

U.S. CLARIFICATION: MEDICALLYJUSTIFIABLE OR SAFETY-RELATEDREASONSFOR SEPARATION HealthcareProfessionalsmustusetheir
clinical judgement. While it is true that rooming-in is the expected practice in Baby-Friendly designated facilities, we recognize some circumstances necessitate

mother-baby separation. The decision that leads to a separation is often complex involving observations, assessments, and an understanding of the individual motherbaby dyad. It is imperative in these situations that care and decisions are individualized and include the mother's participation, if possible. Facilities should have a
dedicated area to provide care to infants who have a justifiable reason for separation. As a reminder, BFUSA does NOT require that facilities close their nursery.
To be clear, infants must not be separated for routine facility procedures that could be performed in the mother's room.
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STEP

8

RATIONALE:
Breastfeeding involves recognizing and responding to the infant's display of hunger and
feeding cues and readiness to feed, as part of a nurturing relationship between the mother
and infant. Responsive feeding lalso called on-demand or baby-led feedingl puts no
restrictions on the frequency or length of the infant's feeds, and mothers are advised
to breastfeed whenever the infant is hungry

Support mothersto
recognizeand respond
to their infants' cues
for feeding.

or as often as the infant wants. Scheduled
feeding, which prescribes a predetermined,
and usually time-restricted, frequency and
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support mothers
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to breastfeed by_

schedule of feeds is not recommended. It is
important that mothers know that crying is
'Helping mothers
. know when their.
baby is hungry·•

a late feeding cue and that it is better to feed
the baby earlier, since optimal positioning and
attachment are more difficult when an infant
is in distress. 1

Not limiting
breastfeeding
times

IMPLEMENTATION GUIDANCE:
Mothers should be supported to practice
responsive feeding as part of nurturing care.1
Regardless of whether they breastfeed or not,
mothers should be supported to recognize
and respond to their infants' cues for feeding,

closeness and comfort, and enabled to respond accordingly to these cues with a variety
of options, during their stay at the facility providing maternity and newborn services. 2
Supporting mothers to respond in a variety of ways to behavioral cues for feeding, comfort
or closeness enables them to build a caring, nurturing relationship with their infants and
increases their confidence in themselves, in breastfeeding and in their infants' growth
and devetopment. 1
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When the mother and baby are not in the same room for medical

or other justifiable reasons, the facility staff need to bring the

US CONSIDERATIONS FOR SAFE
IMPLEMENTATION:

mother and infant together as often as possible, so that she can

ABM Protocol #10 recommends that mothers of late preterm

recognize feeding cues. When staff notice feeding cues, they should

and early term infants on the postpartum unit should be taught

also bring the mother and baby together.

1

to respond to their infants' cues for feeding. However, it may be
necessary for mothers to wake their infants when they do not

New mothers believe that it is important that they respond to

demonstrate hunger cues within 4 hours of the previous feeding.

their infant's feeding cues. However, mothers have reported being

Preterm infants should be breastfed (or breast-milk fedJ 8-12

stressed and anxious about how to interpret their infant's needs.

times in a 24-hour period. 41

Postpartum conversations support families to develop an
understanding of an infant's cues for feeding, comfort, or
closeness. Education provided to families should increase a
mother's confidence in interpreting these cues and responding in
a variety of ways which might include breastfeeding, rocking,
holding, walking, singing, and skin-to-skin contact. 2

WHO/UNICEF PERFORMANCE INDICATORS
COMPETENCY TO IMPLEMENT STEP 8

REFERTOAPPENDIXA: PATIENT EDUCATION TOPICS
for the comprehensive list of all required education topics for
postpartum mothers.
REFERTOAPPENDIXC: PERFORMANCE INDICATORS TO
MEASURE EACH COMPETENCY forthecomprehensivelist
of required knowledge, skills, and attitudes. jAll performance
indicators apply to direct care staff. Specific performance
indicators for which knowledge competency applies to direct
care providers are marked with an ·1

DEMONSTRATING

VERIFICATION

METHOD

·37_ Describeat least 2 early feeding cues and 1 late feeding cue.

Questionor case study

38. Describeat least 4 reasons why responsive feeding jalso called on-demand or baby-led feedingj is important.

Questionor case study

39. Describeat least 2 aspects of responsive feeding jalso called on-demand or baby-led feedingl independent of feeding

Questionor case study

method.
46. Engagein a conversation with a mother of a preterm, late preterm or vulnerable infant jincluding multiple birthsl regarding

Observation

the importance of observing at least 2 subtle signs and behavioral state shifts to determine when it is appropriate to breast-feed.

·ss.Describeat least 4 elements to assess when a mother says that
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THE FOLLOWING STANDARDS APPLY TO MOTHERS AND INFANTS BEING CARED FOR ON
THE POSTPARTUM UNIT:
WHO/UNICEF

STANDARD

8.1 Breastfeeding mothers can describe

US CRITERION

FOR EVALUATION

Interviews with breastfeeding mothers will confirm:

at least two feeding cues.

Criterion 8.j,1
8.2 Breastfeeding mothers report that

At least 80% of breastfeeding mothers can describe at least 2 early feeding cues.

Interviews with breastfeeding mothers will confirm:

they have been advised to feed their
babies as often and for as long as the

Criterion 8.2.1 At least 80% of breastfeeding mothers will report that they have been advised to feed their infants as often

infant wants.

and as long as the infants want.

Criterion 8.2.2 Quality improvement question for informational purposes (not a designation criterion}: At least 80% of
breastfeeding mothers can provide 2 acceptable responses to describe normal infant feeding patterns after the first
24 hours of life including:
• The average feeding frequency is at least 8-12 times in 24 hours,
• Infants feeding through the night and/or
• That cluster feeding is common.
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COMPETENCY
ASSESSMENT-SELECTED
PERFORMANCE INDICATORS

US CRITERION

FOR EVALUATION

8.3 Health professionals who provide

Interviews with direct care nursing staff and direct care providers will confirm:

labor & delivery, postpartum and/or
newborn care will be competent in
helping a mother to respond to her

DIRECTCARENURSINGSTAFF

baby's feeding cues.

Criterion 8.3 . .1 At least 80% of direct care nursing staff who provide labor & delivery, postpartum, and/or newborn care

will describe at least 2 early feeding cues and 1 late feeding cue. fPl 3 7]
Criterion 8.3.2 At least 80% of direct care nursing staff who provide labor & delivery. postpartum, and/or newborn care

will describe at least 2 reasons why responsive feeding (also called on-demand feeding} is important fPl 38]
Criterion 8.3.3 3 At least 80% of direct care nursing staff who provide labor & delivery, postpartum, and/or newborn care

will describe at least 2 elements to assess when a mother says her infant is crying frequently. fPl 58]

DIRECTCAREPROVIDER
Criterion 8.3.4 At least 80% of direct care providers with privileges to provide labor & delivery, postpartum and/or

newborn care will describe at least 2 early feeding cues and 1 late feeding cue. [Pl 3 7]
Criterion 8.3.4 At least 80% of direct care providers with privileges to provide labor & delivery, postpartum and/or

newborn care will describe at least 2 elements to assess when a mother says her infant is crying frequently. [Pl 58]
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STEP

9

RATIONALE:
Proper guidance and counseling of mothers and other family members enables them to make
informed decisions on the use or avoidance of pacifiers and/or feeding bottles and artificial

nipples until the successful establishment of breastfeeding. While WHO guidelines 2 do not
call for absolute avoidance of feeding bottles, artificial nipples and pacifiers for term infants,
there are a number of reasons for caution

Counselmotherson the

(-1:\ - - - - - - - - - - - - - - - - - - -,

about their use, including hygiene, oral
formation and recognition of feeding cues.

1

>u

BOTTLES, TEATS AND PACIFIERS\

L-----------------------

use and risks of feeding
bottles, artificialnipples,
and pacifiers.

IMPLEMENTATION

GUIDANCE:

Hospitals

support mothers

to breastfeed by ...

If expressed milk or other feeds are
medically indicated for term infants, feeding
methods jdevicesj such as cups, spoons or
feeding bottles and artificial nipples can be
used during their stay at the facility. 2 However,
it is important that staff do not become
reliant on artificial nipples as an easy response
to suckling difficulties instead of counseling
mothers and enabling babies to attach babies
properly and suckle effectively.

1

It is important that the facility staff ensure
appropriate hygiene in the cleaning of these
utensils, since they can be a breeding ground for bacteria. Facility staff should also inform
mothers and family members of the hygiene risks related to inadequate cleaning of feeding
utensils, so that they can make informed decisions on the feeding method.
The physiology of suckling at the breast is different from the physiology of suckling from a
feeding bottle and an artificial nipple. 53 It is possible that the use of the feeding bottle and
an artificial nipple could lead to breastfeeding difficulties, particularly if use is prolonged.
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However, the only study on this did not demonstrate a specific

beneficial until breastfeeding is established.2 Non-nutritive sucking

carry-over effect from suckling at a feeding bottle and an artificial

or oral stimulation involves the use of pacifiers, a gloved finger or a

1 15
•

breast that is not yet producing milk. 1 NOTE:If a preterm infant is

nipple to suckling at the breast.

in the room with the mother, oral stimulation should always be done

Pacifiers have long been used to soothe an upset infant. In some

by placing baby at the breast.

cases, they serve a therapeutic purpose, such as reducing pain
during procedures when breastfeeding or skin-to-skin contact are

There should be no promotion of feeding bottles or artificial nipples

not possible. Pacifiers have also been shown to reduce the risk

in any part of facilities providing maternity and newborn services,

of SIDS, even among breastfeeding infants. However, if pacifiers

or by any of the staff. As is the case with breast-milk substitutes,

replace suckling and thus reduce the number of times an infant

these products fall within the scope of the International Code.1.15• 15, 54

stimulates the mother's breast physiologically, this can lead to a

[SEE STANDARD 9.2 FOR ADDITIONAL GUIDANCE on the

reduction of maternal milk production. The use of artificial nipples

promotion of pacifiers as a SIDS risk reduction measure.]

or pacifiers may interfere with the mother's ability to recognize
feeding cues. If the use of a pacifier prevents the mother from

US CONSIDERATIONSFORSAFE IMPLEMENTATION:

observing the infant's smacking of the lips or rooting towards

Hygiene is an important consideration for safe implementation of

the breast, she may delay feeding until the infant is crying and

the use of bottles, nipples and pacifiers and other infant feeding

1

agitated. Therefore, recommending to parents that they delay

items. The Centers for Disease Control and Prevention_(CDC)and

pacifier introduction until breastfeeding is well established

World Health Organization provide the steps that families should

supports breastfeeding while reducing the risk of SIDS and helps

follow to clean, sanitize, and store infant feeding items. The CDC

parents understand appropriate timeframes for introducing

also provides steps to ensure that breast pump and breast pump

pacifiers.

26 27
•

parts are clean and sanitized. 55 • 56

For preterm infants, evidence does demonstrate that use of feeding

Pacifiers are also recognized as a risk reduction measure for

bottles with artificial nipples interferes with learning to suckle at

Sudden Infant Death Syndrome (SIDS). To reduce the risk of SIDS,

the breast. If expressed breast-milk or other feeds are medically

the AAP recommends exclusive breastfeeding, breastfeeding for at

indicated for preterm infants, feeding methods such as cups or

least 6 months, and offering a pacifier at naptime and bedtime, once

spoons are preferable to feeding bottles and artificial nipples.

2

On the other hand, for preterm infants who are unable to breastfeed

breastfeeding is well established. Infants who are not being directly
breastfed can begin pacifier use as soon as desired. 26

directly, non-nutritive sucking and oral stimulation may be

THE BABY-FRIENDLY HOSPITAL INITIATIVE

I

SIXTH EDITION

I Baby-Friendly

USA, Inc.

I STEP 9

80

REFERTO APPENDIXA: PA Tl ENT EDUCATION TOP IC S for the comprehensive list of all required education topics for postpartum
mothers.
REFERTOAPPENDIXC: PERFORMANCE INDICATORS TO MEASURE EACH COMPETENCY forthecomprehensivelist
of required knowledge, skills, and attitudes. IAll performance indicators apply to direct care staff. Specific performance indicators for which
knowledge competency applies to direct care providers are marked with an ·1

WHO/UNICEF
COMPETENCY

PERFORMANCE
TO IMPLEMENT

INDICATORS
STEP 9

DEMONSTRATING

VERIFICATION

METHOD

28. Describe at least 6 essential issues that every breastfeeding mother should know or demonstrate.

Question or case study

53. Demonstrate to a mother how to safely cup-feed her infant when needed, showing at least 4 points.

Observation

54. Describe to a mother at least 4 steps to feed an infant a supplement in a safe manner.

Observation

·55_ Describe at least 2 alternative feeding methods other than feeding bottles.

Question or case study

56. Engage in a conversation with a mother who requests feeding bottles, artificial nipples, and pacifiers [soothers] without

Observation

medical indication, including at least 3 points.
·59_ Describe at least 4 elements of anticipatory guidance to give to a mother on calming or soothing techniques before or as

Question or case study

alternatives to pacifiers.

'70. Describewhen the acceptable time is for introducing a pacifier with a breast-feeding infant, with regards to SUID/5/05

Question or case study

reduction strategies.

THE BABY-FRIENDLY HOSPITAL INITIATIVE

I

SIXTH EDITION

I Baby-Friendly

USA, Inc.

I STEP 9

81

THE FOLLOWING STANDARDS APPLY TO MOTHERS AND INFANTS BEING CARED FOR ON
THE POSTPARTUM UNIT:
WHO/UNICEF

STANDARD

9.1 Breastfeedingmothersreport that
they have been taught about the risks of
usingfeeding bottles, artificial nipples
and pacifiers.2

US CRITERION

FOR EVALUATION

Interviewswith breastfeedingmotherswill confirm:
Criterion 9,j,j

At least 80% of breastfeeding mothers can describe:

A. One possible impact that pacifiers might have on breastfeeding, AND
B. When the acceptable time is for introducing the pacifier.
Criterion 9.j.2

At least 80% of breastfeeding mothers can describe one possible impact that bottles and artificial nipples

might have on breastfeeding.
Criterion 9,j,3

At least 80% of breastfeeding mothers that are unable to feed their baby directly at the breast or needed/

chose additional supplementation will report:
A. Alternative feeding devices other than bottles were offered, AND
B. They were informed of the potential impacts of feeding bottles on breastfeeding AND

C. Will be able to describe 2 feeding techniques appropriate for the use of selected feeding device.
Criterion 9.j.4 At least 80% of breastfeeding mothers [including breast-milk feeding] utilizing infant feeding items

{bottles. artificial nipples, rings, caps, syringes, cups. spoons, breast pump equipment. etc.] can provide 1 acceptable
response about proper hygiene when cleaning these infant feeding items.
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SAFE SLEEP AND SIDS REDUCTION MESSAGES SHOULD BE DISTRIBUTED BY THE
FACILITY AND THE FOLLOWING STANDARDS AND CRITERIA FOR EVALUATION APPLY:
RATIONALE:
BFUSA acknowledges the evidence pertaining to pacifier use related to SIDS risk reduction. 25 Safe sleep and SIDS risk reduction information
is important for parents to receive during the birth hospital stay. 26• 27 This education may be compatibly provided to parents by using safe
sleep materials that also promote breastfeeding.

US STANDARD

US CRITERION

9.2 Facilities distributing safe sleep
materials must also provide additional
verbal and written education related to
breastfeeding and pacifier use to mothers.

A review of education materials will confirm:

FOR EVALUATION

Criterion 9.2.1 A review of materials will confirm that safe sleep and SIDS risk reduction materials that are provided to
mothers also provide additional written education that includes the all of the following:
A. Pacifier use in the breastfed infant should be delayed until breastfeeding is firmly established. 26 • 27 AND
B. How mothers can know that breastfeeding is firmly established (For example, milk supply has increased, infant is
breastfeeding 8-12 times in 24 hours, infant is satisfied after feedings, infant is gaining weight, mother can hear baby
swallowing during feeding, adequate voiding and stooling according to expected normsJ.AND

C. Breastfeeding is associated with a reduced risk of SIDS, and the protective effect increases with breastfeeding duration
and exclusivity, with the greatest protection offered by breastfeeding for at least 6 months.21.57
Criterion 9.2.2 Quality improvement question for informational purposes (not a designation criterion/:
At least 80% of mothers should be able to recall at least 2 of the following key safe sleep messages:
• Baby should always be placed on back to sleep.
• Baby should sleep in an empty, approved (CPSCJcrib.
• Baby should sleep in the same room as parents for at least 6 and preferably to 12 months.
• Parents should refrain from smoking during and after pregnancy and baby should sleep in a smoke-free environment.
• Breastfeeding reduces the risk of SIDS.
• Pacifier use at bedtime reduces the risk of SIDS.
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COMPETENCY
ASSESSMENT-SELECTED
PERFORMANCE INDICATORS

US CRITERION

FOR EVALUATION

9.3 Health professionals who provide

Interviews with direct care nursing staff and direct care providers will confirm:

labor and delivery, postpartum and/or
newborn care will be competent in:
• How to discuss with a mother how

DIRECTCARE NURSING STAFF
Criterion 9. 3.1 At least 80% of direct care nursing staff who provide labor & delivery, postpartum, and/or newborn care

breastfeeding works,

will describe to a mother at least 4 steps to feed an infant a supplement in a safe manner. [Pl 54]
• Helping a mother who is not feeding
her baby directly at the breast.

Criterion 9. 3. 2 At least 80% ofdirect care nursing staff who provide labor & delivery, postpartum, and/or newborn care

will describe at least 2 elements of anticipatory guidance to give to a mother on calming or soothing techniques before or

as alternatives to pacifiers. {Pl 59)
Criterion 9.3.3 At least 80% ofdirect care nursing staff who provide labor & delivery, postpartum, and/or newborn care

will describe when the acceptable time is for introducing a pacifier with a breastfeeding infant with regards to SUID/SIDS
reduction strategies. [Pl 70}

DIRECTCARE PROVIDER
Criterion 9.3.4 At least 80% of direct care providers with privileges to provide labor & delivery, postpartum and/or
newborn care will describe at least 2 elements of anticipatory guidance to give to a mother on calming or soothing

techniques before or as alternatives to pacifiers. {Pl 59}
Criterion 9.3.5 At least 80% of direct care providers with privileges to provide labor & delivery, postpartum and/or
newborn care will describe when the acceptable time is for introducing a pacifier with a breastfeeding infant with regards

to SUID/5105 reduction strategies. [Pl 70}
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STEP

10

RATIONALE:
Mothers need sustained support to continue breastfeeding. While the time in the facility
providing maternity and newborn services should provide a mother with basic breastfeeding
skills, it is very possible her milk supply has not been fully established until after discharge.
Breastfeeding support is especially critical in the succeeding days and weeks after
discharge, to identify and address early

Coordinatedischarge so
that parents and their
infants have timely access

breastfeeding challenges that occur.
She will encounter several different phases
in her production of breast-milk, her infant's

Hospitals

support mothers

to breastfeed

by ...

growth and her own circumstances je.g. going
back to work or schooq, in which she will
need to apply her skills in a different way and
additional support will be needed. Receiving

to ongoingsupport and care.

timely support after discharge is instrumental
in maintaining breastfeeding rates. Maternity
facilities must know about and refer mothers
to the variety of resources that exist in the
community. 1

IMPLEMENTATION

'.fi
Worldtteallh un•cef
'f Otganlzation
I

GUIDANCE:

As part of protecting, promoting and
supporting breastfeeding, discharge from facilities providing maternity and newborn
services should be planned for and coordinated, so that parents and their infants have
access to ongoing support and receive appropriate care. 2 Each mother should be linked
to lactation-support

resources in the community upon discharge. Facilities need to provide

appropriate referrals to ensure that mothers and babies are seen by a health worker to
assess the feeding situation. The AAP recommends that every infant should have an

evaluation within 3 to 5 days of birth and within 48 to 72 hours after discharge from the
hospital that includes an evaluation for feeding and jaundice. Breastfeeding newborns
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should receive formal breastfeeding evaluation, and their mothers
should receive encouragement and instruction. Printed and/or
online information could be useful to provide contacts for support,
in case of questions, doubts or difficulties, but this should not
substitute for active follow-up care by a skilled professional. 1

Facilities providing maternity and newborn services need to
identify appropriate community resources for continued and
consistent breastfeeding support that is culturally and socially
sensitive to their needs. The facilities have a responsibility to
engage with the surrounding community to enhance such
resources. Community resources include primary health-care
centers, community health workers, home visitors, breastfeeding
clinics, nurses/midwives, lactation consultants, peer counsellors,
mother-to-mother support groups, or phone lines j"hot lines"IThe facility should maintain contact with the groups and individuals
providing the support as much as possible and invite them to the
facility where feasible. 1
Follow-up care is especially crucial for preterm and lowbirth-weight babies. In these cases, the lack of a clear follow-up
plan could lead to significant health hazards. Ongoing support
from skilled professionals is needed.1

US CONSIDERATIONSFORSAFE IMPLEMENTATION:
Vulnerable Populations: Breastfeeding can be extremely
challenging, especially if a mother is in a community at risk for not
breastfeeding. Equity will be increased if competently skilled
professionals and evidence-based breastfeeding counseling is
accessible to all mothers. Populations at risk for lower rates of
breastfeeding duration may include African American/Black
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mothers, mothers who are young, return early to work; lack social
support; mothers with mental or medical concerns; parents with
social and cultural considerations; late preterm and early term
infants. 50 • 58
Knowledge of the existence of post discharge support can be
instrumental in a mother's willingness to give breastfeeding a try.
While breastfeeding mothers may have some particular concerns,
it is critically important that support be provided to all mothers.
Continuum of care: The Academy of Breastfeeding Medicine's
"Clinical Protocol #7: Model Maternity Policy Supportive of
Breastfeeding" provides the following guidance:
• Before discharge, the health care team will ensure that there
is effective breastfeeding, that breastfeeding mothers are able
to efficiently breastfeed their infants and that continuity of
care is guaranteed, either by follow-up visits or by arranging
qualified primary care providers and/or lactation specialists
visits and/or support groups or peer counseling contacts. 38
• If the infant is still not latching or feeding well at the time of
discharge, an individualized feeding plan will be devised and,
depending on the dyad's clinical situation and resources, the
infant's discharge may be delayed. 38
• Mothers identified prenatally or soon after delivery as at risk
of delayed lactogenesis II will be assigned to special help as
deemed appropriate. A feeding plan and close follow-up of the
infant (for adequate hydration and nutrition besides help with
expression/ will be offered. At discharge, continuum of care will
be ensured with a feeding plan and close follow-up. 38
86

REFERTO APPENDIXA: PA Tl ENT EDUCATION TOP IC S for the comprehensive list of all required education topics for postpartum
mothers.
REFERTOAPPENDIXC: PERFORMANCE INDICATORS TO MEASURE EACH COMPETENCY forthecomprehensivelist
of required knowledge, skills, and attitudes. IAll performance indicators apply to direct care staff. Specific performance indicators for which
knowledge competency applies to direct care providers are marked with an ·1

WHO/UNICEF
COMPETENCY

PERFORMANCE
TO IMPLEMENT

INDICATORS
STEP 10

DEMONSTRATING

57. Engage in a conversation with a mother regarding at least 4 different ways to facilitate breastfeeding in order to prevent

VERIFICATION

METHOD

Observation

or resolve most common conditions of the lactating breasts jsore nipples, engorgement, mother who thinks she doesn't have
enough milk. infants who have difficulty suckingj.
60. Describe at least 2 locally available sources for timely infant feeding information and problem management.

Question or case study

61. Describe at least 2 ways the healthcare facility engages with community-based programs to coordinate breastfeeding

Question or case study

messages and offer continuity of care.
"62. Develop individualized discharge feeding plans with a mother that includes at least 6 points.

Observation

'63. Describe to a mother at least 4 warning signs of infant undernourishment or dehydration for a mother to contact a health

Observation

care professional after discharge.
'64. Describe at least 3 warning maternal signs for a mother to contact a health care professional after discharge.
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THE FOLLOWING STANDARDS APPLY TO MOTHERS AND INFANTS BEING CARED FOR ON
THE POSTPARTUM UNIT:
WHO/UNICEF

STANDARD

10.1 Mothers report that a staff member

US CRITERION

FOR EVALUATION

Interviews with mothers will confirm:

has informed them where they can access
breastfeeding support/infant formula

Criterion io . .1. .1 At least 80% of breastfeeding mothers [including breast-milk feeding] will report that they have been given

feeding support in their community.

verbal and written information on:
A. How to access breastfeeding support {support groups, peer counselors, providers, or other skilled community health
services] after discharge from the facility, AND
B. When to follow-up for a newborn evaluation for jaundice and feeding, AND
C. Maternal/infant warning signs/symptoms of breastfeeding problems that must receive urgent evaluation and whom
they should call for assistance.
Criterion io . .1.2 At least 80% of mothers choosing to feed their babies formula will report that they have been given verbal

and written information on:
A. How to access infant formula feeding support [support groups, peer counselors, providers, or other skilled community
health services] after discharge from the facility, AND
B. When to follow-up for a newborn evaluation for jaundice and feeding, AND

C. Maternal/infant warning signs/symptoms of breast problems and/or formula feeding concerns that must receive urgent
evaluation and whom they should call for assistance.
NOTE: Mothers who are "mixed-feeding" their babies should receive verbal and written information appropriate to support

optimal, safe infant feeding individualized to their feeding intentions.
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WHO/UNICEF

STANDARD

10.2 The facility can demonstrate that

US CRITERION

FOR EVALUATION

A review of documents indicates:

it coordinates with community services
that provide breastfeeding/infant feeding

Criterion 10.2.1 A review of documents indicates that written (printed or electronic) information is distributed to

support, including clinical management

mothers before discharge on how and where mothers, regardless of feeding method, can find help on feeding their infants

and mother-to-mother support.

after returning home and includes information on what type of help is available from each source of support.
Criterion 10.2.2

The facility provides a written description of how it fosters the establishment of and/or coordinates

with mother support groups and other community services that provide breastfeeding/infant feeding support to mothers.
The description includes a specific list of programs and services they fostered/coordinated with.

COMPETENCY
ASSESSMENT-SELECTED
PERFORMANCE INDICATORS

US CRITERION

FOR EVALUATION

10.3 Health professionals who provide

Interviews with direct care nursing staff and direct care providers will confirm:

postpartum and/or newborn care will
be competent to ensure a seamless

DIRECTCARE NURSING STAFF

transition after discharge.

Criterion 10. 3.1 At least 80% of direct care nursing staff who provide postpartum and/or newborn care will describe the

components of an individualized discharge feeding plans with a mother that includes at least 4 points. [Pl 62]
Criterion 10.3.2 At least 80% of direct care nursing staff who provide postpartum and/or newborn care will describe to

a mother at least 3 warning signs of infant undernourishment or dehydration for a mother to contact a health professional
after discharge. [Pl 63]
Criterion 10. 3. 3 At least 80% of direct care nursing staff who provide postpartum and/or newborn care will describe at

least 2 maternal warning signs for a mother to contact a health care professional after discharge. [Pl 64]

DIRECTCARE PROVIDER
At least 80% of direct care providers with privileges to provide postpartum and/or newborn care will
describe to a mother at least 3 warning signs of infant undernourishment or dehydration for a mother to contact a health
professional after discharge. [Pl 63]
Criterion 10.3.4

Criterion 10.3.5 At least 80% of direct care providers with privileges to provide postpartum and/or newborn care will

describe at least 2 maternal warning signs for a mother to contact a health care professional after discharge. [Pl 64]
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APPENDIX
PRENATAL

A: PATIENT
CONVERSATION

EDUCATION
TOPICS

TOPICS

INCLUDE:

POSTPARTUM
EDUCATION

WHO/UNICEF Required Prenatal Conversation Topics Include at
a Minimum:
Breastfeeding

• the importance of breastfeeding [including a discussion on
the importance of direct breastfeeding, as needed]
• global recommendations for breastfeeding including:
o exclusive breastfeeding for the first 6 months
o the risks of giving formula or other breast-milk substitutes
o breastfeeding continues to be important after 6 months
when other foods are given
• the basics of good positioning and attachment
• recognition of feeding cues
Birth Practices
■

the importance of immediate and sustained skin-to-skin
contact
• the importance of early initiation of breastfeeding
• the importance of rooming-in
US Recommended Prenatal Discussion Topics for Anticipatory
Guidance include:

• non pharmacologic pain relief during labor
• creating a safe sleep environment:
o along with the importance of rooming-in, staff should
discuss how to create a safe sleep environment while
rooming-in at the hospital. Narcotic-induced sleepiness,
hormonally driven sleepiness [physiology of lactation and
its effects on mothers] and fatigue are all factors that
mothers should be aware of while rooming-in at the
hospital.
o risk reduction strategies for SIDS after leaving the hospital
including the importance of removing suffocation hazards
(e.g.,soft bedding/pillows/ from the breastfeeding
environment and defining hazardous circumstances
• how to have an abundant milk supply
• how to prevent nipple soreness
• how to prevent or minimize engorgement after birth
• availability of community resources with staff properly trained
to assist with breastfeeding assessment and management
• a brief conversation to discuss details about feeding a
premature, low birthweight or sick baby that might need to
be admitted to the NICU
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• proper positioning, correct attachment, efficient
suckling, and milk transfer
• ensuring a good milk supply
• criteria to assess if the infant is getting enough breastmilk including adequate intake and output for day of life
• preventative management of common problems such
as engorgement, sore and cracked nipples 5
• hand expression of breast-milk
• the importance of exclusive breastfeeding
• how to maintain exclusive breastfeeding for about 6
months
• signs/symptoms of infant feeding issues requiring
referral to a qualified provider
• early feeding cues and a reminder that crying is a late
cue
• no limits on how often or how long infants should be fed
• the effects of pacifiers and artificial nipples on
breastfeeding and why to avoid them until lactation
is established
• normal newborn feeding patterns
• collection and storage of breast-milk
• creating a safe sleep environment for breastfeeding
including:
o the physiology of lactation and its effects on the
mother leading to hormonally driven sleepiness
o the importance of removing suffocation hazards
/e.g.,soft bedding/pillows/ from the breastfeeding
environment
• community breastfeeding support services [including
how to access support and when to follow-up for formal
evaluation]
• maternal/infant warning signs/symptoms of breast
problems and breastfeeding problems that must receive
urgent evaluation [including who they should call for
assistance]

I Baby-Friendly

USA, Inc.
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A

INFANT
TOPICS

FORMULA

FEEDING

INCLUDE:

• safe preparation, feeding, and storage of infant
formula including:
o appropriate hand hygiene
o cleaning infant feeding items {bottles, nipples,
rings, caps, syringes, cups, spoons, etc.] and
workspace surfaces
o appropriate and safe reconstitution of
concentrated and powdered infant formulas
o accuracy of measurement of ingredients
o safe handling of formula
o proper storage of formula
o appropriate feeding methods which may include
feeding on cue, frequent low volume feeds, paced
bottle techniques, eye-to-eye contact, and holding
the infant closely
o powdered infant formula is not sterile and may
contain pathogens that can cause serious illness
in infants younger than 3 months
• preventative steps to minimize engorgement [if
mother plans to exclusively formula feed]
• signs/symptoms of infant feeding issues requiring
referral to a qualified provider
• normal newborn feeding patterns
• creating a safe sleep environment for feeding your
baby including:
o the importance of removing suffocation hazards
(e.g.,soft bedding/pillows/ from the environment
• community infant formula feeding services [including
how to access support and when to follow-up for
formal evaluation]
• maternal/infant warning signs/symptoms of breast
problems and/or formula feeding concerns that must
receive urgent evaluation and who they should call
for assistance
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APPENDIX
KEY CLINICAL

B: INDICATORS

FOR FACILITY

MONITORING

OF KEV CLINICAL

PRACTICES

PRACTICES

TARGET

Step 3: Discuss the

Affiliated Prenatal Services:

importance and management
of breastfeeding with pregnant
women and their families.

The percentage of mothers who received prenatal care
at an affiliated prenatal service who received prenatal
counseling on breastfeeding.

Step 4: Facilitate immediate
and uninterrupted skin-to-skin
contact and support mothers to
initiate breastfeeding as soon
as possible after birth.

OTHER SOURCES

~80%

Mothers Survey

Audits

Mothers Survey
Report form or Link

Vaginal Delivery: The percentage of infants that were
placed in skin-to-skin contact with their mothers
immediately after a vaginal birth and remained there
uninterrupted for at least 1 hour /longer, if needed,
to allow a breastfeeding infant to complete a feeding}.

~80%

Clinical records

Mothers Survey
and/or Audits

Facility Data Sheet
Mothers Survey
Report Form or Link

Cesarean Delivery: Thepercentage of infants barn by

~80%

Clinical records

Mothers Survey
and/or Audits

Facility Data Sheet
Mothers Survey
Report Form or Link

All Deliveries: Thepercentage of infants who were
supported to breastfeed as soon as possible after birth,
within the first one to two hours after delivery.
NOTE: Supporting the initiation of breastfeeding is
defined as placing the baby on the mother's chest
/skin-to-skin} for breastfeeding, pointing out infant
feeding readiness cues and gently coaching the mother
to allow baby to move and attach to the breast.

~80%

Clinical records

Mothers Survey
and/or Audits

Facility Data Sheet
Mothers Survey
Report Form or Link

The percentage of breastfeeding mothers who report
being taught how to position their baby for
breastfeeding.

mo%

Mothers Survey

Audits

Mothers Survey
Report form or Link

The percentage of breastfeeding mothers who report

~80%

Mothers Survey

Audits

Mothers Survey
Report form or Link

~80%

Mothers Survey

Audits

Mothers Survey
Report form or Link

cesarean delivery that were placed in skin-to-skin
contact with their mothers. when safe and feasible
[mother is responsive and alert] and remained there
uninterrupted for at least 1 hour (longer, if needed, to
allow a breastfeeding infant to complete a feeding/.

Step 5: Support mothers to

initiate and maintain
breastfeeding and manage
common difficulties.

being taught how to attach their baby for breastfeeding.
The percentage of breastfeeding mothers who report
being taught how to observe for expected suckling
patterns.
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APPENDIX

B: INDICATORS

FOR FACILITY

MONITORING

OF KEV CLINICAL

KEY CLINICAL PRACTICES

Step 5: Support mothers to
initiate and maintain
breastfeeding and manage
common difficulties.

Step 6: Do not provide breastfed
newborns any food or fluids
other than breast-milk, unless
medically indicated.

Step 7: Enable mothers and their
infants to remain together and
to practice rooming-in 24 hours
a day.

Step 8: Support mothers to
recognize and respond to their
infants' cues for feeding.

PRACTICES

TARGET

OTHERSOURCES

The percentage of breastfeeding mothers who report
being taught how to listen for swallowing sounds.

!80%

Mothers Survey

Audits

Mothers Survey
Report form or Link

The percentage of breastfeeding mothers who report
being taught how to express their breast-milk by hand.

!80%

Mothers Survey

Audits

Mothers Survey
Report form or Link

The percentage of infants who received only breast-milk
throughout their stay at the facility.
Reminder:The US BFHI DesignationIs based on
implementationof clinical practices, NOTon an
exclusivebreastfeedingrate of •80%.

!80%

Clinical records

Mothers Survey

Facility Data Sheet
Mothers Survey
Report Form or Link

The percentage of breast-milk fed infants who received
formula supplementation during their stay at the facility.

i

The percentage of mixed-feeding and formula feeding
mothers who report being taught how to safely prepare,
feed and store infant formula.

!80%

Mothers Survey

Audits

Mothers Survey
Report form or Link

The percent of infants who stayed with their mothers
both day and night, without separation of more than
1 hour per 24-hour period.

!80%

Clinical records

Mothers Survey
and/or Audits

Facility Data Sheet
Mothers Survey
Report Form or Link

The percentage of mothers [regardless of feeding
method] who report being taught that salivating or
rooting is an early feeding cue.

!80%

Audits

Mothers Survey

The percentage of mothers [regardless off eeding
method) who report being taught that the baby putting
fingers or fist in or around his/her mouth is an early
feeding cue.

!80%

Mothers Survey

Audits

Mothers Survey
Report form or Link

The percentage of mothers [regardless of feeding
method] who report being taught that the baby becoming
more active and alert is an early feeding cue.

!80%

Mothers Survey

Audits

Mothers Survey
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Clinical records
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and/or Audits

Mothers Survey

Facility Data Sheet
Mothers Survey
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Report form or Link
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APPENDIX
KEY CLINICAL

B: INDICATORS

MONITORING

OF KEV CLINICAL

PRACTICES

Step 9: Counsel mothers on the

use and risks of feeding bottles,
artificial nipples and pacifiers.

Step 10: Coordinate discharge

so that parents and their infants
have timely access to ongoing
support and care.

APPENDIX

FOR FACILITY

PRACTICES

TARGET

OTHER SOURCES

The percentage of breastfeeding mothers who report
being taught about the risks of using feeding bottles,
artificial nipples and pacifiers.

!80%

Mothers Survey

Audits

Mothers Survey
Report form or Link

The percentage of breastfeeding mothers who report
being taught when an acceptable time is to introduce a
pacifier.

!80%

Mothers Survey

Audits

Mothers Survey
Report form or Link

The percentage mothers [regardless of feeding method/
who report being taught how to tell if their babies are
getting enough.

!80%

Mothers Survey

Audits

Mothers Survey
Report form or Link

The percentage of mothers fregardless off eeding
method) who report being taught where they can access
infant feeding support in the community.

!80%

Mothers Survey

Audits

Mothers Survey
Report form or Link

C1: PERFORMANCE

INDICATORS

TO MEASURE

EACH COMPETENCY

- SORTED BY DOMAIN/COMPETENCY

••

DOMAINS, COMPETENCIES AND PERFORMANCE INDICATORS fAII performance indicators apply to direct care staff. Specific performance
indicators for which knowledge competency applies to direct care providers are marked with an

•••

•

•

•

·1

• • I •

Competency 01. Implement the Code in a health facility fStep 1AI

·1. List at least 3 products that are covered by the Code.

Question or case study

·2. Describe at least 3 ways a direct care provider/direct care staff protects breastfeeding in practice.

Question or case study

·3_Describe at least 1 way a direct care provider/direct care staff should respond if offered information provided by manufacturers and/or
distributors of products within the scope of the Code.

Question or case study

·4_Describe at least 1 type of financial or material inducement that might be offered to a direct care provider/direct care staff by a manufacturer
and/or distributor of products within the scope of the Code.

Question or case study

·s.Describe at least 1 harm of a direct

Question or case study

care provider/direct care staff accepting financial or material inducements.

"6. Explain at least 2 ways that the facility ensures that there is no promotion of infant formula, feeding bottles, or teats in any part of facilities
providing maternity and new-born services, or by any of the direct care staff/direct care providers.
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PERFORMANCE

INDICATORS

TO MEASURE

EACH COMPETENCY

- SORTED BY DOMAIN/COMPETENCY
VERIFICATION

••

•••

•

•

•

METHOD

STEP,S·continued

• • I •

Competency02. Explain a facility's infant feeding policiesand monitoringsystems!Step 1B and 1CI
·7_Describeat least 2 elements that are in the facility's infant feeding policy.

Questionor case study

·a.Explain at least 3 ways that the infant

Questionor case study

feeding policy affects a direct care provider's/direct care staff member's work in providing safe,

equitable and appropriate care.
·g_Explainat least 2 reasons why monitoring of hospital practices is important to ensure quality of care.

Questionor case study

·10. Explain at least 2 ways practices are monitored in this facility.

Questionor case study

SKILLS: COMMUNICATING
Competency03. Use listeningand learningskills whenever engagingin a conversationwith a mother jAll Stepst
·11. Demonstrateat least 3 aspects of listening and learning skills when talking with a mother.
·12. Demonstrateat least 3 ways to adapt communication style and content when talking with a mother.

Observation
Observation

Competency04. Use skills for buildingconfidenceand givingsupportwheneverengagingin a conversationwith a mother IAll StepsI
"13. Demonstrateat least 2 ways to encourage a mother to share her views, taking time to understand and consider these views.

Observation

·14_ Demonstrateat least 3 aspects of building confidence and giving support when talking with a mother.

Observation

Competency05. Engagein antenatal conversationabout breastfeedingIStep 31

·1s. Engagein a conversation

with a pregnant woman on 3 aspects of the importance of breastfeeding.

Observation

"16. Assessat least 3 aspects of a pregnant woman's knowledge about breastfeeding in order to fill the gaps and correct inaccuracies.

Observation

·17. Engagein a conversation with a pregnant woman about at least 4 care practices a mother/infant dyad will experience at the birthing facility

Observation

that will support breastfeeding.
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PERFORMANCE

INDICATORS

TO MEASURE

EACH

COMPETENCY

-

SORTED

BY DOMAIN/COMPETENCY

DOMAINS, COMPETENCIES AND PERFORMANCE INDICATORS jAll performance indicators apply to direct care staff. Specific performance

VERIFICATION

• t

indicators for which knowledge competency applies to direct care providers are marked with an ·1
I I

'

:

.

I

I

••

•

...

Competency 06. Implement immediate and uninterrupted skin-to-skin jStep 41

"18. Explain at least 3 reasons why immediate and uninterrupted skin-to-skin is important for the mother.

Question or case study

"19. Explain at least 3 reasons why immediate and uninterrupted skin-to-skin is important for the infant.

Question or case study

20. Demonstrate at least 3 points of how to routinely implement immediate, uninterrupted and safe skin-to-skin between mother and infant.
regardless of method of birth.

Observation

·21. Demonstrate at least 3 safety aspects to assess when mother and baby are skin-to-skin during the first 2 hours postpartum, regardless of
method of birth.

Observation

·22. List at least 3 reasons why skin-to-skin should NOT be interrupted.

Question or case study

"23. Explain at least 2 reasons when skin-to-skin could be interrupted for medically justifiable reasons.

Question or case study

24. "WHEREAPPLICABLE" Explain how to maintain skin-to-skin during transfer of mother and infant to another room or other recovery area.

Question or case study

Competency 07. Facilitate breastfeeding within the first hour, according to cues !Step 41

·2s. Engage in a conversation with a mother including at least 3 reasons why suckling at the breast in the first hour is important, when the baby

Observation

is ready.
26. Demonstrate at least 3 aspects of safe care of the newborn in the first 2 hours post-birth.

Observation

27. Describe to a mother at least 3 pre-feeding behaviours babies show before actively sucking at the breast.

Observation

Competency 08. Discuss with a mother how breastfeeding works !Steps 3, 5, 6 and 91

28. Describe at least 6 essential issues that every breastfeeding mother should know or demonstrate.

Question or case study

"29. Engage in a conversation with a mother regarding at least 3 reasons why effective exclusive breastfeeding is important.

Observation

"30. Engage in a conversation with a mother regarding 2 elements related to infant feeding patterns in the first 36 hours of life.

Observation

"31. Describe to a mother at least 4 signs of adequate transfer of milk in the first few days.

Observation

·5 6. Describe at least 1 professional medical reference or resource for identifying medications that are safe/compatible for use during lactation.

Question or case study
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INDICATORS

TO MEASURE

EACH

COMPETENCY

-

SORTED

BY DOMAIN/COMPETENCY

DOMAINS, COMPETENCIES AND PERFORMANCE INDICATORS IAll performance indicators apply to direct care staff. Specific performance

.

VERIFICATION

• t

indicators for which knowledge competency applies to direct care providers are marked with an ·1

'

5: ESSENTIALISSUES

I • ' : •

..

•

•

Competency09. Assist mother getting her baby to latch !Step 51
32. Evaluate a full breastfeeding session observing at least 5 points.

Observation

·33_ Demonstrateat least 3 aspects of how to help a mother achieve a comfortable and safe position for breastfeeding within the first 6 hours
after birth and later as needed during the hospital stay.

Observation

·34_ Demonstratehow to help a mother achieve an effective and comfortable latch, noting at least 5 points.

Observation

Competency10. Help a mother respondto feeding cues ISteps 7 and Bl
·35_ Engagein a conversation with a mother regarding 2 aspects related to the importance of rooming-in 24h/day.

Observation

·35_ Explain 2 situations: 1 for the mother and 1 for the infant, when it is acceptable to separate mother and baby while in hospital.

Questionor case study

·37. Describeat least 2 early feeding cues and 1 late feeding cue.

Questionor case study

38. Describeat least 4 reasons why responsive feeding is important !also called on-demand or baby-led feedingt independent of feeding
method.

Questionor case study

39. Describeat least 2 aspects of responsive feeding !also called on-demand or baby-led feedingt independent of feeding method.

Questionor case study

68. Describe 2 aspects involved in creating a safe environment for rooming-in during the hospital stay.

Questionor case study

"69. Demonstrate at least 3 safety aspects to assess when mother and baby are skin-to-skin during the postpartum hospitalization. regardless
of method of birth.

Observation

Competency11. Help a mother managemilk expression!Steps 5 and 61
40. Demonstrateto a mother how to hand express breast milk, noting 8 points.

Observation

41. Explain at least 3 aspects of appropriate storage of breast-milk.

Questionor case study

42. Explain at least 3 aspects of handling of expressed breast-milk.

Questionor case study
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EACH

COMPETENCY

-

SORTED

BY DOMAIN/COMPETENCY

DOMAINS, COMPETENCIES AND PERFORMANCE INDICATORS jAll performance indicators apply to direct care staff. Specific performance

.

VERIFICATION

• t

indicators for which knowledge competency applies to direct care providers are marked with an ·1

'

' : ':

•

Competency 12. Help a mother to breastfeed a low-birth-weight or sick baby jSteps 5, 7 and 81

43. Help a mother achieve a comfortable and safe position for breastfeeding with her preterm, late preterm, or weak infant at the breast, noting
at least 4 points.

Observation

·44_ Engage in a conversation with a mother of a preterm, late preterm, or low-birth-weight
at least 5 points.

Observation

infant not sucking effectively at the breast, including

45. Engage in a conversation with a mother separated from her preterm or sick infant regarding at least 2 reasons to be with her infant in the
intensive care unit.

Observation

46. Engage in a conversation with a mother of a preterm, late preterm or vulnerable infant jincluding multiple birthsl regarding the importance of
observing at least 2 sub-tle signs and behavioural state shifts to determine when it is appropriate to breastfeed.

Observation
I

Competency

13. Help a mother whose baby needs fluids other than breast milk jStep 61

·4 7. List at least 2 potential contraindications to breastfeeding for a baby and 2 for a mother.

Question or case study

"48. Describe at least 4 medical indications for supplementing breastfed newborns: 2 maternal indications and 2 newborn indications, when
breastfeeding is not improved following skilled assessment and management.

Question or case study

·49_ Describe at least 3 risks of giving a breastfed newborn any food or fluids other than breast milk, in the absence of medical indication.

Question or case study

·so.For those few health situations

Question or case study

where infants cannot, or should not, be fed at the breast, describe, in order of preference, the alternatives to

use.

·s1. Engage in a conversation

with a mother who intends to feed her baby formula, noting at least 3 actions to take.

52. Demonstrate at least 3 important items of safe preparation of infant formula to a mother who needs that information.

• 67. Identify 3 high-risk infant populations that may warrant extra precautions to protect against severe infections associated with powdered
infant formula.

Observation
Observation
Question or case study

Competency 14. Help a mother who is not feeding her baby directly at the breast jStep 91

53. Demonstrate to a mother how to safely cup-feed her infant when needed, showing at least 4 points.

Observation

54. Describe to a mother at least 4 steps to feed an infant a supplement in a safe manner.

Observation

·ss. Describe at least 2 alternative

Question or case study

feeding methods other than feeding bottles.

56. Engage in a conversation with a mother who requests feeding bottles, teats, pacifiers and soothers without medical indication, including at
least 3 points.
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COMPETENCY

-

SORTED

BY DOMAIN/COMPETENCY

DOMAINS, COMPETENCIES AND PERFORMANCE INDICATORS !All performance indicators apply to direct care staff. Specific performance

.

VERIFICATION

• t

indicators for which knowledge competency applies to direct care providers are marked with an ·1

'

' : ':

•

Sl?ECIALNEEDScontinued

Competency15. Help a mother prevent or resolvedifficulties with breastfeeding!Steps 5, 8, 9 and 101
57. Engagein a conversation with a mother regarding at least 4 different ways to facilitate breastfeeding in order to prevent or resolve most
common conditions of the lactating breasts Isore nipples, engorgement, mother who thinks she doesn't have enough milk, infants who have
difficulty suckingj.

Observation

"58. Describeat least 4 elements to assess when a mother says that her infant is crying frequently.

Questionor case study

·59_ Describeat least 4 elements of anticipatory guidance to give to a mother on calming or soothing techniques before or as alternatives to
pacifiers.

Questionor case study

"70. Describewhen the acceptable time is for introducing a pacifier with a breastfeeding infant, with regards to SU/0/5/05 reduction strategies.

Questionor case study

"65. Describeat least 2 maternal and 2 infant risk factors associated with delayed lactogenesis II.

Questionor case study

Competency16. Ensure seamlesstransition after discharge!Step 101
60. Describeat least 2 locally available sources for timely infant feeding information and problem management.

Questionor case study

61. Describeat least 2 ways the healthcare facility engages with community-based programs to coordinate breastfeeding messages and offer
continuity of care.

Questionor case study

"62. Developindividualized discharge feeding plans with a mother that includes at least 6 points.

Observation

"63. Describeto a mother at least 4 warning signs of infant undernourishment or dehydration for a mother to contact a health care professional
after discharge.

Observation

"64. Describeat least 3 warning maternal signs for a mother to contact a health care professional after discharge.

Questionor case study
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INDICATORS

TO MEASURE

COMPETENCY

- SORTED

BY STEP

TEN STE PS TO SUCCESSFUL BREASTFEEDING jAII performance indicators apply to direct care staff. Specific performance indicators for

VERIFICATION

METHOD

which knowledge competency applies to direct care providers are marked with an ·1

·1. List at least 3 products that are covered by the Code.

Question or case study

·2. Describe at least 3 ways a direct care provider/direct care staff protects breastfeeding in practice.

Question or case study

·3_Describe at least 1 way a direct care provider/direct care staff should respond if offered information provided by manufacturers and/or
distributors of products within the scope of the Code.

Question or case study

·4, Describe at least 1 type of financial or material inducement that might be offered to a direct care provider/direct care staff by a manufacturer

Question or case study

and/or distributor of products within the scope of the Code.
·5_Describe at least 1 harm of a direct care provider/direct care staff accepting financial or material inducements.

Question or case study

·6. Explain at least 2 ways that the facility ensures that there is no promotion of infant formula, feeding bottles, or teats in any part of facilities
providing maternity and newborn services, or by any of the direct care providers.

Question or case study

·7. Describe at least 2 elements that are in the facility's infant feeding policy.

Question or case study

·a.Explain at least 3 ways that the infant feeding policy affects

Question or case study

a direct care provider's/direct care staff member's work in providing safe,

equitable and appropriate care.

·g_Explain at least 2 reasons why monitoring of hospital practices is important to ensure quality of care.

Question or case study

·10. Explain at least 2 ways practices are monitored in this facility.

Question or case study

·11. Demonstrate at least 3 aspects of listening and learning skills when talking with a mother.

Observation

·12. Demonstrate at least 3 ways to adapt communication style and content when talking with a mother.

Observation

·13_ Demonstrate at least 2 ways to encourage a mother to share her views, taking time to understand and consider these views.

Observation

·14_ Demonstrate at least 3 aspects of building confidence and giving support when talking with a mother.

Observation
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INDICATORS

TO MEASURE

COMPETENCY

- SORTED

BY STEP

TEN STE PS TO SUCCESSFUL BREASTFEEDING jAII performance indicators apply to direct care staff. Specific performance indicators for

VERIFICATION

METHOD

which knowledge competency applies to direct care providers are marked with an ·1

·1s. Engage in a conversation with a pregnant woman on 3 aspects of the importance of breastfeeding.

Observation

·15_ Assess at least 3 aspects of a pregnant woman's knowledge about breastfeeding in order to fill the gaps and correct inaccuracies.

Observation

·17. Engage in a conversation with a pregnant woman about at least 4 care practices a mother/infant dyad will experience at the birthing facility
that will support breastfeeding.

Observation

·29_ Engage in a conversation with a mother regarding at least 3 reasons why effective exclusive breastfeeding is important.

Observation

·1a. Explain at least 3 reasons why immediate and uninterrupted skin-to-skin is important for the mother.

Question or case study

·19_ Explain at least 3 reasons why immediate and uninterrupted skin-to-skin is important for the infant.

Question or case study

20. Demonstrate at least 3 points of how to routinely implement immediate, uninterrupted and safe skin-to-skin between mother and infant,
regardless of method of birth.

Observation

·21. Demonstrate at least 3 safety aspects to assess when mother and baby are skin-to-skin during the first 2 hours postpartum, regardless
of method of birth.

Observation

·22. List at least 3 reasons why skin-to-skin should NOT be interrupted.

Question or case study

·23_ Explain at least 2 reasons when skin-to-skin could be interrupted for medically justifiable reasons.

Question or case study

24. "WHERE APPLICABLE" Explain how to maintain skin-to-skin during transfer of mother and infant to another room or other recovery area.

Question or case study

·2s. Engage in a conversation with a mother including at least 3 reasons why suckling at the breast in the first hour is important, when the baby
is ready.

Observation

26. Demonstrate at least 3 aspects of safe care of the newborn in the first 2 hours post-birth.

Observation

27. Describe to a mother at least 3 prefeeding behaviors babies show before actively sucking at the breast.

Observation
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INDICATORS

TO MEASURE

COMPETENCY

- SORTED

BY STEP

TEN STE PS TO SUCCESSFUL BREASTFEEDING jAII performance indicators apply to direct care staff. Specific performance indicators for

VERIFICATION

METHOD

which knowledge competency applies to direct care providers are marked with an ·1

28. Describe at least 6 essential issues that every breastfeeding mother should know or demonstrate.

Question or case study

·30_ Engage in a conversation with a mother regarding 2 elements related to infant feeding patterns in the first 36 hours of life.

Observation

·31_ Describe to a mother at least 4 signs of adequate transfer of milk in the first few days.

Observation

32. Evaluate a full breastfeeding session observing at least 5 points.

Observation

·33_ Demonstrate at least 3 aspects of how to help a mother achieve a comfortable and safe position for breastfeeding within the first 6 hours
after birth and later as needed during the hospital stay.

Observation

·34_ Demonstrate how to help a mother achieve an effective and comfortable latch, noting at least 5 points.

Observation

40. Demonstrate to a mother how to hand express breast milk, noting 8 points.

Observation

43. Help a mother achieve a comfortable and safe position for breastfeeding with her preterm, late preterm, or weak infant at the breast, noting
at least 4 points.

Observation

·44_ Engage in a conversation with a mother of a preterm, late preterm, or low-birth-weight
at least 5 points.

Observation

infant not sucking effectively at the breast, including

57. Engage in a conversation with a mother regarding at least 4 different ways to facilitate breastfeeding in order to prevent or resolve most
common conditions of the lactating breasts tsore nipples, engorgement. mother who thinks she doesn't have enough milk, infants who have
difficulty suckingj.

Observation

·55_ Describe at least 2 maternal and 2 infant risk factors associated with delayed /actogenesis II.

Question or case study

·29_ Engage in a conversation with a mother regarding at least 3 reasons why effective exclusive breastfeeding is important.

Observation

41. Explain at least 3 aspects of appropriate storage of breast-milk.

Question or case study

42. Explain at least 3 aspects of handling of expressed breast-milk.

Question or case study

·4 7. List at least 2 potential contraindications to breastfeeding for a baby and 2 for a mother.

Question or case study

·4g_ Describe at least 4 medical indications for supplementing breastfed newborns: 2 maternal indications and 2 newborn indications, when
breastfeeding is not improved following skilled assessment and management.

Question or case study

·49_ Describe at least 3 risks of giving a breastfed newborn any food or fluids other than breast milk, in the absence of medical indication.

Question or case study
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C2: PERFORMANCE

INDICATORS

TEN STE PS TO SUCCESSFUL BREASTFEEDING

TO MEASURE

COMPETENCY

- SORTED

BY STEP

jAII performance indicators apply to direct care staff. Specific performance indicators for

VERIFICATION

METHOD

which knowledge competency applies to direct care providers are marked with an ·1

MEDICALL~

66. Describe at least 1 professional medical reference or resource for identifying medications that are safe/compatible for use during lactation.

Question or case study

·so.For those few health situations

Question or case study

where infants cannot, or should not, be fed at the breast, describe, in order of preference, the alternatives

to use.
·51_ Engage in a conversation with a mother who intends to feed her baby formula. noting at least 3 actions to take.

Observation

52. Demonstrate at least 3 important items of safe preparation of infant formula to a mother who needs that information.

Observation

·57_Identify 3 high-risk infant populations that may warrant extra precautions to protect against severe infections associated with powdered
infant formula.

Question or case study

·35_ Engage in a conversation with a mother regarding 2 aspects related to the importance of rooming-in 24h/day.

Observation

68. Describe 2 aspects involved in creating a safe environment for rooming-in during the hospital stay.

Question or case study

·59_ Demonstrate at least 3 safety aspects to assess when mother and baby are skin-to-skin during the postpartum hospitalization, regardless
of method of birth.

Observation

0

Question or case study

36. Explain 2 situations: 1 for the mother and 1 for the infant, when it is acceptable to separate mother and baby while in hospital.

45. Engage in a conversation with a mother separated from her preterm or sick infant regarding at least 2 reasons to be with her infant in the
intensive care unit.

Observation

·37. Describe at least 2 early feeding cues and 1 late feeding cue.

Question or case study

38. Describe at least 4 reasons why responsive feeding is important jalso called on-demand or baby-led feedingl independent of feeding method.

Question or case study

39. Describe at least 2 aspects of responsive feeding jalso called on-demand or baby-led feedingl independent of feeding method.

Question or case study

46. Engage in a conversation with a mother of a preterm, late preterm or vulnerable infant !including multiple birthsl regarding the importance
of observing at least 2 subtle signs and behavioral state shifts to determine when it is appropriate to breastfeed.

Observation

·sa.Describe at least 4 elements

Question or case study

to assess when a mother says that her infant is crying frequently.
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INDICATORS

TO MEASURE

COMPETENCY

- SORTED

BY STEP

TEN STE PS TO SUCCESSFUL BREASTFEEDING jAII performance indicators apply to direct care staff. Specific performance indicators for

VERIFICATION

METHOD

which knowledge competency applies to direct care providers are marked with an ·1

53. Demonstrate to a mother how to safely cup-feed her infant when needed, showing at least 4 points.

Observation

54. Describe to a mother at least 4 steps to feed an infant a supplement in a safe manner.

Observation

·55_ Describe at least 2 alternative feeding methods other than feeding bottles.

Question or case study

56. Engage in a conversation with a mother who requests feeding bottles, teats, pacifiers and soothers without medical indication, including at
least 3 points.

Observation

·59_ Describe at least 4 elements of anticipatory guidance to give to a mother on calming or soothing techniques before or as alternatives to
pacifiers.

Question or case study

70. Describewhen the acceptable time is for introducing a pacifier with a breastfeeding infant, with regards to SU/0/SJDSreduction strategies.

Question or case study

57. Engage in a conversation with a mother regarding at least 4 different ways to facilitate breastfeeding in order to prevent or resolve most
common conditions of the lactating breasts tsore nipples, engorgement, mother who thinks she doesn't have enough milk, infants who have
difficulty suckingl.

Observation

60. Describe at least 2 locally available sources for timely infant feeding information and problem management.

Question or case study

61. Describe at least 2 ways the healthcare facility engages with community-based programs to coordinate breastfeeding messages and offer
continuity of care

Question or case study

·s2. Develop individualized discharge feeding plans with a mother that includes at least 6 points.

Observation

"63. Describe to a mother at least 4 warning signs of infant undernourishment or dehydration for a mother to contact a health care professional
after discharge.

Observation

·54_ Describe at least 3 warning maternal signs for a mother to contact a health care professional after discharge.

Question or case study
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D: DETERMINING

AFFILIATED

PRENATAL

SERVICES

AFFILIATED PRENATAL SERVICES
INTRODUCTION:It is important to accurately determine your facility's status
regarding affiliation with prenatal services early in your Baby-Friendly journey.
INSTRUCTIONS:The questions below describe various situations in which
BFUSA considers facilities to have affiliated prenatal services. If any of the situations
below is true for your facility, you are considered to have affiliated prenatal services.
Carefully consider each of the questions with your multi-disciplinary team. It is also
important to consider these questions again any time your facility has a change.
The questions should be applied to all primary prenatal services that have patients
who deliver at your facility. Providers who do not provide primary prenatal services,

QUESTIONS:

Your facility is considered to have affiliated prenatal services if you
answer "yes" to any of the following questions:
1. Are providers who deliver primary prenatal care at the prenatal service
employed by the facility?
2. Are providers who deliver primary prenatal care at the prenatal service

but rather are specialists who provide consultation for the patient's primary
prenatal care provider, should not be included. For example, a Maternal Fetal Medicine
provider who is consulted when needed but never becomes the primary provider for
a woman or her infant would not be considered to be an affiliated prenatal service.
A Maternal Fetal Medicine provider who acts as the patient's primary provider would
be considered to be an affiliated prenatal service if one of the scenarios described in
the questions below also applies.

employed by the same system that employs staff at the

EVOLVINGSTATE OF HEALTH CARE: Health care in the United States is dynamic.
Facilities are merging into systems as well as buying and selling service lines.
In large institutions, some structural changes may not be known by the facility's
Baby-Friendly multi-disciplinary committee, yet they have a significant impact on
the Baby-Friendly process. Therefore, it is recommended that this questionnaire

4. Are staff who provide care or education at the prenatal service employed

be completed annually by the facility and discussed with leadership by the
multi-disciplinary committee. The committee should then consider how the results
will impact the implementation of Steps 1, 2, and 3, and the International Code of
Marketing of Breast-milk Substitutes.

facility?
3. Are providers who deliver primary prenatal care at the prenatal service
(or in another type of agreement, such as an MOUiby the facility

contracted

or system to provide prenatal services on behalf of the facility?

by the facility?
5. Are staff who provide care or education at the prenatal service employed
by the same system that employs staff at the facility?
6. Are staff who provide care or education at the prenatal service contracted
(or in another type of agreement, such as an MOUiby the facility or system to
provide prenatal services on behalf of the facility?
7. Are prenatal services offering primary prenatal care owned by the facility
or the system that owns the facility?
8. Do marketing or patient information materials imply that primary prenatal
care is offered by the facility? (Consider the facility or system website,
brochures and media marketing campaigns.I
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APPENDIX

E: ACCEPTABLE

MEDICAL

REASONS

FOR USE OF BREAST-MILK

SUBSTITUTES

Most mothers can breastfeed successfully, which includes initiating breastfeeding within the first hour of life, breastfeeding exclusively for the first 6 months, and continuing
breastfeeding along with giving appropriate complimentary foods up to 2 years of age or beyond.
The facility should develop a protocol/procedure that describes the current, evidence-based contraindications to breastfeeding and medical indications for supplementation. Staff and
care providers should be trained to utilize the protocol/procedure as guidance in the case of supplementation. A facility may utilize the recommendations of national and international
authorities [e.g., Centers for Disease Control and Prevention jCDq, World Health Organization IWHOI, and Academy of Breastfeeding Medicine IABMI, American Academy of Pediatrics
IAAPI, American College of Obstetricians and Gynecologists IACOGI]in developing this protocol/procedure. However, the facility is responsible for ensuring that its medical indications
for supplementation are supported by current evidence.

APPENDIX

F: DEFINITION

OF TERMS AND ABBREVIATIONS

USED IN THIS DOCUMENT

AFFILIATED PRENATAL SERVICES - Primary prenatal care delivered
through a close formal or informal association with a birthing facility. For
Baby-Friendly purposes, the affiliation is determined through completion
of a questionnaire regarding specific aspects of the relationship, such as
business relationship, personnel relationship, and marketing of services.
/See Appendix DJ
CAMPUS - The institution's main buildings and the physical area
immediately adjacent to them, other areas and structures that are not
strictly contiguous to the main buildings but are located on the same
property or within 250 yards of the main buildings, and any other areas
determined, on an individual case basis, to be part of the provider's
campus.
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COMPETENCY ASSESSMENT - An evaluation of an individual's ability
to use a set of related knowledge, skills and behaviors to successfully
perform identified jobs, roles or responsibilities. 3
COMPETENCY VERIFICATION -The confirmation of an individual's
ability to use a set of related knowledge, skills and behaviors to
successfully perform identified jobs, roles or responsibilities.

CLINICAL STAFF- Includes all individuals providing direct patient care.
Clinical roles often require certification or licensing. Examples include:
RN, LPN, Technicians, CNA, MA, etc.
CRITERIA FOR EVALUATION - The minimum standards which must
be met to achieve Baby Friendly designation.

COMPETENCY - The capability to use a set of related knowledge,
skills and behaviors to successfully perform identified jobs, rotes or
responsibilities. 3

CONFLICT OF INTEREST - Any situation where an individual or
organization is in a position to derive a benefit which is at odds with the
interests/ purpose of their position or organization. In this context, it is
most usually seen when individual members of staff enter a relationship
with companies falling within the scope of the Code jthe companies I
in order to gain some advantage for themselves or their service.
COUNSELING - Professional guidance, advice and/or assistance
provided by an individual trained in the specific topic area of concern.
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CUE-BASED FEEDING - Feeding practices that are based on infant
readiness indicators such as alertness, rooting, orienting toward own or
caregivers' hands, pacifier, breast or bottle nipple; sucking on own hands
or other objects; pacing as well as pausing when an infant's stress cues
are observed.
DIRECT CARE PROVIDERS - Physicians, midwives, physician
assistants, and advanced practice registered nurses who provide
education, assessment, support, intervention, assistance and/or
follow-up with regards to infant feeding [Including the following units:
Affiliated Prenatal Services, Labor and Delivery Unit, Postpartum Unit,
Newborn Unit]. Interviews with direct care providers will include providers
granted privileges to provide care in labor & delivery, postpartum and well
newborn units.
DIRECT CARE STAFF - All other non-Direct Care Provider health
professionals who provide education, assessment, support, intervention,
assistance and/or follow-up with regards to infant feeding (Including the
following units: Affiliated Prenatal Services, Labor and Delivery Unit,
Postpartum Unit, Newborn Unit). Interviews with direct care staff will
include facility-based direct care nursing staff providing care in labor
& delivery, postpartum and well newborn units.

EXCLUSIVE BREAST-MILK FEEDING - The infant receives only human
milk !including direct breastfeeding, expressed breast-milk or donor
SIXTH EDITION

I Baby-Friendly

USA, Inc.

continued

human milkl and is allowed to receive vitamins, minerals, and medicines.

FACILITY - A building or area that is used for the provision of health care
services. Some health care facilities have multiple campuses. BFUSA
policies require individual assessment and designation of each individual
campus.
FAIR MARKET PRICE - The International Code of Marketing of
Breast-milk Substitutes, and subsequently, the BFHI call for health
systems to purchase infant foods and feeding supplies at a fair market
value. Fair market pricing can be determined by calculating the margin of
retail price the facility pays on other items available on the retail market
or by using the minimum threshold price method as described in BFUSA
materials.

GESTATIONAL AGE 0NCLUDING DEFINITIONS OF PRETERM AND
TERM INFANTSI - Time elapsed between the first day of the last
menstrual period and the day of delivery.

EDUCATIONAL MATERIALS - Information provided through written or
electronic sources including brochures, pamphlets, posters, websites,
videos, texting programs, social media, education channels, applications,
and other evolving technologies.

I

DOCUMENT

FEEDING OPTIONS - The type of food (mother's own milk, pasteurized
donor human milk, infant formulal and method of feeding (direct breast
feeding, expression of milk, cup, syringe, supplemental nursing system,
bottle I an infant. Feeding options may consist of a combination of foods
and methods. For example, a mother may directly breastfeed sometimes
and occasionally pump and feed her own milk though a cup.

EDUCATION - Information about what to do and why; didactic
knowledge; may be provided in classroom or electronically, individually
or in group settings.

THE BABY-FRIENDLY HOSPITAL INITIATIVE
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Preterm infants are defined as born alive before 37 weeks of pregnancy
are completed. There are sub-categories of preterm birth defined by the
WH0. 59 Related groups of infants defined by ACOG60 may be admitted to
the NICU based on gestational age:
• Extremely preterm 1 ◄ 28 weeksl
• Very preterm 128 to ◄ 31 6/7 weeksl
• Moderate preterm 132to 33 6/7 weeksl
• Late preterm (34 to 36 6/7 weeks I
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continued

ITEM - An individual object or article. Examples include:
• Written educational materials, brochures/pamphlets, etc.
• Electronic sources including websites, videos, texting programs,
social media, education channels, applications, and other
evolving technologies.
• Posters, calendars, notepads, pens, cups, gift packs, growth
charts, bassinet cards, etc.

Additionally, infants' size in relation to gestational age may relate to risk
categories:
AGA = Appropriate for gestational age I ► 10 and ◄ 90 percentile
birth weightl
LGA = large for gestational age 1 ► 90 percentile birth weight!
IUGR = intrauterine growth restriction
SGA = small for gestational age 1 ◄ 10 percentile birthweightl
"Corrected Gestational Age": post-menstrual age calculated as
gestational age at birth + chronological jcalendarl age since birth;
also sometimes called "adjusted age".

KANGAROOMOTHER CARE IKMCI -Kangaroo Care or Kangaroo Mother
Care are often used interchangeably to refer to skin-to-skin care provided
by a parent of a preterm infant jor any infant in NICUI. The infant is placed
against the parent's naked chest in such a fashion that the infant is held
upright and/or prone to maximize contact between ventral skin
surfaces. The dyad is then wrapped in a blanket or other clothing to
secure the infant against the parent's chest. Ideally, the infant may be held
continuously jor almost continuously! in this fashion for multiple hours.
Optimally, KMC begins as soon as the infant is judged ready for skin-toskin contact or holding; sometimes part of stabilization immediately
after birth.

GUIDELINES - The standards of care which facilities strive to achieve
for all patients.
HEALTH PROFESSIONAL - A health worker with a professional/
degree, certification, diploma or license, such as but not limited to a
medical practitioner, a registered nurse or midwife. Health professionals
include all providers and clinical staff with policy making, supervisory,
education and/or patient care responsibilities. Interviews with health
professionals will include direct care nursing staff and privileged direct
care providers.
HEALTH PROVIDER - A doctor, advanced practice nurse, physician
assistant or midwife.
INFANT FEEDING SUPPLIES - Products used to nourish and/or deliver
nourishment to a baby.
IN-SERVICE EDUCATION - Instruction provided to individuals already
employed in a profession.

IN THIS

When provided by the mother, it may allow for access to the breast for
non-nutritive sucking or pre-feeding practice Inuzzling. licking, tasting
drops of expressed milkl as well as direct feeding from the breast.
Whether or not it includes breastfeeding, it offers benefits such as
warmth/temperature regulation, respiratory support/improved
oxygenation, cardiovascular stabilization, glucose homeostasis and
immune support through colonization with normal flora. Maximal benefits
are obtained with continuous or sustained KMC.

LOGO- An emblem, picture or symbol by means of which a company
or product is identified.
MOU - Memorandum of Understanding is a formal written agreement
between two or more parties.
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NEONATAL UNIT INICUI - Space designated and used for specialized
patient care and consultation, monitoring and medical/nursing
interventions. May include designated areas in maternity/postpartum
units or pediatric units where infants are admitted. Levels of neonatal
care are designated: 61
LEVEL 1: Well newborn nursery: for term or stable late-preterm
PS-37 week gestation I infants, or for stabilization of ill or more
preterm infants
LEVEL 11:Special

care nursery: Level I capabilities plus care
for ►/=32 week gestation, ►/=1500 gram, moderately ill or
convalescing infants, possibly requiring brief respiratory
support, and/or stabilization of more preterm or ill infants
LEVEL 111:NICU: Level

II capabilities plus comprehensive care for
infants ◄ 32 weeks and ◄ 1500 grams, including sustained life
support, full range of respiratory support and advanced imaging
services
Regional NICU: Level Ill capabilities plus surgical
services, medical and surgical subspecialists, pediatric
anesthesiologists, transport and outreach education.
LEVEL IV:

NON-CLINICAL STAFF - Facility employees and/or contractors who
interact with patients but provide no medical care. Examples:
Administrative Assistants, Unit Secretaries, etc.
PACIFIER -An artificial nipple/teat-shaped device for non-nutritive
sucking, also called a dummy or soother. ILimited use to decrease pain
during procedures when the infant cannot be safely held or breastfed is
acceptable.I
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PERFORMANCE INDICATOR - Measures of a direct care provider
and direct care staff's competence to protect, promote and support
breastfeeding in a facility providing maternity and newborn services.
POLICY - An enforceable document that guides staff in the delivery
of care. At the facility level, this may include policies, practice guidelines
and protocols.
PRE-SERVICE EDUCATION - Instruction designed to enable individuals
to acquire the knowledge and skills required to enter a profession.
PROMOTE - To employ any method of directly or indirectly encouraging
a person, a health facility, or any other entity to purchase or use a
designated product whether or not there is reference to a brand name.
SAMPLE - A small part or quantity intended to show what the whole
is like.
SKILLED PROFESSIONAL - an individual with specialized training and
a demonstrated ability to provide assessment, education, intervention,
and follow-up in a specific field.
SKIN-TO-SKIN CONTACT ISTSI - Contact between the newborn infant and its mother. jln the case of incapacitation of the mother, another
adult, such as the infant's father or grandparent, may hold the infant
skin-to-skin.I After birth, the infant is placed naked against the mother's
naked ventral surf ace. The infant and mother are then covered with a
warm blanket, keeping the infant's head uncovered. The infant may wear a
diaper and/or a hat, but no other clothing should be between the mother's
and infant's bodies. STS should continue, uninterrupted, until completion
of the first feeding, or at least one hour if the mother is not breastfeeding.
STS should be encouraged beyond the first hours and into the first days
after birth and beyond.
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SPONSOR - An individual or organization that pays some or all of the
costs involved in staging an event in return for advertising.
STANDARD -The established requirement for delivery of
evidenced-based care.
SUPPLEMENTATION - Additional feedingjsj provided to a breastfed
infant. Options for supplementation include expressed breast-milk,
pasteurized donor human milk, and appropriate breast-milk substitutes.
The method of providing supplementary feedings may include
supplemental nursing systems at the breast, cup feeding, spoon or
dropper feeding, finger feeding, syringe feeding or bottle feeding.
TRAINING - Applying and/or acquiring knowledge and learning how to
perform a specific skill, task, or behavior: typically requires simulation,
clinical skills practice, counseling, role play and/or competency
verification.
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AAP

American Academy of Pediatrics

AAFP

American Academy of Family Physicians

ABM

Academy of Breastfeeding Medicine

ACNM

American College of Nurse Midwives

ACOG

American College of Obstetricians and Gynecologists

AWHONN

Association of Women's Health Obstetrical
and Neonatal Nurses

BFHI

Baby-Friendly Hospital Initiative

BFUSA

Baby-Friendly USA Inc.

CDC

Centers for Disease Control and Prevention

KMC

Kangaroo Mother Care

NICU

Neonatal Intensive Care Unit

STS

Skin-to-skin contact

UNICEF

United Nations Children's Fund

USLCA

United States Lactation Consultant Association

WHA

World Health Assembly

WHO

World Health Organization
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MEMBERS

JENNIFER M. NELSON,
MD, MPH, FAAP, LCDR,
U.S. Public Health Service
Medical Epidemiologist, Maternal. Infant,
Toddler Nutrition team
Centers for Disease Control and
Prevention

EXTERNAL MEMBERS
SARAH BROOM,MD
Former Medical Director
Blue Cross Blue Shield Mississippi
KIMARIE BUGG,
DNP, FNP·BC, MPH, IBCLC
CEO and Change Leader
Reaching Our Sisters Everywhere, Inc.
jROSEI

CRlA G. PERRINE, PHO
CDR, U.S. Public Health Service
Team Lead, Maternal, Infant, Toddler
Nutrition team
Centers for Disease Control and
Prevention

KITTY FRANZ, RN, IBCLC
Clinical Instructor in Pediatrics
Keck School of Medicine
The University of Southern California

THE BABY-FRIENDLY HOSPITAL INITIATIVE

EMILY C. TAYLOR, MPH, IHI-IA
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Chair, United States Breastfeeding
Committee
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Health Leadership
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TRISH MACENROE, BS, CON, CLC
Former Chief Executive Director

FRAN BUCHE, BSN, RN, IBCLC
Accreditation Team
MEAGHANCOMBS, MD, MPH, IBCLC
Board of Directors
Clinical Committee

CATHERINE S. SULLIVAN,
MPH, RON, LON, IBCLC, RLC FAND
Director, Assistant Professor
Carolina Global Breastfeeding Institute
Department of Maternal and Child Health
Gillings School of Global Public Health
University of North Carolina at Chapel Hill

ANNE MEREWOOO,PHO, MPH
Executive Director
Center for Health Equity, Education and
Research jCHEERI
Associate Professor of Pediatrics
Boston University School of Medicine

INTERNAL MEMBERS

ANN BROWNLEE,MA, PHO
Vice Chair, Board of Directors
Clinical Committee
NICU Task Force

PAULA KAY SCHRECK
MD, IBCLC, FABM
Medical Director, Breastfeeding Support
Services
Breastfeeding Coordinator,
Ascension S.E. Michigan

M. JANE HEINIG, PHO, IBCLC
Executive Director
Human Lactation Center
Nutrition Department
University of California - Davis

PHYLLIS KOMBOL,
MSN, RN-NIC, IBCLC
Consultant - Neonatal Intensive Care
NICU Task Force

PAMELA BERENS, MD
Board of Directors
Clinical Committee

BARBARAL. PHILIPP, MD
Professor of Pediatrics
Boston University School of Medicine

CAMIE JAE GOLDHAMMER,
MSW, LICSW, IBCLC
Founder and Lead Instructor
Indigenous Breastfeeding Counselor
Founding Member
National Association of Professional
and Peer Lactation Supporters of Color

LORI FELDMAN WINTER,
MD, MPH, FAAP, FABM
Professor of Pediatrics
Cooper Medical School of Rowan
University
Children's Regional Hospital at Cooper
University Health Care
National Faculty Chair, NICHQ's
Best Fed Beginnings Project

SUSAN CALLAWAY,BSN, RN, IBCLC
Review Specialist
VANESSA DACEY,MA
Accreditation Director
SARAH COULTERDANNER
RN, MSN, CNM jret.1, CPNP jret.l
Board of Directors, Clinical Committee
BECKY FALLON, RN, MSN
Quality Improvement Manager
LAWRENCEM. GARTNER,MD
Board of Directors, Clinical Committee
NICU Task Force
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Clinical Committee
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ELIZABETH MCINTOSH
BA, BSN, RN, IBCLC
Review Specialist
BETTY NEAL, RN, MN, IBCLC
Accreditation Team
ANGELA PITTMAN, RN, BSN, MBA/HCM
Review Specialist
LINDA J. SMITH, MPH, IBCLC
Consultant - Ten Steps to Successful
Breastfeeding
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DNP, CNM, FNP, IBCLC
Clinical Committee
TAMMY TITUS, BSN, RN, IBCLC
Clinical Director
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CLARIFICATION

STATEMENTS

None at this time. We use this section to address issues that emerge between planned updates to the GEC.
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From:
Sent:
To:
Subject:

MacGowan, Carol (CDC/ONDIEH/NCCDPHP)
Mon, 24 Oct 2016 14:32:07 +0000
Shealy, Katherine (CDC/ONDIEH/NCCDPHP)
FW: Baby-Friendly question for listserv

Did you see this?
From: CDC Breastfeeding Programs [mailto:CDC-BREASTFEEDING-PROGRAMS@LISTSERV.CDC.GOV]
On
Behalf Of Henderson, Zsakeba (CDC/ONDIEH/NCCDPHP)
Sent: Monday, October 24, 2016 10:00 AM
To: CDC-BREASTFEEDING-PROGRAMS@LISTSERV.CDC.GOV
Subject: Re: Baby-Friendly question for listserv

I just wanted to chime in to add to what was said about SC. The SC Birth Outcomes Initiative is a great
example of statewide networks of perinatal care providers and public health professionals working to
improve pregnancy outcomes for women and newborns known as state perinatal quality collaboratives
(PQCs). CDC's Division of Reproductive Healthmhas been providing support for state PQCssince 2011, is
currently funding 6 states (CA, IL, MA, NC, NY, OH), and will be launching a national network of state
collaboratives next month (see http://www.cdc.gov/reproductivehealth/MaternallnfantHealth/PQC.htm
for more information about PQCs). Other state PQCsthat are working to advance breastfeeding support
in hospitals include CO, CT, MS, NE, NC, WA, WI, and WV. The goal of the new National Network of
Perinatal Quality Collaboratives is to strengthen the capacity of state PQCsto improve outcomes for
moms and babies. The work of PQCsis cross-cutting and is an efficient mechanism for implementing
best practices in member hospitals throughout the state. A listing of PQCsacross the country and their
websites/contact information is available on our webpage
http://www.cdc.gov/rep rod uctivehealth/Maternal Infa ntH ealth/PQC-States. htm I.
Zsakeba

Zsakeba Henderson, MD, FACOG
Project Officer, State-based Perinatal Quality Collaboratives
Medical Officer, Maternal and Infant Health Branch
Division of Reproductive Health, NCCDPHP
Centers for Disease Control and Prevention
4770 Buford Highway NE, MS F74
Atlanta, GA 30341-3724
Phone: 770-488-6003 Fax: 770-488-6283
I telework Mon-Wed, Fri 8:00am-4:30pm
http://www.cdc.gov/rep rod uctivehealth/Matern alInfa ntH ealth/PQC. htm

From: CDC BreastfeedingProgramsfmailto:CDC-BREASTFEEDING-PROGRAMS@LISTSERV.CDC.GOV]
On
Behalf Of Babb, Ellen B.

Sent: Friday, October 21, 2016 3:58 PM

To: CDC-BREASTFEEDING-PROGRAMS@LISTSERV.CDC.GOV
Subject: Re: Baby-Friendly question for listserv

What has really helped us in SC is that we have a statewide "Birth Outcomes Initiative"
group that I believe was started by neonatologists/physicians who really believed in
breastfeeding. They have a dashboard of Baby-Friendly hospitals and really encourage the
designation. I estimate we have about 100-150 attendees at the monthly meetings. (Phyllis
Allen from our State Office of Nutrition recently did a webinar on this.) We have great buy-in
from the SC Hospital Association--who hosts/sponsors the meetings, and we have buy-in
and attendees from numerous hospitals statewide. The State Health department and La Lache
League. While there are some non-participants, most of the hospitals seem to be working
together on this --rather than competing - for positive birth outcomes.
Ellen B. Babb, PhD, MPH, RD, LD
WIC State Breastfeeding Coordinator
Bureau of Maternal and Child Health/Division of WIC
S.C. Dept. of Health & Environmental Control
Office: (803) 898-0657
Fax: (803) 898-0383
Connect: www.scdhec.gov Facebook Twitter

From: CDC Breastfeeding Programs <CDC-BREASTFEEDING-PROGRAMS@LISTSERV.CDC.GOV>
on behalf
of Marci C. Brewer <Marci.Brewer@LA.GOV>
Sent: Friday, October 21, 2016 1:47:48 PM
To: CDC-BREASTFEEDING-PROGRAMS@LISTSERV.CDC.GOV
Subject: Re: Baby-Friendly question for listserv
Just some additional thoughts:
This issue has come up for us here in Louisiana as well. We recently had a call with a hospital who, after
"closing" their nursery, reverted back to having a nursery and renaming it the "Baby Lounge" (ugh!).
They did this after other hospitals in the community used it as a marketing tool against them. Meaningthe other hospitals said "come to our facility, we have a nursery, we will take care of you, it's your
choice!"
So much of this is how we market and frame to these best practices consumers (and staff).

Additionally, this particular hospital recently proposed an idea to take a community-wide approach to
rooming-in (Dr. Bobbi Philip and many others have talked about/used this approach as well). They
proposed having all the hospitals in their community work together to:
? rename the nursery to something less exciting
? educate families on why it's so important for them to stay together and how staff will still meet
family needs, etc.
? share lessons learned
Approaching this in a collaborative way also help to overcome provider resistance as well (we're all
doing it!).

Marci Brewer, MPH
Breastfeeding Program Manager
Bureau of Family Health I Louisiana Department of Health
1450 Poydras Street Rm 2032 I New Orleans, Louisiana 70112
Cell: 410 925-9834
Main: 504 568-3504
Fax: 504 568-3503
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From: CDC BreastfeedingPrograms[mailto:CDC-BREASTFEEDING-PROGRAMS@LISTSERV.CDC.GOV]
On
BehalfOf Miller· CDPHE,Stacy
Sent: Friday, October 21, 2016 12:31 PM
To: CDC-BREASTFEEDING-PROGRAMS@LISTSERV.CDC.GOV
Subject: Re: Baby-Friendly question for listserv

Hi everyone,
In Colorado we have experienced this kind of push back from hospital staff and administration.
Several hospitals in the metro area have begun using the terms "family fi.iendly" as a marketing
tool to essentially be anti-Baby-Friendly as well as promote their new well baby nurseries.
Additionally we have some hospital groups that are very resistant to Baby-Friendly.
There are a lot of myths out there with the public as to what Baby-Friendly is and is not (like no
formula is allowed in the hospital and parents have to bring in their own, no pacifiers are allowed
and parents have to sneak them in, moms can never sleep or get any rest without baby, etc.) and
some of these hospitals are picking up on these public myths and going along with them I
believe. I feel that if the public understands more about Baby-Friendly, more moms would be

asking for this type of care. Families need to realize that Baby-Friendly is about evidence-based
maternity practices that are shown to improve health outcomes and is about educating families so
that they can make an informed decision about infant feeding methods but they can still choose
whatever method is best and be supported in this choice.
Otherwise it is just trying to inform and educate hospital staff about what it actually means to be
Baby-Friendly, that Baby-Friendly applies to healthy, full term infants and hospital
protocols/policies, and the mother's and baby's safety always takes precedence, that BabyFriendly really is just about educating (and documenting this education) families (and staff)
about breastfeeding. Using the AAP and ACOG statements are definitely useful. We are hoping
to create a sort of hospital administration information pamphlet that can be shared to educate and
increase understanding of Baby-Friendly and the benefits of being designated to directly try and
address some of these issues.
Thanks everyone for the info on the Fed is Best movement also! And for contributing! I am
always interested in hearing how it is going in other states. Feel free to connect with me directly
also!
Stacy

Stacy Miller, PhD, RD, CLC
Breastfeeding Specialist
Prevention Services Division
Colorado Department of Public Health and Environment
P 303.692.2406 I F 303.756.9926
4300 Cherry Creek Drive South, Denver, CO 80246-1530

stacy.miller@state.co.us

I www.breastfeedcolorado.com
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On Mon, Oct 17, 2016 at 7: 16 AM, Brenda Bandy
(b)(6)
wrote:
Yes, we have encountered the "Fed is Best" movement in Kansas City. The hospital's strategy
where it arose was twofold: 1) provide copies of ACOG and AAP's human milk statements so
physicians (who raised the topic) would know what their professional organizations viewed as
best practice. 2) Had a well-regarded physician from outside the hospital speak about this at a
hospital Peds and OB section meeting to address physicians' concerns directly.
This was all coordinated by the hospital lactation service manager.

Brenda Bandy, IBCLC
Program Director
Kansas Breastfeeding Coalition
www.KSBreastfeeding.org
3005 Cherry Hill, Manhattan KS 66503

I

(b)(6)

I

From: CDC Breastfeeding Programs [mailto:CDC-BREASTFEEDINGPROGRAMS@LISTSERV.CDC.GOV] On Behalf Of Wilson-Thompson, Virginia (Katherine)
(VDH)
Sent: Monday, October 17, 2016 7:54 AM
To: CDC-BREASTFEEDING-PROGRAMS@LISTSERV.CDC.GOV
Subject: Re: Baby-Friendly question for listserv
Not push back exactly but we had a hospital staff asking about the Fed is Best movement. Has
anyone else addressed this yet? And if you have, how?

Katherine
V Katherine Wilson-Thompson, IBCLC, RLC
Public Health Lactation Specialist
Virginia Department of Health
Division of Community Nutrition
(804)363-2893 office
(888)426-2142 fax
"Nutrition For A Healthy Future"
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The information in this email and any attachments may be confidential and privileged. Access to this email by
anyone other than the intended addressee is unauthorized. Tfyou are not the intended recipient (or the employee or
agent responsible for delivering this information to the intended recipient) please notify the sender by reply email
and immediately delete this email and any copies from your computer and/or storage system. The sender does not
authorize the use, distribution, disclosure or reproduction of this email (or any part of its contents) by anyone other
than the intended recipient(s). No representation is made that this email and any attachments are free of viruses.
Virus scanning is recommended and is the responsibility of the recipient.

From: CDCBreastfeeding Programs [mailto:CDC-BREASTFEEDINGPROGRAMS@LISTSERV.CDC.GO~
On Behalf Of Kahin, Sahra A. (CDC/ONDIEH/NCCDPHP)
Sent: Monday, October 17, 2016 8:37 AM
To: CDC-BREASTFEEDING-PROGRAMS@LISTSERV.
CDC.GOV
Subject: Baby-Friendlyquestion for listserv

Good morning everyone,
This is a question for the entire group:

Has anyone experienced push-back while promoting Baby-Friendly strategies with a
hospital? Someone on the call last week said that a hospital in their area stated BabyFriendly practices were "mother unfriendly" ... I mentioned I would share on listserv, so
please share your experience and the strategies you may have used to approach this type
of issue.
(Just a reminder-when replying to this email, you will be prompted to confirm your
message. Simply reply with an "OK" and leave the rest of the email blank- your message
will be sent.)
Thanks!

Sabra A. Kahin, MA, MPH
Health Scientist
Program Development and Evaluation Branch
Division of Nutrition, Physical Activity and Obesity
Centers for Disease Control and Prevention
4770 Buford Hwy, NE
MS F-77
Atlanta, GA 30341
Work: 770-488-4624
Mobile: 414-573-9816
Email: skahin@cdc.gov

To unsubscribe from the CDC-BREASTFEEDING-PROGRAMS list, click the following
link:
http://listserv .cdc.gov /scripts/wa. exe? SUB ED 1=CDC-BREASTFEEDINGPROGRAMS&A = 1

To unsubscribe from the CDC-BREASTFEEDING-PROGRAMS list, click the following link:
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To unsubscribe from the CDC-BREASTFEEDING-PROGRAMS list, click the following link:
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To unsubscribe from the CDC-BREASTFEEDING-PROGRAMS list, click the following link:
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To unsubscribe from the CDC-BREASTFEEDING-PROGRAMS list, click the following link:
http://listserv.cdc.gov/scripts/wa.exe?SUBED1=CDC-BREASTFEEDING-PROGRAMS&A=1

From:
Perrine, Cria G. (CDC/ONDIEH/NCCDPHP)
Sent:
Fri, 4 Nov 2016 16:01:47 +0000
To:
Voetsch, Karen P. (CDC/ONDIEH/NCCDPHP);Black,Erin
(CDC/ONDIEH/NCCDPHP)
Subject:
FW: Baby-Friendly question for listserv

More discussion on our BF listserv from states on pushback from Baby-Friendly
From: Kahin, Sahra A. (CDC/ONDIEH/NCCDPHP)
Sent: Friday, November 04, 2016 11:59 AM
To: Perrine, Cria G. {CDC/ONDIEH/NCCDPHP)<hgk3@cdc.gov>; Nelson, Jennifer M.
(CDC/ONDIEH/NCCDPHP)<zcn6@cdc.gov>; Grossniklaus, Daurice (CDC/ONDIEH/NCCDPHP)
<dtg3@cdc.gov>
Subject: FW: Baby-Friendly question for listserv

Hey ladies,
For the Baby-Friendly push back question, after Brenda Bandy (Kansas) chimed in, we got some feedback
from Colorado, Louisiana, South Carolina, and someone from DRH chimed in as well. See forwarded
thread. Believe these were the only conversations.
Hope this helps.
-Sahra
From: CDC Breastfeeding Programs fmailto:CDC-BREASTFEEDING-PROGRAMS@LISTSERV.CDC.GOV)On
BehalfOf Henderson, Zsakeba (CDC/ONDIEH/NCCDPHP)
Sent: Monday, October 24, 2016 10:00 AM
To: CDC-BREASTFEEDING-PROGRAMS@LISTSERV.CDC.GOV
Subject: Re: Baby-Friendly question for listserv

I just wanted to chime in to add to what was said about SC. The SC Birth Outcomes Initiative is a great
example of statewide networks of perinatal care providers and public health professionals working to
improve pregnancy outcomes for women and newborns known as state perinatal quality collaboratives
(PQCs). CDC's Division of Reproductive Healthmhas been providing support for state PQCssince 2011, is
currently funding 6 states (CA, IL, MA, NC, NY, OH), and will be launching a national network of state
collaboratives next month (see http://www.cdc.gov/reproductivehealth/MaternallnfantHealth/PQC.htm
for more information about PQCs). Other state PQCsthat are working to advance breastfeeding support
in hospitals include CO, CT, MS, NE, NC, WA, WI, and WV. The goal of the new National Network of
Perinatal Quality Collaboratives is to strengthen the capacity of state PQCsto improve outcomes for
moms and babies. The work of PQCsis cross-cutting and is an efficient mechanism for implementing
best practices in member hospitals throughout the state. A listing of PQCsacross the country and their
websites/contact information is available on our webpage
http://www.cdc.gov/rep rod uctivehealth/Maternal Infa ntH ealth/PQC-States. htm I.
Zsakeba

Zsakeba Henderson, MD, FACOG
Project Officer, State-based Perinatal Quality Collaboratives
Medical Officer, Maternal and Infant Health Branch
Division of Reproductive Health, NCCDPHP
Centersfor Disease Control and Prevention
4770 Buford Highway NE, MS F74
Atlanta, GA 30341-3724
Phone: 770-488-6003 Fax: 770-488-6283
I telework Mon-Wed, Fri 8:00am-4:30pm
http://www.cdc.gov/reproductivehealth/MaternallnfantHealth/PQC.htm

From: CDC BreastfeedingProgramsfmailto:CDC-BREASTFEEDING-PROGRAMS@LISTSERV.CDC.GOVlOn
Behalf Of Babb, Ellen B.
Sent: Friday, October 21, 2016 3:58 PM
To: CDC-BREASTFEEDING-PROGRAMS@LISTSERV.CDC.GOV
Subject: Re: Baby-Friendly question for listserv

What has really helped us in SC is that we have a statewide "Birth Outcomes Initiative"
group that I believe was started by neonatologists/physicians who really believed in
breastfeeding. They have a dashboard of Baby-Friendly hospitals and really encourage the
designation. I estimate we have about 100-150 attendees at the monthly meetings. (Phyllis
Allen from our State Office of Nutrition recently did a webinar on this.) We have great buy-in
from the SC Hospital Association--who hosts/sponsors the meetings, and we have buy-in
and attendees from numerous hospitals statewide. The State Health department and La Lache
League. While there are some non-participants, most of the hospitals seem to be working
together on this --rather than competing - for positive birth outcomes.
Ellen B. Babb, PhD, MPH, RD, LD
WIC State Breastfeeding Coordinator
Bureau of Maternal and Child Health/Division of WIC
S.C. Dept. of Health & Environmental Control
Office: (803) 898-0657
Fax: (803) 898-0383
Connect: www.scdhec.gov Facebook Twitter

tthec

From: CDC Breastfeeding Programs <CDC-BREASTFEEDING-PROGRAMS@LISTSERV.CDC.GOV>
on behalf
of Marci C. Brewer <Marci.Brewer@LA.GOV>
Sent: Friday, October 21, 2016 1:47:48 PM
To: CDC-BREASTFEEDING-PROGRAMS@LISTSERV.CDC.GOV
Subject: Re: Baby-Friendly question for listserv

Just some additional thoughts:
This issue has come up for us here in Louisiana as well. We recently had a call with a hospital who, after
"closing" their nursery, reverted back to having a nursery and renaming it the "Baby Lounge" (ugh!).
They did this after other hospitals in the community used it as a marketing tool against them. Meaningthe other hospitals said "come to our facility, we have a nursery, we will take care of you, it's your
choice!"
So much of this is how we market and frame to these best practices consumers (and staff).
Additionally, this particular hospital recently proposed an idea to take a community-wide approach to
rooming-in (Dr. Bobbi Philip and many others have talked about/used this approach as well). They
proposed having all the hospitals in their community work together to:
? rename the nursery to something less exciting
? educate families on why it's so important for them to stay together and how staff will still meet
family needs, etc.
? sharelessonslearned
Approaching this in a collaborative way also help to overcome provider resistance as well (we're all
doing it!}.

Marci Brewer, MPH
Breastfeeding Program Manager
Bureau of Family Health I Louisiana Department of Health
1450 Poydras Street Rm 2032 I New Orleans, Louisiana 70112
Cell: 410 925-9834
Main: 504 568-3504
Fax: 504 568-3503
A
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From: CDC BreastfeedingPrograms[mailto:CDC-BREASTFEEDING-PROGRAMS@LISTSERV.CDC.GOV]
On
Behalf Of Miller - CDPHE,Stacy

Sent: Friday, October 21, 2016 12:31 PM
To: CDC-BREASTFEEDING-PROGRAMS@LISTSERV.CDC.GOV
Subject: Re: Baby-Friendly question for listserv

Hi everyone,
In Colorado we have experienced this kind of push back from hospital staff and administration.
Several hospitals in the metro area have begun using the terms "family friendly" as a marketing
tool to essentially be anti-Baby-Friendly as well as promote their new well baby nurseries.
Additionally we have some hospital groups that are very resistant to Baby-Friendly.
There are a lot of myths out there with the public as to what Baby-Friendly is and is not (like no
fonnula is allowed in the hospital and parents have to bring in their own, no pacifiers are allowed
and parents have to sneak them in, moms can never sleep or get any rest without baby, etc.) and
some of these hospitals are picking up on these public myths and going along with them I
believe. I feel that if the public understands more about Baby-Friendly, more moms would be
asking for this type of care. Families need to realize that Baby-Friendly is about evidence-based
maternity practices that are shown to improve health outcomes and is about educating families so
that they can make an infonned decision about infant feeding methods but they can still choose
whatever method is best and be supported in this choice.
Otherwise it is just trying to inform and educate hospital staff about what it actually means to be
Baby-Friendly, that Baby-Friendly applies to healthy, full term infants and hospital
protocols/policies, and the mother's and baby's safety always takes precedence, that BabyFriendly really is just about educating (and docwnenting this education) families (and staff)
about breastfeeding. Using the AAP and ACOG statements are definitely useful. We are hoping
to create a sort of hospital administration information pamphlet that can be shared to educate and
increase understanding of Baby-Friendly and the benefits of being designated to directly try and
address some of these issues.
Thanks everyone for the info on the Fed is Best movement also! And for contributing! I am
always interested in hearing how it is going in other states. Feel free to connect with me directly
also!
Stacy

Stacy Miller, PhD, RD, CLC
Breastfeeding Specialist
Prevention Services Division
Colorado Department of Public Health and Environment
P 303.692.2406 I F 303.756.9926
4300 Cherry Creek Drive South, Denver, CO 80246-1530

stacy.miller@state.co.us

I www.breastfeedcolorado.com

On Mon, Oct 17, 2016 at 7: 16 AM, Brenda Bandy ~~___

(b_)_(6_)
__

~lwrote:

Yes, we have encountered the "Fed is Best" movement in Kansas City. The hospital's strategy
where it arose was twofold: 1) provide copies of ACOG and AAP's human milk statements so
physicians (who raised the topic) would know what their professional organizations viewed as
best practice. 2) Had a well-regarded physician from outside the hospital speak about this at a
hospital Peds and OB section meeting to address physicians' concerns directly.
This was all coordinated by the hospital lactation service manager.

Brenda Bandy, IBCLC
Program Director
Kansas Breastfeeding Coalition
www .KSBreastfeeding.org
3005 Cherry Hill, Manhattan KS 66503
I

(b)(6)

I

From: CDC Breastfeeding Programs [mailto:CDC-BREASTFEEDINGPROGRAMS@LISTSERV.CDC.GOV) On Behalf Of Wilson-Thompson, Virginia (Katherine)
(VDH)
Sent: Monday, October 17, 2016 7:54 AM
To: CDC-BREASTFEEDING-PROGRAMS@LISTSERV.CDC.GOV
Subject: Re: Baby-Friendly question for listserv
Not push back exactly but we had a hospital staff asking about the Fed is Best movement. Has
anyone else addressed this yet? And if you have, how?

Katherine
V Katherine Wilson-Thompson, IBCLC, RLC
Public Health Lactation Specialist
Virginia Department of Health
Division of Community Nutrition
(804)363-2893 office
(888)426-2142 fax
"Nutrition For A Healthy Future"
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The information in this email and any attachments may be confidential and privileged. Access to this email by
anyone other than the intended addressee is unauthorized. lfyou are not the intended recipient (or the employee or
agent responsible for delivering this infonnatioo to the intended recipient) please notify the sender by reply email
and immediately delete this email and any copies from your computer and/or storage system. The sender does not

authorize the use, distribution, disclosure or reproduction of this email (or any pa11of its contents) by anyone other
than the intended recipient(s). No representation is made that this email and any attaclunents are free ofvirnses.
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From: CDCBreastfeeding Programs [mailto:CDC-BREASTFEEDINGPROGRAMS@LISTSERV.CDC.GOV]
On Behalf Of Kahin, Sahra A. (CDC/ONDIEH/NCCDPHP)
Sent: Monday, October 17, 2016 8:37 AM
To: CDC-BREASTFEEDING-PROGRAMS@LISTSERV.CDC.GOV
Subject: Baby-Friendlyquestion for listserv

Good morning everyone,
This is a question for the entire group:
Has anyone experienced push-back while promoting Baby-Friendly strategies with a
hospital? Someone on the call last week said that a hospital in their area stated BabyFriendly practices were "mother unfriendly" ... I mentioned I would share on listserv, so
please share your experience and the strategies you may have used to approach this type
of issue.
(Just a reminder-when replying to this email, you will be prompted to confirm your
message. Simply reply with an "OK" and leave the rest of the email blank- your message
will be sent.)
Thanks!

Sabra A. Kahin, MA, MPH
Health Scientist
Program Development and Evaluation Branch
Division of Nutrition, Physical Activity and Obesity
Centers for Disease Control and Prevention
4770 Buford Hwy, NE
MS F-77
Atlanta, GA 30341
Work: 770-488-4624
Mobile: 414-573-9816
Email: skahin@cdc.gov

To unsubscribe from the CDC-BREASTFEEDING-PROGRAMS list, click the following
link:
http:/ /listserv .cdc. gov/scripts/wa.exe?SUBED 1=CDC-BREASTFEEDINGPROGRAMS&A = 1

To unsubscribe from the CDC-BREASTFEEDING-PROGRAMS list, click the following link:
http://listserv.cdc.gov/scripts/wa.exe?SUBED l =CDC-BREASTFEEDING-PROGRAMS&A = l

To unsubscribe from the CDC-BREASTFEEDING-PROGRAMS list, click the following link:
http:/ /listserv .cdc. gov/scripts/wa.exe?SUBED l =CDC-BREASTFEEDING-PROGRAMS&A= l

To unsubscribe from the CDC-BREASTFEEDING-PROGRAMS list, click the following link:
http://listserv.cdc.gov/scripts/wa.exe?SUBEDl=CDC-BREASTFEEDING-PROGRAMS&A=l

To unsubscribe from the CDC-BREASTFEEDING-PROGRAMS list, click the following link:
http://listserv.cdc.gov/scripts/wa.exe?SUBED1=CDC-BREASTFEEDING-PROGRAMS&A=1

To unsubscribe from the CDC-BREASTFEEDING-PROGRAMS list, click the following link:
http://listserv.cdc.gov/scripts/wa.exe?SUBED 1=CDC-BREASTFEEDING-PROGRAMS&A= 1

To unsubscribe from the CDC-BREASTFEEDING-PROGRAMS list, click the following link:
http:/ /listserv.cdc.gov/scripts/wa.exe?SUBED 1=CDC-BREASTFEEDING-PROGRAMS&A = 1

Perrine, Cria G. (CDC/ONDIEH/NCCDPHP)
Fri, 4 Nov 2016 11:39:33 -0400
Voetsch, Karen P. (CDC/ONDIEH/NCCDPHP);Nelson,Jennifer M.
(CDC/ONDIEH/NCCDPHP)
Subject:
FW: Baby-Friendly question for listserv

From:
Sent:
To:

From: Kahin, Sahra A. (CDC/ONDIEH/NCCDPHP)
Sent: Friday, November 04, 2016 11:38 AM
To: Perrine, Cria G. {CDC/ONDIEH/NCCDPHP)<hgk3@cdc.gov>
Subject: FW: Baby-Friendly question for listserv

Here you go! I believe there was continued conversation on this topic on listserv- let me know if you'd
like me to send you further conversations.
-Sahra
From: Kahin, Sahra A. (CDC/ONDIEH/NCCDPHP)
Sent: Monday, October 17, 2016 9:36 AM
To: MacGowan, Carol (CDC/ONDIEH/NCCDPHP)<dvx2@cdc.gov>; Perrine, Cria G.

(CDC/ONDIEH/NCCDPHP)<hgk3@cdc.gov>; Grossniklaus, Daurice (CDC/ONDIEH/NCCDPHP)
<dtg3@cdc.gov>; Nelson, Jennifer M. (CDC/ONDIEH/NCCDPHP)<zcn6@cdc.gov>
Subject: RE: Baby-Friendly question for listserv
Yes, and Brenda chimed in on topic as well this morning:
Yes, we have encountered

the "Fed is Best" movement

in Kansas City. The hospital's strategy

where it arose was twofold: 1) provide copies of ACOG and AAP's human milk statements so
physicians (who raised the topic) would know what their professional organizations viewed as
best practice. 2) Had a well-regarded physician from outside the hospital speak about this at a
hospital Peds and OB section meeting to address physicians' concerns directly.
This was all coordinated
Brenda

Bandy,

by the hospital lactation service manager.

IBCLC

Program Director
Kansas Breastfeeding Coalition
www.KSBreastfeeding.org
3005 Cherry Hill, Manhattan

I

(b)(6)

I

KS 66503

From: MacGowan, Carol (CDC/ONDIEH/NCCDPHP)
Sent: Monday, October 17, 2016 9:21 AM
To: Perrine, Cria G. (CDC/ONDIEH/NCCDPHP) <hgk3@cdc.gov>; Grossniklaus, Daurice
(CDC/ONDIEH/NCCDPHP) <dtg3@cdc.gov>; Nelson, Jennifer M. (CDC/ONDIEH/NCCDPHP)
<zcn6@cdc.gov>
Cc: Kahin, Sahra A. (CDC/ONDIEH/NCCDPHP) <xfz9@cdc.gov>
Subject: FW: Baby-Friendly question for listserv

Okay, so this is coming up now - as you feared, Cria

(b)(S)

(b )(5)
From: CDC BreastfeedingPrograms[mailto:CDC-BREASTFEEDING-PROGRAMS@LISTSERV.CDC.GOV] On
Behalf Of Wilson-Thompson, Virginia (Katherine) (VDH)
Sent: Monday, October 17, 2016 8:54 AM
To: CDC-BREASTFEEDING-PROGRAMS@LISTSERV.CDC.GOV
Subject: Re: Baby-Friendly question for listserv

Not push back exactly but we had a hospital staff asking about the Fed is Best movement. Has anyone
else addressed this yet? And if you have, how?

Katherine
V Katherine Wilson-Thompson, IBCLC,RLC
Public Health Lactation Specialist
Virginia Department of Health
Division of Community Nutrition
(804)363-2893 office
(888)426-2142 fax
"Nutrition For A Healthy Future"
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Tbe i11formationin this email and any attachments may be confidential and privileged. Access to this email by
anyone other than the intended addressee is unauthorized. lfyou are not the intended recipient (or the employee or
agent responsible for delivering this information to the intended recipient) please notify the sender by reply email
and immediately delete this email and any copies from your computer and/or storage system. The sender does not
authorize the use, distribution, disclosure or reproduction of this email (or any part of its contents) by anyone other
than the intended recipient(s). No representation is made that this email and any attachments are free of viruses.
Virus scanning is recommended and is the responsibility of the recipient.

From: CDC Breastfeeding Programs [mailto:CDC-BREASTFEEDINGPROGRAMS@LISTSERV.CDC.GOV]On Behalf Of Kahin, Sahra A. (CDC/ONDIEH/NCCDPHP)
Sent: Monday, October 17, 2016 8:37 AM

To: CDC-BREASTFEED
ING-PROGRAMS@LISTSERV.
CDC.GOV
Subject: Baby-Friendly question for listserv
Good morning everyone,
This is a question for the entire group:
Has anyone experienced push-back while promoting Baby-Friendly strategies with a hospital?
Someone on the call last week said that a hospital in their area stated Baby-Friendly practices
were "mother unfriendly" ... I mentioned I would share on listserv, so please share your
experience and the strategies you may have used to approach this type of issue.
(Just a reminder-when replying to this email, you will be prompted to confirm your message.
Simply reply with an "OK"and leave the rest of the email blank- your message will be sent.)
Thanks!

Sahra A. Kahin, MA, MPH
Health Scientist
Program Development and Evaluation Branch
Division of Nutrition, Physical Activity and Obesity
Centers for Disease Control and Prevention
4770 Buford Hwy, NE
MS F-77
Atlanta, GA 30341
Work: 770-488-4624
Mobile: 414-573-9816
Email: skahin@cdc.gov

To unsubscribe from the CDC-BREASTFEEDING-PROGRAMS list, click the following
link:
http:/ /listserv .cdc. gov/scripts/wa.exe?SUBED 1=CDC-BREASTFEEDINGPROGRAMS&A = 1

To unsubscribe from the CDC-BREASTFEEDING-PROGRAMS list, click the following link:
http://listserv.cdc.gov/scripts/wa.exe?SUBED 1=CDC-BREASTFEED ING-PROGRAMS&A= 1

From:
Kahin, Sahra A. (CDC/ONDIEH/NCCDPHP)
Sent:
Fri, 4 Nov 2016 11:59:11 -0400
To:
Perrine, Cria G. (CDC/ONDIEH/NCCDPHP);Nelson,Jennifer M.
(CDC/ONDIEH/NCCDPHP);Grossniklaus,Daurice (CDC/ONDIEH/NCCDPHP)
Subject:
FW: Baby-Friendly question for listserv

Hey ladies,
For the Baby-Friendly pushback question, after Brenda Bandy (Kansas) chimed in, we got some feedback
from Colorado, Louisiana, South Carolina, and someone from DRH chimed in as well. See forwarded
thread. Believe these were the only conversations.
Hope this helps.
-Sahra
From: CDC BreastfeedingPrograms[mailto:CDC-BREASTFEEDING-PROGRAMS@LISTSERV.CDC.GOV]
On
Behalf Of Henderson, Zsakeba (CDC/ONDIEH/NCCDPHP)
Sent: Monday, October 24, 2016 10:00 AM
To: CDC-BREASTFEEDING-PROGRAMS@LISTSERV.CDC.GOV
Subject: Re: Baby-Friendly question for listserv

I just wanted to chime in to add to what was said about SC. The SC Birth Outcomes Initiative is a great
example of statewide networks of perinatal care providers and public health professionals working to
improve pregnancy outcomes for women and newborns known as state perinatal quality collaboratives
(PQCs).CDC's Division of Reproductive Healthmhas been providing support for state PQCssince 2011, is
currently funding 6 states (CA, IL, MA, NC, NY, OH), and will be launching a national network of state
collaboratives next month (see http://www.cdc.gov/reproductivehealth/MaternallnfantHealth/PQC.htm
for more information about PQCs).Other state PQCsthat are working to advance breastfeeding support
in hospitals include CO, CT, MS, NE, NC, WA, WI, and WV. The goal of the new National Network of
Perinatal Quality Collaboratives is to strengthen the capacity of state PQCsto improve outcomes for
moms and babies. The work of PQCsis cross-cutting and is an efficient mechanism for implementing
best practices in member hospitals throughout the state. A listing of PQCsacross the country and their
websites/contact information is available on our webpage
http://www.cdc.gov/rep rod uctivehealth/Maternal Infa ntH ealth/PQC-States. htm I.
Zsakeba

Zsakeba Henderson, MD, FACOG
Project Officer, State-based Perinatal Quality Collaboratives
Medical Officer, Maternal and Infant Health Branch
Division of Reproductive Health, NCCDPHP
Centers for Disease Control and Prevention
4770 Buford Highway NE, MS F74
Atlanta, GA 30341-3724

Phone: 770-488-6003 Fax: 770-488-6283
I telework Mon-Wed, Fri 8:00am-4:30pm
http://www.cdc.gov/reproductivehealth/MaternallnfantHealth/PQC.htm

From: CDC BreastfeedingPrograms[mailto:CDC-BREASTFEEDING-PROGRAMS@LISTSERV.CDC.GOV] On
Behalf Of Babb, Ellen B.
Sent: Friday, October 21, 2016 3:58 PM
To: CDC-BREASTFEEDING-PROGRAMS@LISTSERV.CDC.GOV
Subject: Re: Baby-Friendly question for listserv

What has really helped us in SC is that we have a statewide "Birth Outcomes Initiative" group
that I believe was started by neonatologists/physicians who really believed in breastfeeding.
They have a dashboard of Baby-Friendly hospitals and really encourage the designation. I
estimate we have about 100-150 attendees at the monthly meetings. (Phyllis Allen from our State
Office of Nutrition recently did a webinar on this.) We have great buy-in from the SC Hospital
Association--who hosts/sponsors the meetings, and we have buy-in and attendees from numerous
hospitals statewide. The State Health department and La Lache League. While there are some
non-participants, most of the hospitals seem to be working together on this --rather than
competing - for positive birth outcomes.
Ellen B. Babb, PhD, MPH, RD, LD
WIC State Breastfeeding Coordinator
Bureau of Maternal and Child Health/Division of WIC

S.C. Dept. of Health & Environmental Control
Office: (803) 898-0657
Fax: (803) 898-0383
Connect: www.scdhec.gov Facebook Twitter

From: CDC Breastfeeding Programs <CDC-BREASTFEEDING-PROGRAMS@LISTSERV.CDC.GOV>
on behalf
of Marci C. Brewer <Marci.Brewer@LA.GOV>
Sent: Friday, October 21, 2016 1:47:48 PM
To: CDC-BREASTFEEDING-PROGRAMS@LISTSERV.CDC.GOV
Subject: Re: Baby-Friendly question for listserv
Just some additional thoughts:

This issue has come up for us here in Louisiana as well. We recently had a call with a hospital who, after
"closing" their nursery, reverted back to having a nursery and renaming it the "Baby Lounge" (ugh!).
They did this after other hospitals in the community used it as a marketing tool against them. Meaningthe other hospitals said "come to our facility, we have a nursery, we will take care of you, it's your
choice!"
So much of this is how we market and frame to these best practices consumers (and staff).
Additionally, this particular hospital recently proposed an idea to take a community-wide approach to
rooming-in (Dr. Bobbi Philip and many others have talked about/used this approach as well). They
proposed having all the hospitals in their community work together to:
? rename the nursery to something less exciting
? educate families on why it's so important for them to stay together and how staff will still meet
family needs, etc.
? share lessons learned
Approaching this in a collaborative way also help to overcome provider resistance as well (we're all
doing it!}.

Marci Brewer, MPH
Breastfeeding Program Manager
Bureau of Family Health I Louisiana Department of Health
1450 Poydras Street Rm2032 I New Orleans, Louisiana 70112
Cell: 410 925-9834
Main: 504 568-3504
Fax: 504 568-3503
lO
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From: CDC BreastfeedingPrograms[mailto:CDC-BREASTFEEDING-PROGRAMS@LISTSERV.CDC.GOV)
On
Behalf Of Miller - CDPHE,Stacy
Sent: Friday, October 21, 2016 12:31 PM
To: CDC-BREASTFEEDING-PROGRAMS@LISTSERV.CDC.GOV
Subject: Re: Baby-Friendly question for listserv

Hi everyone,
In Colorado we have experienced this kind of push back from hospital staff and administration.
Several hospitals in the metro area have begun using the terms "family friendly" as a marketing

tool to essentially be anti-Baby-Friendly as well as promote their new well baby nurseries.
Additionally we have some hospital groups that are very resistant to Baby-Friendly.
There are a lot of myths out there with the public as to what Baby-Friendly is and is not (like no
fommla is allowed in the hospital and parents have to bring in their own, no pacifiers are allowed
and parents have to sneak them in, moms can never sleep or get any rest without baby, etc.) and
some of these hospitals are picking up on these public myths and going along with them I
believe. I feel that if the public understands more about Baby-Friendly, more moms would be
asking for this type of care. Families need to realize that Baby-Friendly is about evidence-based
maternity practices that are shown to improve health outcomes and is about educating families so
that they can make an informed decision about infant feeding methods but they can still choose
whatever method is best and be supported in this choice.
Otherwise it is just trying to inform and educate hospital staff about what it actually means to be
Baby-Friendly, that Baby-Friendly applies to healthy, full term infants and hospital
protocols/policies, and the mother's and baby's safety always takes precedence, that BabyFriendly really is just about educating (and documenting this education) families (and staff)
about breastfeeding. Using the AAP and ACOG statements are definitely useful. We are hoping
to create a sort of hospital administration information pamphlet that can be shared to educate and
increase understanding of Baby-Friendly and the benefits of being designated to directly try and
address some of these issues.
Thanks everyone for the info on the Fed is Best movement also! And for contributing! I am
always interested in hearing how it is going in other states. Feel free to connect with me directly
also!
Stacy

Stacy Miller, PhD, RD, CLC
Breastfeeding Specialist
Prevention Services Division
Colorado Department of Public Health and Environment
P 303.692.2406 I F 303.756.9926
4300 Cherry Creek Drive South, Denver, CO 80246-1530

stacy.miller@state.co.us

I www.breastfeedcolorado.com

On Mon, Oct 17, 2016 at 7: 16 AM, Brenda Bandy
'---~------Yes, we have encountered the "Fed is Best" movement
m ansas 1ty. he hospital's strategy
where it arose was twofold: 1) provide copies of ACOG and AAP's human milk statements so
physicians (who raised the topic) would know what their professional organizations viewed as
best practice. 2) Had a well-regarded physician from outside the hospital speak about this at a
hospital Peds and OB section meeting to address physicians' concerns directly.
This was all coordinated by the hospital lactation service manager.

Brenda Bandy, IBCLC
Program Director
Kansas Breastfeeding Coalition
www.KSBreastfeeding.org
3005 Cherry Hill, Manhattan KS 66503
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From: CDC Breastfeeding Programs [mailto:CDC-BREASTFEEDINGPROGRAMS@LISTSERV.CDC.GOV] On Behalf Of Wilson-Thompson, Virginia (Katherine)
(VDH)
Sent: Monday, October 17, 2016 7:54 AM
To: CDC-BREASTFEEDING-PROGRAMS@LISTSERV.CDC.GOV
Subject: Re: Baby-Friendly question for listserv
Not push back exactly but we had a hospital staff asking about the Fed is Best movement. Has
anyone else addressed this yet? And if you have, how?

Katherine
V Katherine Wilson-Thompson, IBCLC, RLC
Public Health Lactation Specialist
Virginia Department of Health
Division of Community Nutrition
(804)363-2893 office
(888)426-2142 fax
"Nutrition For A Healthy Future"

The information in this email and any attachments may be confidential and privileged. Access to this email by
anyone other than the intended addressee is unauthorized. Tfyou are not the intended recipient (or the employee or
agent responsible for delivering this infonnation to the intended recipient) please notify the sender by reply email
and immediately delete this email and any copies from your computer and/or storage system. The sender does not
authorize the use, distribution, disclosure or reproduction of this email (or any part of its contents) by anyone other
than the intended recipient(s). No representation is made that this email and any attachments are free of viruses.
Virus scanning is recommended and is the responsibility of the recipient.

From: CDC Breastfeeding Programs [mailto:CDC-BREASTFEEDINGPROGRAMS@LISTSERV.CDC.GOV)On Behalf Of Kahin, Sahra A. (CDC/ONDIEH/NCCDPHP)

Sent: Monday, October 17, 2016 8:37 AM

To: CDC-BREASTFEEDING-PROGRAMS@LISTSERV.CDC.GOV
Subject: Baby-Friendlyquestion for listserv

Good morning everyone,
This is a question for the entire group:
Has anyone experienced push-back while promoting Baby-Friendly strategies with a
hospital? Someone on the call last week said that a hospital in their area stated BabyFriendly practices were "mother unfriendly" ... I mentioned I would share on listserv, so
please share your experience and the strategies you may have used to approach this type
of issue.
(Just a reminder-when replying to this email, you will be prompted to confirm your
message. Simply reply with an "OK" and leave the rest of the email blank- your message
will be sent.)
Thanks!

Sahra A. Kahin, MA, MPH
Health Scientist
Program Development and Evaluation Branch
Division of Nutrition, Physical Activity and Obesity
Centers for Disease Control and Prevention
4770 Buford Hwy, NE
MS F-77
Atlanta, GA 30341
Work: 770-488-4624
Mobile: 414-573-9816
Email: skahin@cdc.gov

To unsubscribe from the CDC-BREASTFEEDING-PROGRAMS list, click the following
link:
http://listserv.cdc.gov/scripts/wa.exe?SUBED l =CDC-BREASTFEEDINGPROGRAMS&A = 1

To unsubscribe from the CDC-BREASTFEEDING-PROGRAMS list, click the following link:
http://listserv.cdc.gov/scripts/wa.exe?SUBED l =CDC-BREASTFEEDING-PROGRAMS&A= l

To unsubscribe from the CDC-BREASTFEEDING-PROGRAMS list, click the following link:
http://listserv.cdc.gov/scripts/wa.exe?SUBED 1=CDC-BREASTFEEDING-PROGRAMS&A = 1

To unsubscribe from the CDC-BREASTFEEDING-PROGRAMS list, click the following link:
http://listserv.cdc.gov/scripts/wa.exe?SUBEDl=CDC-BREASTFEEDING-PROGRAMS&A=l

To unsubscribe from the CDC-BREASTFEEDING-PROGRAMS list, click the following link:
http://listserv.cdc.gov/scripts/wa.exe?SUBED 1=CDC-BREASTFEEDING-PROGRAMS&A = l

To unsubscribe from the CDC-BREASTFEEDING-PROGRAMS list, click the following link:
http://listserv.cdc.gov/scripts/wa.exe?SUBED 1=CDC-BREASTFEEDING-PROGRAMS&A = 1

To tmsubscribe from the CDC-BREASTFEEDING-PROGRAMS list, click the following link:
http://listserv.cdc.gov/scripts/wa.exe?SUBED 1=CDC-BREASTFEEDING-PROGRAMS&A= l

From:
Perrine, Cria G. (CDC/ONDIEH/NCCDPHP)
Sent:
Thu, 19 Jul 2018 20:29:12 +0000
To:
Anstey, Erica Hesch (CDC/DDNID/NCCDPHP) (CTR);Barrera, Chloe M.
(CDC/ONDIEH/NCCDPHP);Beauregard, Jennifer (CDC/DDNID/NCCDPHP);Grossniklaus, Daurice
(CDC/DDNID/NCCDPHP);Hamner, Heather (CDC/DDNID/NCCDPHP);Li, Ruowei (Rosie)
(CDC/DDNID/NCCDPHP);Nelson, Jennifer M. (CDC/DDNID/NCCDPHP)
Subject:
FW: Baby-Friendly USA

Hi team, sharing a statement from BFUSA.
From: Trish MacEnroel
(b)(6)
Sent: Thursday, July 19, 2018 4:21 PM
To: Perrine, Cria G. (CDC/ONDIEH/NCCDPHP) <hgk3@cdc.gov>
Subject: Baby-Friendly USA

Hi Cria,
Below is a statement we issued today.
https ://www.babyfriendlyusa.org/newsviews-pages/statement-from-trish-macenroe-july-2018

Baby-Friendly USA
Restoring Breastfeeding as a Viable Choice for 1 Million Babies and Moms
Trish MacEnroe, Executive Director, Baby-Friendly USA
July 2018

••. •t's great to have breastfeeding in the news. The mere
fact that we are discussing the importance and challenges of this critical public
health issue is encouraging, even if the attention is not always positive.
The most intriguing thing to n1e in the recent discourse is the erroneous
assertion among some that breastfeeding supporters seek to limit a mother's
choice of how to feed her newborn. In fact, after years of commercial interests
pulling us in the opposite direction, we have made great strides to restore
breastfeeding as a viable option for new mothers.
Mass-production of infant formulas beginning just a few decades ago, combined
with aggressive marketing to convince the public that formula was the optimal
infant feeding method for the modem mom, resulted in nearly an entire
generation being persuaded not to breastfeed in favor of formula. This
aggressive marketing also influenced care practices in maternity wards across
the country where it was common to take newborns away from their mothers
immediately after birth, formula feed them in the nursery for much of the
hospital stay, and send the mom home with a free gift bag of formula and
related goods.
The decision of how to feed her newborn was literally taken out of the mother's
hands. She essentially had no choice as breastfeeding was often not presented or
considered as an option for mothers. Even if a woman insisted on breastfeeding,
the care practices in place at the time often interfered with it. Hospital maternity
wards unwittingly served as marketing channels for the increasingly influential
infant formula companies. As irrefutable scientific evidence mounted that
breastfeeding has many significant health benefits for mothers and babies,
decisive action was necessary to push back this alarming trend.

The World Health Organization (WHO) and the United Nations Children's Fund
(UNICEF) launched the Baby-Friendly Hospital Initiative (BFHI) in 1991 to
remove commercial influence (e.g., free formula or promotional packages) from
the birth facility and optimize mother-baby bonding and support through
practices such as "skin-to-skin" (baby is placed on mother's chest immediately
after birth), "rooming-in" (mothers and infants sharing a hospital room), and
training staff and new parents about breastfeeding benefits and best practices in
service of informed decisions.
Earlier this month, the BFHI achieved an important and amazing milestone
when Baby-Friendly USA (BFUSA) announced that more than one million
babies are now born each year in Baby-Friendly designated facilities in the US.
That's more than the total number of babies born each year in many other major
countries - including Argentina, Australia, Germany, Italy, France, and Saudi
Arabia.
I am thrilled that we as a nation have achieved this important milestone. In an
industry that is typically slow to shift its deeply-embedded practices, we have
seen massive change in a few short years. Baby-Friendly practices are now
standard care in maternity wards across the country, even for many facilities
that are not officially designated as Baby-Friendly institutions.
I'm proud that the BFHI and BFUSA have played pivotal roles in making that
happen. But mostly, I'm happy for the more than one million mothers and
babies each year whose precious first days together will occur in environments
that uphold the highest standards of infant feeding care. Commercial interests
are now banned from most maternity settings and breastfeeding is once again a
viable option for new moms. Even our most ardent critics must recognize and
celebrate this major accomplishment.
At the same time, I recognize that we have room for improvement and would
like to use this milestone as a moment for some reflection. We have tried to be
clear that our guidelines support all feeding methods, that we understand each
situation and parent-infant relationship is unique, and that we respect every
mother's individual informed decision of how she wants to feed her baby. We
must strive even more to reinforce this more inclusive message and ensure that

families feel supported, not pressured by the very systems and providers who
are there to assist and champion their success.
In that spirit, I would like to underscore several key principles behind BabyFriendly practices which should continue to guide us as we push ahead to the
next milestones in our journey.
Safety First
Baby-Friendly protocols are designed to support individualized care and
appropriate clinical decision-making, not inflexibility or rigid adherence at all
cost. Healthcare professionals are responsible for making clinical judgments on
a case-by-case basis about when supplementation or other deviation from BabyFriendly protocol is appropriate.
Individualized care requires health professionals to recognize conditions that
merit further assessment and close follow-up with the mother, infant, or both.
Ideally most situations are resolved through increased lactation support. This
also includes situations in which the baby would benefit from - or critically
needs - supplementation, which might be temporary and serve as a bridge back
to breastfeeding or, in some cases, result in continued supplementation. This is a
delicate matter and practitioners must carefully weigh the risks and benefits of
this decision. Our guidelines call for this kind of judgment by clearly stating that
"additional individualized assistance should be provided to high risk and special
needs mothers and infants and to mothers who have breastfeeding problems."
Respect Mother's Informed Decision
While the BFHI certainly emphasizes the health benefits of breastfeeding,
Baby-Friendly guidelines support all feeding methods and our practices respect
the mother's right to decide how to feed her baby.
We understand that exclusive breastfeeding is not the right decision in some
circumstances and that some mothers will decide to formula feed their infant or
need to supplement even if their plan is to breastfeed. A nurse or lactation
consultant should engage in a collaborative discussion with every family about
their individual circumstances and preferences for infant feeding. We recognize
these conversations can be very delicate as some mothers will respond

positively to additional encouragement and support while others will not. The
BFHI strives to support each mother in fully understanding her options and
weighing the pros and cons of each method. Ultimately, the mother's informed
decision should be fully respected.

Supporting Mothers Through Caring Conversations
Baby-Friendly practices are designed to help families understand their options
and achieve their infant feeding goals, regardless of their selected feeding
1nethod. Every new life is precious and no mother should be made to feel guilt
or shame for her infant feeding decisions.
In implementing BFHI guidelines, we all need to be acutely aware that our
enthusiasm for breastfeeding along with our ethical responsibilities to inform
mothers of the evidence, can send overt or subtle negative or judgmental
messages to families who decide to formula feed their baby. It is the
responsibility of every Baby-Friendly practitioner and facility to engage in
educational, helpful, supp01iive, caring, and non-judgmental conversations with
all families.

What's Next
Just as expecting parents have a lot to think about as their big day approaches,
we at BFUSA and everyone else in the breastfeeding community have a lot to
think about as we now work toward new milestones. We should celebrate the
fact that, for moms across the United States, the decision of how to feed their
child is now entirely their own to make. Yet I know our work is not done. We
all have much to do every day to continue optin1izing our support for all
families in one of the most precious times of their lives.
» Back to top

Sent from my iPhone

From:

Sent:
To:

Subject:
Attachments:

Perrine, Cria G. (CDC/ONDIEH/NCCDPHP)
Fri, 28 Apr 2017 15:34:53 -0400
Nelson, Jennifer M. (CDC/ONDIEH/NCCDPHP)
FW: BF brief
Baby Friendly Hospital Initiative v4.docx

From: Gunn, Janelle P. (CDC/ONDIEH/NCCDPHP)

Sent: Friday, April 28, 2017 3:30 PM
To: Perrine, Cria G. {CDC/ONDIEH/NCCDPHP)<hgk3@cdc.gov>; Galuska, Deborah A.
(CDC/ONDIEH/NCCDPHP)<dbg6@cdc.gov>; Petersen, Ruth (CDC/ONDIEH/NCCDPHP)<ripO@cdc.gov>
Cc: MacGowan, Carol (CDC/ONDIEH/NCCDPHP)<dvx2@cdc.gov>; DNPAO/Health Policy Team (CDC)
<DNPAOPolicy@cdc.gov>
Subject: BF brief

Hi - I heard from the Center that "Dr. Bauer and Dr. Schuchat spoke yesterday and we have been given
the green light to finish processing the Bassand Gottheimer responses. We no longer need to prepare a
written brief for Dr. Schuchat. A draft of the final Bass letter is attached for your reference." ... I am
sending you the final version Deb, Cria and I agreed upon for your records ... and because this will likely
come up again.
Janelle Peralez Gunn
Associate Director for Policy, Partnerships and Communications
Division of Nutrition, Physical Activity and Obesity
Centers for Disease Control and Prevention
P: 770-488-8231, M: 404-429-3633
E: bfy2@cdc.gov
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From:
Sent:
To:
Subject:

Grossniklaus, Daurice (CDC/ONDIEH/NCCDPHP)
Thu, 15 Dec 2016 17:43:20 +0000
Nelson, Jennifer M. (CDC/ONDIEH/NCCDPHP)
FW: BFHI and website

Jennifer,
I apologize that I should have copied you on this. I will follow the plan for the phase 1 webpage we
discussed on phone. In mid-January we will pick up on phase 2. let me know if you have questions or
concerns.
Thank you,
Daurice
From: Grossniklaus, Daurice (CDC/ONDIEH/NCCDPHP)
Sent: Thursday, December 15, 2016 12:21 PM
To: Anstey, Erica Hesch (CDC/ONDIEH/NCCDPHP)(CTR)<yhm7@cdc.gov>; Borda, Ashley

(CDC/ONDIEH/NCCDPHP)(CTR)<wrg5@cdc.gov>
Cc: MacGowan, Carol (CDC/ONDIEH/NCCDPHP)<dvx2@cdc.gov>
Subject: RE: BFHI and website
All,
I was just on a call with the nutrition branch leadership and the policy and communication folks. The
timeline for the safety in maternity care webpage is not as urgent but needs to move forward in a timely
manner. The goal is to get the webpage up by mid-January. Since Erica will be out of the office over the
holidays, I will submit the content for the web page into clearance, and I will follow it through the
process. Rather than asking Curtis to do re-work, I think we should hold off on any further changes on
the web dev server until we have a better sense of what will make it through clearance.
I agree that we can wait until mid-January to discuss phase 2 as my understanding is that the phase 2
content will be more focused onl
(b)(5)

I

Please keep in mind that Kat will be in the EOCstarting January 9th . Please be sensitive of her time prior
to her departure as she may have time-sensitive work she needs to wrap up.
Please let me know if you have questions or concerns.
Thank you,
Daurice
From: Anstey, Erica Hesch (CDC/ONDIEH/NCCDPHP)(CTR)
Sent: Thursday, December 15, 2016 11:54 AM
To: Borda, Ashley (CDC/ONDIEH/NCCDPHP)(CTR)<WRGS@cdc.gov>
Cc: Grossniklaus, Daurice (CDC/ONDIEH/NCCDPHP)<dtg3@cdc.gov>
Subject: FW: BFHI and website

Ashley,
I just wanted to let you know that I chatted with Daurice about this yesterday. We will have a few
changes to the Dev site
(b)(5)
Once
I get confirmation from Daurice, I'll email you and Curtis about changes needed. We will need to submit
this through a formal clearance process, but I think it will be quick since we already have Rafa's
approval. Providing a link to the Dev site will help as well. If you are off on holiday, can I work with
Curtis and just Cc you so I can move this into eClearance? Does Kristen or anyone else from the Comm
team need to see it as well or will they be looped in somehow during eClearance? I just want to make
sure I understand the process.

I

I

I

I

Mid-January (when you are back from (b)(6) I would like to schedule time to work on Phase 2
of these pages. We can discuss the level of urgency and where to fit this into our overall web
redesign timeline. We should schedule a meeting with Daurice, Jennifer, Chloe and probably
Kat as well. We need to identify who is best to write this content and how to develop the
content
•
•
•

in this section so that it
Is easy to access by the user
Organized appropriately by topic area
Reflects CDC'salignment with other partner agencies/organizations

Thanks,
Erica
From: Black, Erin (CDC/ONDIEH/NCCDPHP)
Sent: Monday, December 12, 2016 2:36 PM
To: Voetsch, Karen P. {CDC/ONDIEH/NCCDPHP)<kmp9@cdc.gov>

Cc:Anstey, Erica Hesch {CDC/ONDIEH/NCCDPHP)(CTR)<yhm7@cdc.gov>; Torres, Monica
{CDC/ONDIEH/NCCDPHP)<enz2@cdc.gov>; Black, Erin {CDC/ONDIEH/NCCDPHP)<epm7@cdc.gov>;
Borda, Ashley {CDC/ONDIEH/NCCDPHP)(CTR)<WRG5@cdc.gov>
Subject: RE: BFHIand website
We had a call this afternoon to discuss the website. Erica proposed for Phase 1 to add the following
links to the CDC BF website under the 'guidelines and recommendations' section in a new section called
(b)(5)
Ashley is outl (b)(6) today, but hopefully she'll feel better tomorrow and can
work with Curtis to create a mock up for you and Deb to review and then hopefully it can go live shortly.

I

I

(b)(5)

Phase 2 will include more CDCdescription/content and links to the following (and possibly others we are
able to identify as being useful)

(b)(5)

From: Voetsch, Karen P. (CDC/ONDIEH/NCCDPHP)
Sent: Monday, December 05, 2016 2:23 PM
To: Black, Erin (CDC/ONDIEH/NCCDPHP) <epm7@cdc.gov>; Borda, Ashley (CDC/ONDIEH/NCCDPHP)
(CTR) <WRGS@cdc.gov>
Cc: Anstey, Erica Hesch (CDC/ONDIEH/NCCDPHP) (CTR) <yhm7@cdc.gov>; Torres, Monica
(CDC/ONDIEH/NCCDPHP) <enz2@cdc.gov>
Subject: RE: BFHI and website

Hi all,

I

If we could include some links related to what has already been published in the short term
(i.e. by the end of the month) that would be ideaq
(b)(S)
(b)(S)
IDaurice may have some other ideas.
I don't know if it's urgency ... more that we have asked Baby Friendly USA to be a little bit more
out front on this issue and we want to ensure that we have something on our website as well.
Hope that makes sense.
Thanks.
Karen

From: Black, Erin (CDC/ONDIEH/NCCDPHP) <epm7@cdc.gov>
Date: December 5, 2016 at 10:18:14 AM EST
To: Borda, Ashley (CDC/ONDIEH/NCCDPHP) (CTR)<WRG5@cdc.gov>, Voetsch, Karen P.
(CDC/ONDIEH/NCCDPHP) <kmp9@cdc.gov>
Cc:Torres, Monica (CDC/ONDIEH/NCCDPHP)<enz2@cdc.gov>, Anstey, Erica Hesch
(CDC/ONDIEH/NCCDPHP) (CTR)<yhm7@cdc.gov>
Subject: RE: BFHI and website

Karen can answer.

From: Borda, Ashley (CDC/ONDIEH/NCCDPHP) (CTR)
Sent: Monday, December 05, 2016 10: 17 AM
To: Black, Erin (CDC/ONDIEH/NCCDPHP) <epm7@cdc.gov>; Torres, Monica

(CDC/ONDIEH/NCCDPHP) <enz2@cdc.gov>
Cc: Anstey, Erica Hesch (CDC/ONDIEH/NCCDPHP) (CTR) <yhm7@cdc.gov>; Voetsch,
Karen P. (CDC/ONDIEH/NCCDPHP) <kmp9@cdc.gov>
Subject: RE: BFHI and website
Erin,
Do you know what the level of urgency is for this request? It is built into our overarching web
plan, but we are not at that section yet.
Ashley

From: Borda, Ashley (CDC/ONDIEH/NCCDPHP) (CTR)
Sent: Monday, December 05, 2016 9:01 AM
To: Black, Erin (CDC/ONDIEH/NCCDPHP) <epm7@cdc.gov>; Torres, Monica
(CDC/ONDIEH/NCCDPHP) <enz2@cdc.gov>
Subject: RE: BFHI and website
Hi Erin and Monica,
Can you give me some time to pull together what Erica and I have discussed re: BFHI/safety and
website updates?
We have been working on this for some time and it would help set up the conversation
w/Daurice and Jennifer. That way we can ask them for gaps/specifics to get the pages done.
Thanks!
Ashley

From: Black, Erin (CDC/ONDIEH/NCCDPHP)
Sent: Monday, December 05, 2016 8:00 AM
To: Torres, Monica (CDC/ONDIEH/NCCDPHP) <enz2@cdc.gov>
Cc: Borda, Ashley (CDC/ONDIEH/NCCDPHP) (CTR) <WRG5@cdc.gov>
Subject: Fw: BFHI and website
Can you set up a meeting with you, me, Ashley, Daurice and Jennifer Nelson to discuss.
Thanks

From: Voetsch, Karen P. (CDC/ONDIEH/NCCDPHP)
<kmp9@cdc.gov>
Sent: Monday, December 5, 2016 6:59 AM
To: Black, Erin (CDC/ONDIEH/NCCDPHP)
Cc: Torres, Monica (CDC/ONDIEH/NCCDPHP);
Borda, Ashley (CDC/ONDIEH/NCCDPHP)
(CTR)
Subject: BFHI and website

Hi Erin,

During the last meeting that we had on the BFHI and safety, we thought it would be a good idea
to update our website with some lan ua e and links to some of the new documents that have
been develo ed
(b)(5)
(b)(5)
Can you work with Ashley and Monica on this? This may entail
connecting with Daurice and/or Jennifer Nelson.
Let me know if you have any questions.
Thanks.
Karen

From:
Sent:
To:
Subject:

MacGowan, Carol (CDC/ONDIEH/NCCDPHP)
Tue, 17 Jan 2017 21:26:31 +0000
Murphy, Paulette (CDC/ONDIEH/NCCDPHP)
FW: BFHI and website

For some reading, should you have some time (especially the last 3 emails). Just interesting - we were
talking about this, this morning.
From: Anstey, Erica Hesch (CDC/ONDIEH/NCCDPHP)(CTR)
Sent: Tuesday, January 17, 2017 12:00 PM
To: Grossniklaus, Daurice (CDC/ONDIEH/NCCDPHP)<dtg3@cdc.gov>
Cc: MacGowan, Carol (CDC/ONDIEH/NCCDPHP)<dvx2@cdc.gov>
Subject: RE: BFHI and website

Thanks Daurice,
I don't doubt the leadership's expertise or judgement on this issue and I'm certain I did not suggest or
imply otherwise. I also do not think we need tol
(bl(5l

I

(b)(5)

Respectfu Ily,
Erica
From: Grossniklaus, Daurice (CDC/ONDIEH/NCCDPHP)
Sent: Tuesday, January 17, 2017 7:25 AM
To: Anstey, Erica Hesch (CDC/ONDIEH/NCCDPHP) (CTR)<yhm7@cdc.gov>; Borda, Ashley
(CDC/ONDIEH/NCCDPHP)(CTR)<WRGS@cdc.gov>
Cc: MacGowan, Carol (CDC/ONDIEH/NCCDPHP)<dvx2@cdc.gov>
Subject: RE: BFHI and website

Erica,
Thank you for sharing your thoughts on this issue. By putting it into clearance, we are allowing the
clearance chain to make the decision. They have been involved in addressing this issue between
Divisions, higher up in the CDC system, and with leadership in other federal agencies and external
partners. I believe the Branch and Division leadership has a more comprehensive understanding of the
issues than I do.
In mv role as the SME on maternitv care oractices I am not I
(b)(5)

(b)(5)

I

If you have concerns and would like to discuss further with Carol, please follow up. I certainly believe
that the Leadership will use their best judgement and make the determinationJ
(b)(5)
(b)(5)
lit is not my decision.

I

Thanks again for sharing your concerns and thoughts.
Daurice
From: Anstey, Erica Hesch (CDC/ONDIEH/NCCDPHP)(CTR)
Sent: Monday, January 16, 2017 5:00 PM
To: Grossniklaus, Daurice (CDC/ONDIEH/NCCDPHP)<dtg3@cdc.gov>; Borda, Ashley
(CDC/ONDIEH/NCCDPHP)(CTR)<WRGS@cdc.gov>
Cc: MacGowan, Carol (CDC/ONDIEH/NCCDPHP)<dvx2@cdc.gov>
Subject: RE: BFHI and website

Hi Daurice,
Thanks for sending this along. I believe we briefly discussed th~ (b)(5) !reference before, but I am
not sure I was able to clearly articulate my thoughts about it. I'm going to try again here. The proposed

(b)(5)

(b)(5)

(b )(5)

My 2 cents. I hope this makes more sense. Please let me know if you want to discuss this further. Thank
you for helping to shepherd this through Clearance while Ashley was out. I'm glad we will be posting
materials onl
(b)(5)
Ion our site soon as it's such an important topic.
Best,
Erica
From: Grossniklaus, Daurice (CDC/ONDIEH/NCCDPHP)
Sent: Wednesday, January 11, 2017 11:38 AM
To: Borda, Ashley (CDC/ONDIEH/NCCDPHP)(CTR)<WRGS@cdc.gov>; Anstey, Erica Hesch
(CDC/ONDIEH/NCCDPHP)(CTR)<yhm7@cdc.gov>
Subject: RE: BFHI and website

The document is currently in Rafa's box. Attached is the version that Heather approved. As you know,
there may be revisions required before final approval.
Please let me know if you have additional questions.
Thank you,
Daurice

From: Borda, Ashley {CDC/ONDIEH/NCCDPHP)(CTR)
Sent: Wednesday, January 11, 2017 11:07 AM
To: Grossniklaus, Daurice (CDC/ONDIEH/NCCDPHP)<dtg3@cdc.gov>; Anstey, Erica Hesch
(CDC/ONDIEH/NCCDPHP)(CTR)<yhm7@cdc.gov>
Subject: RE: BFHI and website

Hi Daurice,
I wanted to check in with you regarding the status of this.
1.

Could you let us know who this is currently with (in eClearance)?

2.

Could you also provide us a copy of the original submission and/or any recent comments/edits
from reviewers so that we may track it for website development purposes?

Many thanks!
Ashley
From: Grossniklaus, Daurice (CDC/ONDIEH/NCCDPHP)
Sent: Thursday, December 15, 2016 1:30 PM
To: Anstey, Erica Hesch (CDC/ONDIEH/NCCDPHP)(CTR)<yhm7@cdc.gov>; Borda, Ashley

(CDC/ONDIEH/NCCDPHP)(CTR)<WRGS@cdc.gov>
Subject: RE: BFHI and website
Yes, I will share - keep in mind that what comes out may be markedly different than what went in.

From: Anstey, Erica Hesch (CDC/ONDIEH/NCCDPHP)(CTR)
Sent: Thursday, December 15, 2016 1:12 PM
To: Grossniklaus, Daurice (CDC/ONDIEH/NCCDPHP)<dtg3@cdc.gov>; Borda, Ashley
(CDC/ONDIEH/NCCDPHP)(CTR)<WRG5@cdc.gov>
Subject: RE: BFHI and website

Thanks Daurice- Can you share the draft text wish Ashley and I before submitting to Clearance, just so
we stay in the loop? Let me know if you need help. I am working over the holidays, just remotely from
12/20-12/29. I'll be least available on 12/20 and 12/29 as those are our travel days.
Thanks, Erica
From: Grossniklaus, Daurice (CDC/ONDIEH/NCCDPHP)
Sent: Thursday, December 15, 2016 12:41 PM
To: Borda, Ashley (CDC/ONDIEH/NCCDPHP)(CTR)<WRG5@cdc.gov>; Anstey, Erica Hesch
(CDC/ONDIEH/NCCDPHP)(CTR)<yhm7@cdc.gov>
Subject: RE: BFHI and website
Importance: High

I think our emails assed in cyberspace. Because Erica will be out over the holidays, I plan to submit the
page related t (b)(S) nto clearance.
Please let me know if there are problems with this.
Thanks,
Daurice
From: Borda, Ashley (CDC/ONDIEH/NCCDPHP)(CTR)
Sent: Thursday, December 15, 2016 12:35 PM
To: Anstey, Erica Hesch (CDC/ONDIEH/NCCDPHP)(CTR)<yhm7@cdc.gov>
Cc: Grossniklaus, Daurice (CDC/ONDIEH/NCCDPHP)<dtg3@cdc.gov>
Subject: RE: BFHI and website

Erica,
The best thing to do since this is a NEW section of the website is to have everything in its final format in
a word document. Include hyperlinks, photos, etc. When it is approved, send the word doc to Curtis but
attach the photos as files.
Normally, I should be the one submitting everything into eClearance for website pages. For this specific
section,!
(b)(S)
you can submit into eClearance since it is an urgent request and we
know I will be out for an extended amount of time. When we approach phase 2, I will then submit and it
will give Kristen the opportunity to provide input.

I

The second half of what you said all sounds good.
Ashley

From: Anstey, Erica Hesch (CDC/ONDIEH/NCCDPHP)(CTR)
Sent: Thursday, December 15, 2016 11:54 AM
To: Borda, Ashley (CDC/ONDIEH/NCCDPHP)(CTR)<WRGS@cdc.gov>
Cc: Grossniklaus, Daurice (CDC/ONDIEH/NCCDPHP)<dtg3@cdc.gov>
Subject: FW: BFHI and website

Ashley,
I just wanted to let you know that I chatted with Daurice about this
changes to the Dev site
(b)(5)
Once
I get confirmation from Daurice, I'll email you and Curtis about changes needed. We will need to submit
this through a formal clearance process, but I think it will be quick since we already have Rafa's
approval. Providing a link to the Dev site will help as well. If you are off on holiday, can I work with
Curtis and just Cc you so I can move this into eClearance? Does Kristen or anyone else from the Comm
team need to see it as well or will they be looped in somehow during eClearance? I just want to make
sure I understand the process.

I

Mid-January (when you are back froml (b)(6) I would like to schedule time to work on Phase 2
of these pages. We can discuss the level of urgency and where to fit this into our overall web
redesign timeline. We should schedule a meeting with Daurice, Jennifer, Chloe and probably
Kat as well. We need to identify who is best to write this content and how to develop the
content in this section so that it
•
•
•

Is easy to access by the user
Organized appropriately by topic area
Reflects CDC's alignment with other partner agencies/organizations

Thanks,
Erica
From: Black, Erin (CDC/ONDIEH/NCCDPHP)
Sent: Monday, December 12, 2016 2:36 PM
To: Voetsch, Karen P. (CDC/ONDIEH/NCCDPHP)<kmp9@cdc.gov>
Cc: Anstey, Erica Hesch (CDC/ONDIEH/NCCDPHP)(CTR)<yhm7@cdc.gov>; Torres, Monica

(CDC/ONDIEH/NCCDPHP)<enz2@cdc.gov>; Black, Erin (CDC/ONDIEH/NCCDPHP)<epm7@cdc.gov>;
Borda, Ashley (CDC/ONDIEH/NCCDPHP)(CTR)<WRGS@cdc.gov>
Subject: RE: BFHI and website
We had a call this afternoon to discuss the website. Erica proposed for Phase 1 to add the following
links to the CDC BF website under the 'guidelines and recommendations' section in a new section called
(b)(5)
Ashley is outj(b)(6)~oday,but hopefully she'll feel better tomorrow and can
work with Curtis to create a mock up for you and Deb to review and then hopefully it can go live shortly.

I

I

(b)(5)

(b)(5)
Phase 2 will include more CDC description/content
able to identify as being useful)

and links to the following (and possibly others we are

(b)(5)

From: Voetsch, Karen P. (CDC/ONDIEH/NCCDPHP)
Sent: Monday, December 05, 2016 2:23 PM
To: Black, Erin (CDC/ONDIEH/NCCDPHP) <epm7@cdc.gov>; Borda, Ashley (CDC/ONDIEH/NCCDPHP)
(CTR) <WRGS@cdc.gov>
Cc: Anstey, Erica Hesch (CDC/ONDIEH/NCCDPHP) (CTR) <yhm7@cdc.gov>; Torres, Monica
(CDC/ONDIEH/NCCDPHP) <enz2@cdc.gov>
Subject: RE: BFHI and website

Hi all,
If we could include some links related to what has already been published in the short term
(i.e. by the end of the month) that would be ideal.
(b}(5)
(b)(5)
Daurice may have some other ideas.

I

I

I

I don't know if it's urgency ... more that we have asked Baby Friendly USA to be a little bit more
out front on this issue and we want to ensure that we have something on our website as well.
Hope that makes sense.
Thanks.
Karen

From: Black, Erin (CDC/ONDIEH/NCCDPHP) <epm7@cdc.gov>
Date: December 5, 2016 at 10:18:14 AM EST
To: Borda, Ashley (CDC/ONDIEH/NCCDPHP) (CTR) <WRGS@cdc.gov>, Voetsch, Karen P.
(CDC/ONDIEH/NCCDPHP) <kmp9@cdc.gov>
Cc:Torres, Monica (CDC/ONDIEH/NCCDPHP)<enz2@cdc.gov>, Anstey, Erica Hesch
(CDC/ONDIEH/NCCDPHP) (CTR)<yhm7@cdc.gov>
Subject: RE: BFHI and website

Karen can answer.

From: Borda, Ashley (CDC/ONDIEWNCCDPHP) (CTR)
Sent: Monday, December 05, 2016 10:17 AM
To: Black, Erin (CDC/ONDIEH/NCCDPHP) <epm7@cdc.gov>; Torres, Monica
(CDC/ONDIEH/NCCDPHP) <enz2@cdc.gov>
Cc: Anstey, Erica Hesch (CDC/ONDIEH/NCCDPHP) (CTR) <yhm7@cdc.gov>; Voetsch,
Karen P. (CDC/ONDIEH/NCCDPHP) <kmp9@cdc.gov>
Subject: RE: BFHI and website
Erin,
Do you know what the level of urgency is for this request? It is built into our overarching web
plan, but we are not at that section yet.
Ashley

From: Borda, Ashley (CDC/ONDIEH/NCCDPHP) (CTR)
Sent: Monday, December 05, 2016 9:01 AM
To: Black, Erin (CDC/ONDIEWNCCDPHP) <epm7@cdc.gov>; Torres, Monica
(CDC/ONDIEH/NCCDPHP) <enz2@cdc.gov>
Subject: RE: BFHI and website
Hi Erin and Monica,
Can you give me some time to pull together what Erica and I have discussed re: BFHI/safety and
website updates?
We have been working on this for some time and it would help set up the conversation
w/Daurice and Jennifer. That way we can ask them for gaps/specifics to get the pages done.
Thanks!
Ashley

From: Black, Erin (CDC/ONDIEH/NCCDPHP)
Sent: Monday, December 05, 2016 8:00 AM
To: Torres, Monica (CDC/ONDIEH/NCCDPHP) <enz2@cdc.gov>
Cc: Borda, Ashley (CDC/ONDIEH/NCCDPHP) (CTR) <WRG5@cdc.gov>
Subject: Fw: BFHI and website
Can you set up a meeting with you, me, Ashley, Daurice and Jennifer Nelson to discuss.
Thanks

From: Voetsch, Karen P. (CDC/ONDIEH/NCCDPHP)
<kmp9@cdc.gov>

Sent: Monday, December5, 2016 6:59 AM
To: Black, Erin (CDC/ONDIEH/NCCDPHP)

Cc: Torres, Monica (CDC/ONDIEH/NCCDPHP);
Borda, Ashley (CDC/ONDIEH/NCCDPHP)
(CTR)

Subject: BFHI and website

Hi Erin,
During the last meeting that we had on the BFHI and safety, we thought it would be a good idea
to update our website with some lan ua e and links to some of the new documents that have
been developed
(b)(5)
(b)(5)
an you wor wit
s ey an
s may entai
connecting with Daurice and/or Jennifer Nelson.
Let me know if you have any questions.
Thanks.
Karen

From:
Sent:
To:
Subject:

MacGowan, Carol (CDC/ONDIEH/NCCDPHP)
Thu, 11 May 2017 20:01:06 +0000
Flores-Ayala, Calixto Rafael (CDC/ONDIEH/NCCDPHP)
FW: BFUSA agenda
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From: Gunn, Janelle P. (CDC/ONDIEH/NCCDPHP)
Sent: Tuesday, May 9, 2017 9:38 PM
To: Perrine, Cria G. (CDC/ONDIEH/NCCDPHP) <hgk3@cdc.gov>; Nelson, Jennifer M.
(CDC/ONDIEH/NCCDPHP) <zcn6@cdc.gov>; Grossniklaus, Daurice (CDC/ONDIEH/NCCDPHP)
<dtg3@cdc.gov>
Cc: MacGowan, Carol (CDC/ONDIEH/NCCDPHP) <dvx2@cdc.gov>; Voetsch, Karen P.
(CDC/ONDIEH/NCCDPHP) <kmp9@cdc.gov>
Subject: RE: BFUSA agenda

Thanks Cria. Maybe its under emerging issues or its own item, I think we should tackle a discussion
abou~

(b)(5)

I

(hoping we can start a dialog, or pick up where we left off ... o~

(b)(5)

(b)(5)

From: Perrine, Cria G. (CDC/ONDIEH/NCCDPHP)
Sent: Tuesday, May 09, 2017 9:33 PM
To: Nelson, Jennifer M. (CDC/ONDIEH/NCCDPHP) <zcn6@cdc.gov>; Grossniklaus, Daurice
(CDC/ONDIEH/NCCDPHP) <dtg3@cdc.gov>
Cc: MacGowan, Carol (CDC/ONDIEH/NCCDPHP) <dvx2@cdc.gov>; Voetsch, Karen P.

(CDC/ONDIEH/NCCDPHP) <kmp9@cdc.gov>; Gunn, Janelle P. (CDC/ONDIEH/NCCDPHP) <bfy2@cdc.gov>
Subject: BFUSAagenda
Below in blue is what BFUSA proposed for our agenda. I've added some thoughts in red. Other major
ideas we're missing? Also, do we have a particular "ask?"

(b)(5)

(b)(5)

MacGowan, Carol (CDC/ONDIEH/NCCDPHP)
Thu, 11 May 2017 20:01:31 +0000
Flores-Ayala, Calixto Rafael (CDC/ONDIEH/NCCDPHP)
FW: BFUSA agenda

From:
Sent:
To:
Subject:

2 of 2
From: Grossniklaus, Daurice (CDC/ONDIEH/NCCDPHP)
Sent: Wednesday, May 10, 2017 8:17 AM
To: Nelson, Jennifer M. (CDC/ONDIEH/NCCDPHP) <zcn6@cdc.gov>; Gunn, Janelle P.
(CDC/ONDIEH/NCCDPHP) <bfy2@cdc.gov>; Perrine, Cria G. (CDC/ONDIEH/NCCDPHP) <hgk3@cdc.gov>
Cc: MacGowan, Carol (CDC/ONDIEH/NCCDPHP) <dvx2@cdc.gov>; Voetsch, Karen P.
(CDC/ONDIEH/NCCDPHP) <kmp9@cdc.gov>
Subject: RE: BFUSA agenda

Do we have any specific asks related to

(b)(5)
(b)(S)

From: Nelson, Jennifer M. (CDC/ONDIEH/NCCDPHP)
Sent: Wednesday, May 10, 2017 7:36 AM
To: Gunn, Janelle P. (CDC/ONDIEH/NCCDPHP) <bfy2@cdc.gov>; Perrine, Cria G.
(CDC/ONDIEH/NCCDPHP) <hgk3@cdc.gov>; Grossniklaus, Daurice (CDC/ONDIEH/NCCDPHP)
<dtg3@cdc.gov>
Cc: MacGowan, Carol (CDC/ONDIEH/NCCDPHP) <dvx2@cdc.gov>; Voetsch, Karen P.
(CDC/ON DIEH/NCCDPHP) <kmp9@cdc.gov>
Subject: RE: BFUSA agenda

I agree that
(b)(S)
eed to be items to discuss with Baby Friendly (either at this
meeting or !--:::m:-ri:e=-:r:-:-.,,.,,.,.-r-------------::(b:--:)-:-:(5:::-)-------------,
(b)(S)

From: Gunn, Janelle P. (CDC/ONDIEH/NCCDPHP)
Sent: Tuesday, May 9, 2017 9:38 PM
To: Perrine, Cria G. (CDC/ONDIEH/NCCDPHP) <hgk3@cdc.gov>; Nelson, Jennifer M.
(CDC/ONDIEH/NCCDPHP) <zcn6@cdc.gov>; Grossniklaus, Daurice (CDC/ONDIEH/NCCDPHP)
<dtg3@cdc.gov>

Cc: MacGowan, Carol (CDC/ONDIEH/NCCDPHP) <dvx2@cdc.gov>; Voetsch, Karen P.
(CDC/ONDIEH/NCCDPHP) <kmp9@cdc.gov>
Subject: RE: BFUSA agenda
Thanks Cria. Ma be its under emer in issues or its own item, I think we should tackle a discussion
abou
(b)(S)

(hoping we can start a dialog, or pick up where we left off ... onl

(b )(5)

(b )(5)

From: Perrine, Cria G. (CDC/ONDIEH/NCCDPHP)
Sent: Tuesday, May 09, 2017 9:33 PM
To: Nelson, Jennifer M. (CDC/ONDIEH/NCCDPHP) <zcn6@cdc.gov>; Grossniklaus, Daurice

(CDC/ONDIEH/NCCDPHP) <dtg3@cdc.gov>
Cc: MacGowan, Carol (CDC/ONDIEH/NCCDPHP) <dvx2@cdc.gov>; Voetsch, Karen P.
(CDC/ONDIEH/NCCDPHP) <kmp9@cdc.gov>; Gunn, Janelle P. (CDC/ONDIEH/NCCDPHP) <bfy2@cdc.gov>
Subject: BFUSAagenda
Below in blue is what BFUSA proposed for our agenda. I've added some thoughts in red. Other major
ideas we're missing? Also, do we have a particular "ask?"

(b)(5)

From:
Trish MacEnroe
Sent:
Tue, 31 Jul 201817:58:58 -0400
To:
Nelson, Jennifer M. (CDC/ONDIEH/NCCDPHP)
Subject:
FW: BFUSAExpert Panel Information
Attachments:
1. Expert Panel DRAFTAgenda.docx, 2. Guideline - Protecting, Promoting and
Supporting Breastfeeding in F providing MNS.pdf, 3. Implementation Guidance-2018 - Protecting,
Promoting and Supporting Breastfeeding in F providing MNS.pdf, 4. Implementation Guidance-2018appendix - Protecting, Promoting and Supporting Breastfeeding in F providing MNS.pdf, 5. GEC2016v2180716.pdf, 6. 2016 GEC-2018WHO Criteria Comparison.xlsx, 7. a Guyatt guideline panel should not
GRADEgood practice statements.pdf, 7. b. Mobbs_et_al-2015-Acta_Paediatrica.pdf, 7.c. Proposed
Guidelines for SSCShould be lnclusive.pdf

Dear Jennifer,
I am very excited about our upcoming expert panel. This email includes the details for the meeting. It
will be held in the MACRONROOMat the
August 6 from 8:30 AM - 5:00 PM and
August 7 from 8:30 AM - 2:00 PM
Sheraton Atlanta Hotel
165 Courtland Street NE
Atlanta, GA 30303
I hope you were able to successfully arrange for your transportation to the hotel. Based on your
response to a prior email, here are the arrangements we have made for you. Please review them let me
know ASAP, if anything is incorrect.
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I have also attached some meeting materials. Those include
1. Draft Agenda
2. GUIDELINE- Protecting, promoting and supporting Breastfeeding in facilities providing maternity
and newborn services: the revised BABY-FRIENDLYHOSPITALINITIATIVE
3. IMPLEMENTATIONGUIDANCE- Protecting, promoting and supporting Breastfeeding in facilities
providing maternity and newborn services: the revised BABY-FRIENDLYHOSPITALINITIATIVE

4. Appendix - Indicators for Monitoring - Protecting, promoting and supporting Breastfeeding in
facilities providing maternity and newborn services: the revised BABY-FRIENDLYHOSPITAL
INITIATIVE
5. BFUSACurrent GEC
6. 2016 GEC- 2018 WHO Criteria Comparison
7. Several Articles of interest
I am looking forward to seeing you next week.
Trish MacEnroe
Executive Director
Baby-Friendly USA, Inc.
125 Wolf Rd., Suite 402
Albany, NY 12205

I

(b )(6)

I~~)

www.babyfriendlyusa.org

Baby-Friendly USA, Inc.
125 Wolf Road, Suite 402
Albany, NY 12205
PHONE: 518.621.7982 FAX:518.621.7983
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BFUSAEXPERTPANELMEETING
August 6-7, 2018
SHERATONATLANTAHOTEL
165 Courtland Street NE
Atlanta, GA 30303

For those of you who are in town on Sundayevening,we invite you
to a WELCOMEDINNER
SUNDAY-August 5, 2018
6:00
I Welcome Dinner-VALDOSTA ROOM

Monday-August
Room

·.

.,..

~,

'.._

6, 2018 - MEETING in MACRON Room/MEALS in VALDOSTA

(b)(5)

Tuesday -August 7, 2018 - MEETING in MACRON Room/MEALS in VALDOSTA
Room

(b)(S)

The meal menus are below.

Dinner Buffet - 8/5/18
House Mixed Greens
Bourbon Glazed Salmon
Vegetarian Lasagna
Steamed Broccoli
Brussel Sprouts
Breakfast 8/6/18
Continental Breakfast
Bagels

Lunch- Grab and Go 8/6/18
Vegetarian Wrap
Tuna
Roast Turkey
Dinner Buffet 8/6/18
House Mixed Greens
Sage Marinated Seared Chicken Breast
Penne Primavera
Roasted Vegetable Medley
Asparagus

Breakfast8/7 /18
Continental Breakfast
Bagels
Lunch- Grab and Go 8/7 /18

Baby-Friendly USA, Inc.

125 Wolf Road, Suite 402. Albany, NY 12205

www.babyfriendlyusa.org

Baby-Friendly usA.
·rr1r'!J1

fri

Vegetarian Wrap
Roast Beef and Onion
Grilled Chicken
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Baby-Friendly USA, Inc.
125Wolf Road, Suite 402
Albany, NY 12205
PHONE: 518.621.7982 FAX:518.621.7983
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Publication history
This guideline, Protecting,promoting and supporting breastfeedingin facilities providing maternity and newborn services
is an update of, and supersedes, the Ten Steps to Successful Breastfeeding, as published in a joint statement by
the World Health Organization (WHO)and the United Nations Children's Fund (UNICEF)Protecting,promoting and
supporting breastfeeding:the specialrole of maternity servicesin 1989. This complements the operational guidance
of the Innocenti Declaration on the protection, promotion and support of breastfeeding, published in 1990 and the
Innocenti Declaration2005 on infant and young child feeding, published in 2005. It also complements some of the
implementation guidance of the Baby-friendly Hospital Initiative, published in 1991 and updated in 2009 (only
inasmuch as aspects of the Ten Steps to Successful Breastfeeding remain unchanged).
In order to produce this guideline, the rigorous procedures described in the WHOhandbookfor guidelinedevelopment
were followed. This document presents the direct and indirect evidence, as well as the qualitative reviews that
served to inform the recommendations herein. It expands the sections on dissemination as well as those on ethical
and equity considerations, summarized in the most recent reviews those on these topics.
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Guideline1: protecting, promoting and
supporting breastfeeding in facilities
providing maternity and newborn services
Executive summary
Breastfeeding is the cornerstone of child survival, nutrition and development and maternal health. The World Health
Organization (WHO) recommends exclusive breastfeeding for the first 6 months of life, followed by continued
breastfeeding with appropriate complementary foods for up to 2 years or beyond.' In 2012, the World Health Assembly
Resolution 65.6 endorsed a Comprehensiveimplementation plan on maternal, infant and young child nutrition, 3
specifying six global nutrition targets for 2025, one of which is to increase the rate of exclusive breastfeeding in
the first 6 months up to at least 50%.
In order to support women and optimize the chances of breastfeeding in line with WHO's recommendations, WHO
and the United Nations Children's Fund (UNICEF)published a joint statement in 1989 on Protecting,promoting and
supporting breastfeeding:the special role of maternity services,4 which listed Ten Steps to Successful Breastfeeding.
The Ten Steps were re-emphasized in the InnocentiDeclarationon the protection,promotionand supportof breastfeeding,
adopted in Florence, Italy in 1990,5 and the Innocenti Declaration2005 on infant and youngchild feeding, published in
2005. 6 They became part of the Baby-friendly Hospital Initiative, published in 1991, and the updated version in 2009. 1
The Baby-friendly Hospital Initiative provides guidance on the implementation, training, monitoring, assessment
and re-assessment of the Ten Steps to Successful Breastfeeding and the International Codeof Marketing ofBreastmilk Substitutes,8a set of recommendations to regulate the marketing of breast-milk substitutes, feeding bottles
and teats adopted by the 34th World Health Assembly (WHA) in 1981, and its subsequent related WHA resolutions. 9
The Baby-friendly Hospital Initiative has since been shown to positively impact breastfeeding outcomes as a
whole, and with a dose-response relationship between the number of interventions the mother is exposed to and
the likelihood of improved breastfeeding outcomes.
This guideline examines each of the practices in the Ten Steps to Successful Breastfeeding, in order to bring
together evidence and considerations to inform practice. The scope of the guideline is limited to specific practices
that could be implemented in facilities providing maternity and newborn services to protect, promote and
support breastfeeding.

This publication is a World Health Organization (WHO) guideline. A WHO guideline is any document, whatever its title, containing WHO
recommendations about health interventions, whether they be clinical, public health or policy interventions. A standard guideline is
produced in response to a request for guidance in relation to a change in practice, or controversy in a single clinical or policy area, and is
not expected to cover the full scope of the condition or public health problem. A recommendation provides information about what policymakers, health-care providers or patients should do. It implies a choice between different interventions that have an impact on health and
that have ramifications for the use of resources. All publications containing WHO recommendations are approved by the WHO Guidelines
Review Committee.
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Global strategy for infant and young child feeding. Geneva: World Health Organization; 2003
(http://apps.who.int/ iris/bi !Stream/ 1066 5 / 4 2 59 o/1/ 92415~2 2~df).
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Resolution WHA65.6. Comprehensive implementation plan on maternal, infant and young child nutrition. In: Sixty-fifth World Health
Assembly, Geneva, 21-26 May 2012. Resolutions and decisions, annexes. Geneva: World Health Organization; 2012:12-13 (WHA65/2012/
REC/1;htrp:f/www.who.int/nutrition/topics/WHA65.6
resolution en.pd{).
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Protecting, promoting and supporting breast-feeding: the special role of maternity services: a joint WHO/UNICEFstatement. Geneva:
World Health Organization; 1989 (http:l/apps.who.int/iris/bitstream/10665/39679/1/9241561300.pdf).
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Innocenti Declaration 2005 on infant and young child feeding, 22 November 2005, Florence, Italy. Geneva: United Nations Children's Fund;
2005 (http://www.unicef.org/nutrition/files/innocenti2oo5m
FINAL ARTWORK_J MAR.pdf).
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World Health Organization, United Nations Children's Fund. Baby-friendly Hospital Initiative: revised, updated and expanded for
integrated care. Geneva: World Health Organization; 2009 (http:l/apps.who.int/iris/handle/10665/43593).

8

International Code of Marketing of Breast-milk Substitutes. Geneva: World Health Organization; 1981
(http://www.who.int/nurrition/publications/code
english.pdf).
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The International Code of Marketing of Breast-milk Substitutes: frequently asked questions 2017 update. Geneva: World Health
Organization; 20.17(WHO/NMH/NH0/17 .1; http://apps.who.int/iris/bitstream/10665/254911/J/WHO-NMH
-NH0-17 .1-eng.pdf?ua:1 ).
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This guideline does not aim to be a comprehensive guide on all potential interventions that can protect, promote
and support breastfeeding. For instance, it will not discuss breastfeeding support beyond the stay at the facility
providing maternity and newborn services, such as community-based practices, peer support or support for
breastfeeding in the workplace. Neither will it review the articles and provisions of the International Codeof
Marketing of Breast-milk Substitutesand its subsequent related WHAresolutions.
This guideline complements interventions presented in the Essentialnewborncarecourse,1Kangaroomother care:a
practical guide,2 Pregnancy,childbirth, postpartumand newborncare:a guide for essentialpractice3 and the Standardsfor
improving quality of maternal and newborncare in health facilities4 and does not supersede or replace them.
An implementation guide that will encompass the recommendations included in this guideline, the International
Codeof Marketing of Breast-milk Substitutesand the Baby-friendly Hospital Initiative has been developed by WHO
and UNICEFand will be published separately in Protecting,promoting and supportingbreastfeedinginfacilities providing
maternity and newbornservices:the revisedBaby-friendly HospitalInitiative 2017.

Purpose of the guideline
This guideline provides global, evidence-informed recommendations on protection, promotion and support for
breastfeeding in facilities that provide maternity and newborn services, as a public health intervention, to protect,
promote and support optimal breastfeeding practices, and improve nutrition, health and development outcomes.
The recommendations in this guideline are intended for a wide audience, including policy-makers, their expert
advisers, and technical and programme staff at government institutions and organizations involved in the design,
implementation and scaling-up of programmes for infant and young child feeding. The guideline may also be
used by health-care professionals, clinicians, universities and training institutions, to disseminate information.
This guideline will affect women delivering in hospitals,s maternity facilities 6 or other facilities providing
maternity and newborn services, and their infants. These include mother-infant pairs with term infants, as well
as those with preterm, low-birth-weight or sick infants and those admitted to neonatal intensive care units. There
is further guidance for low-birth-weight infants from the WHO Guidelineson optimal feedingof low birth-weight
infants in low- and middle-incomecountries.7Infants who are, or who have mothers who are, living with HIVcan, in
addition, be referred to current guidelines on HIVand infant feeding.
This guideline aims to help WHO Member States and their partners to make evidence-informed decisions on
the appropriate actions in their efforts to achieve the Sustainable Development Goals,8 and implement the
Comprehensiveimplementation plan on maternal, infant and young child nutrition, 9 the Global strategy for women's,
children's and adolescents'health (2016-2030) 10 and the Globalstrategyfor infant and youngchild feeding.11

Essential newborn care course. Geneva: World Health Organization; 2010
( ~: / /www. who .int /maternal_ child_ adolesccn t/ documents/ newborncare _ coursc/ en/).
2

Kangaroo mother care: a practical guide. Geneva: World Health Organization; 2003
( htt12.=
/ / ap_ps.who.int/iris/bitstream/ 1066 5/ 4 2 587 / 1/92415 903 ~).
World Health Organization, United Nations Population Fund, United Nations Children's Fund. Integrated management of pregnancy and
childbirth. Pregnancy, childbirth, postpartum and newborn care: a guide for essential practice, 3rd ed. Geneva: World Health Organization;
2015 (http:/ /apps.who.int/iris/bitstream/10665/249
580/l/9789241549356-eng.pdf?ua =1).

4

Standards for improving quality of maternal and newborn care in health facilities. Geneva: World Health Organization; 2016
(http:// apps. who .int/iris/bits tream/10 6 6 5/24 9155/1/ 9789241511216-eng. pdf?ua: 1).

5

A hospital is defined as any health facility with inpatient beds, supplies and expertise to treat a woman or newborn with complications.

6

A maternity facility is defined as any health centre with beds or a hospital where women and their newborns receive care during childbirth
and delivery, and emergency first aid. (This definition and the one above have been taken from Pregnancy, childbirth, postpartum and
newborn care: a guide for essential practice. Geneva: World Health Organization; 2015
(ht9>://apps.who.int/iris/bitstream/10665/249580/1/9789241549356-enudt~ua=!).

7

Guidelines on optimal feeding of low birth-weight infants in low- and middle-income countries. Geneva: World Health Organization; 2011
(http://www. who .int/maternal_ child_ adolescent/documents/ 9 7 89241548 36 6. pdf).

8

United Nations Sustainable Development Knowledge Platform. Sustainable Development Goals
(h.!!J>s:// sustai nab led eveloe!!!_cnt. un .or~/ sdg~).

9

Resolution WHA65.6. Comprehensive implementation plan on maternal, infant and young child nutrition. In: Sixty-fifth World Health
Assembly, Geneva, 21-26 May 2012. Resolutions and decisions, annexes. Geneva: World Health Organization; 2012:12-13 (WHA65/2012/
REC/1;http://www.who.int/nutrition/topics{WHA65.6
resolution en.pd{).

10

Global strategy for women's, children's and adolescents' health (2016-2030). Survive, thrive transform. Geneva: World Health
Organization; 2015 (http://www.who.int/pmnch/media/events/2015/gs
2016---30.pdf).

11

Global strategy for infant and young child feeding. Geneva: World Health Organization; 2003
(http://apps.who.int/i ri s/bi ts t ream/1o665 / 4 2 590 /1/ 92415 6 2 218.pd[).
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This document is not intended as a comprehensive operational manual or implementation tool for the
Baby-friendly Hospital Initiative, the International Codeof Marketing of Breast-milkSubstitutesor other breastfeeding
protection, promotion and support programmes.

Guideline development methodology
WHO developed the present evidence-informed recommendations using the procedures outlined in the
WHOhandbookfor guideline development.'The steps in this process included: (i) identification of priority questions
and critical outcomes; (ii) retrieval of the evidence; (iii) assessment and synthesis of the evidence; (iv) formulation
of recommendations, including research priorities; and planning for (v) dissemination; (vi) implementation,
equity and ethical considerations; and (vii) impact evaluation and updating of the guideline. The Grading of
Recommendations Assessment, Development and Evaluation (GRADE) methodology was followed, to prepare
evidence profiles related to preselected topics, based on up-to-date systematic reviews. The Developing and
Evaluating Communication Strategies to support Informed Decisions and Practice based on Evidence (DECIDE)3
framework, an evidence-to-decision tool that includes intervention effects, values, resources, equity, acceptability
and feasibility criteria, was used to guide the formulation of the recommendations by the guideline development group.
2

The scoping of the guideline and the prioritization of the outcomes was done by the guideline development group
- nutrition actions 2016-2018, on 11-13 April 2016 1 in Geneva, Switzerland. The development and finalization
of the evidence-informed recommendations were done in a meeting held in Florence, Italy on 7-11 November
2016. Three options for types of recommendations were agreed, namely: (i) recommended; (ii) context-specific
recommendation (recommended only in specific contexts); and (iii) not recommended. Fourteen experts served as
technical peer-reviewers of the draft guideline.

Available evidence
The available evidence included

22 systematic reviews that followed the procedures of the Cochranehandbook
for systematicreviews of interventions4 and assessed the effects of interventions to protect, promote and support

breastfeeding in facilities providing maternity and newborn services. All studies compared a group of participants
who received advice on, or practised, one of the behaviours described in the Ten Steps to Successful Breastfeeding,
which appeared in the 1989 joint statement by WHO and UNICEF on Protecting, promoting and supporting
breastfeeding:the specialrole of maternity services,5 to a group that received a placebo or usual care, or did not practise
the intervention. For the studies to be included in the reviews, co-interventions other than the practices of interest
had to have been used for both the control and intervention study arms. The overall quality of the available
evidence varied from very low to high, for the critical outcomes of breastfeeding rates, nutrition or health in the
different interventions. 6
Additional syntheses of qualitative evidence served to assess the values and preferences of mothers on the
benefits and harms associated with each intervention and the acceptability of each of the interventions to
health workers. The findings of the qualitative reviews were appraised using the GRADEconfidence in the
7 approach. Overall confidence in the evidence
evidence from reviews of qualitative research (GRADE-CERQual)
from reviews of qualitative research was based on four components: (i) methodological limitations of the
individual studies; (ii) adequacy of the data; (iii) coherence of the evidence; and (iv) relevance of the individual
studies to the review findings. The overall confidence in the synthesis of qualitative evidence was very low to
WHO handbook for guideline development, 2nd ed. Geneva: World Health Organization; 2014
(h!!£1iwww.who.int/kms/handbook
2nd cd.pdf?ua=~).
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GRADE(http://www.gradeworkinggroup.org/).

3

DECIDE2ou-2015. Evidence to Decision (EID) framework (http://www.decide-collaboration.eu/evidence-decision-etd-framework).

4

Higgins J, Green S, editors. Cochrane handbook for systematic reviews of interventions. Version 5.10. York: 1'he Cochrane Collaboration;
2ou (http: //handbook-5-1.cochrane.orgl).

5

Protecting, promoting and supporting breast-feeding: the special role of maternity services: a joint WHO/UNICEFstatement. Geneva:
World Health Organization; 1989 (http://apps.who.int/iris/bitstream/10665/39679/1/n41561300.pdf).

6

'l'he GRADEapproach defines the overall rating of confidence in the body of evidence from systematic reviews as the extent to which
one can be confident of the effect estimates across all outcomes considered critical to the recommendation. Each of the critical outcomes
had a confidence rating based on the quality of evidence - high, moderate, low or very low. High-quality evidence indicates confidence
that the true effect lies close to that of the estimate of the effect. Moderate-quality evidence indicates that moderate confidence in the
effect estimate and that the true estimate is likely co be close to the estimate of the effect, but there is a possibility that it is substantially
different. Low-quality evidence indicates that confidence in the effect estimate is limited and the true effect may be substantially different
from the estimate of the effect. Very low-quality evidence indicates very little confidence in the effect estimate and the true effect is likely
to be substantially different from the estimate of effect.

7

GRADE-CERQual.Confidence in the evidence from reviews of qualitative research (hnp://www.cerqual.org/).
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moderate for maternal values and preferences and very low to moderate for health-facility staff acceptability.'
A search of the published literature was also performed to inform on resource use, feasibility and equity and
human rights issues for each of the interventions.
A decision-making framework was used to promote deliberations and consensus decision-making. This included
the following considerations: (i) the quality of the evidence across outcomes critical to decision-making; (ii) the

balance of benefits and harms; (iii) values and preferences related to the recommended intervention in different
settings and for different stakeholders, including the populations at risk; (iv) the acceptability of the intervention
among key stakeholders; (v) resource implications for programme managers; (vi) equity; and (vii) the feasibility
of implementation of the intervention.

Recommendations
Immediate support to initiate and establish breastfeeding
1.

Early and uninterrupted skin-to-skin contact between mothers and infants should be facilitated and
encouraged as soon as possible after birth (recommended,moderate-quality evidence).

2.

All mothers should be supported to initiate breastfeeding as soon as possible after birth, within the first hour
after delivery (recommended,high-quality evidence).

3. Mothers should receive practical support to enable them to initiate and establish breastfeeding and manage
common breastfeeding difficulties (recommended,moderate-quality evidence).

4. Mothers should be coached on how to express breast milk as a means of maintaining lactation in the event
of their being separated temporarily from their infants (recommended,very low-quality evidence).
5. Facilities providing maternity and newborn services should enable mothers and their infants to remain
together and to practise rooming-in throughout the day and night. This may not apply in circumstances
when infants need to be moved for specialized medical care (recommended,moderate-quality evidence).
6. Mothers should be supported to practise responsive feeding as part of nurturing care (recommended,
very low-quality evidence).

Feeding practices and additional needs of infants
7. Mothers should be discouraged from giving any food or fluids other than breast milk, unless medically
indicated (recommended,moderate-quality evidence).
8.

Mothers should be supported to recognize their infants' cues for feeding, closeness and comfort, and enabled
to respond accordingly to these cues with a variety of options, during their stay at the facility providing
maternity and newborn services (recommended,high-quality evidence).

9. For preterm infants who are unable to breastfeed directly, non-nutritive sucking and oral stimulation may
be beneficial until breastfeeding is established (recommended,low-quality evidence).
10.

If expressed breast milk or other feeds are medically indicated for term infants, feeding methods such
as cups, spoons or feeding bottles and teats may be used during their stay at the facility (recommended,
moderate-quality evidence).

11.

If expressed breast milk or other feeds are medically indicated for preterm infants, feeding methods such
as cups or spoons are preferable to feeding bottles and teats (recommended,moderate-quality evidence).

According to the GRADE-CERQual,high confidence indicates that it is hi!\hly likely that the review finding is a reasonable representation
of the phenomenon of interest. Moderate confidence indicates that it is likely that the review finding is a reasonable representation of
the phenomenon of interest. Low confidence indicates that it is possible that the review finding is a reasonable representation of the
phenomenon of interest. Very low confidence indicates that it is not clear whether the review finding is a reasonable representation
of the phenomenon of interest.
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Creating an enabling environment
12.

Facilities providing maternity and newborn services should have a clearly written breastfeeding policy that
is routinely communicated to staff and parents (recommended,very low-quality evidence).

13. Health-facility staff who provide infant feeding services, including breastfeeding support, should have sufficient
knowledge, competence and skills to support women to breastfeed (recommended,very low-quality evidence).
14. Where facilities provide antenatal care, pregnant women and their families should be counselled about the
benefits and management of breastfeeding (recommended,moderate-quality evidence).
15.

As part of protecting, promoting and supporting breastfeeding, discharge from facilities providing maternity

and newborn services should be planned for and coordinated, so that parents and their infants have access to
ongoing support and receive appropriate care (recommended,low-quality evidence).
This guideline is an update of, and supersedes, the Ten Steps to Successful Breastfeeding, as published in a
joint statement by WHO and UNICEFin 1989 1 Protecting,promoting and supporting breastfeeding:the specialrole of
maternity services.It complements the operational guidance of the Innocenti Declarationon the protection,promotion
and supportof breastfeeding,adopted in Florence, Italy in 1990, and the Innocenti Declaration2005 on infant and young
child feeding,published in 2005. It also complements some of the implementation guidance of the Baby-friendly
Hospital Initiative, published in 1991 and updated in 2009 (only inasmuch as aspects of the Ten Steps to Successful
Breastfeeding remain unchanged).

Remarks
The remarks in this section are points to consider regarding implementation of the recommendations, based on
the discussions of the guideline development group and the external experts.
Focused and optimal immediate support to initiate and establish breastfeeding in the first hours and days
of life have positive effects far beyond the stay at the facilities providing maternity and newborn services.
Although there is evidence of benefit for immediate and uninterrupted skin-to-skin contact starting at less
than 10 minutes after delivery, this practice can often be started much sooner, by the second or third minute
after delivery, while continued assessment, drying and suctioning (if needed) are done while the infant is
experiencing skin-to-skin contact. Uninterrupted skin-to-skin contact ideally lasts for more than an hour,
and longer periods, when well tolerated by both mother and infant, should be encouraged.
During early skin-to-skin contact and for at least the first 2 hours after delivery, sensible vigilance and safety
precautions should be taken, so that health-care personnel can observe for, assess and manage any signs
of distress.
Early initiation of breastfeeding has been shown to have positive effects when done within the first hour
after deHvery. Among healthy term infants, feeding cues from the infant may be apparent within the first
15-20 minutes after birth, or may not be apparent until later.
Because there is a dose-response effect, in that earlier initiation of breastfeeding results in greater benefits,
mothers who are not able to initate breastfeeding during the first hour after delivery should still be supported
to breastfeed as soon as they are able. This may be relevant to mothers that deliver by caesarean section, after
an anaesthetic, or those who have medical instability that precludes initiation of breastfeeding within the first
hour after birth.
Mothers should be enabled to achieve effective breastfeeding, including being able to position and attach their
infants to the breast, respond to their infants' hunger and feeding cues, and express breast milk when required.
Expression of breast milk is often a technique used to stimuate attachment and effective suckling during the
establishment of breastfeeding, not only when mothers and infants are separated.
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Mothers of infants admitted to the neonatal intensive care unit should be sensitively supported to enable
them to have skin-to-skin contact with their infants, recognize their infants' behaviour cues, and effectively
express breast milk soon after birth.
Additional foods and fluids apart from breast milk should only be given when medically acceptable reasons exist.
Lack of resources, staff time or knowledge are not justifications for the use of early additional foods or fluids.
Proper guidance and counselling of mothers and other family members enables them to make informed
decisions on the use or avoidance of pacifiers and/or feeding bottles and teats until the succesful establishment
of breastfeeding.
Supporting mothers to respond in a variety of ways to behavioural cues for feeding, comfort or closeness
enables them to build caring, nurturing relationships with their infants and increase their confidence in
themselves, in breastfeeding and in their infants' growth and development. Ways to respond to infant cues
include breastfeeding, skin-to-skin contact, cuddling, carrying, talking, singing and so forth.
There should be no promotion of breast-milk substitutes, feeding bottles and teats, pacifiers or dummies
in any part of facilities providing maternity and newborn services, or by any of the staff.
Health facilities and their staff should not give feeding bottles and teats or other products within the scope
of the International Codeof Marketing of Breast-milk Substitutes and its subsequent related WHA resolutions,
to breastfeeding infants.
Creating an enabling environment for breastfeeding includes having policies and guidelines that underpin the
quality standards for promoting, protecting and supporting breastfeeding in facilities providing maternity
and newborn services. These policies and guidelines include provisions of the InternationalCodeof Marketingof
Breast-milk Substitutesand its subsequent related WHAresolutions.
Relevant training for health workers is essential to enable quality standards to be implemented effectively
according to their roles.
Parents should be offered antenatal breastfeeding education that is tailored to their individual needs and
sensitively given and considers their social and cultural context. This will prepare them to address challenges
they may face.
Mothers should be prepared for discharge by ensuring that they can feed and care for their infants and have
access to continuing breastfeeding support. The breastfeeding support in the succeeding days and weeks after
discharge will be crucial in identifying and addressing early breastfeeding challenges that occur.
Minimizing disruption to breastfeeding during the stay in the facilities providing maternity and newborn
services will require health-care practices that enable a mother to breastfeed for as much, as frequently and
for as long as she wishes.
Coordination of clinical systems in facilities providing maternity and newborn services, so that standards of
care for breastfeeding support are coordinated across the obstetric, midwifery and paediatric services, helps
develop services that improve the outcomes for those using them.

Research gaps
Discussions between the members of the WHO guideline development group and the external resource group
highlighted the limited evidence available in some knowledge areas, meriting further research.
More studies across different regions, countries, population groups (e.g. by income levels, educational levels,
cultural and ethnic backgrounds) and contexts are required, in order to adequately and sensitively protect,
promote and support breastfeeding.
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The available evidence about breastfeeding education and training of health workers in the knowledge,
attitudes, skills and competence needed to work effectively with breastfeeding parents is limited and of
poor quality. Further research is required to compare different durations, content (including clinical and
practical skills) and modes of training delivery, in order to meet minimum competency to address common
breastfeeding challenges.
More research is needed on the advanced competencies required to address persistent or complex problems.
The involvement of family in education, counselling and information efforts about the benefits and management
of breastfeeding is also understudied.
Research is needed on skin-to-skin contact among less healthy or unstable parent-infant pairs, taking into
account the stability of the individuals and the pairs. More research is needed on the time of initiation of
the intervention, the effects of the intervention on the microbiome and long-term neurodevelopmental and
health outcomes.
More research on methods of implementation for safe skin-to-skin contact and rooming-in practices would
be valuable in operationalization, such as the timing and frequency of assessments and methods to decrease
sentinel events (such as sudden infant collapse or falls).
Implementation research on responsive feeding, cue-based demand feeding, or infant-led feeding would bring
more clarity to the wider process of commencing breastfeeding, readiness to suckle, hunger and feeding cues,
and the adequacy of information given to parents. Additional outcomes besides breastfeeding rates include
maternal outcomes (for instance, exhaustion, stress, sleep adequacy, trauma, anaesthesia, breastfeeding
satisfaction, self-confidence) and infant outcomes (for instance, attachment, sudden infant death, infection
and other elements of security and safety).
Medical requirements for and effects of additional feeds on infants and mothers need further research. Analysis
of these effects by maternal condition, infant condition, mode of delivery, prematurity or birth weight, timing,
types of food and fluids and other factors may be useful.
More robust studies on non-nutritive sucking and oral stimulation among preterm infants is needed.
More high-quality research is needed on the practices and implementation of the recommendations in facilities
providing maternity and newborn services, as the basis for experience and observational studies, especially for
recommendations for which the available evidence is of low or very low quality.

Plans for updating the guideline
The WHOsteering group will continue to follow research developments in the area of protection, promotion and
support of breastfeeding in facilities providing maternity and newborn services, particularly for questions in which
the quality of evidence was found to be low or very low. If the guideline merits an update, or if there are concerns
about the validity of the guideline, the Department of Nutrition for Health and Development, in collaboration with
other WHOdepartments or programmes, will coordinate the guideline update, following the formal procedures of
the WHOhandbookfor guidelinedevelopment.'
As the guideline nears the 10-year review period, the Department of Nutrition for Health and Development at the
WHO headquarters in Geneva, Switzerland, along with its internal partners, will be responsible for conducting
a search for appropriate new evidence.

WHO handbook for guideline development, 2nd ed. Geneva: World Health Organization; 2014 (http:f/www.who.int/kms/handbook
ed.pdf}ua:1).
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Guideline: protecting, promoting and
supporting breastfeeding in facilities
providing maternity and newborn services
Introduction
Evidence on the importance of breastfeeding as
the cornerstone of child survival, nutrition and
development and maternal health continues to
increase. Aseries of systematic reviews have shown the
effect of breastfeeding in decreasing child infections
and dental malocclusion and increasing intelligence.
Mothers who breastfeed are at decreased risk of breast
cancer. Improving breastfeeding rates globally can
prevent over 800 ooo deaths in children under 5 years
of age and 20 ooo deaths from breast cancer annually.
Not breastfeeding is associated with annual economic
losses of over US$ 300 billion worldwide or 0.5% of
the world's gross income (1-13).
The World Health Organization (WHO) recommends
exclusive breastfeeding for the first 6 months of life,
followed by continued breastfeeding with appropriate
complementary foods for upto 2yearsorbeyond (14- 16).
In 2012, the World Health Assembly Resolution 65.6
endorsed a Comprehensiveimplementation plan on
maternal,infantandyoungchildnutrition(15), specifying
six global nutrition targets for 2025, one of which is
to increase the rate of exclusive breastfeeding in the
first 6 months up to at least 50% (17). Currently, only
37% of infants younger than 6 months of age are
exclusively breastfed (2).
Women need support in order to optimize their chances
of breastfeeding in line with WHO's recommendations.
There is evidence showing that implementation of the
Ten Steps to Successful Breastfeeding, as listed in the
WHO and United Nations Children's Fund (UNICEF)
joint statement Protecting,promoting and supporting

breastfeeding:the specialrole of maternityfacilities (18),
emphasized in the Innocenti Declarationson infant
feeding (19, 20) and incorporated in the Baby-friendly
Hospital Initiative (21, 22) (see Box 1), have a positive
impact on breastfeeding outcomes (121 23-25), with
a dose-response relationship between the number
of interventions the mothers are exposed to and
improved outcomes (23).
This guideline examines each of the practices of
the Ten Steps to Successful Breastfeeding, in order
to bring together evidence and considerations to
inform practice. It provides global, evidence-informed

recommendations
to support Member States
in enabling protection, promotion and support of
breastfeeding in facilities providing maternity and
newborn services, as a public health intervention,
in order to improve breastfeeding, health and
nutrition outcomes.

Box 1. Ten Steps to Successful
Breastfeeding (18-22)
Every facility providing maternity services and
care for newborn infants should:
1.

Have a written breastfeeding policy
that is routinely communicated to
all health-care staff.

2.

Train all health-care staff in the skills
necessary to implement this policy.

3. Inform all pregnant women about the
benefits and management of breastfeeding.
4. Help mothers initiate breastfeeding

within a half-hour of birth.
5. Show mothers how to breastfeed and how to
maintain lactation, even if they are separated
from their infants.

6. Give newborn infants no food or drink other
than breast milk, unless medically indicated.
7. Practise rooming-in - allow mothers and
infants to remain together - 24 hours a day.
8. Encourage breastfeeding on demand.

9. Give no artificial teats or pacifiers (also called
dummies or soothers) to breastfeeding infants.
10.

Foster the establishment of breastfeeding
support groups and refer mothers to them
on discharge from the hospital or clinic.
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Objectives
This guideline provides global, evidence-informed
recommendations on protection, promotion and
support of optimal breastfeeding in facilities providing
maternity and newborn services, as a public health
intervention, to protect, promote and support optimal
breastfeeding practices and improve nutrition, health
and development outcomes.
This guideline is intended to contribute to discussions
among stakeholders when selecting or prioritizing
interventions to be undertaken in their specific context.
The guideline presents the key recommendations,
a summary of the supporting evidence and a
description of the considerations that contributed to
the deliberations and consensus decision -making. It is
not intended as a comprehensive operational manual
or implementation tool for the Baby-friendly Hospital
Initiative (21, 22), the InternationalCodeof Marketing
of Breast-milk Substitutes(26) or other breastfeeding
protection, promotion and support programmes.
This guideline aims to help WHO Member States and
their partners to make evidence-informed decisions
on the appropriate actions in their efforts to achieve
the Sustainable Development Goals (27) and the global
targets for 2025 as put forward in the Comprehensive

implementationplan on maternal,infant and young child
nutrition(15), endorsed by the Sixty-fifth World Health
Assembly in 2012, in resolution WHA65.6, the Global
strategyfor women's, children's,and adolescents'health
(2016-2030) (16), and the Globalstrategyfor infant and
young childfeeding (14).

Scope
This guideline, Protecting,promoting and supporting
breastfeedinginfacilitiesprovidingmaternityand newborn
servicesis an update of, and supersedes, the Ten Steps
to Successful Breastfeeding, as listed in the joint
statement of WHO and UNICEF in 1989, Protecting,

promoting and supporting breastfeeding:the special
role of maternity services(18). This complements the
operational guidance of the InnocentiDeclarationon the
protection,promotionand supportof breastfeeding(19),
adopted in Florence, Italy in 1990, and the Innocenti
Declarationon infant and young child feeding (20)
published in 2005. It also complements some of the
operational guidance in the Baby-friendly Hospital
Initiative published in 1991 (21) and updated in
2009 (22) (only inasmuch as aspects of the Ten Steps
to Successful Breastfeeding remain unchanged).
The Baby-friendly Hospital Initiative provides
guidance on
the implementation,
training,
monitoring, assessment and re-assessment of the Ten
Steps to Successful Breastfeeding and the International
Codeof Marketingof Breast-milk Substitutes(26), a set
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of recommendations to regulate the marketing of
breast-milk substitutes, feeding bottles and teats
adopted by the 34th World Health Assembly (WHA)in
1981,and its subsequent related WHAresolutions (28).
The Baby-friendly Hospital Initiative has since been
shown to positively impact breastfeeding outcomes
as a whole, and with a dose-response relationship
between the number of interventions the mother
is exposed to and the likelihood of improved
breastfeeding outcomes (23).
This guideline examines each of the practices in
the Ten Steps to Successful Breastfeeding, in order
to bring together evidence and considerations to
inform practice. The scope of the guideline is limited
to specific practices that could be implemented in
facilities providing maternity and newborn services to
protect, promote and support breastfeeding.
This guideline does not aim to be a comprehensive
guide on all potential interventions that can protect,
promote and support breastfeeding. For instance,
it will not discuss breastfeeding support beyond the
stay at the facilities providing maternity and newborn
services, such as community-based practices, peer
support or support for breastfeeding in the workplace.
Neither will it review the articles and provisions of the

InternationalCodeofMarketingof Breast-milkSubstitutes
and its subsequent related WHA resolutions (26, 28).
This guideline complements interventions presented
in the Essential newborn care course (29), Kangaroo

mothercare:a practicalguide (30), Pregnancy,childbirth,
postpartum and newborn care: a guide for essential
practice(31) and the Standardsfor improvingquality of
maternaland newborncare in healthfacilities (32) and
does not supersede or replace them.
An implementation guide that will encompass
the recommendations included in this guideline,
the International Code of Marketing of Breast-milk
Substitutes (26) and the Baby-friendly Hospital
Initiative (22) has been developed by WHO and
UNICEFand will be published separately in Protecting,

promoting and supporting breastfeeding in facilities
providing maternity and newborn services:the revised
Baby-friendlyHospitallnitiative2017.

Target audience
The recommendations in this guideline are intended
for a wide audience, including policy-makers, their
expert advisers, and technical and programme
staff at government institutions and organizations
involved in the design, implementation and scalingup of programmes for infant and young child feeding.
The guideline may also be used by health-care
professionals, clinicians, universities and training
institutions, to disseminate information.
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The end-users of this guideline are:
national and local policy-makers;
implementers and managers of national and local
nutrition programmes;
nongovernmental and other organizations and
professional societies involved in the planning and
management of nutrition actions;
administrative and health workers involved in
policy-making, information sharing, education
and training in hospitals, facilities providing
maternity and newborn services and other
institutions that provide maternity services;
health professionals, including managers of
nutrition and health programmes and public
health policy-makers in all settings;
health workers in facilities providing maternity
and newborn services.

Population of interest
This guideline will affect women delivering
in hospitals, 1 maternity facilities2 or other facilities
providing maternity and newborn services, and
their infants.
These include mother-infant pairs with term infants,
as well as those with preterm, low-birth-weight or
sick infants and those admitted to neonatal intensive
care units. There is further guidance for low-birthweight infants from the WHO Guidelineson optimal
feeding of low birth-weight infants in low- and middleincome countries (33). Infants who are, or who have
mothers who are, living with HIV can, in addition,
be referred to current guidelines on HIV and infant
feeding (34-36).
Infants born at home or in the community setting
and those with medical reasons not to breastfeed,
temporarily or permanently (37), will not be considered
in this guideline.

Priority questions
The following key questions were posed, based on the
policy and programme guidance needs of Member
States and their partners. The population, intervention,
comparator, outcomes (PICO) format was used. The
key questions listed next give an example of one of

the critical outcomes considered. The questions, with
population and intervention subgroups and a full list
of critical outcomes, guiding the evidence review and
synthesis for the recommendations in this guideline
are listed in Annex 1.

Immediate support to initiate and
establish breastfeeding
Should mothers giving birth (P) practise early skinto-skin contact (I), compared to not practising
early skin-to-skin contact (C), in order to increase
rates of early initiation of breastfeeding within
1 hour after birth (Of
Should mothers giving birth (P) practise early
initiation of breastfeeding (I), compared to not
practising early initiation of breastfeeding (C), in
order to increase rates of exclusive breastfeeding
during the stay at the facility (O))
Should mothers giving birth (P) be assisted with
correct positioning and attachment, so that their
infants achieve proper effective suckling (I),
compared to not assisting mothers to position and
attach (C), in order to increase rates of exclusive
breastfeeding during the stay at the facility (Of
Should mothers giving birth (P) be shown how to
practise expression of breast milk (I), compared to
not being shown expression of breast milk (C), in
order to increase rates of exclusive breastfeeding
during the stay at the facility (OF
Should mothers giving birth in hospitals or
facilities providing maternity and newborn services
and their infants (P) remain together or practise
rooming-in (I), compared to not rooming-in (C),
in order to increase rates of exclusive breastfeeding
during the stay at the facility (O)?
Should mothers giving birth (P) practise feeding
on demand or responsive feeding or infant-led
breastfeeding (I), compared to not practising
feeding on demand or feeding by schedule (C), in
order to increase rates of exclusive breastfeeding
during the stay at the facility (O))

Feeding practices and additional
needs of infants
Shouldnewborn infants (P) be given no foods or fluids
other than breast milk unless medically indicated (I),
compared to giving early additional food or fluids (C),
in order to increase rates of exclusive breastfeeding
during the stay at the facility (O)?

A hospital is defined as any health facility with inpatient beds, supplies and expertise to treat a woman or newborn with complications (31).
2

A maternity facility is defined as any health centre with beds or a hospital where women and their newborns receive care during childbirth
and delivery, and emergency first aid (31).
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Should infants (P) not be allowed to use pacifiers
or dummies (I), compared to allowing use of
pacifiers or dummies (C), in order to increase rates
of exclusive breastfeeding during the stay at the
facility (O)?
Should infants who are or will be breastfed (P) not
be fed supplements with feeding bottles and teats
but only by cup, dropper, gavage, finger, spoon
or other methods not involving artificial teats (I),
compared to using feeding bottles and teats (C), in
order to increase rates of exclusive breastfeeding
during the stay at the facility (O)?

Exclusive breastfeeding at 3 months
Exclusive breastfeeding at 6 months
Duration of exclusive breastfeeding (in months)
Duration of any breastfeeding (in months)
Morbidity (respiratory infections, diarrhoea, others)
Neonatal, infant or child mortality (all-cause)

Maternal outcomes
Onset of lactation
Breast conditions (sore or cracked nipples,
engorgement, mastitis, etc.)
Effectiveness
of
breast-milk
expression
(volume of breast milk expressed)

Creating an enabling environment
Should hospitals and facilities providing
maternity and newborn services (P) have a
written breastfeeding policy that is routinely
communicated to staff (I), compared to those
without a written breastfeeding policy (C), in
order to increase rates of early initiation of
breastfeeding (O)?
Should health-facility staff (P) be trained on
breastfeeding and supportive feeding practices (I),
compared to not being trained (C), in order to
increase rates of early initiation of breastfeeding (O)?

Awareness of staff of the infant feeding policy
of the hospital
Knowledge of health-care workers on infant
feeding
Quality of skills of health-facility staff in
improving practices of mothers in optimal
infant feeding
Attitudes of staff on infant feeding
Adherence to the provisions of the International
Codeof Marketingof Breast-milkSubstitutes(26)

Should mothers giving birth (P) be given antenatal
breastfeeding education (I), compared to not
having antenatal breastfeeding education (C), in
order to increase rates of exclusive breastfeeding
during the stay at the facility (O)?

For each of the PICO questions, potential harms of
the interventions were also considered as important
outcomes. The key questions and outcomes
guiding the evidence review and synthesis for the
recommendations in this guideline are listed in Annex 1.

Should mothers giving birth in hospitals or facilities
providing maternity and newborn services (P) be
given linkage to continuing breastfeeding support
after discharge from the facilities (I), compared
to not providing any linkage to continuing
breastfeeding support after discharge (C), in order
to increase rates of exclusive breastfeeding at
1 month (O)?

Outcomes of interest
The outcomes of interest considered critical for
decision-making included the following:

Infant outcomes
Early skin-to-skin contact
Early initiation
of breastfeeding
within
1 hour after birth
Early initiation of breastfeeding within 1 day
after birth
Exclusivebreastfeeding during the stay at the facility
Exclusive breastfeeding at 1 month
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Facilities providing maternity and
newborn services and staff outcomes

Presentation of the
recommendations
The recommendations on protecting, promoting
and supporting breastfeeding in facilities providing
maternity and newborn services were classified into
three domains: (i) immediate support to initiate
and establish breastfeeding; (ii) feeding practices
and additional needs of infants; and (iii) creating an
enabling environment.
Prior to presenting each domain and the considerations
for each of the PICO questions, the summary of
considerations for determining the direction of the
recommendations that apply to all PICOquestions was
presented. These include:
the feasibility of the intervention;
equity and human rights considerations.
Each domain is presented in a separate section
covering the following contents:
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Description of

summary of evidence from systematic reviews for
each of the interventions;

the interventions

summary of considerations for determining the
direction of the recommendations that apply
to each individual PICOquestion, which includes:
- quality of the evidence;
- balance of benefits and harms;
- values and preferences of mothers;
- acceptability to health workers;
- resource implications.

The following section describes the operational
definitions used to gather and synthesize evidence
that informed the recommendations.

Immediate support to initiate
and establish breastfeeding
Interventions relating to immediate support to initiate
and establish breastfeeding focus on the critical first
hours or days after delivery at the facilities providing
maternity and newborn services. These include early
skin -to-skin contact, early initiation of breastfeeding,
rooming-in and demand feeding.

Three options for types of recommendations were
agreed by the guideline development group, namely:
recommended;
recommended only in specific contexts;
not recommended.

Skin-to-skin contact is when the infant is placed
prone on the mother's abdomen or chest in direct
ventral-to-ventral skin-to-skin contact. Immediate
skin-to-skin contact is done immediately after
delivery, less than 10 minutes after birth. Early
skin-to-skin contact was defined as beginning any
time from delivery to 23 hours after birth. Skin-toskin contact should be uninterrupted for at least
60 minutes. The infant is thoroughly dried and kept
warm (for instance by being covered across the back
with a warmed blanket). Among preterm and lowbirth-weight infants, kangaroo mother care (30)
involves similarly placing the infant in skin-to-skin
contact, and firmly attached to the mother's chest,
often between the breasts, as soon as the infant is
able. Kangaroo mother care can be shared with other
providers of skin-to-skin contact, often with the
mother's partner, the other parent of the infant, close

At the end of each section, a short summary
brings together:
the recommendations;
the rationale;
additional remarks
for
consideration
in
implementing the recommendations.
In presenting the summary of evidence from
systematic reviews for each of the interventions,
standardized statements of effects were used
for different combinations of the magnitude of
effect and the quality of evidence (assessed using
the Grading of Recommendations Assessment,
Development and Evaluation [GRADE)(38)).
Table 1, adapted from Cochrane Norway (39),
was used as a guide.

Table 1. Table of standardized statements about effect (39)
Important benefit
or harm

Less important benefit
or harm

No important benefit
or harm

High quality
of evidence

[Intervention] improves/
reduces [outcome] (high
quality of evidence)

[Intervention] slightly
improves/reduces
[outcome) (high quality of
evidence)

[Intervention] makes
little or no difference to
[outcome] (high quality
of evidence)

Moderate quality
of evidence

[Intervention] probably
improves/reduces
[outcome] (moderate
quality of evidence)

[Intervention] probably
slightly improves/reduces
[outcome] (moderate
quality of evidence)

J probably
makes little or no
difference to [outcome J
(moderate quality of
evidence)

Low quality
of evidence

[Intervention] may
improve/reduce [outcome]
(low quality of evidence)

[Intervention] may slightly
improve/reduce [outcome]
(low quality of evidence)

may make
little or no difference to
[outcome] (low quality
of evidence)

Very low quality
of evidence

It is uncertain whether [intervention] improves/reduces [outcome], as the quality

No studies

None of the studies looked at [outcome]

[Intervention

[Intervention]

of the evidence has been assessed as very low
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kin or an accompanying person. Comparators included
dressed or swaddled infants held in the arms or placed
in cribs or elsewhere.
Early initiation of breastfeeding involves a
breastfeeding initiation time of within 1 hour after
birth. Delayed breastfeeding m1t1at10n means
initiating breastfeeding after the first hour after birth
(2-23 hours after birth or a day or more after birth).
Infants placed skin-to-skin usually find their own
way to the breast and attach spontaneously, unless
sedated by analgesics given to the mother.
Showing mothers how to breastfeed is a complex
mix of supportive interventions (practical, emotional,
motivational or informational) that enable mothers to
breastfeed successfully. This support usually involves
showing mothers how to hold and position their infant to
attach to the breast, and presenting opportunitiesto discuss
and assist with questions or problems with breastfeeding.
Showing mothers how to express breast milk can
be useful to reassure mothers that milk is being
produced by their breasts (particularly in the first few
days after birth) and, eventually, to enable a mother
to provide breast milk in the event that she will
need to be separated from her infant. Expression of
breast milk is primarily done or taught through hand
expression, with the use of a mechankal pump only
when necessary. The systematic review on expression
of breast milk (40) included studies that provided
instruction or a support protocol for hand expression
or mechanical pumping (with provision of mechanical
pumping equipment).
Rooming-in involves keeping mothers and infants
together in the same room, immediately after leaving
the labour or delivery room after a normal facility
birth or from the time when the mother is able to
respond to the infant, until discharge. This means
that the mother and infant are together throughout
the day and night, apart from short intervals when
the mother has a specific need, for instance, to use
the bathroom. The comparison intervention is that
mothers and infants are roomed separately for all or
part of the time, and the primary site of care for the
infant is the facility nursery during the hospital stay.
Demand feeding (or responsive feeding or babyled feeding) involves recognizing and responding to
the infant's display of hunger and feeding cues and
readiness to feed, as part of a nurturing relationship
between the mother and infant. Demand, responsive or
baby-led feeding puts no restrictions on the frequency
or length of the infants' feeds, or the use of one or both
breasts at a feed, and mothers are advised to breastfeed
whenever the infant shows signs of hunger, or as
often as the infant wants. The comparator, scheduled
feeding, involves a predetermined, and usually timerestricted, frequency and schedule of feeds.
6

Feeding practices and additional
needs of infants
Interventions that relate to feeding practices and
additional needs of infants include issues around early
additional food or fluids, pacifiers or dummies, and
feeding bottles and teats.
Early additional foods or fluids are any feeds given
before 6 months of life, the recommended duration
of exclusive breastfeeding. In the facilities providing
maternity and newborn services, this can be in
the form of pre-lacteal feeds given before the first
breastfeed, of either colostrum, water, glucose water
or artificial milk given outside of the WHO guidance
on Acceptablemedical reasonsfor use of breast-milk
substitutes(37).

Avoidance of pacifiers or dummies involves advising
mothers to avoid offering pacifiers or dummies and
may, in addition, involve teaching mothers alternative
methods to calm and soothe their infants. Unrestricted
pacifier use means that pacifiers or dummies can be
offered liberally to infants to suck on during their
stay at the facility providing maternity and newborn
services. Non-nutritive sucking or oral stimulation
among preterm infants, which occurs in the absence
of nutrient flow to facilitate sucking behaviour, often
involves the use of pacifiers, a gloved finger or a breast
that is not yet producing milk.
Avoidance of feeding bottles and teats involves
offering oral feeds (of expressed breast milk or, when
medically indicated, a combination of expressed
breast milk and other fluids) without using feeding
bottles and teats, but instead feeding by cup, dropper,
gavage, finger or spoon when the infant is not on
the breast.

Creating an enabling environment
Effective and sustained improvement in practices
often requires appropriate policies and a supportive
environment. At the facilities providing maternity and
newborn services, interventions considered under the
domain of creating an environment to enable mothers
to breastfeed include having a written breastfeeding
policy, training of health workers, antenatal
breastfeeding education and preparation for mothers,
and discharge planning and linkage to continuing
breastfeeding support.
Breastfeeding policies in facilities providing maternity
and newborn services need to cover all established
standards of practice and be fully implemented and
publicly and regularly communicated to staff. They
help to focus on social, environmental and practical
factors that affect a mother's ability to breastfeed
her infant. The systematic review on breastfeeding
policies in facilities (41) included all randomized
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controlled trials, cluster randomized trials, quasirandomized trials, non-randomized
trials and
observational studies evaluating facilities with
a written breastfeeding policy.

Training of health workers enables them to build
on existing knowledge and develop effective skills,
give consistent messages and implement policy
standards according to their roles. The systematic
review on training of health workers (42) included all
randomized controlled trials comparing breastfeeding
education and training for health workers with no or
usual training and education.
Antenatal breastfeeding education for mothers can
encourage discussion, help prepare mothers practically
and promote initiation of breastfeeding after
delivery. It may include counselling and information
given in a variety of ways. Antenatal breastfeeding
education differs from breastfeeding support in that
breastfeeding support is given postnatally to the
individual mother according to her needs at that

time: psychological, physical, financial or targeted
information. Two systematic reviews were reported,
one on antenatal breastfeeding education (43) and a
second on broader antenatal breastfeeding-promotion
activities to encourage initiation of breastfeeding (44),
which included studies with support from non health-care professionals.

Discharge planning and linkage to continuing
support: before discharge from the facility providing
maternity and newborn services, it is necessary to
plan for breastfeeding after discharge and to provide
linkage to continuing and consistent support outside
the facility, to help mothers to sustain breastfeeding.
A systematic review was done to assess the evidence
around providing linkage to further breastfeeding
support (45). The review did not assess the effects
of any actual breastfeeding support after discharge
(such as peer support, clinical support or specialized
lactation support), but rather the linkage to further
support made by the facilities.
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Evidence and recommendations
Summary of
considerations common
to all recommendations
A search of the published literature was performed
to inform on feasibility and equity and human rights
issues. The information on these two issues was
common to all interventions and is presented next.

Feasibility
Based on information from 70 countries in 2010-2011
and from 61 countries in 2006, for a total of 131
countries, the number of facilities providing
maternity and newborn services worldwide that
have ever been designated as "Baby-friendly" is
21 328. This number represents 27.5% of all facilities
providing maternity and newborn services worldwide:
8.5% in high-income countries and 31% in low- and
middle-income countries (46). More recent data from
the 2016-2017 Global Nutrition Policy Review of 155
countries show that 71% of countries had operational
Baby-friendly Hospital Initiative programmes (47).
It is estimated that 10% of births in 2016 were made
in facilities designated as "Baby-friendly" (47).
Thus, over 25 years from the initial inception of the
Ten Steps to Successful Breastfeeding and the Babyfriendly Hospital Initiative, the percentage of births
occurring in designated "Baby-friendly" facilities
providing maternity and newborn services remains
low. Challenges include sustainability, resources
and competing priorities (47, 48). Embedding the
interventions that promote, protect and support
breastfeeding into quality standards for facilities
providing maternity and newborn services may be
a way to ensure sustained integration of optimal
lactation management into standard care.

Equ~yandhumanrights
As for any other area of human activity and social
interaction, breastfeeding has also been subject to
debate from a human rights perspective, raising
fundamental questions pertaining to women's rights
and infants' rights in the broader perspective of
interrelatedness and indivisibility of all human rights.
In 2016, the United Nations Special Rapporteurs on
the Right to Food and the Right to Health, the Working
Group on Discrimination against Women in law and in
practice, and the Committee on the Rights of the Child
produced a joint statement in support of increased efforts
to protect, promote and support breastfeeding (49).
The statement outlines principles and provides human
rights-based guidance for Member States, which are
8

called to support and protect breastfeeding:
Breastfeeding is a human rights issue for both the
child and the mother.
Children have the right to life, survival and
development and to the highest attainable
standard of health, of which breastfeeding must
be considered an integral component, as well as
safe and nutritious foods.
Women have the right to accurate, unbiased
information needed to make an informed
choice about breastfeeding. They also have the
right to good quality health services, including
comprehensive sexual, reproductive and maternal
health services. And they have the right to adequate
maternity protection in the workplace and to a
friendly environment and appropriate conditions
in public spaces for breastfeeding, which are crucial
to ensure successful breastfeeding practices.
States are reminded of their obligations under
relevant international human rights treaties to
provide all necessary support and protection to
mothers and their infants and young children to
facilitate optimal feeding practices. States should
take all necessary measures to protect, promote and
support breastfeeding, and end the inappropriate
promotion of breast-milk substitutes and other
foods intended for infants and young children.
States must recognize that providing the support
and protection necessary for women to make
informed decisions concerning the optimal
nutrition for their infants and young children is a
core human rights obligation.
Restriction of women's autonomy in making
decisions about their own lives leads to violation of
women's rights to health, and infringes women's
dignity and bodily integrity. In helping women
make informed choices about breastfeeding, states
and others should be careful not to condemn or
judge women who do not want to or who cannot
breastfeed.
Civil society organizations have also advocated for
breastfeeding as a human right of the infant and the
mother (50). These organizations have also been key
in the development of a human rights perspective
to breastfeeding.
A number of reviews and primary studies among
high-, middle- and low-income countries have
found that early initiation of breastfeeding tends to
be equitable across wealth quintiles (51, 52), and that
counselling interventions promoting breastfeeding
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are more likely to have a greater effect on low-income
populations, thus making such counselling prone to
bridging gaps with wealthier populations in terms
of health outcomes linked to breastfeeding (53).
With respect to duration of breastfeeding, the
available evidence is mixed, but frequently shows that
population subgroups whose children are most at risk
for mortality and increased morbidity from not being
breastfed are least likely to show improvements in
the duration of breastfeeding (54), thus highlighting
the need to introduce equity-oriented approaches in
breastfeeding interventions, in order to progressively
close unjust gaps between population groups. Other
bodies of evidence suggest that women of different
backgrounds and contexts exposed to public health
programmes such as antenatal care are more likely
to breastfeed and engage in breastfeeding for
longer, which also contributes to reducing health
inequities (55, 56).

Immediate support to
initiate and establish
breastfeeding
The evidence that formed the recommendations on
immediate support for breastfeeding women and their
babies is based on nine systematic reviews from the
Cochrane Pregnancy and Chidlbirth Group, Cochrane
Neonatal Review Group and independent authors (40,
57-64). The PICO questions and critical outcomes
guiding the evidence review and synthesis for the
recommendations in this guideline are listed in Annex 1.
The details of the systematic reviews can be found in
Annex 2 and the summary of findings tables can be
found in Annex 3.
The WHO Secretariat further performed a qualitative
evidence synthesis of published literature, to identify
and summarize qualitative research findings on the
values and preferences of mothers (see Annex 4 for the
summary of qualitative findings tables) and factors
that influence acceptability among health workers
and stakeholders (see Annex 5 for the summary of
qualitative findings tables).
A search of the published literature was performed to
inform on resource implications, feasibility and equity
and human rights issues for each of the interventions.
The information on feasibility and equity and human
rights issues was common to all interventions and is
presented above.
Though the issues around resource implications
were similar for many of the interventions, some
of the resource implications were more specific and
are presented for each of the interventions. It should
be noted throughout, though, that breastfeeding

has short- and long-term health, economic and
environmental advantages for children, women
and society. The economic Joss of not breastfeeding
has been estimated to be US$ 302 billion annually
worldwide (1). Investments towards protecting,
promoting and supporting breastfeeding are necessary
to realize these gains.

Early skin-to-skin contact
Summary of evidence

The systematic review comparing immediate (within
10 minutes after birth) or early (between 10 minutes
and 23 hours after birth) skin-to-skin contact
between mothers and healthy term newborn infants
to standard care included 46 trials with 3850 motherinfant pairs (62). The review showed that immediate
or early skin-to-skin contact probably improves
exclusive breastfeeding at hospital discharge to
1 month of age (risk ratio [RR): 1.30; 95% confidence
interval [CI): 1.12 to 1.49; 6 studies, n = 711;moderate
quality of evidence), and may improve exclusive
breastfeeding at 6 weeks to 6 months of age (RR: 1.50;
59% Cl: 1.18 to 1.90; 7 studies, n = 640; low quality
of evidence). Immediate or early skin-to-skin contact
probably improves any breastfeeding at 1-4 months of
age (RR: 1.24; 95% Cl: 1.07 to 1.43; 14 studies, n = 887;
moderate quality of evidence), compared to standard
care. There was no statistically significant difference
in the effect of skin-to-skin contact compared to
standard care on the likelihood of breastfeeding at
1-4 months by time of initiation of skin-to-skin
contact (immediate [within 10 minutes after birth)
and early (between 10 minutes and 23 hours after
birth); test for subgroup difference X' = 1.13;P = 0.29).
Only one study reported on suckling during the first
2 hours after birth and it showed that immediate
or early skin-to-skin contact may make little or no
difference to suckling in the first 2 hours, compared to
standard care (RR: 1.06; 95% CI: 0.83 to 1.35; 1 study,
n = 88; low quality of evidence).
Among low-birth-weight infants born in hospitals,
a systematic review of kangaroo mother care
(the main component of which is skin-to-skin
contact between the mother and infant as far as the
mother-infant pair can tolerate it (30)), compared to
conventional neonatal care, was done (57). The review
included 21 studies with 3042 infants. Exclusive and
any breastfeeding among low-birth-weight infants
with kangaroo mother care are probably improved
at discharge or at 40-41 weeks' postmenstrual age
(exclusive breastfeeding: RR:1.16;95% Cl: 1.07 to 1.25;
6 studies, n = 1453; moderate quality of evidence; any
breastfeeding: RR:1.20; 59% Cl: 1.07 to 1.34;10 studies,
n = 1696; moderate quality of evidence), compared
to conventional neonatal care. Kangaroo mother
care may improve exclusive or any breastfeeding at
1-3 months' follow-up (exclusive breastfeeding:
9
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RR: 1.20; 95% CI: 1.01 to 1.43; 5 studies, n = 600;
low quality of evidence; any breastfeeding: RR: 1.17;
95% CI: 1.05 to 1.31; 9 studies, n =1394; low quality of
evidence). Kangaroo mother care probably makes little
or no difference to any breastfeeding at 6-12 months'
follow-up (RR: 1.12; 95% CI: 0.98 to 1.29; 5 studies,
n =952; moderate quality of evidence) and may make
little or no difference to exclusive breastfeeding at
6-12 months' follow-up (RR: 1.29; 95% CI: 0.95 to
1.76; 3 studies, n =810; low quality of evidence).
Only one study compared early (within 23 hours
after birth) versus late (starting 24 hours or more
after birth) kangaroo mother care among relatively
stable low-birth-weight infants and found there is
probably little or no difference in the rate of exclusive
breastfeeding at 24 hours of age (RR: 1.02; 95% CI:
0.67 to 1.57; 1 study, n =73; low quality of evidence), at
2 weeks of age (RR: 1.00; 95% CI: 0.89 to 1.04; 1 study,
n =71; moderate quality of evidence), at 4 weeks of
age (RR: 0.94; 95% CI: 0.85 to 1.04; 1 study, n =67;
moderate quality of evidence) and at 6 months of age
(RR: 2.69; 95% CI: 0.99 to 7.31; 1 study, n =55; low
quality of evidence).
Quality of evidence

The overall quality of evidence for early skin-to-skin
contact on the critical outcomes is moderate. The PICO
question and critical outcomes can be found in Annex 1.
The details of the systematic reviews can be found in
Annex 2. The summary of findings tables can be found
in Annex 3.
Balance of benefits and harms

The review by Conde-Agudelo and Dfaz-Rossello (57)
found a decreased risk of mortality (RR: 0.67; 95% CI:
0.48 to 0.95; 12 studies, n =2293) and severe infection
or sepsis (RR: 0.5; 95% CI: 0.36 to 0.69; 8 studies,
n =1463) at latest follow-up among infants who
received kangaroo mother care. The review found
no difference in the length of hospital stay (mean
difference [MD): -1.61 days; 95% CI: -3.41 to 0.18;
11 studies, n =1057).
The review by Moore et al. (62) found a clinically
meaningful increase in blood glucose in infants who
received immediate or early skin-to-skin contact
(blood glucose mg/dL at 75-180 minutes after birth
MD: 10.49; 95% CI: 8.39 to 12.59; 3 studies, n =144).
There was also a slight increase in infant axillary
temperature at 90-150 minutes after birth (MD:0.30 °C;
95% CI: 0.13 to 0.47; 6 studies, n =558) though none of
the study infants were hyper- or hypothermic.
There is a concern about cases of sudden infant
collapse, most commonly reported among infants of
primiparous mothers who are unobserved by healthcare personnel during a period of skin-to-skin contact
with the infant prone or on the side of the mother's
chest. Sudden unexpected postnatal collapse of an
10

apparently healthy infant occurring within the first
2 hours after birth have been estimated to occur in
between 1.6 and 5 cases per 100 ooo live births, with
death rates of 0-1.1 per 100 ooo live births (65-71).
In light of the clear benefits on mortality rates
and breastfeeding outcomes, the desirable effects
outweigh the undesirable effects. However, during the
implementation of immediate skin-to-skin contact
and for at least the first 2 hours after delivery, healthcare personnel in the delivery or recovery room should
observe and assess for any signs of distress in all
infants, whether full term, preterm or low birth weight.
Values and preferences

The review of literature on the values and preferences
of mothers towards early skin-to-skin contact
identified 13 studies from 9 countries (Australia,
Colombia, Egypt, Italy, Palestine, Russia, Sweden, the
United Kingdom of Great Britain and Northern Ireland
[United Kingdom) and the United States of America
[United States)). In general, most mothers valued
immediate skin-to-skin contact and felt happy doing
this. This finding was consistent among mothers who
had normal deliveries and had normal-term infants,
those who had caesarean deliveries and those whose
infants were admitted to the neonatal intensive care
unit or were preterm or low birth weight. There was
moderate confidence in the evidence (see Annex 4).
Acceptability

The review of literature on the acceptability of early
skin-to-skin contact among health-care personnel
identified 15 studies conducted in 7 countries
(Australia, Canada, China, France, India, New
Zealand and the USA). Three themes were identified
among the studies: (i) health workers valued and had
favourable views towards early skin-to-skin contact
(low confidence in the evidence); (ii) health workers
had safety concerns during skin-to-skin contact after
caesarean delivery or anaesthesia; health workers
found that practising early skin-to-skin contact
in the operating room was impractical, and unsafe
and would interfere with their routines (moderate
confidence in the evidence); and (iii) health workers
had safety concerns about early skin-to-skin contact
and breastfeeding when the infant was admitted to
the neonatal intensive care unit; they felt that the
risk of physiological instability among the fragile
infants would be too great (moderate confidence in
the evidence) (see Annex 5).
Resource implications

Several issues with resource implications for the early
skin-to-skin contact were identified. These include:
(i) the time spent with mothers; (ii) staff capacity;
and (iii) staff knowledge of breastfeeding. There is
often inadequate time for staff to observe and support
mothers during early skin-to-skin contact (72).
Limited staff capacity reduces the quality time that
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staff can spend with mothers (73) and Lack of staff
knowledge regarding breastfeeding and early skin to-skin support reduces their self-efficacy and may
lead to a need for more specialized training (72, 74-76).

Balance of benefits and harms

Early initiation of breastfeeding

The review by Smith et al. (63) showed that infants
who initiated breastfeeding 24 hours or more after
birth had an increased risk of neonatal mortality
compared to when initiation was started under
24 hours after birth (RR: 1.70; 95% CI: 1.44 to 2.01;
6 studies, n =142729 ). This association was consistent
when limiting the population to infants who were
exclusively breastfed (RR: 1.85; 95% CI: 1.29 to 2.67;
4 studies, n =62 215) or when limiting the population
to low-birth-weight infants (RR: 1.73; 95% CI: 1.38 to
2.18; 4 studies, n =21 258).

Summary of evidence

Values and preferences

The systematic review on early initiation of
breastfeeding (less than 1 hour after birth) compared
with delayed (2-23 hours or 24 hours or more after
birth) included five studies with 136 047 infants (63).
Compared to infants who initiate breastfeeding within
1 hour of birth, those who initiate breastfeeding at
2-23 hours after birth, or those who initiate
breastfeeding after the first day after birth, are more
likely to die in the first 28 days after birth (initiated
breastfeeding 2-23 hours after birth: RR: 1.33;
95% CI: 1.13 to 1.56; 5 studies, n =136 047; initiated
breastfeeding 24 hours or more after birth: RR: 2.19;
95% CI: 1.73 to 2.77; 5 studies, n = 136 047; high
quality of evidence). Breastfeeding within the first
hour after birth may improve survival to 3 months
and to 6 months, compared to those who initiate
breastfeeding later (low quality of evidence).

No studies were found on the values and preferences
of mothers specifically pertaining to early initiation of
breastfeeding. However, the members of the guideline
development group posited that they would probably
be close to the values and preferences related to
early skin-to-skin contact and that there was minor
variability on how much mothers would value early
initiation of breastfeeding.

Recommendation
1.

Early and uninterrupted skin-to-skin contact
between mothers and infants should be facilitated
and encouraged as soon as possible after birth
(recommended,moderate-quality evidence).

Initiating breastfeeding after the first hour after
delivery
probably
increases
non-exclusively
breastfeeding at 1 month (initiated breastfeeding
2-23 hours after birth: RR: 1.15; 95% CI: 1.13to 1.17;
1 study, n = 87 576; initiated breastfeeding 24 hours
or more after birth: RR: 1.27; 95% CI: 1.24 to 1.31; 1
study, n =87 576; moderate quality of evidence) and
at 3 months (intiated breastfeeding at 2-23 hours
after birth: RR: 1.05; 95% CI: 1.04 to 1.06; 1 study,
n =86 692; initiated breastfeeding 24 hours or more
after birth: RR: 1.06; 95% CI: 1.04 to 1.08; 1 study,
n =86 692; moderate quality of evidence), compared
to initiating breastfeeding in the first hour after
birth. Initiating breastfeeding later also probably
increases the non-breastfeeding rates at 1 month
(moderate quality of evidence) and may increase
non-breastfeeding rates at 3 months (low quality of
evidence), compared to initiating breastfeeding in the
first hour after delivery.
Quality of evidence

The overall quality of evidence for early initiation
of breastfeeding on the critical outcomes is high.
The PICOquestion and critical outcomes can be found
in Annex 1. The details of the systematic review can be
found in Annex 2. The summary of findings table can
be found in Annex 3.

Acceptability

The review of literature on the acceptability to health
workers of early initiation of breastfeeding identified
the same studies as those describing acceptability
of early skin-to-skin contact. The synthesis of
qualitative evidence identified the same three themes
where health workers generally value early initiation
of breastfeeding but had safety concerns when the
mother received anaesthesia or had a caesarean
section, or when the infant was admitted to the
neonatal intensive care unit for prematurity or low
birth weight (see Annex 5).
Resource implications

Issues identified that had resource implications
included staff time, staff capacity and staff
knowledge (72-76).
Recommendation
2.

All mothers should be supported to initiate
breastfeeding as soon as possible after birth,
within the first hour after delivery (recommended,
high-quality evidence).

Showing mothers how to breastfeed
Summary of evidence

The systematic review on giving mothers practical,
emotional, educational or social breastfeeding support
in addition to standard care, compared to standard
care alone, included 100 studies with 83 246 motherinfant pairs (61). Breastfeeding counselling and
support at both the antenatal and postnatal period
probably improved any breastfeeding before the last
study assessment up to 6 months of age (RR: 0.89;
95% CI: 0.85 to 0.93; 51 studies, n = 21 708; moderate
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quality of evidence), may have improved exclusive
breastfeeding before the last study assessment
up to 6 months (RR: 0.89; 95% CI: o.86 to 0.93;
46 studies, n =18 303; low quality of evidence), improved
any breastfeeding up to 4-6 weeks (RR: o.86;
95% CI: 0.79 to 0.93; 33 studies, n = 10 776; high quality
of evidence), and may have improved exclusive
breastfeeding up to 4-6 weeks (RR: 0.79; 95% CI: 0.69
to 0.89; 32 studies, n = 10 271; low quality of evidence),
compared to standard care alone. Postnatal
breastfeeding counselling and support (with no
antenatal support provided) also probably improved
any or exclusive breastfeeding before the last study
assessment up to 6 months, and improved any or
exclusive breastfeeding up to 4-6 weeks, compared to
mothers who had standard care alone.
The systematic review to assess the effects of feedingreadiness instruments among preterm infants
through randomized or quasi- randomized trials
found no studies that met the inclusion criteria (58),
though the authors mention several preterm oralfeeding-readiness scales.
The systematic review assessing different methods
of milk expression included 41 studies with 2293
participants (40). Owing to heterogeneity in
interventions and outcomes, most of the included
results were derived from single studies. It was
uncertain whether relaxation techniques, breast
massage or warmed breasts increase the quantity of
expressed milk, as the quality of the evidence has been
assessed as very low. No technique for expression of
breast milk (hand expression, manual or electric
breast pump) was shown to consistently increase the
volume of milk obtained.
Quality of evidence

The overall quality of evidence on the critical
outcomes is moderate for showing mothers how
to breastfeed healthy term infants and very low for
providing instruction on expression of breast milk
No evidence was identified for assessing the readiness
to breastfeed of a preterm infant. The PICOquestions
and critical outcomes can be found in Annex 1. The
details of the systematic reviews can be found in
Annex 2. The summary of findings tables can be found
in Annex 3.
Balance of benefits and harms

No adverse events were reported in showing mothers
how to breastfeed healthy term infants or in assessing
a preterm infant's readiness to breastfeed.
Breastfeeding and the provision of human milk to the
human baby is the biologically normal activity. Becker
et al. (40) emphasize that breast-milk expression and
pumping may be a complex and individual activity
outside of the norm.
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There was no evidence that a particular type of
pump was associated with a higher level of milk
contamination, infant sepsis or transfer to feeding
at the breast. Adverse effects related to the mother,
such as nipple or breast pain, were reported in three
of the 41 studies included in the review (40) and
showed no difference between methods of breastmilk expression, though the actual numbers reporting
these adverse outcomes were small.
Values and preferences

The review of literature on the values and preferences
of mothers towards being shown how to breastfeed
and how to express breast milk identified eight studies
from three countries (Canada, the United Kingdom
and the United States). Mothers of normal-term
infants found that being shown how to breastfeed
was helpful but sometimes inadequately done, with
inconsistent or infrequent support (low confidence in
the evidence). They also found that being taught how
to express breast milk (hand expression or mechanical
pumping) was useful and allowed them the option
of having someone else feed the child when they
were unable to (low confidence in the evidence). The
mothers of infants admitted to the neonatal intensive
care unit found that breast-milk expression was a
"paradoxical experience", in which they felt intense
dislike of breast-milk pumping but that providing
their own breast-milk to their infants was a source
of valuable connection (moderate confidence in the
evidence) (see Annex 4).
Acceptability

The review of literature on the acceptability among
health workers of showing mothers how to breastfeed
identified 21 studies conducted in 8 countries
(Australia, Canada, Iraq, Ireland, Pakistan, South
Africa, the United Kingdom and the United States).
The synthesis of qualitative evidence identified
three themes: (i) barriers to showing mothers how
to breastfeed; (ii) differing levels of confidence in
showing mothers how to breastfeed; and (iii) negative
attitudes among health workers towards showing
mothers how to breastfeed. Health workers felt that
there were too many barriers, primarily related to time
and staff availability, to adequately show mothers how
to breastfeed (moderate confidence in the evidence).
Some of the health workers felt that they did not
have the necessary skills to show mothers how to
breastfeed, and thus felt that someone else, with more
experience or more specialized in lactation support,
would be more appropriate (moderate confidence in
the evidence). A third theme revealed that there was
a negative attitude among health workers towards
showing mothers how to breastfeed. The reasons cited
included lack of privacy, disempowering of women
and making them less self-sufficient, making nonbreastfeeding mothers who are staying in the same
ward feel guilty, and fear of hurting the relationship
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with the mothers (moderate confidence in the
evidence) (see Annex 5).
No studies were found specifically on the acceptability
among health workers of showing mothers how to
express breast milk.
Resource implications

Issues identified with resource implications for showing
mothers how to breastfeed and how to express breast
milk include staff time, staff capacity, staff knowledge
and training, and costs of optional equipment
(for instance, manual or electronic pumps) (62-66).
Recommendations

3. Mothers should receive practical support to enable
them to initiate and establish breastfeeding
and manage common breastfeeding difficulties
(recommended,moderate-quality evidence).

4. Mothers should be coached on how to express
breast milk as a means of maintaining lactation
in the event of their being separated temporarily
from their infants (recommended,very low-quality
evidence).

Rooming-in
Summary of evidence

The systematic review on keeping the mother and her
infant together in the same room versus separating
them after birth identified only one study, with 176
participants, that met the criteria for inclusion (60).
Keeping mother-infant pairs together in the same
room probably improves exclusive breastfeeding
at 4 days postpartum (RR: 1.92; 95% CI: 1.34 to
2.76; 1 study, n =153; moderate quality of evidence)
but probably makes little or no difference to any
breastfeeding at 6 months (RR: o.84; 95% CI: 0.51 to
1.39; 1 study, n =153;moderate quality of evidence). An
additional analysis of prospective non-randomized
controlled trials examining rooming-in, compared
to separate care, identified three studies (77-79) that
measured any breastfeeding at 3-4 months of age.
It was uncertain whether rooming-in improves any
breastfeeding at 3-4 months, as the quality of the
evidence has been assessed as very low (RR: 1.18:95%
CI: 1.00 to 1.40; 3 studies, n = 553; very low quality
of evidence).
Quality of evidence

overall median duration of any breastfeeding was
4 months, with no significant difference between
groups (rooming-in versus separate care). The review
also reported a mean frequency of breastfeeding
of 8.3 times per day (standard deviation (SD]: 2.2)
in the rooming-in group, compared to the fixed
scheduled interval feeding of 7 times per day in the
separate care group.
Values and preferences

The review of literature on the values and preferences
of mothers towards rooming-in identified seven
studies from seven countries (Indonesia, Ireland,
Norway, Russia, Sweden, the United Kingdom and the
United States). The synthesis of qualitative evidence
showed that most mothers preferred to room-in
their infant, although there was also a significant
proportion who would prefer not to room-in at night
(moderate confidence in the evidence) (see Annex 4).
Acceptability

The review of literature on the acceptability of
rooming-in among health workers identified seven
studies from four countries (Australia, Canada,
India and the United States). Some health workers
viewed rooming-in favourably and would encourage
its practice but most felt that it was not necessary.
Most health workers reported that they would often
offer separate care to mothers, in order to allow the
mothers to rest Health workers working in neonatal
intensive care units reported that limits to their
resources would not allow mothers and infants to stay
together for 24 hours a day (moderate confidence in
the evidence) (see Annex 5).
Resource implications

Issues identified with resource implications for the
implementation of rooming-in include costs related
to hospital infrastructure. Inadequate delivery
resources and space could mean bed-sharing among
multiple labour and delivery patients (73), which may
potentially lead to unsafe sleeping environments.
Neonatal intensive care units are often not equipped
for mothers and infants to room-in or stay together
the whole day (72).
Recommendation

5. Mothers giving birth in facilities providing
maternity and newborn services should enable
mothers and their infants to remain together and
to practise rooming-in throughout the day and
night This may not apply in circumstances when
infants need to be moved for specialized medical
care (recommended,moderate-quality evidence).

The overall quality of evidence for rooming-in on the
critical outcomes is moderate. The PICOquestion and
critical outcomes can be found in Annex 1. The details
of the systematic review can be found in Annex 2.
The summary of findings table can be found in Annex 3.

Demand feeding

Balance of benefits and harms

Summary of evidence

The review by Jaafar et al. (60) reported that the

The systematic reviews on demand feeding among
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healthy term newborns (59) and on feeding of preterm
infants in response to their hunger and satiation
cues (64), compared to scheduled or timed feeding, did
not find any studies that were eligible for inclusion into
the reviews.

=138), based on
two studies with unclear or high risk of selection bias
and no blinding. They also had a shorter time taken
to achieve full oral feeding (MD: -5.53 days; 95%
CI: -6.80 to -4.25 days; 2 studies; n =167), based on
two studies with no blinding.
95% CI: -0.94 to -0.01; 2 studies; n

Quality of evidence

There was no evidence identified from randomized
controlled trials to inform on optimum feeding
patterns (baby-led or demand feeding versus scheduled
or timed feeding) on the critical outcomes among term
or preterm infants. The PICO question and critical
outcomes can be found in Annex 1. The details of the
systematic reviews can be found in Annex 2.
Balance of benefits and harms

The review by Watson and McGuire (64) among
preterm infants showed that infants fed in response
to their hunger and satiation cues, compared to those
fed on scheduled intervals, had a lower rate of weight
gain (MD: -1.36 g/kg/day; 95% CI: -2.44 to -0.29; 4
studies; n = 305), based on four studies with moderate
risk of bias (none of the participants or outcome
assessors were blinded and two of the studies had
unclear or high risk of selection bias). There were
three other studies that reported no significant
differences in the rate of weight gain between the two
groups but the duration of intervention was for less
than one week.
The infants from the two groups also did not
statistically differ in the duration of hospital stay
(MD: -1.03; 95% CI: -9.41 to 7.34; 2 studies; n = 145),
based on two studies, both with unclear selection
bias and no blinding. Two other studies reported no
significant difference in the duration of hospital stay
between the two groups but did not report numerical
data. One additional study reported a duration of
hospital stay of 31 days among infants with responsive
feeding and 33 days among infants with scheduled
interval feeding but did nots ta te whether this difference
was statistically significant and did not report
standard deviations.

Values and preferences

The review of literature on the values and preferences
of mothers towards demand feeding identified four
studies from four countries (Japan, Russia, Sweden
and the United Kingdom). Mothers valued demand
feeding but felt that they needed more support. Some
felt uncertain and anxious about the hunger and
feeding cues from their infants. Mothers with infants
admitted to the neonatal intensive care unit felt that
they needed more support in the transition to demand
feeding as their infants showed signs of interest in
sucking (low confidence in the evidence) (see Annex 4).
Acceptability

The review of literature on the acceptability of
demand feeding among health workers identified
seven studies conducted in six countries (Australia,
Canada, China, India, Ireland and the United States).
Health workers had differing views on demand
feeding. Some were unaware of the concept of demand,
responsive or infant-led feeding, or the normal infant
feeding patterns in the first few days after birth. Some
health workers were uncomfortable about promoting
demand feeding (especially against persisting practice
of more experienced staff to schedule feeds), while
others saw demand feeding as standard care except in
specialized units such as the neonatal intensive care
unit where strict documentation of feeds is required
(low confidence in the evidence) (see Annex 5).
Resource implications

Resource implications identified for demand feeding
are closely related to those for rooming-in. They
include costs related to hospital infrastructure and
possible difficulties in space or equipment (72, 73).
Recommendation

The infants who were fed in response to their
hunger and satiation cues had a slightly younger
postmenstrual age at discharge (MD: -0.48 weeks;
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6. Mothers should be supported to practise
responsive feeding as part of nurturing care
(recommended, verylow-qualityevidence).
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Box 2. Summary of recommendations
on immediate support to initiate and
establish breastfeeding
1.

Early and uninterrupted skin-to-skin contact
between mothers and infants should be
facilitated and encouraged as soon as
possible after birth (recommended,
moderate-quality

2.

evidence).

All mothers should be supported to initiate
breastfeeding as soon as possible after birth,
after delivery (recommended, high-quality
evidence).

3. Mothers should receive practical support
to enable them to initiate and establish
breastfeeding and manage common
breastfeeding difficulties (recommended,
moderate-quality

evidence).

4. Mothers should be coached on how to express
breast milk as a means of maintaining
lactation in the event of their being separated
temporarily from their infants (recommended,
very low-quality

evidence).

5. Facilities providing maternity and newborn
services should enable mothers and their
infants to remain together and to practise
rooming-in throughout the day and night.
This may not apply in circumstances
when infants need to be moved for
specialized medical care (recommended,
moderate-quality

evidence).

6. Mothers should be supported to practise
responsive feeding as part of nurturing care
(recommended, very low-quality

evidence).

Rationale for immediate support to
initiate and establish breastfeeding

breastfeeding to 6 months of age. Mothers and
infants who room-in together are almost twice
as likely to be exclusively breastfeeding during
the stay at the facilities providing maternity and
newborn services. Fostering sensitive, reciprocal
and nurturing relationships between mothers and
infants results in considerable benefit to both.
Supporting mothers to form an early and close
relationship and feeding with their infants is
highly valued by mothers. Mothers who experience
early skin-to-skin contact or who have had a
positive experience with being supported in the
initial breastfeeds appreciate and would like to
repeat these experiences. Mothers who are given
conflicting advice or are given information in a
mechanistic manner feel undermined.
Many health workers report little knowledge about
breastfeeding and have poor confidence in their
skills to support a mother to breastfeed. Guidance
to health workers on the minimum support
that all mothers need, and competence towards
addressing common breastfeeding problems, may
be appropriate. This will allow health workers to
assess infants' health and feeding, as well as to
provide support to breastfeeding mothers tailored
to their individual needs, sensitively given and
considering their social and cultural context, in
order that they may overcome any challenges they
may face. Collaboration or referral to address more
complex breastfeeding challenges may be useful.

Remarks
The remarks in this section are points to consider
regarding implementation of the recommendations
for immediate support to initiate and establish
breastfeeding, based on the discussion of the guideline
development group and the external experts.

The following factors were taken into consideration
during the deliberations.

Focused and optimal immediate support to initiate
and establish breastfeeding in the first hours
and days of life have positive effects far beyond
the stay at the facilities providing maternity and
newborn services.

Interventions to support the establishment of
breastfeeding in the immediate period after
birth have the strongest evidence for mortality
prevention and positive breastfeeding outcomes
beyond the stay at the facilities providing maternity
and newborn services. Early skin-to-skin contact
and early initiation of breastfeeding can increase
the likelihood of any or exclusive breastfeeding
up to 3-6 months of life. Showing mothers how
to breastfeed in the immediate postnatal period
makes them more likely to continue any or exclusive

Although there is evidence of benefit for immediate
and uninterrupted skin-to-skin contact starting
at less than 10 minutes after delivery, this practice
can often be started much sooner, by the second
or third minute after delivery, while continued
assessment, drying and suctioning (if needed) are
done while the infant is in skin-to-skin contact.
Uninterrupted skin-to-skin contact ideally lasts
for more than 1 hour, and longer periods, when
well tolerated by both mother and infant, should
be encouraged.

15

Guideline: protecting, promoting and supporting breastfeeding in facilities providing maternity and newborn services

During early skin-to-skin contact and for at least
the first 2 hours after delivery, sensible vigilance
and safety precautions should be taken, so that
health-care personnel can observe for, assess and
manage any signs of distress.
Early initiation of breastfeeding has been shown
to have positive effects when done within the first
hour after delivery. Among healthy term infants,
feeding cues from the infant may be apparent
within the first 15-20 minutes after birth, or may
not be apparent until later.
Because there is a dose-response effect in that
earlier initiation of breastfeeding results in
greater benefits, mothers who are not able to
initate breastfeeding during the first hour after
delivery should still be supported to breastfeed
as soon as they are able. This may be relevant to
mothers who deliver by caesarean section, after an
anaesthetic, or those who have medical instability
that precludes initiation of breastfeeding within
the first hour after birth.

The WHO Secretariat further performed a qualitative
evidence synthesis of published literature, to identify
and summarize qualitative research on the values
and preferences of mothers (see Annex 4 for the
summary of qualitative findings tables) and factors
that influence acceptability among health workers
and stakeholders (see Annex 5 for the summary of
qualitative findings tables).
A search of the published literature was performed
to inform on resource use, feasibility and equity and
human rights issues for each of the interventions.
The information on feasibility and equity and human
rights issues was common to all interventions and is
presented earlier.
Though the issues around resource implications
were similar for many of the interventions, some of
the resource implications were more specific and are
presented for each of the interventions.

Early additional foods or fluids
Summary of evidence

Mothers should be enabled to achieve effective
breastfeeding, including being able to position and
attach their infants to the breast, respond to their
infants' hunger and feeding cues, and express
breast milk when required.
Expression of breast milk is often a technique
used to stimuate attachment at the breast and
effective suckling during the establishment of
breastfeeding, not only when mothers and infants
are separated.
Mothers of infants admitted to the neonatal
intensive care unit should be sensitively supported
to enable them to have skin-to-skin contact with
their infants, recognize their infants' behaviour
cues, and effectively express breast milk soon
after birth.

Feeding practices and
additional needs of infants
The evidence that formed the recommendation on
feeding practices and additional needs of infants
is based on seven systematic reviews from the
Cochrane Pregnancy and Childbirth Group, St Luke's
International University (as part of the Cochrane
Pregnancy and Childbirth Group in Tokyo, Japan)
and Cochrane Neonatal Review Group (80-86). The
key questions and outcomes guiding the evidence
review and synthesis for the recommendations in
this guideline are listed in Annex 1. The details of the
systematic reviews can be found in Annex 2 and the
summary of findings tables can be found in Annex 3.
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The systematic review on giving additional foods (for
instance, artificial milk) or fluids (for instance, water
or glucose water) other than breast milk to full-term
infants, in the first few days after birth, identified
11 studies with 2542 randomized mother-infant
pairs (86). Three studies (with 270 mother-infant pairs)
contributed to the evidence. Addition of artificial
milk in the first few days after birth probably makes
little or no difference to breastfeeding at discharge
(RR: 1.02; 95% CI: 0.97 to 1.08; 1 study, n = 100;
moderate quality of evidence), compared to those
not given additional artificial milk. It was uncertain
whether giving artificial milk in the first few days
after birth has an effect on breastfeeding at 3 months
(RR: 1.21;95% CI: 1.05 to 1.41; 2 studies, n =137; very
low quality of evidence) or exclusively breastfeeding
for the last 24 hours at 3 months of age (RR: 1.43;
95% CI: 1.15to 1.77; 2 studies, n =138; very low quality
of evidence), as the quality of the evidence has been
assessed as very low.
Giving additional water in the first few days after
birth probably reduces any breastfeeding at 4 weeks
(RR: 0.83; 95% CI: 0.73 to 0.94; 1 study, n = 170;
moderate quality of evidence), at 12 weeks (RR: o.68;
95% CI: 0.53 to 0.87; 1 study, n =170; moderate quality
of evidence) and at 20 weeks (RR: 0.69; 95% CI: 0.50
to 0.95; 1 study, n =170; moderate quality of evidence),
compared to not giving any additional water.
Quality of evidence

The overall quality of evidence for g1vmg early
additional foods or fluids other than breast milk on
the critical outcomes is moderate. The PICOquestion
and critical outcomes can be found in Annex 1. The
details of the systematic review can be found in Annex 2.
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The summary of findings table can be found in Annex 3,
Balance of benefits and harms

The review by Smith and Becker (86) showed no
clinically significant difference in the incidence
of fever, serum glucose levels by day 2, and weight
change by day 3 between infants given glucose water
and those who were exclusively breastfed.
The review also reports one study on term infants
that showed decreased risk of allergy symptoms at
18 months of age among infants given infant formula
every 4 hours until the "mother's breast-milk
production started", compared to those not given
infant formula (RR: 0.56; 95% CI: 0.35 to 0.91; 1 study;
n = 207). This study had a high risk of selection bias
(quasi-randomized trial with alternating months for
allocation of intervention), high risk of detection bias
and unclear reporting bias. There was more family
history of allergy among the breastfeeding group than
in the infant formula group (58% versus 46%) (87).
The evidence on breastfeeding outcomes from the
systematic review adds to the already substantial
body of evidence of positive health benefits from
exclusive breastfeeding in the first 6 months of life
and optimal infant feeding practices thereafter,
including introduction of complementary foods
while continuing to breastfeed up to 2 years and
beyond (3, 4, 6-11, 13).
Values and preferences

The review of literature on the values and preferences
of mothers towards giving early additional foods or
fluids identified three studies from Ethiopia, Nigeria
and Pakistan. Mothers living in cultural contexts
where pre-lacteal feeds are acceptable valued prelacteal feeds. Mothers perceive them as beneficial
to the infant (e.g. cleaning of the stomach, positive
effect on health, prevention of afflictions) (moderate
confidence in the evidence) (see Annex 4).
Acceptability

The review of literature on the acceptability to health
workers of giving early addHional foods or fluids
identified 12 studies from 6 countries (Australia,
Canada, China, India, the United Kingdom and the
United States). Health workers felt that breast milk
is good, but that breast-milk substitutes were also
fine. Several studies reported that health workers
view infant formula as an acceptable option that will
not harm an infant. Some studies describe healthcare providers as saying that giving early additional
foods or fluids is the mother's choice and that formula
should be an option if that is what she wants, or that
protecting mothers from tiredness during the night
by feeding the infant with breast-milk substitutes
was an acceptable reason (moderate confidence in the
evidence) (see Annex 5).

Resource implications

Possible resource implications of implementing
no giving of early additional foods or fluids include
continued implementation of the International Code of
Marketing of Breast-milk Substitutes (26) as adopted by
the 34th session of the WHA (76, 88, 89).
Recommendation

7. Mothers should be discouraged from giving any
food or fluids other than breast milk, unless
medically indicated (recommended, moderatequality evidence).

Avoidance of pacifiers or dummies
Summary of evidence

The systematic review on the effect of restricted or
unrestricted pacifier use on breastfeeding duration
among term infants included three randomized
controlled trials with 1915 infants (85). The three
randomized controlled trials included two trials
where the intervention was conducted during the
stay at the facilities providing maternity and newborn
services (90, 91) and one in which the intervention
was started 2 weeks after the birth (92). The results
were thus modified to exclude the study implemented
outside of the stay in the facilities providing maternity
and newborn services.
Restricted pacifier use by term infants during their
stay at the facilities providing maternity and newborn
services makes little or no difference to breastfeeding
at discharge (RR: 1.01; 95% CI: 1.00 to 1.03; 1 study,
n = 541; high quality of evidence), at 3-4 months
(RR: 1.02; 95% CI: 0.95 to 1.11; 2 studies, n = 799;
high quality of evidence) and at 6 months (RR: 1.06;
95% CI: 0.92 to 1.23; 1 study, n = 541; high quality
of evidence). Restricted pacifier use probably makes
little or no difference to exclusive breastfeeding at
3-4 months (RR: 1.08; 95% CI: 0.77 to 1.51; 1 study,
n = 258; moderate quality of evidence). The overall
quality of evidence for these critical outcomes from
randomized controlled trials was high for avoidance
of pacifier use among term infants.
Two systematic reviews on non-nutritive sucking and
oral stimulation were done among preterm infants.
The systematic review by Foster et al. on the effect of
non-nutritive sucking on physiological stability and
nutrition in preterm infants identified 12 studies with
746 preterm infants (82). Provision of non-nutritive
sucking may make little or no difference to exclusive
breastfeeding at discharge (RR: 1.08; 95% CI: o.88
to 1.33; 1 study, n = 303; low quality of evidence),
and probably makes little or no difference to any
breastfeeding at discharge (RR: 1.16; 95% CI: o.88 to
1.17;1 study, n = 303; moderate quality of evidence). It
was uncertain whether non-nutritive sucking had an
effect on any breastfeeding 3 months after discharge
(RR: 0.92; 95% CI: 0.69 to 1.23; 1 study, n = 283;
17
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very low quality of evidence), or any breastfeeding
6 months after discharge (RR: 0.80; 95% CI: 0.54 to
1.17;1 study, n =281;very low quality of evidence), as the
quality of the evidence has been assessed as very low.
The review by Greene et al. on preterm infants who
were healthy enough to have oral feeding identified
19 studies with 823 participants (84). It was uncertain
whether oral stimulation has an effect on exclusively
direct breastfeeding at discharge (RR: 1.83; 95%
CI: 0.96 to 3.48; 1 study, n =59; very low quality of
evidence) or on any direct breastfeeding at discharge
(RR: 1.24; 95% CI: 0.58 to 2.66; 2 studies, n =110;very
low quality of evidence), as the quality of the evidence
has been assessed as very low.
A further review of observational studies was done
to assess the association between pacifier use during
the stay at the facilities providing maternity and
newborn services and breastfeeding outcomes. Two
relevant observational studies were found. A study
conducted in Poland in 1995 used a survey form
completed by hospital staff on feeding practices
and a number of other variables such as pregancy
duration, parity, delivery method, birth weight,
hyperbilirubinaemia, time of first breastfeeding,
skin-to-skin contact, rooming-in, separation from
the infant, use of nipple shield and use of pacifier, on
11973 mother-infant pairs (93). Among the subset of
11 422 (97.2%) who initiated breastfeeding, 7870 were
exclusively breastfed on discharge. Those who were
not exclusively breastfeeding on discharge were more
likely to have been using a pacifier (unadjusted odds
ratio (OR): 4.97; 95% CI: 3.83 to 6.45; n =11 422).
In a study in Switzerland in 1999, midwives and nurses
in 28 facilities providing maternity and newborn
services collected information on infants and their
feeding practices such as birth weight, gestational
age, type of delivery, time of breastfeeding initiation,
and use of artificial teats or pacifiers (94). Of the 5790
questionnaries filled in, 4351were used after excluding
the preterm or low-birth-weight neonates, those who
medically needed breast-milk substitutes, those who
were transferred to the neonatal intensive care unit,
and those with missing or invalid information. Infants
who were given supplementation with water-based
liquids or infant formula during the hospital stay were
not statistically significantly more likely to have used
a pacifier (OR:1.11;95% CI: 0.93 to 1.31;n =4351).When
the odds ratio was adjusted for maternal age, parity,
education, nationality, birth weight, gestational age,
rooming-in, time of initiation of breastfeeding and
place of birth, those who were given supplementation
were more likely to have used pacifiers or dummies
during the stay at the facilities providing maternity
and newborn services (adjusted odds ratio (aOR): 1.85;
95% CI: 1.47 to 2.33; n =4186).
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Combining the raw data (unadjusted) of the
observational studies done in Poland and Switzerland
shows that infants who were not exclusively
breastfeeding at discharge were more likely to have
been introduced to a pacifier (OR:1.78; 95% CI: 1.56 to
2.04; 2 studies, n =15 770).
Observational studies that show an association
are generally unable to clearly show whether the
association is causal or due to confounding, reverse
causality or self-selection. An epidemiologic and
prospective ethnographic study was done in Brazil in
1993, in order to investigate the association between
pacifier use and breastfeeding practice (95). From a
cohort of 650 mothers, 450 were not excluded for
stopping breastfeeding by 1 month of age, for reporting
breastfeeding problems, or having incomplete followup. Among these 450 mothers, the association of
pacifier use and stopping breastfeeding by 6 months
of age (adjusted for use of cow's milk or formula, use
of feeding bottle, maternal age, skin colour, low birth
weight, sex, type of delivery, breastfeeding at hospital
discharge, breastfeeding on demand at 1 month
of age, and maternal opinion that pacifiers affect
breastfeeding) was aOR: 2.5 (95% CI: 1.40 to 4.01; n =
439 ). The ethnographic analysis among a cohort of 80
mothers who had repeated in -depth interviews and
participant observations showed that pacifier use was
widely accepted, that mothers stimulated their infants
to accept the pacifier, and that they used pacifiers to
increase the intervals between breastfeeds or to wean
the infant completely off the breast. The mothers
who offered pacifiers to their infants tended to have
more breastfeeding difficulties, and be more anxious
and less self-confident about breastfeeding and their
infants' development.
Quality of evidence

The overall quality of evidence for pacifier use among
term infants on the critical outcomes is high. The
overall quality of evidence for non-nutritive sucking
or oral stimulation among preterm infants on the
critical outcomes is low. The PICO question and
critical outcomes can be found in Annex 1. The details
of the systematic reviews can be found in Annex 2. The
summary of findings tables can be found in Annex 3.
Balance of benefits and harms

The review by Foster et al. (82) showed that nonnutritive sucking versus no provision of non-nutritive
sucking did not significantly affect the number of
days from birth to full breastfeeding (MD: -1.0 days;
95% CI: -6.7 to 4.7; 1 study; n = 303) or weight gain
(MD: -1.6 g/day; 95% CI: -3.5 to 0.4; 3 studies;
n = 103). The preterm infants who were given
non-nutritive sucking had a statistically significant
shorter length of hospital stay, compared to those not
provided with non-nutritive sucking (MD: -4.6 days;
95% CI: -8.1 to -1.1; 6 studies; n = 501). The authors of
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the review concluded that there do not appear to be any
short-term negative effects and that no long-term
data are presently available (82).

Acceptability

No adverse events were reported by the review on the
provision or avoidance of pacifiers or dummies among
term infants (85).

The review of literature on the acceptability of pacifier
avoidance among health-care personnel identified
nine studies conducted in six countries (Australia,
Canada, Germany, India, the United Kingdom and the
United States). There were mixed findings on healthcare providers' perceptions of pacifier use. Studies
varied on whether maternity staff found advising
women on pacifier use easy or an obstacle. Some
studies found an "almost universal ambivalence by
staff towards the use of teats and dummies". Some
felt that the practice of using or avoiding teats in the
hospital was inconsistent but that this was not open
for discussion. Some health-care personnel were
reported as not being aware of the effect of pacifiers
or dummies on breastfeeding, or having personal
experiences that led them to advise women against
banning pacifiers or dummies (moderate confidence
in the evidence) (see Annex 5).

Values and preferences

Resource implications

The review of literature on the values and preferences
of mothers towards pacifier use identified five studies
conducted in five countries (Australia, Brazil, Egypt,
New Zealand and Sweden). Mothers valued the use
of pacifiers or dummies. Mothers use pacifiers or
dummies because they believe that these soothe or
settle their infants, to teach them to suck, to rest
between breastfeeds, and to help in the weaning of
the baby. Pacifier use was seen as normal positive
behaviour. Mothers of preterm and very preterm
infants suggested including as a step: "Offer the
infant a pacifier for relief of pain, stress and anxiety,
and for stimulating the uptake of nutrients during
tube feeding. Introduce bottle feeding when there is
a reason!" (96). Only a minority of mothers would
withhold the pacifier for fear that it would interfere
with breastfeeding. Some avoided pacifier use for
appearance, or concern for formation of a habit or
said that it was not needed or said it was "unnatural"
(and they would rather carry their baby as a better
way to soothe them). There were also concerns about
hygiene, problems with losing the pacifier, and the
effect on teeth (moderate confidence in the evidence)
(see Annex 4).

Possible resource issues in the implementation of
avoidance of pacifier use include time spent by health
workers on teaching and supporting mothers, and
staff capacity and training (72-76).

The review by Greene et al. (84) among preterm
infants showed that infants with oral stimulation
did not significantly differ from those without oral
stimulation in absolute weight gain (MD: 0.73 g;
95% CI: -1.05 to 2.51; 2 studies; n =81). The preterm
infants who had oral stimulation, compared to those
who had no oral stimulation, were significantly
more likely to take fewer days to full oral feeding
(MD:-5.2 days; 95% CI: -6.9 to -3.6; 8 studies;
n = 376) and to have a shorter length of hospital stay
(MD: -5.3 days; 95% CI: -7.3 to -3.2; 7 studies; n = 301).

Among randomized controlled trials in term infants
included in the review by Jaafar et al. (85), the rates
of noncompliance among the groups advised to avoid
pacifier use (that is, the percentages of mothers who
introduced pacifiers despite having been told not to)
were 24% (70/294) (91), 40% (188/471) (92) and 61%
(78/127) (90). From the review by Foster et al. (92),
the study that reported on breastfeeding outcomes in
preterm infants noted that non-compliance among
the group assigned to the no pacifier group was 31%
(47/152) (97). The reasons for noncompliance given by
the mothers were because the baby was unsettled and
to teach the baby to suck.

Recommendations

8. Mothers should be supported to recognize their
infants' cues for feeding, closeness and comfort,
and enabled to respond accordingly to these
cues with a variety of options, during their stay
at the facility providing maternity and newborn
services (recommended,high-quality evidence).
9. For preterm infants who are unable to breastfeed
directly, non-nutritive
sucking and oral
stimulation may be beneficial until breastfeeding
is
established
(recommended, low-quality
evidence).

Avoidance of feeding bottles and teats
Summary of evidence

The systematic review on the use of feeding
bottles and teats as alternative methods of feeding
healthy term infants whose mothers intend to
exclusively breastfeed identified two trials with
1241 participants (83). Giving breast milk using bottles
and teats when not on the breast, during the stay at the
facilities providing maternity and newborn services,
probably makes little or no difference to breastfeeding
at discharge (RR: 1.01; 95% CI: 1.00 to 1.02; 1 study,
n = 541; moderate quality of evidence) or any
breastfeeding at 2 months (RR: 1.00; 95% CI: 0.94 to
1.07 1 study, n = 541; moderate quality or evidence).
Giving breast milk using bottles and teats may
make little or no difference to any breastfeeding
at 6 months (RR: 1.07; 95% CI: 0.92 to 1.24; 1 study,
n= 505; low quality of evidence) or to thedurationof any
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breastfeeding (hazards ratio [HR): 1.06; 95% CI: o.88
to 1.27; 1 study, n =481; low quality of evidence) or
the duration of exclusive breastfeeding (HR: 0.92;
95% CI: 0.76 to 1.12; 1 study, n =481; low quality
of evidence).
The systematic review on the use of cup feeding
(instead of bottle feeding) among infants who were
unable to breastfeed identified five studies with 971
participants (81). All the studies in the review were
conducted on preterm infants. Feeding preterm
infants who were unable to breastfeed by cup rather
than bottle probably improved exclusive breastfeeding
at discharge (RR: 0.61; 95% CI: 0.52 to 0.71; 4 studies,
n =893; moderate quality of evidence), may improve
any breastfeeding at discharge (RR: 0.64; 95% CI; 0.49
to 0.85; 4 studies, n =957; low quality of evidence),
probably improves any breastfeeding at 3 months
(RR: 0.83; 95% CI: 0.71 to 0.97; 3 studies, n =883;
moderate quality of evidence) and probably improves
any breastfeeding at 6 months (RR: 0.83; 0.71 to 0-95;
2 studies, n =803; moderate quality of evidence).
The systematic review on complete avoidance of
bottles (instead using alternative feeding devices
such as gavage tube, cup, spoon, dropper or finger
feeding) during the transition to breast feeds among
preterm infants identified seven studies with 1152
participants (Bo). Feeding preterm infants using
alternative feeding devices rather than bottles and
teats probably improves exclusive breastfeeding at
discharge (RR: 1.47; 95% CI: 1.19 to 1.80; 6 studies,
n = 1074; moderate quality of evidence), at 3 months
(RR: 1.56; 95% CI: 1.37 to 1.78; 4 studies, n = 986;
moderate quality of evidence) and at 6 months
(RR: 1.64; 95% CI: 1.14 to 2.36; 3 studies, n = 887;
moderate quality of evidence), compared to giving
feeds by bottles and teats. Alternative feeding devices
(compared to use of bottles and teats) also probably
improves any breastfeeding at discharge, at 3 months
and at 6 months (moderate quality of evidence).
Quality of evidence

The overall quality of evidence for avoidance of feeding
bottles and teats on the critical outcomes is moderate
for term and preterm infants. The PICOquestion and
critical outcomes can be found in Annex 1. The details
of the systematic reviews can be found in Annex 2. The
summary of findings tables can be found in Annex 3.
Balance of benefits and harms

The review by Flint et al. (81) noted that none of the
studies reported on the numbers experiencing choking,
aspiration, infection or deaths. Collinset al. (97) reported
no adverse events; Yilmazet al. (98) and Rocha et al. (99)
reported no cases of aspiration or apnoea, and no
difference in mean oxygen saturations between cupfed and bottle-fed infants during feeds.
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The review by Collins et al. (70) showed no difference
between preterm infants fed by bottle and those not fed
by bottle, in terms of; days to reach full breastfeeding
(MD: 2.56 days; 95% CI: -7.17 to 12.28; 3 studies;
n = 429); length of hospital stay (MD: 2.25 days; 95%
CI: -3.36 to 7.86; 4 studies; n = 1004); and episodes
of infection (RR: 0.70; 95% CI: 0.35 to 1.42; 3 studies;
n = 500). The number of incidents of infection noted
were 12/250 (4.8%) among infants who were not bottle
fed and 17/250 (6.8%) among infants who were bottle
fed. The review also noted that three studies reported
on milk aspiration assessed radiologically and that no
episodes were identified.
Values and preferences

The review of literature on the values and preferences
of mothers towards avoidance of feeding bottles
and teats identified three studies conducted in three
countries (Australia, Sweden and the United Kingdom).
Two of these studies discussed mothers' values and
preferences on the use of cup feeding (carried out in
Australia and the United Kingdom).
Mothers found using a bottle easy and convenient.
They felt that there was no need for training. Among
mothers of very preterm and very low-birth-weight
infants, mothers held the opinion that breastfeeding
is the best choice, but bottle feeding can also be
a good choice (low confidence in the evidence).
The mothers also found using a cup difficult, messy
and time-consuming, and that the infant would
not seem satisfied (low confidence in the evidence)
(see Annex 4).
Among the reviews, included studies had high
non-compliance rates among the cup-feeding or
bottle-avoidance groups. In the study by Collins
et al. (97) 1 56% (85/151) of the infants in the cupfeeding group were fed using a bottle. According
to the mothers, this was because the infants
had problems with the cup feeding, such as not
managing the cup feeds, spilling a lot, not being
satisfied, or taking too long to feed. Among those
assigned to bottle feeding, 0.7% (1/152) were
given cup feeds. In the study by Yilmaz et al. (98) 1
10% (26/254) of the infants in the cup-feeding
group and 8% (21/268) in the bottle-feeding group
were excluded for non-compliance. In the study by
Schubiger et al. (91) 1 11% (28/250) of the infants in
the cup- or spoon-feeding group violated protocol:
19 mothers requested a bottle and 9 infants were
reported to fail spoon or cup feeding.
Acceptability

The review of literature on the acceptability of
avoidance of feeding bottles and teats among healthcare personnel identified 10 studies conducted in
5 countries (Canada, Germany, India, the United
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Kingdom and the United States). Health workers
disliked cup feeding and were ambivalent about bottle
feeding. In several of the studies, providers expressed
the belief that it makes no difference how a baby is
fed and sometimes it might be better if the baby has
a bottle. Bottles were described by some health-care
providers as being essential or even beneficial when
a mother is struggling. In the neonatal intensive care
unit, bottles were reported as being necessary, with
the perception that this was due to prioritization of
medical care over breastfeeding.

Box 3. Summary of recommendations
on feeding practices and additional
needs of inf ants
7. Mothers should be discouraged from giving
any food or fluids other than breast milk,
unless medically indicated (recommended,
moderate-quality

8. Mothers should be supported to recognize

their infants' cues for feeding, closeness
and comfort, and enabled to respond
accordingly to these cues with a variety
of options, during their stay at the facility
providing maternity and newborn services

Many studies reported that bottles were preferred by
health-care providers to other methods of feeding,
such as cup feeding (moderate confidence in the
evidence) (see Annex 5).
Resource implications

Possible resource issues in the implementation of
avoidance of feeding bottles and teats include time
spent by health workers on teaching and supporting
mothers to use cups and other feeding methods, and
staff capacity and training (72-76).

(recommended, high-quality

breastfeed directly, non-nutritive sucking
and oral stimulation may be beneficial until
breastfeeding is established (recommended,
low-quality
10.

If expressed breast milk or other feeds are
medically indicated for term infants, use of
feeding methods such as cups, spoons or feeding
bottles and teats may be used, during their stay
at the facility (recommended, moderate-quality
evidence).

11.

moderate-quality

evidence).

If expressed breast milk or other feeds
are medically indicated for term infants,
use of feeding methods such as cups,
spoons or feeding bottles and teats may
be used during their stay at the facility
(recommended, moderate-quality

11.

If expressed breast milk or other feeds are
medically indicated for preterm infants, feeding
methods such as cups or spoons are preferable
to feeding bottles and teats (recommended,

evidence).

9. For preterm infants who are unable to

Recommendations
10.

evidence).

evidence).

If expressed breast milk or other feeds are

medically indicated for preterm infants,
feeding methods such as cups or spoons
are preferable to feeding bottles and teats
(recommended, moderate-quality

evidence).

evidence).
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Rationale for feeding practices and
additional needs of infants
The following factors were taken into consideration
during the deliberations.
Early additional feeds other than breast milk have
been shown to decrease rates of breastfeeding up
to 20 weeks after birth.
Avoidance of pacifiers or feeding bottles and teats
during the stay in the facilities providing maternity
and newborn services (in the first 5 days of life)
make little or no difference to the rates of any
breastfeeding among term infants at discharge,
and any or exclusive breastfeeding outcomes at
3 or 6 months.
Among preterm infants, use of non-nutnt1ve
sucking or oral stimulation did not have a
significant effect on breastfeeding outcomes but
was associated with a shorter length of hospital stay.
When additional feeds are medically indicated, or
when direct breastfeeding is not feasible, avoiding
the use of feeding bottles and teats among preterm
infants increases the likelihood of any or exclusive
breastfeeding up to 6 months after discharge.
Many mothers value pacifiers and a considerable
number would introduce pacifiers even when
discouraged to do so. Many also value the
convenience of using feeding bottles and teats to
provide breast milk when their infants are not on the
breast. Mothers can be supported to make informed
decisions regarding the use of pacifiers and bottles
and teats during their stay at the facilities providing
maternity and newborn services, by ensuring that
they are aware of the slight risk of interfering with
breastfeeding during these early days.

Remarks
The remarks in this section are points to consider
regarding implementation of the recommendations
on feeding practices and additional needs of infants,
based on the discussions of the guideline development
group and the external experts.
Additional foods and fluids apart from breast milk
should only be given when medically acceptable
reasons exist. Lack of resources, staff time or
knowledge are not justifications for the use of
early additional foods or fluids.
Proper guidance and counselling of mothers and
other family members enables them to make
informed decisions on the use or avoidance of
pacifiers and/or feeding bottles and teats until the
succesful establishment of breastfeeding.
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Supporting mothers to respond in a variety of
ways to behavioural cues for feeding, comfort or
closeness enables them to build caring, nurturing
relationships with their infants and increase their
confidence in themselves, in breastfeeding and
in their infants' growth and development. Ways
to respond to infant cues include breastfeeding,
skin-to-skin contact, cuddling, carrying, talking,
singing and so forth.
There should be no promotion of breast-milk
substitutes, feeding bottles, teats, pacifiers
or dummies in any part of facilities providing
maternity and newborn services,or by any of the staff.
Health facilities and their staff should not give
feeding bottles, teats or other products within
the scope of the InternationalCodeof Marketingof
Breast-milk Substitutes and its subsequent related
WHAresolutions (26, 28), to breastfeeding infants.

Creating an enabling
environment
The evidence that formed the recommendation
on health promotion and fostering an enabling
environment is based on six systematic reviews
from the Cochrane Pregnancy and Childbirth Group,
St Luke's International University (as part of the
Cochrane Pregnancy and Childbirth Group in Tokyo,
Japan) and independent authors (41-45, 100). The
key question and outcomes guiding the evidence
review and synthesis for the recommendations in
this guideline are listed in Annex 1. The details of
the systematic reviews can be found in Annex 2. The
summary of findings tables can be found in Annex 3.
The WHO Secretariat further performed a qualitative
evidence synthesis of published literature to identify
and summarize qualitative research on the values
and preferences of mothers (see Annex 4 for the
summary of qualitative findings tables) and factors
that influence acceptability among health workers
and stakeholders (see Annex 5 for the summary of
qualitative findings tables).
A search of the published literature was performed to
inform on resource implications, feasibility and equity
and human rights issues for each of the interventions.
The information on feasibility and equity and human
rights issues was common to all interventions and is
presented earlier.
Though the issues around resource implications
were similar for many of the interventions, some of
the resource implications were more specific and are
presented for each of the interventions.
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Breastfeeding policy at facilities
providing maternity and newborn
services
Summary of evidence

The systematic review on the effect of having a written
and regularly communicated policy on breastfeeding
and other critical outcomes identified one study with
916 infants (41). It was uncertain whether infants born
in facilities providing maternity and newborn services
that have a written and regularly communicated policy
on breastfeeding are more likely to be exclusively
breastfeeding, as the quality of the evidence has been
assessed as very low (RR: 1.05; 95°/o CI: 0.87 to 1.27;
1 study, n = 916; very low quality of evidence).

Resource implications

Resource implications identified for implementing
a written breastfeeding policy that is routinely
communicated include facility administrative support
and, more generally, support from the national policy
environment in order to sustain initiatives (89, 102).
Recommendation
12.

Facilities providing maternity and newborn
services should have a clearlywri tten breastfeeding
policy that is routinely communicated to staff and
parents (recommended,verylow-quality evidence).

Training of health workers
Summary of evidence

Quality of evidence

The overall quality of evidence for having a written
breastfeeding policy that is routinely communicated
to staff on the critical outcomes is very low. The PICO
question and critical outcomes can be found in --Annex 1.
The details of the systematic review can be found in
Annex 2. The summary of findings table can be found
in Annex 3.
Balance of benefits and harms

No adverse effects were noted from literature and the
discussions of the guideline development group.

Two systematic reviews examined the effect of
training of health workers on breastfeeding,
implementation and other critical outcomes (42,100).
Both reviews noted heterogeneity in the measurement
of the outcomes with the use of non -validated
instruments. The reviews showed that training of
health workers tends to improve knowledge and tends
to show increased compliance to the implementation
of the Baby-friendly Hospital Initiative but has an
inconsistent effect on attitude, though the quality of
evidence was assessed as very low. None of the studies
reported on breastfeeding outcomes.

Values and preferences

Quality of evidence

No studies were found on the values and preferences
of mothers towards a written breastfeeding policy of
facilities providing maternity and newborn services.

The overall quality of evidence for training of healthfacility staff on breastfeeding on the critical outcomes
is very low. The PICO question and critical outcomes
can be found in Annex 1. The details of the systematic
reviews can be found in Annex 2.

Acceptability

The review of literature on the acceptability of having
a policy on breastfeeding at facilities providing
maternity and newborn services among health
workers identified six studies from six countries
(Australia, China, New Zealand, South Africa, the
United Kingdom and the United States). There were
two themes identified: one on the content of the policy
and the other on the implementation of the policy. One
study (101) showed that midwives of a district general
hospital in the United Kingdom felt that the infant
feeding policy should be neutral (and not emphasize
one feeding method over another), or there should
not be one. They felt that this would allow them to
support mothers in whichever feeding method they
chose (very low confidence in the evidence). Most
health workers felt that implementing a policy on
breastfeeding was a daunting task and would require
frequent communication. They identified the need
for resources to create and implement such a policy,
particularly if the administration had little experience
in this (low confidence in the evidence) (see Annex 5).

Balance of benefits and harms

No adverse outcomes or events were reported by
the reviews and in the discussions of the guideline
development group.
Values and preferences

No studies were found on the values and preferences
of mothers towards training of facility staff on
breastfeeding.
Acceptability

The review of literature on the acceptability of
training on breastfeeding by facility staff identified
six studies from four countries (Canada, Ireland, New
Zealand and the United States). Health workers felt
that breastfeeding training would be helpful but that
there was lack of time due to competing priorities.
Many health workers noted that despite the interest,
breastfeeding training would be given a lower priority
by staff, compared to training on caring for mothers
with complications (low confidence in the evidence)
(see Annex 5).
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Resource implications

Resource
implications
identified
for
the
implementation of training facility staff on
breastfeeding include the cost of training staff (731 74,
89 102 103) time for staff training (72 76 103) staff
retention (73, 102 103), staff capacity (72 1 74-76) and
communication (74,88 1 103).
1

1

1

1

1

1

1

Recommendation

13. Health-facility staff who provide infant feeding
services, including breastfeeding support, should
have sufficient knowledge, competence and skills
to support women to breastfeed (recommended,

of the systematic reviews can be found in Annex 2. The
summary of findings tables can be found in Annex 3.
Balance of benefits and harms

The review by Lumbiganon et al. (43) noted that two
studies reported on breastfeeding complications.
Duffy et al. (104) reported less nipple pain and less
nipple trauma, and more mothers still breastfeeding
at 6 weeks among women who had been taught how
to position and attach their baby at the breast by a
lactation consultant. Kronborg et al. (105) reported
no group differences as to whether women responded
"yes" when asked about breastfeeding problems.

very low-quality evidence).
Values and preferences

Antenatal breastfeeding
education for mothers
Summary of evidence

The systematic review on the effect of formal
antenatal breastfeeding education (or breastfeeding
information being imparted during pregnancy) on
the duration of breastfeeding identified 24 studies
with 10 056 participants (43). Antenatal breastfeeding
education probably makes little or no difference to
initiation of breastfeeding (RR: 1.01; 95% CI: 0.94 to
1.90; 8 studies, n =3503; moderate quality of evidence),
makes little or no difference to exclusive breastfeeding
at 3 months (RR: 1.06; 95% CI: 0.90 to 1.25; 3 studies,
n = 822; high quality of evidence) and probably makes
little or no difference to exclusive breastfeeding at
6 months (RR: 1.07; 95% CI: 0.87 to 1.30; 4 studies,
n = 2161; moderate quality of evidence), compared
to not having antenatal breastfeeding education.
There are also probably no differences in rates of any
breastfeeding at 3 and 6 months among mothers who
have had antenatal breastfeeding education and those
who have not (moderate quality of evidence).
The systematic review on interventions that promote
initiation of breastfeeding given before the first
feed included 28 studies with 107 362 women (44).
Interventions that promote breastfeeding may
improve initiation of breastfeeding when the support
is provided by either health-care professionals
(RR: 1.43; 95% CI: 1.07 to 1.93; 5 studies, n = 564;
low quality of evidence) or non-health-care
professionals (RR: 1.22; 95% Cl: 1.06 to 1.40; 8 studies,
n = 5188; low quality of evidence). It was uncertain
whether antenatal promotion of breastfeeding has
an effect on early initiation of breastfeeding, as the
quality of the evidence has been assessed as very low
(RR: 1.64; 95% CI: o.86 to 3.13; 3 studies, n = 5560;
very low quality of evidence).
Quality of evidence

The overall quality of evidence for antenatal
breastfeeding education on breastfeeding on the
critical outcomes is moderate. The PICOquestion and
critical outcomes can be found in Annex 1. The details
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The review of literature on the values and preferences
of mothers towards antenatal education on
breastfeeding identified 18 studies from 10 countries
(Australia, Brazil, Canada, Ireland, Mexico, Russia,
Sweden, Uganda, the United Kingdom and the United
States). The synthesis of qualitative data identified
two themes, the first on the content and the second
on the delivery. Mothers felt that infant feeding was
not discussed enough in the antenatal period and that
antenatal education on feeding was insufficient or
too infrequent. Some mothers commented that the
contents of antenatal education were too breastfeeding
biased with not enough discussion on other options.
Some also said that there was not enough discussion
on what to expect (for instance, how hard or painful
breastfeeding could be) and thus there was a mismatch
between women's expectations and experiences
(moderate confidence in the evidence).
The synthesis of evidence also showed that mothers
felt that the antenatal education on breastfeeding
was not optimally done. Many mothers complained
about the antenatal breastfeeding education in
terms of negative attitude or miscommunication
with the health-care worker. Some mothers cited
experiences with providers who appeared to mention
breastfeeding simply because it was required by the
job, with little sincerity or positive feelings conveyed.
Many mothers cited that female health workers with
personal experience in breastfeeding were found to be
the most sincere and effective counsellors (moderate
confidence in the evidence) (see Annex 4).
Acceptability

The review of literature on the acceptability
of antenatal education on breastfeeding among health
workers identified 17 studies conducted in 7 countries
(Australia, Canada, Iraq, South Africa, Sweden, the
United Kingdom and the United States). There were
two themes identified among the studies: one on
their perception of the role of the health workers
in providing antenatal breastfeeding counselling,
and the second on their confidence in providing
this counselling.
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Health workers had differing views of their role in
promoting breastfeeding in antenatal education. While
many health-care providers viewed promoting and
supporting breastfeeding as being a part of their role,
many struggled with trying to promote breastfeeding
without creating feelings of animosity with patients.
Some studies found that health workers felt uncertain
about addressing the issue of bottle feeding. In several
studies, health-care providers felt apathetic towards
breastfeeding counselling and many preferred a
neutral approach to promotion of breastfeeding, in
order to maintain better patient rapport (moderate
confidence in the evidence).
Health workers had differing confidence and perceived
effectiveness in antenatal breastfeeding counselling.
While some studies reported that health workers felt
confident in counselling women on breastfeeding
and breastfeeding problems, others reported that
health workers felt uncertain and ineffective in their
counselling. Many felt that they lacked feedback and
stated that they were unable to know whether they
are adequately supporting mothers with breastfeeding
(moderate confidence in the evidence) (see Annex 5).
Resource implications

Resource
implications
identified
for
the
implementation
of antenatal
education
on
breastfeeding include the resources needed to increase
or augment heath-care staff knowledge, confidence
and self-efficacy related to breastfeeding counselling
(72, 74-76) and communications on expectations and
barriers (74, 88, 103).
Recommendation

14. Where facilities provide antenatal
care,
pregnant women and their families should be
counselled about the benefits and management
of breastfeeding (recommended,moderate-quality
evidence).

Discharge planning and linkage
to continuing support
Summary of evidence

The systematic review that searched for evidence of the
effects of discharge planning and linkage to continuing
support found two randomized controlled trials (45).
The first trial done in the Democratic Republic of the
Congo included 965 mother-infant pairs (106).Both the
control group (called "Steps 1-9") and the intervention
group (called "Steps 1-10") had 2-day intensive
training for antenatal care clinic staff, delivery-room
staff and postpartum ward staff. The intervention group
also included the well-baby clinic staff in the intensive
training. In addition, flyers containing messages on
breastfeeding were distributed by the postpartum ward
and well-baby clinic staff in the intervention group.
There was no referral for any breastfeeding support
after discharge from the postpartum ward.

It was uncertain whether inclusion of the well-baby
clinic staff in the intensive training and distribution
of flyers on breastfeeding had an effect on exclusive
breastfeeding at 14 weeks (RR: 0.64; 95% CI: 0.42 to
0.98; 1 study, n = 671; very low quality of evidence) or
at 24 weeks (RR: 0.39; 95% CI: 0.20 to 0.79; 1 study,
n = 617; very low quality of evidence), compared to
intensive training for only the antenatal care clinic
staff, delivery-room staff and postpartum ward staff,
as the quality of the evidence has been assessed as
very low. The quality of evidence was also assessed as
very low for incidence of diarrhoea or fever.
The second included trial done in Australia included
4625 mother-infant pairs (107). Both the control
group (called "HV") and the interventions group
(called "HV+drop-in") had a hospital midwife home
visit at 1-2 days after discharge, a nurse visit at
10-14 days after birth, a telephone call to assign a nurse
visit earlier than the 10th day after birth if required,
and access to the state-wide 24-hour maternal and
child health service helpline. The intervention group
also had written information about a local community
breastfeeding drop-in centre. Having information
and access to a drop-in centre for further support
after discharge may make little or no difference
to any breastfeeding at 4 months of age (RR: 0.87;
95% CI: 0.67 to 1.14;1 study, n = 4625) (very low quality
of evidence).
Quality of evidence

The overall quality of evidence for linkage to continuing
support at discharge on the critical outcomes is very
low. The PICO question and critical outcomes can be
found in Annex 1. The details of the systematic review
can be found in Annex 2. The summary of findings
table can be found in Annex 3.
Balance of benefits and harms

No adverse effects were noted from the literature and
in the discussions of the guideline development group.
Values and preferences

The review of literature on the values and preferences
of mothers towards linkage to continuing care at
discharge identified 22 studies from 11 countries
(Australia, Canada, Denmark, France, Ireland, Russia,
Spain, Sweden, Switzerland, the United Kingdom and
the United States). In general, most mothers valued
linkage to breastfeeding support after discharge,
regardless of the type of linkage, and this gave them
a greater sense of security in caring for their infants
(moderate confidence in the evidence) (see Annex 4).
Acceptability

The review of literature on the acceptability of linkage
to continuing care after discharge among healthcare personnel identified six studies conducted in
three countries (Canada, New Zealand and the United
States). Health workers felt that linkage to continuing
25
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support for breastfeeding was challenging. The studies
cited that health workers described gaps and lack of
communication between health-care providers in the
continuum of care after women leave the hospital
(moderate confidence in the evidence) (see Annex 5).
Resource implications

Resource implications identified for the implementation
of linkage to continuing care after discharge include
the resources required for communications between
health-care providers (21, 57, 58).
Recommendation
15. As part of protecting, promoting and supporting

breastfeeding, discharge from facilities providing
maternity and newborn services should be
planned for and coordinated, so that parents
and their infants have access to ongoing support
and appropriate care (recommended,/ow-quality
evidence).

Box 4. Summary of recommendations
on creating an enabling environment
12.

Facilities providing maternity and newborn
services should have a clearly written
breastfeeding policy that is routinely
communicated to staff and parents
(recommended,very low-quality evidence).

13. Health-facility staff who provide infant

feeding services, including breastfeeding
support, should have sufficient knowledge,
competence and skills to support women to
breastfeed (recommended,very low-quality
evidence).

14. Where facilities provide antenatal care,

pregnant women and their families should be
counselled about the benefits and management
of breastfeeding (recommended,moderatequality evidence).
15. As part of protecting, promoting and

supporting breastfeeding, discharge
from facilities providing maternity and
newborn services should be planned for and
coordinated, so that parents and their infants
have access to ongoing support and receive
appropriate care (recommended,low-quality
evidence).
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Rationale for creating
an enabling environment
The following factors were taken into consideration
during the deliberations.
Few of the interventions on creating an enabling
environment show a positive effect on short- or
long-term breastfeeding outcomes.
Providing antenatal education (without providing
other forms of breastfeeding support) has not been
shown to have a significant effect on breastfeeding
rates, though there is evidence that support
aimed specifically at promoting the initiation of
breastfeeding given before the first feed may have
positive results.
Having a written policy, training of health
workers and discharge planning with linkage
to continuing support may not, by themselves,
change breastfeeding practice. However, they help
create an effective health-delivery system within
the facilities providing maternity and newborn
services that can respond to the needs of mothers
and infants.

Remarks
The remarks in this section are points to consider
regarding implementation of the recommendations
for creating an enabling environment, based on the
discussions of the guideline development group and
the external experts.
Creating an enabling environment for breastfeeding
includes having policies and guidelines that
underpin the quality standards for promoting,
protecting and supporting breastfeeding in
facilities providing maternity and newborn
services. These policies and guidelines include
provisions of the Tnternational Codeof Marketing of
Breast-milk Substitutes and its subsequent related
WHAresolutions (26, 28).
Relevant training for health workers is essential
to enable quality standards to be implemented
effectively according to their roles.
Parents should be offered antenatal breastfeeding
education that is tailored to their individual needs
and sensitively given and considers their social
and cultural context. This will prepare them to
address challenges they may face.
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Mothers should be prepared for discharge
by ensuring that they can feed and care for
their infants and have access to continuing
breastfeeding support. The breastfeeding support
in the succeeding days and weeks after discharge
will be crucial in identifying and addressing early
breastfeeding challenges that occur.
Minimizing disruption to breastfeeding during
the stay in the facilities providing maternity

and newborn services will require health-care
practices that enable a mother to breastfeed for as
much, as frequently and for as long as she wishes.
Coordination of clinical systems in facilities
providing maternity and newborn services, so that
standards of care for breastfeeding support are
coordinated across the obstetric, midwifery and
paediatric services, helps develop services that
improve the outcomes for those using them.
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Implementation of the guideline
An implementation guide that will encompass
the recommendations included in this guideline,
the International Code of Marketing of Breast-milk
Substitutes (26) and the Baby-friendly Hospital
Initiative (22) has been developed by WHO and
UNICEFand will be published separately in Protecting,

promoting and supporting breastfeeding in facilities
providing maternity and newborn services:the revised
Baby-friendlyHospitalInitiative2017.
The implementation of this guideline complements
the interventions and guidance presented in the

Essentialnewborncarecourse(29), Kangaroomothercare:
a practicalguide (30), Pregnancy,childbirth,postpartum
and newborncare:a guidefor essentialpractice(31) and
the Standardsfor improving quality of maternal and
newborncarein healthfacilities(32).

Im plem entatio n
considerations
As this is a global guideline, Member States are
expected to adapt the recommendation according to
their settings and contexts. Public health nutrition and
child health programmes that include breastfeeding
protection, promotion and support require supportive
policies, and health-care services that enable the
proper availability of and access to quality services,
which should also be culturally acceptable. WHO
regional and country offices assist Member States
with these processes.
Scaling up breastfeeding programmes entails several
components working synchronously. Evidencebased advocacy generates political will to enact
legislation and policies to protect, promote and
support breastfeeding. Policies and strategies help
channel the resources towards development of human
resources and programme delivery. Evaluation and
monitoring, in turn, are needed to provide feedback
and drive adaptation or improvement. Implementing
the interventions to protect, promote and support
breastfeeding in facilities providing maternity and
newborn services will require endorsements of both
local administrators and governmental policy-makers;
effective leadership to transform processes; training
of health-care workers; and alignment of hospitalwide health services related to breastfeeding, so that
they are people centred, i.e. with the infants, mothers
and their families at the centre of care (108, 109).
Guiding principles to expand implementation of the
interventions that protect, promote and support
breastfeeding to neonatal intensive care units
and the care of vulnerable infants have also been
described (96,110,111).
28

Engaging with multiple stakeholders and partners
is critical for strengthening implementation and
sustaining gains in breastfeeding. Working in
collaboration with programmes involved in child and
adolescent well-being (e.g. sexual and reproductive
health; water, sanitation and hygiene; early childhood
development and education; social marketing; and
others) can help ensure a comprehensive, crosssectoral and more sustainable approach to protecting,
promoting and supporting breastfeeding in facilities
providing maternity and newborn services.
Implementation of this guideline should be a planned
and monitored process, including collection of data on
how the recommendations are accepted, contested or
easily implemented. Adequate collection and recording
of data, difficulties, decisions and results can inform
implementation research questions that may arise
during monitoring and evaluation, and hence provide
robust evidence for scaling up and sustainability.

Regulatory considerations
Implementing interventions that protect, promote and
support breastfeeding in facilities providing maternity
and newborn services entails improving the quality
and standards of care for mothers and their infants
during and immediately after the time of childbirth.
WHO has produced a technical reference document
with eight standards of care and 31 quality statements
for improving maternal and newborn care in health
facilities (32). Implementation of interventions to
protect, promote and support breastfeeding in
facilities providing maternity and newborn services
should be aligned to the overall quality standards for
the care of mothers and newborns.

Ethical and equity
considerations
Ethical principles lead to consideration of whether an
intervention is producing benefits to individuals and
communities; preventing harms at the individual and
societal levels; and distributing health benefits across
social groups, that is, how much an intervention
is contributing to health equity; and respecting and
promoting the exercise of human rights.
Breastfeeding is a complex social act that
encompasses behaviours, values, beliefs and social
roles and interplays with the implementation of
policies, strategies and actions to protect, promote
and support breastfeeding. Achieving equity in
breastfeeding entails political leadership to create an
enabling environment that supports the availability of
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and access to quality breastfeeding support. Policymakers need to have a holistic view of what is needed
for breastfeeding and how to address the needs of
diverse, vulnerable populations (112,113).

Monitoring and
evaluation of guideline
implementation
Monitoring and evaluation should be built into the
implementation process, in order to provide important
lessons for uptake and further implementation.
WHA Resolution 65.6 endorsed a Comprehensive
implementationplan on maternal, infant and young child

nutrition (15), which specified six global nutrition

targets for 2025 (17). One of the targets is to increase
the rate of exclusive breastfeeding in the first
6 months up to at least 50%.
For evaluation at the global level, the WHO
Department of Nutrition for Health and Development
has developed a centralized platform for sharing
information on nutrition actions in public health
practice implemented around the world. By sharing
programmatic details, specific country adaptations
and lessons learnt, this platform provides examples of
how guidelines are being translated into actions. The
Global database on the Implementation of Nutrition
Action (GINA) (114) provides valuable information on
the implementation of numerous nutrition policies
and interventions.
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Research gaps
Discussions between the members of the WHO
guideline development group and the external
resource group highlighted the limited evidence
available in some knowledge areas, meriting further
research.
More studies across different regions, countries
and population groups (e.g. by income
levels, educational levels, cultural and ethnic
backgrounds) and contexts are required, in order
to adequately and sensitively protect, promote and
support breastfeeding.
The available evidence about breastfeeding
education and training of health workers in the
knowledge, attitudes, skills and competence
needed to work effectively with breastfeeding
parents is limited and of poor quality. Further
research is required to compare different
durations, content (including clinical and practical
skills) and modes of training delivery, in order to
meet minimum competency to address common
breastfeeding challenges.
More research is needed on the advanced
competencies required to address persistent or
complex problems.
The involvement of family in education,
counselling and information efforts about the
benefits and management of breastfeeding is also
understudied.
Research is needed on skin-to-skin contact among
less healthy or unstable parent-infant pairs,
taking into account the stability of the individuals
and the pairs. More research is needed on the time
of initiation of the intervention, the effects of the
intervention on the microbiome and long-term
neurodevelopmental and health outcomes.
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More research on methods of implementation
for safe skin-to-skin contact and rooming-in
practices would be valuable in operationalization,
such as the timing and frequency of assessments
and methods to decrease sentinel events (such as
sudden infant collapse or falls).
Implementation research on responsive feeding,
cue-based, demand feeding or infant-led feeding
would bring more clarity to the wider process of
commencing breastfeeding, readiness to suckle,
hunger and feeding cues and the adequacy of
information given to parents. Additional outcomes
besides breastfeeding rates include maternal
outcomes (for instance, exhaustion, stress, sleep
adequacy, trauma, anaesthesia, breastfeeding
satisfaction,
self-confidence),
and
infant
outcomes (for instance, attachment, sudden infant
death, infection and other elements of security
and safety).
Medical requirements for and effects of additional
feeds on infants and mothers need further
research. Analysis of these effects by maternal
condition, infant condition, mode of delivery,
prematurity or birth weight, timing, types of food
and fluids and other factors may be useful.
More robust studies on non-nutritive sucking and
oral stimulation among preterm infants is needed.
More high-quality research is needed on
the practices and implementation of the
recommendations in facilities providing maternity
and newborn services, as the basis for experience
and observational studies, especially for
recommendations for which the available evidence
is of low or very low quality.
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Guideline development process
This guideline was developed in accordance with the
WHO evidence-informed
guideline-development
procedures, as outlined in the WHO handbook for

systematic reviews. There were nine women and
seven men, representing the six WHOregions.

guideline development(115).

The guideline development group scoped the guideline,
drafted the key questions in PICOformat and prioritized
the outcomes during a meeting on 11-13 April 2016.
In a second meeting of the guideline development
group on 7-11 November 2016, they examined the
evidence used to inform the recommendation and
appraised them using the Grading of Recommendation
Assessment, Development and Evaluation (GRADE)
evidence profiles (38, 1161 117). They interpreted the
evidence, taking into consideration the Developing
and Evaluating Communication Strategies to support
Informed Decisions and Practice based on Evidence
(DECIDE)framework (118)1 an evidence-to-decision
tool that includes intervention effects, values,
resources, equity, acceptability and feasibility criteria,
to guide the formulation of the recommendations
(ug, 120). The list of the guideline development
group members and their areas of expertise appears
in Annex 7.

WHO steering group
A WHO steering group (see Annex 6), led by the WHO
Department of Nutrition for Health and Development,
was established with representatives of the WHO
Departments of Gender, Equity and Human Rights;
Maternal, Newborn, Child and Adolescent Health;
Service Delivery and Safety and Reproductive Health
and Research, and UNICEF.The steering group guided
the overall guideline development process, as well as
the retrieval, assessment and summary of the evidence.
The steering group drafted the scope of the guideline
and key questions in PICO format; identified the
systematic review teams and guideline methodologist;
developed and finalized the planning proposal; helped
with the selection of the guideline development
group and the external resource persons; oversaw
the evidence retrieval, assessment and synthesis;
collected and assessed disclosures of interest; and
managed conflicts in consultation with the WHO
Office of Compliance, Risk Management and Ethics.
The steering group drafted the recommendation,
based on the decisions of the guideline development
group; drafted the final guideline, including
management of the peer-review process; and oversaw
the dissemination of the guideline. Regional advisers
from the WHO regions also participated in the
meetings of the guideline development group.

Guideline development
group
The steering group identified candidates for the
guideline development group from the roster of WHO
advisers and experts, a call for expressions of interest
issued in October 2015 1 recommendations from other
WHO departments, and literature reviews. Twentytwo persons were informally asked whether they
were interested in becoming part of the guideline
development group - nutrition actions 2016-2018.
Of those 22 persons, 15 gave a positive response.
Those interested were then asked to submit their
latest curriculum vitae and filled in declaration-ofinterest forms.

External resource persons
The external resource persons for this guideline were
composed of three persons identified by the steering
group who could provide valuable insights to the
guideline development group on issues relevant to
the topic. Their expertise included infant feeding,
implementation of the Ten Steps to Successful
Breastfeeding, and certification and monitoring of the
Baby-friendly Hospital Initiative.
The external resource persons provided valuable
insights during the open sessions of the group
discussions. They were not present in closed-session
deliberations of the guideline development group.
That is, they participated in general discussions on
the evidence and factors to consider for the crafting
of the recommendations but did not contribute to the
decision on the recommendation wording or direction.
The external review persons are listed in Annex 8.

Systematic review teams
The following groups were commissioned to conduct
systematic reviews relevant to the key questions
identified during the guideline development group
scoping meeting:
Cochrane Pregnancy and Childbirth Group;

A guideline development group - nutrition actions
2016-2018
was established with 15 members, in order
to advise WHOin the areas of epidemiology, nutrition,
infant and maternal health care, paediatrics, and

St Luke's International University (as part of
the Cochrane Pregnancy and Childbirth Group in
Tokyo, Japan);
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Cochrane Neonatal Research Group;
independent
reviews.

authors

for specific systematic

The systematic review teams provided comprehensive,
objective syntheses of the evidence for each of the
key questions, to inform the recommendations. The
responsible technical officer assessed the quality of the
body of evidence and developed the GRADEevidence
profiles. These systematic reviews were presented at
the guideline development group meeting in Florence,
Italy in November 2016. The list of systematic reviews
and authors is provided in Annex 9.

Management of conflicts
of interests

One member declared interests that were further
discussed with the Office of Compliance, Risk
Management and Ethics. She was assessed to merit
conditional participation with involvement in the
meeting after publicly disclosing her interests at the
start of the meeting to all meeting participants, and
in the guideline document. Dr Haider chaired the
scoping meeting for these recommendations and
participated in discussions during the final guideline
meeting but was excluded from participating in the
decision-making process. Aside from her research
and programme experiences and sources of funding,
she was asked to specifically declare the following:

The steering group reviewed the declaration of-interests statements in conjunction with the
curriculum vitae for all guideline development
group members. Information from the internet or
media were gathered, in order to identify any public
statements made or positions held by the prospective
guideline development group members and experts
on the issue of protecting, promoting and supporting
breastfeeding in facilities providing maternity and
newborn services. These were assessed for intellectual
bias that may be perceived to, or actually, affect
impartiality. All concerns or potential issues were
discussed with the WHO Office of Compliance, Risk
Management and Ethics. All potential conflicts
of interest were managed on a case-by-case basis.

Dr Rukhsana Haider declared that when the Babyfriendly Hospital Initiative was first launched, she was
hired by WHO and UNICEFas a technical consultant,
international trainer and assessor to work with
national hospitals on breastfeeding promotion. Soon
after, she was delegated to the UNICEF Bangladesh
Country Office to set up the Baby-friendly Hospital
Initiative in the country. In this capacity, and as an
associate scientist at the International Centre for
Diarrhoea] Disease Research, Bangladesh (ICCDR,B)
conducting hospital-based research and training
workshops to promote and support exclusive
breastfeeding, her work was able to contribute
substantially to the Baby-friendly Hospital Initiative
modules. She is the chairperson and founder of the
Training and Assistance for Health and Nutrition
(TAHN) Foundation. The TAHN Foundation has no
regular funders; their peer counselling programme is
mostly funded by Dr Haider, her family and friends.
However, the foundation does receive funds from
local and international organizations for specific
projects or trainings. These funding organizations
include ICDDR,B,the World Alliance for Breastfeeding
Action (WABA) and WABA board members, and
"a steel company and an insurance company".
A recent publication authored by Dr Haider discussed
the effect of intensive antenatal and postpartum
breastfeeding counselling on breastfeeding rates and
growth outcomes.

The following members of the guideline development
group were assessed to have no perceived or real
conflicts of interests on the topic. They were asked
to verbally declare their research and programme
experiences and sources of funding: Dr Paluku
Bahwere, Dr Mary Christine R Castro, Dr Hoosen
Coovadia, Dr Luz Maria De-Regil, Ms Solange Durao,
Dr Shams El Arifeen, 1 Dr Jalila Hassani Ep El Ati,

Names and brief biographies of the guideline
development group, along with a description of the
objectives of the meeting, were published on the WHO
website, for public notice and comment. No additional
information on any interests or biases relating to the
individuals being considered for membership of the
guideline development group were brought to light
from the public notice.

The steering group, in compliance with the WHO
Guidelinesfor declarationof interestsfor WHOexperts(121)

and in collaboration with the Office of Compliance
and Risk Management and Ethics, managed the
potential conflicts of interests. All potential guideline
development group members were asked to fill in
and sign the standard WHO declaration-of-interests
and confidentiality undertaking forms. Updated
curriculum vitae were also required from the
prospective members of the guideline development
group, as they engage in their individual capacity and
not as institutional representatives.

Unable to attend the second meeting.
2
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Ms Anne-Dominique Israel-de Monval, Dr Susan
Jack, Dr Maria Elena de! Socorro Jefferds, Dr Alexis
Nzila, Dr Indi Trehan, Dr Tran Khanh Van, Ms Terrie
Wefwafwa, Dr Maged Younes2 and Dr Khalid Yunis.1

Unable to attend the guideline development group meetings.
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Identification of priority
questions and outcomes
An initial set of questions to be addressed in the
guidelines was the starting point for formulating
the recommendation. The questions were drafted
by technical staff at the Evidence and Programme
Guidance Unit of the Department of Nutrition for
Health and Development, based on the policy and
programme guidance needs of Member States and
their partners. The questions were discussed and
reviewed by the steering group.
A meeting of the guideline development group on 11-13
April 2016 in Geneva, Switzerland, was held to finalize
the scope of the questions and to rank the outcomes and
populations of interest for the recommendations on
protecting, promoting and supporting breastfeeding in
facilities providing maternity and newborn services. The
guideline development group discussed the relevance
of the questions and modified them as needed. The
group scored the relative importance of each outcome
from 1 to 9 (where 7-9 indicated that the outcome
was critical for a decision, 4-6 indicated that it was
important and 1-3 indicated that it was not important).
The final key questions on this intervention, along
with the outcomes that were identified as critical for
decision-making, are listed in PICOformat in Annex 1.

Evidence identification
and retrieval
A search for previous reviews that address each of the
key questions was done in the Campbell Collaboration,
Cochrane Library, EMBASE, Epistemonikos, Health
Systems Evidence, MEDLINE and the WHO Global
Index Medicus up to December 2015. Fifty-two (n = 52)
systematic reviews were found and assessed for
relevance, quality and timeliness. Of these reviews,
nine were previous reviews from the Cochrane
Pregnancy and Childbirth Group, seven were from the
Cochrane Neonatal Review Group and two were from
independent (non-Cochrane) publications. Updates
of these systematic reviews were contracted to the
original authors. There were four PICO questions
that the steering group decided to commission to
the St Luke's International University (as part of the
Cochrane Pregnancy and Childbirth Group in Tokyo,
Japan). In all, 22 systematic reviews were updated or
developed to inform the recommendations. The details
of the systematic reviews can be found in Annex 2.
The WHO Secretariat further performed a qualitative
evidence synthesis of published literature, to
identify and summarize qualitative research for the

values and preferences of mothers and factors that
influence acceptability among health workers and
stakeholders. A search of the published literature was
also performed, to inform on resource use, feasibility
and equity and human rights issues for each of the
interventions.

Quality assessment and
grading of evidence
Systematic reviews based on the PICO questions
were used to summarize and appraise the evidence.
These reviews followed the procedures of the Cochrane

handbookfor systematic reviews of interventions(122).
Each study included in the systematic reviews was
assessed for risk of bias. This was recorded and
contributed towards the assessment of the overall
quality of the evidence. During the discussion and
deliberations, the steering group and the guideline
development group carefully reviewed the quality,
scope and study inclusion criteria for the systematic
reviews. The relative weight given to the trials and
non-randomized studies was taken into account when
evaluating the quality assessment for each study.
When possible, the findings were synthesized with a
pooled estimate of effect. The results of the systematic
reviews were presented to the guideline development
group, along with an assessment of the confidence in
the estimates of effect for the critical outcomes.
Evidence profiles were prepared according to the
GRADEapproach, to assess the overall quality of the
evidence (38, 116, 117). The quality of evidence for each
outcome was rated as "high", "moderate", "low" or
"very low", based on a set of criteria including risk
of bias, inconsistency, imprecision, indirectness and
publication bias. The summary of findings tables can
be found in Annex 3.
The findings of the qualitative reviews on maternal
values and preferences and acceptability to health
workers of interventions that promote, protect
and support breastfeeding were appraised using
the GRADE Confidence in the Evidence from
Reviews of Qualitative Research (GRADE-CERQual)
approach (123,124). Overall confidence in the evidence
from reviews of qualitative research was based on
methodological limitations of the individual studies;
adequacy of the data; coherence of the evidence;
and relevance of the individual studies to the review
findings. The summary of qualitative findings tables
on maternal values and preferences can be found in
Annex 4 and the summary of qualitative findings
tables on the factors that influence acceptability
among health workers and stakeholders can be found
in Annex 5.
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Formulation of

Balance of benefits and harms

recommendations

The guideline development group evaluated
the balance between desirable and undesirable
consequences, including the magnitude of the effects
and relative importance of these consequences. Where
benefits clearly outweigh harms or vice versa, the
greater the likelihood is of a recommendation in
favour of or against the intervention, respectively.
Uncertainty about the net benefits or harms often
leads to a context-specific recommendation.

The draft recommendations were discussed by
the steering group, in consultation with the
guideline development group, in a meeting held on
7-11 November 2016 in Florence, Italy.
Three options for types of recommendations were
agreed, namely:
recommended;
recommended only in specific contexts;
not recommended.
A recommendations that is "recommended" is one for
which the guideline development group is confident
that the desirable consequences clearly outweigh the
undesirable consequences. Most mothers, patients
or end-beneficiaries would want the recommended
course of action; only a small proportion would
not. The implication for health-care workers is that
most individuals should receive the intervention.
The implication for policy-makers is that the
recommendation can be adopted as a policy, quality
standard or performance indicator in most situations.

Values and preferences
The relative importance of the outcome to the
individuals or populations directly affected by the
recommendation describes the values and preferences.
The steering group performed a review of qualitative
information on how end-users (mothers) perceived
interventions to protect, promote and support
breastfeeding in facilities providing maternity and
newborn services. These were presented during the
guideline development group meeting. When there
is uncertainty or wide variability on the values and
preferences of the target beneficiaries, a contextspecific recommendation may be warranted.

Acceptability
A recommendations that is "recommended only
in specific contexts" is one in which the balance
between the benefits and harms of implementing
the recommendation may be different for certain
situations. Recommendations in this category will
specify the contexts in which these recommendations
may be applied.
The systematic review and the GRADE evidence
profiles for each of the critical outcomes were used for
drafting recommendations. An evidence-to-decision
framework (based on the DECIDEframework (118))
was used to lead discussionand decision-making(119,120).

Areview of qualitative information on how health-care
workers and service providers perceive interventions
to protect, promote and support breastfeeding and
their effects was done and presented during the
guideline development group meeting. The higher the
acceptability of the intervention among stakeholders,
the more likely it is that an intervention will be clearly
recommended. When it was deemed necessary to
recommend an intervention that is associated with
low acceptability, strategies to address concerns about
acceptability during implementation were discussed.

Resource implications
The domains listed next were prepared by the steering
group and discussed during the guideline development
group meeting for each of the key PICOquestions.

Quality of evidence
The overall degree of confidence in the estimates of
effect as presented in the GRADEprofile was considered
in the drafting of the recommendation. The higher the
quality of evidence across critical outcomes that are
relevant to decision-making, the higher the likelihood
is of a clear positive recommendation. A contextspecific recommendation is likely to be warranted
when the overall quality is rated "low" or "very low".
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This relates to evaluation of how resource intensive
and cost effective the intervention is to service
users and health systems in different settings.
A recommendation in favour of or against the
intervention is likely where the resource implications
are clearly advantageous or disadvantageous, whereas
a context-specific recommendation may be justified if
the resource implications are uncertain.

Feasibility
The steering group presented instances when
interventions to protect, promote and support
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breastfeeding in facilities providing maternity and
newborn services were implemented in different
settings, to highlight the feasibility of implementation
and whether barriers exist. The greater the feasibility,
the more likely it is that the intervention will be
recommended.

Equity and human rights
An intervention is likely to be recommended if it
is more prone to reduce health inequities across
different groups of infants, mothers and their families,
especially those groups that are more vulnerable or
worst-off.
Based on the discussions during the meeting, each
recommendation was supported by a rationale,
implementation
considerations
and
research
priorities.

Consensus decision-making
rules and procedures
The chairpersons, Dr Maria Elena del Socorro Jefferds
and Dr Rukhsana Haider (April 2016) and Ms Solange
Durao and Dr Susan Jack (November 2016), were
nominated by the WHO Secretariat at the opening of
the consultation. The nominations were approved by
the guideline development group.
The procedures for consensus decision-making
were established at the beginning of the meetings,
including a minimal set of rules for agreement and
documentation of decision-making. At least two
thirds of the guideline development group was
required to be present for an initial discussion of the
evidence and proposed recommendation and remarks.
By secret ballot, each member of the guideline
development group noted the direction of each of the
recommendations, using an online form specifically

designed for this purpose. Abstentions were not
allowed.
Once voting was complete, subsequent deliberations
among the members of the guideline development
group could take place. If there was no unanimous
consensus (primary decision rule), more time was
given for deliberations and a second round of online
voting took place. If no unanimous agreement
was reached, a two-thirds vote of the guideline
development group was required for approval of the
proposed recommendation (secondary decision rule).
The results from voting forms will be kept on file by
WHOfor up to 5 years.

Document preparation
and peer-review
The responsible technical officer wrote the first draft
of the guideline, with comments from the steering
group. Technical editing and proofreading was done
by a contracted party.
The final draft guideline was peer-reviewed by content
experts, to provide technical feedback; identify errors
of fact; ensure that there were no important omissions,
contradictions or inconsistencies with scientific
evidence or programmatic feasibility; and assist
with clarifying the language, especially in relation to
implementation, adaptation and contextual issues.
The independent peer-reviewers were selected by the
steering group. Twenty-one potential peer-reviewers
were approached after assessment of the declarations
of interests, and 16 agreed. The list of peer-reviewers
appears in Annex 10.
The steering group reviewed all comments and
revised the document, in order to ensure clarity of the
recommendation while maintaining consistency with
the original meaning.
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Dissemination and plans for updating
Dissemination

Plans for updating

The current guideline will be posted on the WHO
website, including the WHONutrition website (125)and
the WHO e-Library of Evidence for Nutrition Actions
(eLENA) (126). In addition, it will be disseminated
through a broad network of international partners,
including WHOcountry and regional offices, ministries
of health, WHO collaborating centres, universities,
other United Nations agencies and nongovernmental
organizations.

the guideline

An implementation guide that will encompass
the recommendations included in this guideline,
the International Code of Marketing of Breast-milk
Substitutes (26) and the Baby-friendly Hospital
Initiative has been developed by WHOand UNICEFand
will be published separately in Protecting, promoting,
and supporting breastfeeding in facilities providing
maternity and newborn services:the revisedBaby-friendly
Hospital Initiative 2017.
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The WHO steering group will continue to follow
research developments in protection, promotion
and support of breastfeeding in facilities providing
maternity and newborn services, particularly for
questions in which the quality of evidence was found
to be low or very low. If the guideline merits an
update, or if there are concerns about the validity of
the guideline, the Department of Nutrition for Health
and Development will coordinate the guideline update,
following the formal procedures of the WHOhandbook
for guideline development(H5).

As the guideline nears the 10-year review period, the
Department of Nutrition for Health and Development
at the WHO headquarters in Geneva, Switzerland,
along with its internal partners, will be responsible
for conducting a search for new evidence.
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Annex 1. Question in population,
intervention, comparator, outcomes
(PICO) format
A. Immediate support to initiate and establish breastfeeding
Early skin-to-skin contact
Should mothers giving birth (P) practise early skin-to-skin contact (I), compared to not practising early skinto-skin contact (C), in order to increase rates of early initiation of breastfeeding within 1 hour after birth (O)?

Population

I Comparator

Intervention
Early skin-to-skin contact (immediate and continued
direct contact between the mother and infant)

No early skin-to-skin contact (standard skin contact
or use of infant wrap)

Subgroups:
By timing: within <5 minutes, 5-60 minutes,
1-4 hours, >4 hours

Early skin-to-skin contact
Early initiation of breastfeeding within

1 hour

Early initiation of breastfeeding within

1 day

after birth

after birth

Exclusive breastfeeding during the stay at the facility
Exclusive breastfeeding at 1 month
Exclusive breastfeeding at 6 months
Duration of exclusive breastfeeding (in months)

Early initiation of breastfeeding
Should mothers giving birth (P) practise early initiation of breastfeeding (I), compared to not practising early
initiation of breastfeeding (C), in order to increase rates of exclusive breastfeeding during the stay at the facility (O);,

Exclusive breastfeeding during the stay at the facility
Exclusive breastfeeding at 1 month
Exclusive breastfeeding at 6 months
Duration of exclusive breastfeeding (in months)
Neonatal, infant or child mortality (all-cause)
Onset of lactation
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Showing mothers how to breastfeed
Should mothers giving birth (P) be assisted with correct positioning and attachment, so that their infants achieve
effective suckling (I), compared to not assisting mothers to position and attach (C), in order to increase rates of
exclusive breastfeeding during the stay at the facility (O)?

Population

I Comparator

Intervention
Assisting mothers in correct positioning and
attachment, so that their infant achieves effective
suckling

Not assisting mothers in positioning, attachment
and suckling of their infants

Subgroups:

By type of support: face-to-face counselling,
distribution of printed or video material (no direct
contact), group sessions
By frequency:

ix, 2x,

at least 3x

Outcomes
Exclusive breastfeeding during the stay at the facility
Exclusive breastfeeding at 1 month
Exclusive breastfeeding at 3 months
Exclusive breastfeeding at 6 months
Duration of exclusive breastfeeding (in months)
Duration of any breastfeeding (in months)
Neonatal, infant or child mortality (all-cause)
Breast conditions (sore or cracked nipples, engorgement, mastitis etc.)
Should mothers giving birth (P) be shown how to practise expression of breast milk (I), compared to not being
shown expression of breast milk (C), in order to increase rates of exclusive breastfeeding during the stay at the
facility (O)?

Population
Intervention

IComparator

Showing mothers how to, and helping them to practise Not showing or teaching hand expression of breast
expression of breast milk
milk; not showing or teaching other methods of
breast-milk expression
Subgroups:

By method: hand expression, manual pump
expression, electric pump expression

Outcomes
Exclusive breastfeeding during the stay at the facility
Exclusive breastfeeding at 1 month
Exclusive breastfeeding at 3 months
Exclusive breastfeeding at 6 months
Duration of exclusive breastfeeding in (months)
Effectiveness of breast-milk expression (volume of breast milk expressed)
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Rooming-in
Should mothers giving birth in hospitals or facilities providing maternity and newborn services and their infants
(P) remain together or practise rooming-in (I), compared to not rooming-in (C), in order to increase rates of
exclusive breastfeeding during the stay at the facility (O)?

Exclusive breastfeeding during the stay at the facility
Exclusive breastfeeding at 1 month
Exclusive breastfeeding at 6 months
Duration of exclusive breastfeeding (in months)
Neonatal, infant or child mortality (all-cause)
Onset of lactation

Demand feeding
Should mothers giving birth (P) practise feeding on demand or infant-led breastfeeding (I), compared to not
practising feeding on demand or feeding by schedule (C), in order to increase rates of exclusive breastfeeding
during the stay at the facility (0)?

Exclusive breastfeeding during the stay at the facility
Exclusive breastfeeding at 3 months
Exclusive breastfeeding at 6 months
Duration of exclusive breastfeeding (in months)
Duration of any breastfeeding (in months)
Neonatal, infant or child mortality (all-cause)
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B. Feeding practices and additional needs of infants
Early additional foods or fluids
Should newborn infants (P) be given no foods or fluids other than breast milk unless medically indicated (I),
compared to giving early additional food or fluids (C), in order to increase rates of exclusive breastfeeding during
the stay at the facility (O)?

No foods or fluids other than breast milk given to
infants

Giving early additional foods or fluids
Subgroups:

By timing of additional food/fluid: before first milk
feed, within 1 day after birth, within 3 days after
birth, throughout the stay in the facility

Outcomes
Early initiation of breastfeeding within

1 hour

Early initiation of breastfeeding within

1

after birth

day after birth

Exclusive breastfeeding during the stay at the facility
Exclusive breastfeeding at 1 month
Exclusive breastfeeding at 6 months
Duration of exclusive breastfeeding (in months)
Morbidity (respiratory infections, diarrhoea, others)
Onset of lactation

Avoidance of pacifiers or dummies
Should infants (P) not be allowed to use pacifiers or dummies (I), compared to allowing use of pacifiers or dummies
(C), in order to increase rates of exclusive breastfeeding during the stay at the facility (O))

Exclusive breastfeeding during the stay at the facility
Exclusive breastfeeding at 1 month
Exclusive breastfeeding at 6 months
Duration of exclusive breastfeeding (in months)
Duration of any breastfeeding (in months)
Morbidity (respiratory infections, diarrhoea, others)
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Avoidance of feeding bottles and teats
Should infants who are or will be breastfed (P) not be fed supplements with bottles and teats but only by cup,
dropper, gavage, finger, spoon or other methods not involving artificial teats (I), compared to using feeding
bottles and teats (C), in order to increase rates of exclusive breastfeeding during the stay at the facility (O)?

Artificial teats are not used (instead use a cup,
dropper, gavage, finger, spoon, other methods not
involving artificial teats) when not on the breast

Outcomes
Exclusive breastfeeding during the stay at the facility
Exclusive breastfeeding at 1 month
Exclusive breastfeeding at 6 months
Duration of exclusive breastfeeding (in months)
Neonatal, infant or child mortality (all-cause)
Onset of lactation
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C. Creating an enabling environment
Breastfeeding policy of facilities providing maternity and newborn services
Should hospitals and facilities providing maternity and newborn services (P) have a written breastfeeding policy
that is routinely communicated to staff (I), compared to those without a written breastfeeding policy (C), in order
to increase rates of early initiation of breastfeeding (O})

ital or facilities providing maternity and newborn services: tertiary hospital, referral hospital,
.
.
.

Having a written infant feeding policy

Having no written infant feeding policy

Subgroups:

By content of the policy: with all the nine other steps
of the Ten Steps to Successful Breastfeeding specified,
with some (not all) of the nine other steps specified,
with none of the nine other steps specified
By inclusion of the InternationalCodeof Marketing of
Breast-milk Substitutes (26): yes/no
By frequency of communication to old and new staff:
annual, every 2 years, less often

Outcomes
Early initiation of breastfeeding
Exclusive breastfeeding during the stay in the facility
Duration of exclusive breastfeeding (in months)
Awareness of staff of the infant feeding policy of the hospital
Implementation of the provisions of the InternationalCodeof Marketingof Breast-milk Substitutes (26)
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Training of health workers
Should health-facility staff (P) be trained on breastfeeding and supportive feeding practices (I), compared to not
being trained (C), in order to increase rates of early initiation of breastfeeding (O)?

Training of health workers on breastfeeding and
supportive feeding practices

No training of health workers on breastfeeding and
supportive feeding practices

Subgroups:

By frequency of training:

1x, 2x,

at least

3x

Outcomes
Early initiation of breastfeeding
Exclusive breastfeeding during the stay in the facility
Duration of exclusive breastfeeding (in months)
Knowledge of health-care workers on infant feeding
Quality of skills of health-facility staff in improving practices of mothers in optimal infant feeding
Attitudes on infant feeding
Adherence to the provisions of the InternationalCodeof Marketingof Breast-milkSubstitutes(26)
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Antenatal breastfeeding education for mothers
Should mothers giving birth (P) be given antenatal breastfeeding education (I), compared to not having antenatal
breastfeeding education (C), in order to increase rates of exclusive breastfeeding during the stay at the facility (O)?

Antenatal breastfeeding education to mothers

No antenatal breastfeeding education to mothers

Subgroups:

By type of promotion: face-to-face counselling,
distribution of printed material, group sessions
By frequency:

lx, 2x, 3x,

at least

4x

Outcomes
Exclusive breastfeeding during the stay at the facility
Early initiation of breastfeeding within

1

hour after birth

Exclusive breastfeeding at 1 month
Exclusive breastfeeding at 3 months
Exclusive breastfeeding at 6 months
Duration of exclusive breastfeeding (in months)
Onset of lactation
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Discharge planning and linkage to continuing support
Should mothers giving birth in hospitals or facilities providing maternity and newborn services (P) be given
linkage to continuing breastfeeding support after discharge from the facilities providing maternity and newborn
services (I), compared to not providing an linkage to continuing breastfeeding support after facility discharge (C),
in order to increase rates of exclusive breastfeeding at 1 month (Of

Provision of linkage to breastfeeding support after
discharge from facility
Subgroups:

By type of support: active reaching out to mothers
(e.g. home visits or phone calls), passive (e.g.
scheduling of visits, referral to peer support, sharing
of information, providing a phone number)
By quality of support based on background or training
of support provider: no training, with lactation
support training

Outcomes
Exclusive breastfeeding at 1 month
Exclusive breastfeeding at 6 months
Exclusive breastfeeding at 3 months
Duration of exclusive breastfeeding (in months)
Duration of any breastfeeding (in months)
Morbidity (respiratory infections, diarrhoea, others)
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Annex 2. Systematic review details
A. Immediate support to initiate and establish breastfeeding
Early skin-to-skin contact
Moore ER, Bergman N, Anderson GC,Medley N. Early skin-to-skin contact for mothers and their healthy newborn
infants. Cochrane Database Syst Rev. 2016;(11):CD003519.doi:10.1002/14651858.CD003519.pub4.(62)

Study details
Author and year

Moore et al., 2016

Focus of the review

To assess the effects of immediate or early skin-to-skin contact for healthy
newborn infants, compared to standard contact, on establishment and
maintenance of breastfeeding and infant physiology

Study selection criteria

Randomized controlled trials that compared immediate or early skin-to-skin
contact with usual hospital care

Search sources

Cochrane Pregnancy and Childbirth Group's Trials Register

Number of studies and
participants

46 trials with 3850 women and their healthy newborn term infants

Countries of origin

Canada, Chile, China, Germany, Guatemala, India, Italy, Japan, Nepal, Poland,
South Africa, Spain, Sweden, the United Kingdom of Great Britain and Northern
Ireland (United Kingdom), the United States of America (United States), Viet Nam

Conde-Agudelo A, Diaz-Rossello JL. Kangaroo mother care to reduce morbidity and mortality in low birth weight
infants. Cochrane Database Syst Rev. 2016;(8):CD002771.doi:10.1002/14651858.CD002771.pub4.(57)

Study details
Author and year

Conde-Agudelo et al., 2016

Focus of the review

To determine whether evidence is available to support the use of kangaroo
mother care in low-birth-weight infants as an alternative to conventional
neonatal care before or after the initial period of stabilization with conventional
care, and to assess beneficial and adverse effects

Study selection criteria

Randomized controlled trials comparing kangaroo mother care versus
conventional neonatal care, or early-onset kangaroo mother care versus lateonset kangaroo mother care, in low-birth-weight infants

Search sources

Cochrane Central Register of Controlled Trials (CENTRAL),MEDLINE,Embase,
Cumulative Index to Nursing and Allied Health Literature (CINAHL),Latin
American and Caribbean Health Science Information database (LILACS),
Population Information Online (POPLINE),the WHO (World Health
Organization) Trial Registration Data Set

Number of studies and
participants

21 studies with 3042 infants

Countries of origin

Australia, Colombia, Ecuador, Ethiopia, India, Indonesia, Madagascar, Malaysia,
Mexico, Nepal, the United Kingdom, the United States
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Early initiation of breastfeeding
Smith E, Hurt L, Chowdhury R, Sihna B, Fawzi W, Edmond K. Delayed breastfeeding initiation and infant survival:
a systematic review and meta-analysis. PLoS One. 2017 (https://doi.org/10.1371/journal.pone.0180722). (63)

Study details
Author and year

Smith et al., 2017 [submitted]

Focus of the review

To assess the relationship between very early initiation of breastfeeding
( <1 hour after birth), compared to delayed initiation (2-23 hours and 2:24hours
after birth) of breastfeeding, on infant morbidity and mortality

Study selection criteria

Observational studies (e.g. cross-sectional studies, cohort studies and casecontrol studies) and randomized control trials that examined the association
between breastfeeding initiation time and mortality, morbidity, or nutrition
outcomes from birth to 12 months of age, in a population of infants who all
initiated breastfeeding

Search sources

PubMed, Embase, Web of Science, CINAHL,POPLINE,LILACS,Abridged Index
Medicus (AIM), Index Medicus for the Eastern Mediterranean Region.

Number of studies and
participants

5 studies with 136 047 infants

Countries of origin

Ghana, India, United Republic of Tanzania

Showing mothers how to breastfeed
McFadden A, Gavine A, Renfrew MJ, Wade A, Buchanan P, Taylor JL, Veitch E, Rennie AM, Crowther SA, Neiman
S, MacGillivray S. Support for healthy breastfeeding mothers with healthy term babies. Cochrane Database Syst
Rev. 2017;(2):CD001141.doi:10.1002/14651858.CD001141.pub5.(61)

Study details
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Author and year

McFadden et al., 2017

Focus of the review

To describe forms of breastfeeding support that have been evaluated in
controlled studies, the timing of the interventions and the settings in which
they have been used

Study selection criteria

Randomized or quasi-randomized controlled trials comparing extra support for
healthy breastfeeding mothers of healthy term babies with usual maternity care

Search sources

Cochrane Pregnancy and Childbirth's Trials Register

Number of studies and
participants

100 trials with 83 246 mother-infant

Countries of origin

Australia, Bangladesh, Belarus, Brazil, Burkina Faso, Canada, China, Croatia,
Democratic Republic of the Congo, Denmark, France, India, Iran, Italy, Kenya,
Malaysia, Mexico, Netherlands, Pakistan, Singapore, South Africa, Sweden,
Syria, Turkey, Uganda, the United Kingdom, the United States

pairs
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Crowe L, Chang A, Wallace K. Instruments for assessing readiness to commence suck feeds in preterm
infants: effects on time to establish full oral feeding and duration of hospitalisation. Cochrane Database Syst
Rev. 2016;(8):CD005586. doi:10.1002/14651858.CD005586.pub3.(58)

Study details
Author and year

Crowe et al., 2016

Focus of the review

To determine the effects of using a feeding-readiness instrument, compared to
no instrument or another instrument, on the outcomes of time to establish full
oral feeding and duration of hospitalizations among preterm infants

Study selection criteria

Randomized and quasi-randomized trials comparing a formal instrument to
assess a preterm infant's readiness to commence suck feeds with either no
instrument (usual practice) or another feeding-readiness instrument

Search sources

CENTRAL,MEDLINEvia PubMed, CINAHL

Number of studies and
participants

No studies met the inclusion criteria

Countries of origin

-

Becker GE, Smith HA, Cooney F. Methods of milk expression for lactating women. Cochrane Database Syst
Rev. 2016;(9 ):CD006170.doi:10.1002/14651858.CD006170.pub5.(40)

Study details
Author and year

Becker et al., 2016

Focus of the review

To assess the acceptability, effectiveness, safety, effect on milk composition,
contamination and costs of methods of milk expression

Study selection criteria

Randomized and quasi-randomized trials comparing methods at any time
after birth

Search sources

Cochrane Pregnancy and Childbirth Group's Trials Register

Number of studies and
participants

41 trials with 2293 participants

Countries of origin

Australia, Brazil, Canada, Ecuador, Egypt, India, Israel, Kenya, Malaysia,
Mexico, Nigeria, Turkey, the United Kingdom, the United States
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Rooming-in
Jaafar SH, Ho JJ, Lee KS. Rooming-in for new mother and infant versus separate care for increasing the duration
of breastfeeding. Cochrane Database Syst Rev. 2016;(8):CD006641. doi:10.1002/14651858.CD006641.pub3.(60)

Study details
Author and year

Jaafar et al., 2016

Focus of the review

To assess the effect of mother-infant rooming-in versus separation, on the
duration of breastfeeding (exclusive and total duration of breastfeeding)

Study selection criteria

Randomized or quasi-randomized controlled trials investigating the effect of
mother-infant rooming-in versus separate care after hospital birth or at home,
on the duration of breastfeeding, proportion of breastfeeding at 6 months and
adverse neonatal and maternal outcomes
Search sources

Number of studies and
participants

1 trial with 176 women

Countries of origin

Russia

Demand feeding
Fallon A, Van der Putten D, Dring C, Moylett EH, Fealy G, Devane D. Baby-led compared with scheduled (or mixed)
breastfeeding for successful breastfeeding. Cochrane Database Syst Rev. 2016;(9) :CD009067. doi:10.1002/14651858.
CD009067.pub3. (59)

Study details
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Author and year

Fallon et al., 2016

Focus of the review

To evaluate the effects of baby-led compared with scheduled (or mixed)
breastfeeding, for successful breastfeeding, for healthy newborns

Study selection criteria

Randomized and quasi-randomized trials

Search sources

Cochrane Pregnancy and Childbirth Group's Trials Register, EThOS
(E-Theses Online Service), Index to Theses, ProQuest database, World
Health Organization's 1998 evidence to support the Ten Steps to Successful
Breastfeeding

Number of studies and
participants

No studies met the inclusion criteria

Countries of origin

-
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Watson J, McGuire W. Responsive versus scheduled feeding for preterm infants. Cochrane Database Syst
Rev. 2016;(8):CD005255.doi:10.1002/14651858.CD005255.pub5.(64)

Study details
Author and year

Watson and McGuire, 2016

Focus of the review

To assess the effect of a policy of feeding preterm infants on a responsive basis,
versus feeding prescribed volumes at scheduled intervals, on growth rates,
levels of parent satisfaction and time to hospital discharge

Study selection criteria

Randomized and quasi-randomized controlled trials that compared a policy
of feeding preterm infants on a responsive basis, versus feeding at scheduled
intervals

Search sources

CENTRAL,MEDLINEvia PubMed, Embase, CINAHL

Number of studies and
participants

Nine randomized control trials with 593 infants (none of the studies reported
on any of the critical outcomes)

Countries of origin

Canada, the United States

B. Feeding practices and additional needs of infants
Early additional foods or fluids
Smith HA, Becker GE. Early additional food and fluids for healthy breastfed full-term infants. Cochrane Database
Syst Rev. 2016;(8);CD006462. doi:10.1002/14651858.CD006462.pub4.(86)

Study details
Author and year

Smith and Becker, 2016

Focus of the review

To assess the benefits and harms of additional food or fluid for full-term
healthy breastfeeding infants and to examine the timing and type of additional
food or fluid

Study selection criteria

Randomized or quasi-randomized controlled trials in infants under 6 months
of age, comparing exclusive breastfeeding versus breastfeeding with any
additional food or fluids

Search sources

Cochrane Pregnancy and Childbirth Group's Trials Register

Number of studies and
participants

11 trials

Countries of origin

Czech Republic, Sweden, the United States

with 2542 randomized mother-infant pairs
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Avoidance of pacifiers or dummies
Jaafar SH, Ho JJ,Jahanfar S, Angolkar M. Effect of restricted pacifier use in breastfeeding term infants for
increasing duration of breastfeeding. Cochrane Database Syst Rev. 2016;(8):CD007202. doi:10.1002/14651858.
CD007202.pub4. (85)

Study details
Author and year

Jaafar et al., 2016

Focus of the review

To assess the effect of restricted versus unrestricted pacifier use in healthy
full-term newborns whose mothers have initiated breastfeeding and intend
to exclusively breastfeed, on the duration of breastfeeding, other breastfeeding
outcomes and infant health

Study selection criteria

Randomized and quasi-randomized controlled trials comparing restricted
versus unrestricted pacifier use in healthy full-term newborns who have
initiated breastfeeding

Search sources

Cochrane Pregnancy and Childbirth Group's Trials Register

Number of studies and
participants

3 trials involving 1915babies

Countries of origin

Argentina, Canada, Switzerland

Foster JP, Psaila K, Patterson T. Non-nutritive sucking for increasing physiologic stability and nutrition in preterm
infants. Cochrane Database Syst Rev. 2016;(10):CD001071.doi:10.1002/14651858.CD001071.pub3.
(82)

Study details

66

Author and year

Foster et al., 2016

Focus of the review

To assess the effects of non-nutritive sucking on physiological stability and
nutrition in preterm infants

Study selection criteria

Randomized and quasi-randomized controlled trials that compared nonnutritive sucking versus no provision of non-nutritive sucking in preterm
infants

Search sources

CENTRAL,MEDLINEvia PubMed, Embase, CINAHL

Number of studies and
participants

12 trials with 746 preterm infants

Countries of origin

Australia, Brazil, China, the United Kingdom, the United States
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Greene Z, O'Donnell CPF, Walshe M. Oral stimulation for promoting oral feeding in preterm infants. Cochrane
Database Syst Rev. 2016;(9):CD009720. doi:10.1002/14651858.CD009720.pub2.(84)

Study details
Author and year

Greene et al., 2016

Focus of the review

To determine the effectiveness of oral stimulation interventions for attainment
of oral feeding in preterm infants born before 37 weeks' postmenstrual age

Study selection criteria

Randomized and quasi-randomized controlled trials comparing a defined oral
stimulation intervention with no intervention, standard care, sham treatment
or non-oral intervention in preterm infants, and reporting at least one of the
specified outcomes

Search sources

CENTRAL,MEDLINEvia PubMed, Embase, CINAHL

Number of studies and
participants

19 trials with 823 participants

Countries of origin

Brazil, China, France, India, Iran, the United Kingdom, the United States

Avoidance of feeding bottles and teats
Ganchimeg T, Sugimoto K, Fukazawa KR, Rayco-Solon P, Ota E. Avoidance of bottles and artificial teats
during the establishment of breastfeeds in healthy term infants: a systematic review of randomized controlled
trials [protocol]. PROSPERO. 2016:CRD42016041370 (http://www.crd.york.ac.uk/PROSPERO/display_record.
asp ?1D=CRD42016041370
). (83)

Study details
Author and year

Ganchimeg et al., 2016 [protocol]

Focus of the review

To identify the effects of avoidance of bottle feeds during establishment
of breastfeeding, on successful breastfeeding healthy term newborn infants

Study selection criteria

Randomized and quasi-randomized controlled trials

Search sources

CENTRAL,Embase and MEDLINEvia Ovid SP, CINAHLvia EBSCO,
British Nursing Index via HDAS(Healthcare Databases Advanced Search)
and Web of Science

Number of studies and
participants

2 trials with 1241participants

Countries of origin

Switzerland, the United States
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Flint A, New K, Davies MW. Cup feeding versus other forms of supplemental enteral feeding for newborn infants
unable to fully breastfeed. Cochrane Database Syst Rev. 2016;(8):CD005092. Doi:10.1002/14651858.CD005092.
pub3. (81)

Study details
Author and year

Flint et al., 2016

Focus of the review

To determine the effects of cup feeding versus other forms of enteral feeding on
weight gain and achievement of successful breastfeeding, in term and preterm
infants who are unable to fully breastfeed

Study selection criteria

Randomized or quasi-randomized controlled trials comparing cup feeding
to other forms of enteral feeding for the supplementation of term and
preterm infants

Search sources

CENTRAL,MEDLINEvia PubMed, Embase, CINAHL

Number of studies and
participants

5 trials with 971 participants

Countries of origin

Australia, Brazil, Turkey, the United Kingdom

Collins CT, Gillis J, McPhee AJ, Suganuma H, Makrides M. Avoidance of bottles during the establishment of breast
feeds in preterm infants. Cochrane Database Syst Rev. 2016;(10):CD005252.doi:10.1002/14651858.CD005252.pub4.
(80)

Study details
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Author and year

Collins et al., 2016

Focus of the review

To identify the effects of avoidance of bottle feeds during establishment of
breast feeding, on the likelihood of successful breast feeding, and to assess
the safety of alternatives to bottle feeds

Study selection criteria

Randomized and quasi-randomized controlled trials comparing avoidance
of bottles with use of bottles in women who have chosen to breastfeed their
preterm infant

Search sources

CENTRAL,MEDLINEvia PubMed, Embase, CINAHL

Number of studies and
participants

7 trials with 1152participants

Countries of origin

Australia, Brazil, Turkey, the United Kingdom, the United States
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C. Creating an enabling environment
Breastfeeding policy of facilities providing maternity and newborn services
Abe SK, Jung J, Rahman M, Haruyama R, Kita M, Koyama M et al. Hospitals with a written breastfeeding
policy statement and implementation of the steps of breastfeeding: a systematic review [protocol). PROSPERO.
2016:CRD42016038143(h ttps://www .crd.york.ac. uk/PROSPERO/ display _record.asp ?JD=CRD42016038143). (41)

Study details
Author and year

Abe et al., 2016 (protocol]

Focus of the review

To assess whether hospitals and facilities providing maternity and newborn
services with a written breastfeeding policy that is routinely communicated
are more likely to implement one or all of the other nine Steps to Successful
Breastfeeding and improve breastfeeding rates and duration, compared to
facilities without a written policy

Study selection criteria

Randomized and quasi-randomized controlled trials, non-randomized trials
(controlled clinical trials, interrupted time series, controlled before-and-after
studies), observational studies (cross-sectional, case-control and cohort study)

Search sources

CENTRAL,Embase and MEDLINEvia Ovid SP, CINAHLvia EBSCO,British
Nursing Index via HDAS,Web of Science

Number of studies and
participants

1 study with 916 infants

Countries of origin

Brazil

Training of health workers
Gavine A, MacGillivray S, Renfrew MJ, Siebelt L, Haggi H, McFadden A. Education and training of healthcare staff
in the knowledge, attitudes and skills needed to work effectively with breastfeeding women: a systematic review.
Int Breastfeed J. 2016;12:6. doi 10.1186/s13006-016-0097-2. (100)

Study details
Author and year

Gavine et al., 2017

Focus of the review

To determine whether education and training programmes for health-care
staff have an effect on their knowledge and attitudes about supporting
breastfeeding women

Study selection criteria

Randomized controlled trials comparing breastfeeding education and training
for health workers with no or usual training and education

Search sources

Cochrane Pregnancy and Childbirth Group's Trials Register

Number of studies and
participants

3 trials with 250 participants

Countries of origin

Brazil, Denmark, Sweden
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Balogun 00, Dagvadorj A, Yourkavitch J, da Silva Lopez K, Suto M, Takemoto Y, et al. Health facility staff training
for improving breastfeeding outcome: a systematic review for step 2 of the Baby-friendly Hospital Initiative.
Breastfeed Med. 2017;20 September (epub ahead of print) PubMed PMID: 28930480. (42)

Study details
Author and year

Balogun et al., 2017

Focus of the review

To assess the effect of training facility-based health workers on breastfeeding
outcomes

Study selection criteria

Randomized and quasi-randomized controlled trials and controlled before-andafter studies

Search sources

CENTRAL,
PubMed, Embase, CINAHL,Web of Science and the British Nursing Index

Number of studies and
participants

6 studies with 390 health workers

Countries of origin

Australia, Brazil, Canada, Sweden, the United States

Antenatal breastfeeding education for mothers
Lumbiganon P, Martis R, Laopaiboon M, Festin MR, Ho JJ, Hakimi M. Antenatal breastfeeding education for
increasing breastfeeding duration. Cochrane Database Syst Rev. 2016;(12):CD006425. DOI: 10.1002/14651858.
CD006425.pub4. (43)

Study details
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Author and year

Lumbiganon et al., 2016

Focus of the review

To assess the effectiveness of antenatal breastfeeding education for increasing
the initiation and duration of breastfeeding

Study selection criteria

Randomized controlled trials assessing the effect of formal antenatal
breastfeeding education or comparing two different methods of formal
antenatal breastfeeding education, on the duration of breastfeeding

Search sources

Cochrane Pregnancy and Childbirth's Trials Register, CENTRAL,MEDLINE

Number of studies and
participants

24 trials with

Countries of origin

Australia, Canada, China, Denmark, Singapore, the United Kingdom,
the United States

10

056 women
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Balogun 00, O'Sullivan EJ, McFadden A, Ota E, Gavine A, Garner CD, Renfrew MJ, MacGillivray S. Interventions for
promoting the initiation of breastfeeding. Cochrane Database Syst Rev. 2016;(11):CD001688.doi:10.1002/14651858.
CD001688.pub3. (44)

Study details
Author and year

Balogun et al., 2016

Focus of the review

To evaluate the effectiveness of different types of breastfeeding-promotion
activities, in terms of changing the number of women who initiate
breastfeeding

Study selection criteria

Randomized controlled trials of any breastfeeding-promotion
in any population group

Search sources

Cochrane Pregnancy and Childbirth's Trials Register

Number of studies and
participants

28 trials with 107 362 women

Countries of origin

Ghana, Malawi, Nicaragua, Nigeria, the United Kingdom, the United States

intervention

Discharge planning and linkage to continuing support
da Silva Lopez K, Ohde S, Suto M, Rayco-Solon P, Miyazaki C, Balogun 00 et al. Providing linkage to breastfeeding
support to mothers on discharge to improve breastfeeding outcomes: a systematic review [protocol). PROSPERO.
2016:CRD42016041273https://www.crd.york.ac.uk/PROSPERO/display_record.asp?1D=CRD42o16o41273). (45)

Study details
Author and year

da Silva Lopez et al., 2016 [protocol)

Focus of the review

To examine the evidence on the importance of providing linkage to
breastfeeding support groups after discharge, to improve breastfeeding
outcomes

Study selection criteria

Randomized and quasi-randomized controlled trials that reported on providing
information on linkage to breastfeeding support for women at discharge,
compared with no linkage to breastfeeding support after discharge from
the facility

Search sources

CENTRAL,MEDLINE,CINAHL,Embase, the British Nursing Index,
the Web of Science

Number of studies and
participants

2 cluster randomized controlled trial with 5590 mother-infant

Countries of origin

Australia, Democratic Republic of Congo

pairs
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Annex 3. GRADE summary of findings tables
A. Immediate support to initiate and establish breastfeeding
Early skin-to-skin contact
Immediate or early skin-to-skin

contact compared to standard contact in protecting.

promoting and supporting breastfeeding

Patient or population: mothers and their healthy full-term infants or late-preterm newborn infants (34 to less than 37 completed weeks' gestation)
Setting: hospital births
Intervention: immediate (within 10 minutes post birth) or early (between 10 minutes and 24 hours after birth) skin-to-skin contact for healthy infants
Comparison: standard contact for healthy infants (infants held swaddled or dressed, placed in open cribs or under radiant warmers)

Exclusivebreastfeeding at hospital discharge to I month after birth
Exclusive breastfeeding at 6 weeks to 6 months after birth
Suckled during first 2 hours after birth
Breastfeeding at 1 month to 4 months after birth

642 per 1000
519 per 1000
727 per 1000
541 per 1000

IJSper,000

RR1.30

(?ll)'to 957periOOO)

(1.12 to 1.49)

.,,..,.lllilo
(6n to98S
per IOOO)

RR 1.50
(1.18 to 1.90)

771,. ....
(004 to 9112
per SWO)

'79Ptll'l008

<m to·mper

1000)

RR1.06
(0.83 to 1.35)
RR 1.24
(1.07 to 1.43)

711 (6 studies)

1
EBEBEB8

640 (7 studies)

EBEBee2

88 (1 study)

EBEB003

887 (14 studies)

Moderate
Low
Low

4
EBEBEB8

Moderate
Test for sub~roup difference x' a 1.13;Pa 0.29

By time of initiation:

fiJ'lperJOOO

RR 1.20
(1.07 to 1.34)

597 (6 studies)

763,-.J.ON

RR1.40
(1.08 to 1.83)

425 (9 studies)

Immediate (within 10 minutes after birth)

564 per 1000

(603 tom

Early (between 10 minutes and 24 hours after birth)

545 per 1000

<ss,ro 997_111,r_1000)

,_ _,

Early (within 1 day after birth)

This outcome was not reported.

Duration of exclusive breastfeeding

This outcome was not reported.

*The risk in the intervention group (and its 95% Cl) is based on the assumed risk in the comparison group and the relative effect of the intervention (and its 95% Cl).
CI: confidence interval; RR: rate ratio.
GRADEWorking Group grades of evidence
High quality: We were very confident that the true effect lies close to that of the estimate of the effect.
Moderate quality: We were moderately confident in the effect estimate: The true effect is likely to be close to the estimate of the effect, but there is a possibility that it is substantially different.
Low quality: Our confidence in the effect estimate is limited: The true effect may be substantially different from the estimate of the effect.
Very low quality: We have very little confidence in the effect estimate: The true effect is likely to be substantially different from the estimate of effect.

2
3
4

Several trials had unclear risk of bias for sequence generation and allocation concealment (downgraded: -1). /' a 44% with random-effects model (not downgraded).
Several trials had unclear risk of bias for sequence generation and allocation concealment (downgraded: -1). I' a 62% with random-effects model (downgraded: -1).
Results are based on one trial with very small sample size and wide confidence interval (downgraded: -2 for imprecision).
Most trials contributing data had unclear risk of bias for allocation concealment. Half had unclear sequence generation. In one trial, the authors were unclear of the time point of data collection (downgraded: -1).
I' a 41% with random-effects model (not downgraded). Two very small trials had the most dramatic effects, and could not rule out publication bias. Removal of these trials did not change the overall effect or conclusion
(not downgraded).
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Kangaroo mother care (skin-to-skin

contact) compared to conventional neonatal care in protecting, promoting and supporting breastfeeding

Patient or population: low-birth-weight infants (birth weight <2500 g), regardless of gestational age
Setting: hospital births
Intervention: kangaroo mother care (skin-to skin contact in which infants are placed vertically between the mother's breasts firmly attached to the chest and below her clothes)
Comparison: conventional neonatal care

-..-

Exclusive breastfeeding
At discharge or at 40 to 41 weeks'
postmenstrual age

(602,11) 704 pet 1000)

RR1.16
(1.07 to 1.25)

1453 (6 studies)

1
EBEBEB8

RR1.20
(1.01 to 1.43)

600 (5 studies)

EBEB882

RR 1.29
(0.95 to 1.76)

810 (3 studies)

EBEB003

RR 1.20
(1.07 to 1.34)

1696 (10 studies)

EBEBE90'

(7471D?32J)erHIOO}

RR 1.17
(1.05 to 1.31)

1394 (9 studies)

EBEB005

I

450peruoo
(394 to $1$penooo)

RR 1.12
(0.98 to 1.29)

952 (5 studies)

6
EBEBE90

I

198peuooo
(144 to 269·
pet1(1oo)

RR 0.89
(0.65 to 1.21)

6gpettoOO

563 per 1000

At 1 to 3 months' follow-up

765 per 1000

(773 to1000 per~)

At 6 to 12 months' follow-up

114 per 1000

(108to 28l perl!)!)C))

247peuooo

Moderate
Low
Low

Any breastfeeding
At discharge or at 40 to 41 weeks'
postmenstrual age

762 per 1000

At 1 to 3 months' follow-up

711per 1000

At6 months' follow-up
At 12 months' follow-up

402 per 1000
222 per1000

832Pll'IOOO

At 2 weeks of age

-..J

w

Moderate

589 (1 study)
295 (2 studies)

EBE9003

73 (1 study)

EBE9009

RR1.oo
(0.89 to 1.12)

71 (1 study)

10
EBEBEB8

67 (1 study)

11
EBEBEB8

55 (1 study)

Low
Low

....__

528 per 1000
944 per 1000
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I C354to
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I
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..... -

RR1.02
(0.67 to 1.57)

At 4 weeks of age

1000 per 1000

I

(89S to111®per1000)

RR 0.94
(0.85 to 1.04)

At 6 months of age

154 per 1000

I

424,-1000
(152fDlOOOpK 1000)

RR 2.69
(0.99 to 7.31)

Duration of exclusive breastfeeding

Low
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lllte(IIUdllg
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At 24 hours of age

Moderate

EBE9007

MD0.03
(-1.64to1.70)

I

Onset of breastfeeding (days)
Exclusive breastfeeding

9_14ps·IM
(31!1to10CJ0per1000)

I

Low
Moderate
Moderate

EBEBee12
Low

This outcome was not reported.

i
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*The risk in the intervention group (and its 95% CI) is based on the assumed risk in the comparison group and the relative effect of the intervention (and its 95% CI).
CI: confidence interval; RR: rate ratio.
GRADEWorking Group grades of evidence
High quality: We were very confident that the true effect lies close to that of the estimate of the effect.
Moderate quality: We were moderately confident in the effect estimate: The true effect is likely to be close to the estimate of the effect, but there is a possibility that it is substantially different.
Low quality: Our confidence in the effect estimate is limited: The true effect may be substantially different from the estimate of the effect.
Very low quality: We have very little confidence in the effect estimate: The true effect is likely to be substantially different from the estimate of effect.
For deta.ils of studies included in the review, see reference (57).

2
3
4

s

6
7
8
9
10
11
12

Several trials with unclear risk of bias for allocation concealment and attrition bias (downgraded: -1).
Several trials with unclear risk of bias for allocation concealment and attrition bias (downgraded: -1). Heterogeneity;/'= 76% with random-effects model (downgraded: -1).
Several trials with unclear risk of bias for allocation concealment and attrition bias (downgraded: -1). Imprecision; CI (downgraded: -1).
Substantial heterogeneity; f' =So% with random-effects model (downgraded: -1).
Several trials with unclear risk of bias for allocation concealment and attrition bias (downgraded: -1). 1' =62% with random-effects model (downgraded: -1).
Several trials with unclear risk of bias for allocation concealment and reporting bias (downgraded: -1).
Effect provided by one study with moderate risk of bias (downgraded: -1). Imprecision; wide CI (downgraded: -1).
Substantial heterogeneity; 1' = 68% (downgraded: -1). Imprecision; wide CI (downgraded: -1).
Imprecision; wide confidence interval and small sample size (downgraded: -2).
Imprecision; small sample size (downgraded: -1).
Imprecision; small sample size (downgraded: -1).
Imprecision; wide Cl and few events (downgraded: -2).

Guideline: protecting, promoting and supporting breastfeeding in facilities providing maternity and newborn services

Early initiation of breastfeeding
Very early (within 1 hour after birth) breastfeeding initiation time compared to delayed (2-23 hours and 24 hours or more after birth) breastfeeding initiation in mortality
Patient or population: infants who ever initiated breastfeeding and surviving for 2-4 days
Setting: Hospital and community
Intervention: very early breastfeeding initiation (within 1 hour after birth)
Comparison: delayed breastfeeding initiation (2-23 hours and 24 hours or more after birth)

Outcomes

Anticipated absolute effects* ( 95% Cl)
Risk with very
early initiation of
breastfeeding

r■s
lahllllon•~---

Neonatal mortality ( <28 days)

5.2 per 1000

laldlldonatti41an
U-4Jilrl•
.
(9.0 to·14-4,e,;1000)

RR 2.19
(1.73 to 2.77)

.....

6 per 1000

Jllltllldoaat121tlloals
,,.1lMIO

(6 to-ta per1000)

lllltlltklll•2-u--.
?pir-1000

Infant mortality from 3 to <6 months (91 to 180 days)

5 per 1000

(6 to9 per1000)
blldadaa at2-aJlllllllls

7p1uooo
<,to10 penooo)

Jllldltloaiita-aJ...
PJperUIOO

Non-exclusive breastfeeding at 1 month

284 per 1000

()iltom,euooo>
~-124
....
~Plr1000
'353tell72 periCil>o)
lllldadoa1u-21..,.

Not breastfeeding at 1 month

11 per 1000

uperuoo
(u to-16perlAHlO)

lllldldonat·UI,.---

26,--..

(io to.·32per1000)

Non-exclusive breastfeeding at 3 months

505 per 1000

-..J

V,

136 047 (5 studies)

RR 1.34
(1.13 to 1.59)

Quality of the
evidence

1
EBEBEBEB

High

97 707 (1 study)

EBEB882

96 606 (1 study)

EBEB883

87 576 (1 study)

4
EBEBEB8

87 576 (1 study)

5
EBEBEB8

86 692 (1 study)

EBEB886

Low

RRt.48
(1.07 to 2.06)
RRt.42
(1.18 to 1.72)

Low

RR 1.35
(0.93 to 1.97)
RR1.15
(1.13 to 1.17)

Moderate

RR1.27
(1.24 to 1.31)
RR1.26
(1.07 to 1.48)

Moderate

RR 2.48
(1.92 to 3.21)

bdtlalloaati-23.-.
• 530per_.,
(si, to 536peUOOO)

RR 1.05
(1.04 to 1.06)

illllladoa
at - -"61"1":&000

RR1.06
(1.04 to 1.08)

(525to 54611'1'
WOO)

(studies)

RR 1.33

(1.13to 1.56)

(7 to 9per 1000)

N!! of participants

(GRADE)

6.fparlflOO·
~S.l llCIU par1000)

lllldadoalla-i,llDllfs
Infant mortality from 1 to <3 months (29 to 90 days)

Relative effect
(95% CI)

Low

Comments

ci,

Guideline: protecting, promoting and supporting breastfeeding in facilities providing maternity and newborn services

Very early (within 1 hour after birth) breastfeeding
(continued)

initiation time compared to delayed (2-23

~ ~2-23 .....

17peuooo

Not breastfeeding at 3 months

14

per

t,s to 19p11nooo)

hours and 24 hours or more after birth) breastfeeding

RR 1.20
to 1.35)

(1.07

86 692 (1 study)

1000

......

lll~---

Z7Pff1000
(22 re32 per1000)

initiation in mortality

7
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Moderate

RRJ.88
(1.56 to 2.26)

Exclusive breastfeeding during stay at the facility

This outcome was not reported.

Onset of lactation

This outcome was not reported.

Duration of exclusive breastfeeding (in months)

This outcome was not reported.

*The risk in the intervention group (and its 95% Cl) is based on the assumed risk in the comparison group and the relative effect of the intervention (and its 95% Cl).
CI: confidence interval; RR: rate ratio.
GRADEWorking Group grades of evidence
High quality: We were very confident that the true effect lies close to that of the estimate of the effect.
Mode.rate quality: We were moderately confident in the effect estimate: The true effect is likely to be close to the estimate of the effect, but there is a possibility that it is substantially different.
Low quality: Our confidence in the effect estimate is limited: The true effect may be substantially different from the estimate of the effect.
Very low quality: We have very little confidence in the effect estimate: The true effect is likely to be substantially different from the estimate of effect.
For details of studies included in the review, see reference (63).
2
4
5
6
7

All five studies are categorized as having moderate risk of bias, but the overall quality of the evidence is upgraded to "higb" because the studies are consistent, there is a large effect size (RR>2), and there is evidence of a dose-response effect.
Results are based on one observational study.
Results are based on one observational study.
Results are based on one observational study; upgraded for dose-response effect.
Results are based on one observational study; upgraded for dose-response effect.
Results are based on one observational study.
Results are based on one observational study; upgraded for dose-response effect.

Guideline: protecting, promoting and supporting breastfeeding in facilities providing maternity and newborn services

Showing mothers how to breastfeed
Any form of support compared to no support in protecting, promoting and supporting breastfeeding
Patient or population: breastfeeding mothers with healthy term infants
Setting: outpatient setting
Intervention: all forms of support
Comparison: usual care

Anticipated absolute effects* ( 95% Cl)

RR 0.89
(0.85 to 0.93)

21 708 (51 studies)

EBEBEB0'

(707 to 765 pet 1008)

RR 0.89
(o.86 to 0.93)

18 303 (46 studies)

EBEBee2

JQ4)ilrl000
(2'191:0
32~ per 1000)

RR 0.86
(0.79 to 0.93)

10 776 (33 studies)

3
EEHiBEBEB

SO'IPllflO!!O

RR0.79
(0.69 to 0.89)

10 271 (32 studies)

EBEB004

-4'11PKIGOO
(09 to S09 per•ooo)

RRo.87
( 0.81 to o.94)

15 860 (35 studies)

6
EBEBEB0

802 per 1000

7l4peri909
(68t DJ7S4per1000)

RR 0.89
(o.ssto 0.94)

u 438 (29 studies)

EBEB007

Stopping any breastfeeding at up to 4 to 6 weeks

288 per 1000

239per1000
{22) to* per1000)

RR 0.83
(0.74 to 0.93)

7389 (22 studies)

8
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Stopping exclusive breastfeeding at up to 4 to 6 weeks

588 per 1000

43Spert000
(335to 55' per1000)

RR 0.74
(0.57 to 0.95)

7075 (23 studies)

EBEB009

Stopping any breastfeeding before last study assessment
up to 6 months

573 per 1000

Stopping exclusive breastfeeding before last study
assessment up to 6 months

823 per 1000

Stopping any breastfeeding at up to 4 to 6 weeks

353 per 1000

Stopping exclusive breastfeeding at up to 4 to 6 weeks
Postnatal support alone (no antenatal support

642 per 1000

provided) 5

Stopping any breastfeeding before last study assessment
up to 6 months
Stopping exclusive breastfeeding before last study assessment
up to 6 months

542 per 1000

Steper,-oo0
(487

to.5ppei lCiOO}'

731.perlOeO

(443 l:llS7i pet 1000)
--

Low
High
Low

Moderate
Low

High
Low

Exclusive breastfeeding during stay at the facility

This outcome was not reported.

Exclusive breastfeeding at 1 and 3 months

This outcome was not reported.

Breast conditions

This outcome was not reported.

Neonatal, infant or child mortality rates

This outcome was not reported.

*The risk in the intervention group (and its 95% CI) is based on the assumed risk in the comparison group and the relative effect of the intervention (and its 95% CI).
Cl: confidence interval; RR: rate ratio.
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Moderate
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Guideline: protecting, promoting and supporting breastfeeding in facilities providing maternity and newborn services

Any form of support compared to no support in protecting, promoting and supporting breastfeeding (continued)
GRADEWorking Group grades of evidence
High quality: We were very confident that the true effect lies dose to that of the estimate of the effect.
Moderate quality: We were moderately confident in the effect estimate: The true effect is likely to be close to the estimate of the effect, but there is a possibility that it is substantially different.
Low quality: Our confidence in the effett estimate is limited: The true effect may be substantially different from the estimate of the effect.
Very low quality: We have very little confidence in the effect estimate: The true effect is likely to be substantially different from the estimate of effect.
For details of studies included in the review, see reference (61).
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None of the studies had adequate blinding for the mother and staff (not downgraded). Heterogeneity (P = 76%; downgraded: -1).
None of the studies had adequate blinding for the mother and staff (not downgraded). Heterogeneity (I'= 95%; downgraded: -1). Possible publication bias (funnel plot asymmetry due to small studies with large effect sizes;
downgraded: -1).
None of the studies had adequate blinding for the mother and staff (not downgraded).
None of the studies had adequate blinding for the mother and staff (not downgraded). Heterogeneity (I'= 97%; downgraded: -1), Possible publication bias (funnel plot asymmetry due to small studies with large effect sizes;
downgraded: -1).
Subgroup analysis by timing of support (postnatal only or including antenatal component) showed no statistically significant subgroup differences in the four subgroups comparisons. Only the postnatal subgroup is shown in the
subsequent rows.
None of the studies had adequate blinding for the mother and staff (not downgraded). Heterogeneity (I'= 81%; downgraded: -1).
None of the studies had adequate blinding for the mother and staff (not downgraded). Heterogeneity (P = 93%; downgraded: -1). Possible publication bias (funnel plot asymmetry due to small studies with large effect sizes;
downgraded: -1)
None of the studies had adequate blinding for the mother and staff (not downgraded). Heterogeneity (P = 51%; not downgraded).
None of the studies had adequate blinding for the mother and staff (not downgraded). Heterogeneity(/'= 99%; downgraded: -1). Possible publication bias (funnel plot asymmetry due to small studies with large effect sizes;
downgraded: -1)

Use of a formalized instrument to assess a preterm infant's readiness to feed by breast or bottle compared to not using a formalized instrument for readiness to feed in
protecting, promoting and supporting breastfeeding
Patient or population: preterm infants (<37 weeks' gestation)
Setting: hospital deliveries
lntervention: assessment for readiness to feed using an instrument
Comparison: assessment for readiness to feed not using a formal instrument
No studies met the inclusion criteria.
Some instruments or methods to assess feeding readiness include:
Dynamic-Early Feeding Scale (D-EFS)
Early Feeding Skills (EFS)
Neonatal Oral Motor Assessment Scale (NOMAS)
Non-Nutritive Sucking (NNS) scoring system
Preterm Oral Feeding Readiness Scale
Infant-driven feeding scales.
None of these instruments were tested in experimental studies. According to the authors, the lack of randomized or quasi-randomized trials may "be a reflection of the practical difficulties in ensuring that the comparison group is not
exposed to the intervention, particularly in the situation where the use of an instrument is compared to normal clinical practice with direct caregivers collecting data".
For details of studies included in the review, see reference (58).

Guideline: protecting, promoting and supporting breastfeeding in facilities providing maternity and newborn services

Provision of instructions,
of milk expressed

support protocols or equipment for breast-milk expression or pumping compared to no instructions, support protocols or equipment in quantity

Patient or population: women expressing or pumping milk (for any reason and by any method) with infants up to 28 days after birth
Setting: hospitalized or non-hospitalized mother-infant pairs
Intervention: provision of instructions, support protocols or equipment for breast-milk expression or pumping
Comparison: no instructions, support protocols or equipment for breast-milk expression or pumping provided

Manual pump versus hand expression

Hand expression

MD74mLmore
(6 m4leilJ"°'mmL

28 (1 study)

eeee
Very low

1

Volume of milk expressed (mL) on day 4-5

48 (1 study)

eeee
Very low

2

Volume over 6 days of pumping (mL)

1111)212111Lmore
( 9 mLto4i4 mL-,e)

3
eeee
Very low

moil:)

Electric pump versus hand expression

I
Hand expression

l•IIIP~JIIIIIIP

Volume over 6 days of pumping (mL)

'73 ml. lllOle
I(161MD
mLto sas
mt..->

43 (1 study)

Volume for one expression at 6 to 12 hours after birth

more
I{l int.MD2111L
lesiui>,s
inLmon)

68 (1 study)

I

Volume of milk on day 1 (mL)
Electric pump versus manual pump

Manual pump

1ADJ..

I

Mean volume per day pumped (mL)

I
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moil:)

I

Ml)151JIIL• IUllle)

(138mLlessto 439mL

I

1111>
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Volume on day 1 (mL)

I

Volume on day 5 (mL)
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Breast massage

(9C02Sllll!II)

MD8$ IIIL1DDR

No breast massage

EB888
Low
eeee
Very low

6

53 (1 study)

eeee
Very low

1

145 (1 study)

8888

8

27 (1 study)

eeee
Very low

9

55 (1 study)
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No relaxation technique

Volume at one expression (mL)

-.J

_,

MD 161IIIL1lioie
C67
m1.1ea to~ mL

Relaxation technique

26 (1 study)

llecbiepamp

I

•

Low

5

Volume over 6 days of pumping (mL)

Volume of milk on day 5 (mL)

'°

MD.14mLmore
(2 mL 1enID.~ mL
men)

EBeee·

I ---.-..

Very low

160 (1 srudy)

EBeee

160 (1 srudy)
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Low

11

Low
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Guideline: protecting, promoting and supporting breastfeeding in facilities providing maternity and newborn services

Provision of instructions, support protocols or equipment for breast-milk expression or pumping compared to no instructions, support protocols or equipment in quantity
of milk expressed (continued)
Outcomes

Anticipated absolute effects* (95% CI)
Risk with no
instructions,
support protocols or
equipment provided

Warming of the breasts

(l
Control breast

NQ

of participants
(studies)

Quality of the
evidence

.........
mLIIO
8 IIIL DIOR)

8888

12

72 (1 study)

MDKl.mLIIIOH

Very low

Volume of milk on expression I of 6 expressions over 3 days
(mL)

(O.SmLleil to ao111L

EB888

13

78 (1 study)

Volume of milk on expression
(mL)

MDnmLmant
(S ml.ro20 mLmore)

EB000

14

78 (1 study)

EB000

15

78 (1 study)

2

of 6 expressions over 3 days

Volume of milk on expression 3 of 6 expressions over 3 days
(mL)

Comments

{GRADE)

Ml)51DL~

Volume of milk from two expressions (mL)

Relative effect
(95°/o CI)

more>

Ml>n·aiLmoR
(imLles:itus mL
men)

Low

Low

Low

Volume of milk on expression 4 of 6 expressions over 3 days
(mL

MDU mt.more
(2mLto~mt-)

EB888

16

78 (1 study)

Volume of milk on expression 5 of 6 expressions over 3 days
(mL)

M014m1.more
(4mL to 23mLmore)

EB888

11

78 (1 study)

Volume of milk on expression 6 of 6 expressions over 3 days
(mL)

78 (1 study)

EB888

18

c,mt.11122 mt me>

MD 13mLJll(lre

Low
Low
Low

Exclusive breastfeeding during stay at the facility

This outcome was not reported.

Exclusive breastfeeding at 1, 3 or 6 months

This outcome was not reported.

Duration of exclusive breastfeeding
(in months)

This outcome was not reported.

*The risk in the intervention group (and its 95% CI) is based on the assumed risk in the comparison group and the relative effect of the intervention (and its 95% CI).
Cl: confidence interval; RR: rate ratio.
GRADEWorking Group grades of evidence
High quality: We were very confident that the true effect lies dose to that of the estimate of the effect.
Mode.rate quality: We were moderately confident in the effect estimate: The true effect is likely to be close to the estimate of the effect, but there is a possibility that it is substantially different.
Low quality: Our confidence in the effect estimate is limited: The true effect may be substantially different from the estimate of the effect.
Very low quality: We have very little confidence in the effect estimate: The true effect is likely to be subst,mtially different from the estimate of effect.
For details of studies included in the review, see reference (40).
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5

Results are based on one randomized controlled trial among infants with birth weight <1250 g with moderate risk of bias (unclear random sequence generation, selective reporting and attrition bias) and imprecision (wide CI and
small sample size) (downgraded: -4).
Results are based on one randomized controlled trial among mothers whose infants were unable to breastfeed directly due to prematurity or illness with moderate risk of bias (unclear allocation concealment and detection bias)
and imprecision (wide CI and small sample size) (downgraded: -4).
Results are based on one randomized controlled trial among mothers whose infants were unable to breastfeed directly due to prematurity or illness with moderate risk of bias (unclear allocation concealment and detection bias)
and imprecision (wide CI and small sample size) (downgraded: -4).
Results are based on one randomized controlled trial among mothers with healthy newborns (term with >2000 g birth weight) with moderate risk of bias (unclear detection bias) and imprecision (wide Cl and small sample size)
(downgraded: -3).
Results are based on one randomized controlled trial among mothers with infants with gestational age <32 weeks and birth weight <1500 g with moderate risk of bias (unclear attrition bias and detection bias) and imprecision
(wide Cl and small sample size) (downgraded: -3).

Guideline: protecting, promoting and supporting breastfeeding in facilities providing maternity and newborn services

Provision of instructions, support protocols or equipment for breast-milk expression or pumping compared to no instructions, support protocols or equipment in quantity
of milk expressed (continued)
6
7
8
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16
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Results are based on one randomized controlled trial among mothers whose infants were unable to breastfeed directly due to prematurity or illness with moderate risk of bias (unclear allocation concealment and detection bias) and
imprecision (wide Ci and small sample size) (downgraded: -4).
Results are based on one randomized controlled trial among I mothers of term infants at approximately 6 weeks of age with moderate risk of bias (unclear reporting bias and detection bias), imprecision (wide Cl and small sample size)
and indirectness (downgraded: -4).
Results are based on one randomi.zed controlled trial among infants with birth weight <USO g with moderate risk of bias (unclear random sequence generation, selective reporting and attrition bias) and imprecision (wide Cl and small
sample size) (downgraded: -4).
Results are based on one randomized controlled trial among mothers with preterm infants with moderate risk of bias (unclear random sequence generation, allocation concealment, and detection bias) and imprecision (wide Cl and small
sample size) (downgraded: -4).
Results are based on one randomi.zed controlled trial among mothers with preterm or critically ill infants with moderate risk of bias (unclear allocation concealment) and imprecision (wide Cl and small sample size) (downgraded: -3).
Results are based on one randomized controlled trial among mothers with preterm or critically ill infants with moderate risk of bias (unclear allocation concealment) and imprecision (wide Cl and small sample size) (downgraded: -3).
Results are based on one randomized controlled trial among lactating women who routinely nursed their infants (mean age of 2 months) on both breasts with moderate risk of bias (unclear allocation concealment), imprecision
(wide Cl and small sample size) and indirectness (downgraded: -4).
Results are based on one randomized controlled trial among mothers with infants less than 21 days old in the neonatal intensive care unit with moderate risk of bias (unclear allocation concealment and detection bias) and imprecision
(wide CI and small sample size) (downgraded: -3).
Results are based on one randomized controlled trial among mothers with infants less than 21 days old in the neonatal intensive care unit with moderate risk of bias (unclear allocation concealment and detection bias) and imprecision
(wide CI and small sample size) (downgraded: -3).
Results are based on one randomized controlled trial among mothers with infants less than 21 days old in the neonatal intensive care unit with moderate risk of bias (unclear allocation concealment and detection bias) and imprecision
(wide CI and small sample size) (downgraded: -3).
Results are based on one randomized controlled trial among mothers with infants less than 21 days old in the neonatal intensive care unit with moderate risk of bias (unclear allocation concealment and detection bias) and imprecision
(wide Cl and small sample size) (downgraded: -3).
Results are based on one randomized controlled trial among mothers with infants less than 21 days old in the neonatal intensive care unit with moderate risk of bias (unclear allocation concealment and detection bias) and imprecision
(wide Cl and small sample size) (downgraded: -3).
Results are based on one randomized controlled trial among mothers with infants less than 21 days old in the neonatal intensive care unit with moderate risk of bias (unclear allocation concealment and detection bias) and imprecision
(wide CI and small sample size) (downgraded: -3).

~

Guideline: protecting, promoting and supporting breastfeeding in facilities providing maternity and newborn services

Rooming-in
Rooming-In compared to separate care in protecting, promoting and supporting breastfeeding
Patient or population: mothers who have given birth and are able to care for their normal newborn infants
Setting: hospital or community
Intervention: rooming-in (mother and infant are placed in the same room immediately after birth)
Comparison: separate care (mother and infant are places separately, e.g. in the hospital nursery or in a separate room)

Anticipated absolute effects* ( 950/o CI)

Exclusive breastfeeding at 4 days postpartum

447 per 1000

Any breastfeeding at 6 months

406

per

859 ,-101JO

(5ff to 1000.per 1000)

1000

J4lper1000

(m'to ~ peuooo)

I
RR 1.92
(1.34 to 2.76)

153 (1 study)

ffiEBEB8'

RR 0.84
(0.51 to 1.39)

153 (1 study)
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Moderate

Moderate

Onset of lactation
Exclusive breastfeeding at

This outcome was not reported.
1 month

This outcome was not reported.

Duration of exclusive breastfeeding (in months)

This outcome was not reported.

Neonatal, infant and child mortality

This outcome was not reported.

*The risk in the intervention gtoup (and its 95% CI) is based on the assumed risk in the comparison group and the relative effect of the intervention (and its 95% Cl).
Cl: confidence interval; RR: rate ratio.
GRADEWorking Group grades of evidence
High quality: We were very confident that the true effect lies close to that of the estimate of the effect.
Moderate quality: We were moderately confident in the effect estimate: The true effect is likely to be close to the estimate of the effect, but there is a possibility that it is substantially different.
Low quality: Our confidence in the effect estimate is limited: The true effect may be substantially different from the estimate of the effect.
Very low quality: We have very little confidence in the effect estimate: The true effect is likely to be substantially different from the estimate of effect.
For details of studies included in the review, see reference (60).

2

Results
(unclear
Results
(unclear

are based on one randomized controlled trial
blinding and high risk of attrition bias). The
are based on one randomized controlled trial
blinding and high risk of attrition bias). The

with a 2x2 factorial design (three of the four groups were combined to form the rooming-in group and the fourth group comprised the separate care group) with moderate risk of bias
rooming-in group were told to breastfeed their infant on demand while the separate care group were fed on a fixed 7x/day schedule (downgraded: -1).
with a 2•2 factorial design (three of the four groups were combined to form the rooming-in group and the fourth group comprised the separate care group) with moderate risk of bias
rooming-in group were told to breastfeed their infant on demand while the separate care group were fed on a fixed 7x/day schedule (downgraded: -!).

Demand feeding
Breastfeeding on demand (baby-led) compared to not breastfeeding on demand (scheduled, restricted or timed) in protecting, promoting and supporting breastfeeding
Patient or population: breastfeeding mothers with healthy term newborn infants
Setting: hospital deliveries
Intervention: breastfeeding on demand (baby-led breastfeeding)
Comparison: scheduled, timed or restricted frequency and duration of breastfeeds; or a mixed pattern of breastfeeding with a combination or of alternates between baby-led and scheduled breastfeeding
No studies were eligible for inclusion into the review.
There is no evidence from randomized trials of inform decisions about optimum feeding patterns.
For details of studies included in the review, see reference (59).

Guideline: protecting, promoting and supporting breastfeeding in facilities providing maternity and newborn services

Responsive feeding compared to not responsive feeding in protecting, promoting and supporting breastfeeding
Patient or population: preterm infants (less than 37 weeks' gestation) at least partially enterally fed
Setting: hospital deliveries
Intervention: feeding preterm infants in response to their hunger and satiation cues (responsive, cue-based, infant-led or demand feeding)
Comparison: feeding preterm infants based on scheduled intervals
Duration of breastfeeding, breastfeeding prevalence (any and exclusive) and mortality rates were not reported in any of the included trials.
For details of studies included in the review, see references (64).

B. Feeding practices and additional needs of infants
Early additional foods or fluids
Exclusive breastfeeding

compared to early additional foods or fluids in protecting,

promoting and supporting breastfeeding

Patient or population: breastfeeding full term (37 to 42 completed weeks' gestation)
Setting: hospital
Intervention: exclusive breastfeeding in the first few days of life
Comparison: additional foods (artificial milk) or fluids (water or glucose water)

Anticipated absolute effects* {95°/o CI)

Additional artificial milk versus exclusive breastfeeding in the
first few days of life
Any breastfeeding at discharge

980 per 1000

I

11NN1,-liNJo
(~

to 1000per1000)

$EBEB81

RRl.02
(0.97 to 1.08)

100 (1 study)
137 (2 studies)

EB888
EB888

Moderate
2

Any breastfeeding at 3 months

765 per 1000

I

(803't1UOOOperlC)OO)

RR 1.21
(1.05 lo 1.41)

Exclusive breastfeeding
(in the previous 24 hours) at 3 months

609 per1000

I

.,. ,.. aeoo
t'lfllJto JOOO
per1000>

RR 1.43
(1.15lo 1.77)

138 (2 studies)

Any breastfeeding at 4 weeks

931 per 1000

I (680 to 875 peuooo)

TIJperlOGO

RR 0.83
(0.73 to 0.94)

170 (t study)
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Any breastfeeding at 12 weeks

805 per 1000

I

547perIOOCt

RR o.68
(0.53 to 0.87)

170 (1 study)
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fflJll'SOOO

RR0.69
(0.50 to 0.95)

170 (1 study)
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93Spersooo

Very low
3

Very low

Additional water versus exclusive breastfeeding in the first few
days of life

Any breastfeeding at 20 weeks

575 per 1000

I

(4a6 IIO700.. IOOO)
(211710546peru,oo)

00

Moderate
Moderate

Onset of lactation

This outcome was not reported.

Early initiation within one hour or one day after birth

This outcome was not reported.

Duration of exclusive breastfeeding

This outcome was not reported.

*The risk in the intervention group (and its 95% Cl) is based on the assumed risk in the comparison group and the relative effect of the intervention (and its 95% CI).
CI: confidence interval; RR: rate ratio.
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Guideline: protecting, promoting and supporting breastfeeding in facilities providing maternity and newborn services

Exclusive breastfeeding

compared to early additional foods or fluids in protecting,

promoting and supporting breastfeeding

(continued}

GRADEWorking Group grades of evidence
High quality: We were very confident that the true effect lies close co that of the estimate of the effect.
Moderate quality: We were moderately confident in the effect estimate: The true effect is likely to be close to the estimate of the effect, but there is a possibility that it is substantially different.
Low quality: Our confidence in the effect estimate is limited: The true effect may be substantially different from the estimate of the effect.
Very low quality: We have very little confidence in the effect estimate: The true effect is likely to be substantially different from the estimate of effect.
For details of studies included in the review, see reference (86).

4
5

Results are based on one randomized
Results are based on two randomized
having served as a paid consultant to
Results are based on two randomized
having served as a paid consultant to
Results are based on one randomized
Results are based on one randomized

6

Results are based on one randomized controlled trial of healthy term infants with no risk factors for hypo- or hyperglycaemia with uncertain random sequence generation, allocation concealment and reporting bias (downgraded: -1).

2

controlled trial of healthy singleton term infants whose mothers were planning to breastfeed with uncertain selection, attrition and reporting bias (downgraded: -1).
controlled trials of healthy term infants. Both had unclear selection, attrition and reporting bias. One of the studies had unclear other bias (possible conflict of interests with one of the triallists
the formula company used in the intervention (downgraded: -3).
controlled trials of healthy term infants. Both had unclear selection, attrition and reporting bias. One of the studies had unclear other bias (possible conflict of interests with one of the triallists
the formula company used in the intervention (downgraded: -3).
controlled trial of healthy term infants with no risk factors for hypo- or hyperglycaemia with uncertain random sequence generation, allocation concealment and reporting bias (downgraded: -1).
controlled trial of healthy term infants with no risk factors for hypo- or hyperglycaemia with uncertain random sequence generation, allocation concealment and reporting bias (downgraded: -1).

Guideline: protecting, promoting and supporting breastfeeding in facilities providing maternity and newborn services

Avoidance of pacifiers or dummies
Restricted pacifier use compared to unrestricted pacifier use in protecting, promoting and supporting breastfeeding
Patient or population: healthy full term newborns whose mothers have initiated breastfeeding and intend to exclusively breastfeed
Setting: hospital or home deliveries
Intervention: advice against pacifier use (restricted)
Comparison: unrestricted or actively encouraged use of a pacifier

Anticipated absolute effects* (95% CI)

996,-IOOO
__

Any breastfeeding at discharge

986 per 1000

I

(986 \01000 per1000)

Exclusive breastfeeding at 3-4 months

336 per 1000

I

(aS9to501 per:aeoo)

Any breastfeeding at 3-4 months

739 per 1000

pencioo.
I <m754
to• .,et 1000)

Any breastfeeding at 6 months

553 per 1000

I

'61.-1000

!JlS6perlllfJO

(So9 '1:1
PA l!lfJOOO)

541 (1 study)
RR1.08

(0.77 to 1.51)

258 (1 study)

1
EBEBEB8

Moderate

RR1.02
(0.95 to 1.11)

799 (2 studies)

EBEBEBEB

RR1.06
(0.92 to 1.23)

541 (1 study)

EBEBEBEB

High
High

Exclusive breastfeeding during
stay at the facility

This outcome was not reported.

Exclusive breastfeeding at t or 6 months

This outcome was not reported.

Duration of exclusive breastfeeding

This outcome was not reported.

Duration of any breastfeeding

This outcome was not reported.

Morbidity (respiratory infections,
diarrhoea, others)

This outcome was not reported.

*The risk in the intervention group (and its 95% CI) is based on the assumed risk in the comparison group and the relative effect of the intervention (and its 95% Cl).
CI: confidence interval; RR:rate ratio.

GRADEWorking Group grades of evidence
High quality: We were very confident that the true effect lies close to that of the estimate of the effect.
Moderate quality: We were moderately confident in the effect estimate: The true effect is likely to be close to the estimate of the effect, but there is a possibility that it is substantially different.
Low quality: Our confidence in the effect estimate is limited: The true effect may be substantially different from the estimate of the effect.
Very low quality: We have very little confidence in the effect estimate: The true effect is likely to be substantially different from the estimate of effect.
For details of studies included in the review, see reference (85).
Results are based on one randomized controlled trial with low risk of bias (no blinding of participants but blinded assessors) (not downgraded). Imprecision with wide Cl (downgraded: -1).
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Guideline: protecting, promoting and supporting breastfeeding in facilities providing maternity and newborn services

No provision of non-nutritive

sucking compared to non-nutritive

sucking in protecting, promoting and supporting breastfeeding

Patient or population: infants born less than 37 weeks' postconceptual age
Setting: hospital births
Intervention: no provision of non-nutritive sucking
Comparison:non-nutritive sucking involving the use of a pacifier or other method (e.g. gloved finger)

Outcomes

Anticipated absolute effects* ( 95% CI)

Relative effect
(95°/o CI)

MIi;

Risk with nonnutritive sucking

608.,.JOOO

Full breastfeeding at discharge

563 per 1000

I

(495io 749 per:1000)

Any breastfeeding at discharge

715 per 1000

I

(~

Any breastfeeding at 3 months after discharge

376 penooo

I

J4,tpeuooo
(i59 tu.462per IOOO)

Any breastfeeding at 6 months after discharge

243 per 1000

I

(IJJ to 284per
1000)

l)Opeuooo

,

to 951,penooo),

194,-2000

N!!of participants
(studies)

Quality of the
evidence
(GRADE)

1

RR1.08
(0.88 to 1.33)

303 (1 study)

ffiffi88

RR1.16
(o.88 to 1.17)

303 (1 study)

ffiffiffi8 2

RR0.92
(0.69 to 1.23)

ffi888

3

283 (1 study)

RR0.80
(0.54 to 1.17)

6'888

4

281 (1 study)

Low
Moderate

Very low

Tnis outcome was not reported.

Exclusive breastfeeding at I or 6 months

Tnis outcome was not reported.

Duration of exclusive breastfeeding

This outcome was not reported.

Duration of any breastfeeding

This outcome was not reported.

Morbidity (respiratory infections, diarrhoea, others)

This outcome was not reported.

GRADEWorking Group grades of evidence
High quality: We were very confident that the true effect lies close to that of the estimate of the effect.
Moderate quality: We were moderately confident in the effect estimate: The true effect is likely to be close to the estimate of the effect, but there is a possibility that it is substantially different.
Low quality: Our confidence in the effect estimate is limited: The true effect may be substantially different from the estimate of the effect.
Very low quality: We have very little confidence in the effect estimate: The true effect is likely to be substantially different from the estimate of effect.
For details of studies included in the review, see reference (82).

4

This outcome was not reported.
Tttis outcome was not reported.

Very low

*The risk in the intervention group (and its 95% CI) is based on the assumed risk in the comparison group and the relative effect of the intervention (and its 95% Cl).
Cl: confidence interval; RR:rate ratio.

2

Comments

Results
Results
Results
Results

are
are
are
are

based
based
based
based

on one
on one
on one
on one

randomized
randomized
randomized
randomized

controlled
controlled
controlled
controlled

trial
trial
trial
trial

with
with
with
with

risk
risk
risk
risk

of bias
of bias
of bias
of bias

(no blinding
(no blinding
(no blinding
(no blinding

of participants
of participants
of participants
of participants

and
and
and
and

outcome
outcome
outcome
outcome

assessors)
assessors)
assessors;
assessors;

and imprecision (wide CI) (downgraded: -2).
(downgraded: -1).
unclear attrition bias) and imprecision (wide Cl) (downgraded: -3).
unclear attrition bias) and imprecision (wide Cl) (downgraded: -3).

Guideline: protecting, promoting and supporting breastfeeding in facilities providing maternity and newborn services

No oral stimulation

compared to oral stimulation

in protecting,

promoting and supporting breastfeeding

Patient or population: healthy preterm infants (with no comorbid conditions that would preclude the introduction of oral feeds)
Setting: hospital
Intervention: no intervention or standard care
Comparison: oral stimulation intervention

Outcomes

Anticipated absolute effects* (95% CI)
Risk with oral
stimulation
intervention

Exclusive direct breastfeeding at discharge

641 per 1000

Any direct breastfeeding
at discharge

692 per 1000

..

Qualityof the
evidence
(GRADE)

Relative effect
(95% CI)

N!! of participants
(studies)

~
(615 9) lfJOO).

RR1.83
(0.96 to 3.48)

59 (1 study)

EBeee

85lperl088

RRJ.24
(0.58 to 2.66)

110 (2 studies)

2
EBeee

-..

Eh

(4o2to1000)

Comments

1

Very low
Very low

Exclusive breastfeeding
at 1 or 6 months

This outcome was not reported.

Duration of exclusive
or any breastfeeding

This outcome was not reported.

Morbidity (respiratory infections, diarrhoea,
others)

This outcome was not reported.

*The risk in the intervention group (and its 95% CI) is based on the assumed risk in the comparison group and the relative effect of the intervention (and its 950/oCl).
Cl: confidence interval; RR: rate ratio.
GRADEWorking Group grades of evidence

High quality: We were very confident that the true effect lies close to that of the estimate of the effect.
Moderate quality: We were moderately confident in the effect estimate: The true effect is likely to be close to the estimate of the effect, but there is a possibility that it is substantially different.
Low quality: Our confidence in the effect estimate is limited: The true effect may be substantially different from the estimate of the effect.
Very low quality: We have very little confidence in the effect estimate: The true effect is likely to be substantially different from the estimate of effect.
For details of studies included in the review, see reference (84).

2

00
-..J

Results are based on one randomized controlled trial with risk of bias (unclear allocation concealment, no blinding of participants and outcome assessors, and unclear attrition bias) and imprecision (wide Cl) (downgraded: -3).
Results are based on two randomized controlled trials with risk of bias (unclear allocation concealment, no blinding of participants and outcome assessors) and imprecision (wide CI) (downgraded: -3).

gg

Guideline: protecting, promoting and supporting breastfeeding in facilities providing maternity and newborn services

Avoidance of feeding bottles and teats
Supplements administered by cup or spoon compared to supplements administered by bottle in protecting, promoting and supporting breastfeeding
Patient or population: healthy full-term infants whose mothers intended to breastfeed
Setting: hospital deliveries
Intervention: supplements administered by cup or spoon
Comparison: supplements administered by bottle

Anticipated absolute effects* (95% CI)

RR1.01

1oooper1000

Any breastfeeding at discharge (day 5)

993 per 1000

(993 to 1000 per1000)

(1.00 to 1.02)

Any breastfeeding at 2 months of life

876 per 1000

(824 to 938peuooo)

a~penooo

RR1.oo
(0.94 to 1.07)

541 (1 study)

EBEBEB0'

541 (1 study)

2
EBEBEB0

All fluid supplements consisted of 10% dextrin-maltose
solution and were given when considered medically indicated
(babies agitated or screaming after breastfeeding, signs of
dehydration (no urine output over 4 hours], symptoms of
hypoglycaemia with blood glucose <2mmol/L).

Moderate

Intervention was limited to the first 5 days of life.

Moderate

28/250 (11.2%) of infants assigned to cup or spoon

administration of supplements violated protocol.

Any breastfeeding at 6 months of life

Duration of exclusive breastfeeding

s,3p1uooo.
(SlOto687'pei1000)

554 pertooo

Median duration: 14 days
(11 to 21 days)

Me4faD
clluadoa:
21-,.
()41111
25

_..,.
w

505 (1 study)

EBEB003

481 (1 study)

EBEB004

481 (1 study)

EBEB005

Hazards Ratio Cox model

e-r1000)

MMlailduradi)a: ws

Median duration: 140
days
(lU to 157 days)

Duration of any breastfeeding

RR 1.07
(0.92 to 1.24)

.

(90 «lays. i,o eta,.)

(HR) 1.06
(0.88 to 1.27)
RR 0.92
(0.76 to 1.12)

23/250 (9.2%) of infants assigned to cup or spoon
administration were lost to follow-up; 13/291 (4.5%)

of infants assigned to bottle administration were lost
to follow-up.

Low

Follow-up was done at 2, 5, 10, 16, 24, 38, and 52 weeks
after birth.
Fluid supplements consisted of either pumped breast milk
or formula.
Indications for supplementation included: medical reasons
such as hypoglycaemia or >10% weight loss (33%), maternal
request (51%) and not documented (16%).

Low

Low

Onset of lactation

This outcome was not reported.

Neonatal, infant or child mortality

This outcome was not reported.

*The risk in the intervention group (and its 95% CI) is based on the assumed risk in the comparison group and the relative effect of the intervention (and its 95% CI).
Cl: confidence interval; RR: rate ratio.
GRADEWorking Group grades of evidence
High quality: We were very confident that the true effect lies close to that of the estimate of the effect.
Moderate quality: We were moderately confident in the effect estimate: The true effect is likely to be close to the estimate of the effect, but there is a possibility that it is substantially different.
Low quality: Our confidence in the effect estimate is limited: The true effect may be substantially different from the estimate of the effect.
Very low quality: We have very little confidence in the effect estimate: The true effect is likely to be substantially different from the estimate of effect.
For details of stud.ies included in the review, see reference (83).

2

4
5

Results
Results
Results
Results
Results

are
are
are
are
are

based
based
based
based
based

on
on
on
on
on

one
one
one
one
one

randomized
randomized
randomized
randomized
randomized

controlled
controlled
controlled
controlled
controlled

trial
trial
trial
trial
trial

with
with
with
with
with

risk
risk
risk
risk
risk

of
of
of
of
of

bias
bias
bias
bias
bias

(no
(no
(no
(no
(no

blinding
blinding
blinding
blinding
blinding

of
of
of
of
of

participants
participants
participants
participants
participants

and
and
and
and
and

assessors; high rate of non-compliance in one group) (downgraded:
assessors; high rate of non-compliance in one group) (downgraded:
assessors; high risk of attrition bias) (downgraded: -2).
unclear blinding of assessors; high risk of selection bias and unclear
unclear blinding of assessors; high risk of selection bias and unclear

-1).
-1).

risk of attrition bias) (downgraded: -2).
risk of attrition bias) (downgraded: -2).

Guideline: protecting, promoting and supporting breastfeeding in facilities providing maternity and newborn services

Cup feeding compared to bottle feeding in protecting, promoting and supporting breastfeeding
Patient or population: term or preterm infants, up to 44 weeks' postmenstrual age or 28 days' postnatal age who were unable to breastfeed'
Setting: hospital
Intervention: cup feeding
Comparison: other forms of enteral feeding (bottle feeding)2

Not fully breastfeeding
at hospital discharge
Not breastfeeding
at hospital discharge

549 per 1000
198 per 1000

n,psraoo

RR0.61
(0.52 to 0.71)

I

(396ID390 per IOOO)

I

U6per1000
{'7 lO 168 l)er IOOO)

RR0.64
(0.49 to 0.85)

JD.. iOIIO .
(266 IO 363per1000)

RRo.83
(0.71 to 0.97)

883 (3 studies)

RR 0.83
(0.72 to 0.95)

803 (2 studies)

Not breastfeeding at 3 months

374 per 1000

I

Not breastfeeding at 6 months

531per 1000

I (J8Jto504Jienooo)

,...,....,.

893 (4 studies)
957 (4 studies)

3
EBEBEB8

Moderate

e,e,ee·
Low

e,e,e,es
Moderate
6
EBEBEB8

Moderate

Not fully breastfeeding
at 3 months

Not estimable because of hlgh heterogeneity (P = 96%)

Not fully breastfeeding
at 6 months

Not estimable because of high heterogeneity (I' = 86%)

Onset of lactation

This outcome was not reported.

Duration of exclusive breastfeeding

This outcome was not reported.

Neonatal, infant or
child mortality

This outcome was not reported.

*The risk in the intervention group (and its 95% CI) is based on the assumed risk in the comparison group and the relative effect of the intervention (and its 95% Cl).
Cl: confidence interval; RR: rate ratio.
GRADEWorking Group grades of evidence
High quality: We were very confident that the true effect lies close to that of the estimate of the effect.
Moderate quality: We were moderately confident in the effect estimate: The true effect is likely to be close to the estimate of the effect, but there is a possibility that it is substantially different.
Low quality: Our confidence in the effect estimate is limited: The true effect may be substantially different from the estimate of the effect.
Very low quality: We have very little confidence in the effect estimate: The true effect is likely to be substantially different from the estimate of effect.
For details of studies included in the review, see reference (81).

2
4
6

00

'°

All the studies in this review were conducted on preterm infants.
The comparison intervention was bottle feeding in all the studies included in the review.
Some of the trials had risk of bias (unclear sequence generation and allocation concealment) (downgraded: -1). Heterogeneity (I'= 57%) (not downgraded).
Some of the trials had risk of bias (unclear sequence generation and allocation concealment; selective reporting). Heterogeneity (P : 72%) (downgraded: -2).
Some of the trials had risk of bias (unclear sequence generation and allocation concealment; selective reporting; attrition bias) (downgraded: -1).
Some of the trials had risk of bias (no trial was blinded; attrition bias; and there was high non-compliance rate) (downgraded: -1).

~

Guideline: protecting, promoting and supporting breastfeeding in facilities providing maternity and newborn services

Feeding by other than bottle compared to feeding by bottle in protecting,

promoting and supporting breastfeeding

Patient or population: preterm infants
Setting: hospital deliveries
Intervention: breastfeeding with feeds by other than bottle
Comparison: breastfeeding with feeds by bottle

Anticipated absolute effects* ( 95% CI)

Full breastfeeding at discharge

44 per 1000

I

(52 co79 penooo)

RR1.47
(1.19 to 1.80)

1074 (6 studies)

1
6'EBEB8

Full breastfeeding at 3 months after discharge

36 per 1000

I

ffptt11180
65perl.000)

RR1.56
(1.37 to 1.78)

986 (4 studies)

2
6'EBEB8

(SOto

RR 1.64
(1.14 to 2.36)

887 (3 studies)

3
6'EBEB8

.....
1000
(80> 92 pei 1000)

RR I.II
( 1.06 to 1.16)

1138(6 studies)

EBEBEB8'

,a,-1000

RR 1.31
(I.OJ to J.71

1063 (5 studies)

EBEB885

886 (3 studies)

6
EBEBEB8

16perUIOO

,.,...,
n

Full breastfeeding at 6 months after discharge

31per 1000

I (3sto

Any breastfeeding at discharge

79 per 1000

I

Any breastfeeding at 3 months after discharge

60 per 1000

Any breastfeeding at 6 months after discharge

45 per 1000

I
I

persoool'

(60 to=1oopeuooo)
$6pert0Qe

(49 to 63 peuooo)

RR 1.25
(1.10 to 1.41)

Moderate
Moderate
Moderate
Moderate
Low
Moderate

Onset of lactation

This outcome was not reported.

Duration of exclusive breastfeeding

This outcome was not reported.

Neonatal, infant or child mortality

This outcome was not reported.

*The risk in the intervention group (and its 95% CI) is based on the assumed risk in the comparison group and the relative effect of the intervention (and its 95% CI).
CI: confidence interval; RR: rate ratio.
GRADEWorking Group grades of evidence
High quality: We were very confident that the true effect lies close to that of the estimate of the effect.
Moderate quality: We were moderately confident in the effect estimate: The true effect is likely to be close to the estimate of the effect, but there is a possibility that it is substantially different.
Low quality: Our confidence in the effe<.,testimate is limited: The true effect may be substantially different from the estimate of the effect.
Very low quality: We have very little confidence in the effect estimate: The true effect is likely to be substantially different from the estimate of effect.
For details of studies included in the review, see reference (80).

2
4
5
6

Several
Several
Several
Several
Several
Several

trials
trials
trials
trials
trials
trials

with
with
with
with
with
with

risk
risk
risk
risk
risk
risk

of bias
of bias
of bias
of bias
of bias
of bias

(high
(high
(high
(high
(high
(high

risk
risk
risk
risk
risk
risk

of
of
of
of
of
of

attrition
attrition
attrition
attrition
attrition
attrition

bias;
bias;
bias;
bias;
bias;
bias;

unclear
unclear
unclear
unclear
unclear
unclear

selection
selection
selection
selection
selection
selection

bias;
bias;
bias;
bias;
bias;
bias;

unclear
unclear
unclear
unclear
unclear
unclear

selective
selective
selective
selective
selective
selective

reporting)
reporting)
reporting)
reporting)
reporting).
reporting)

(downgraded:
(downgraded:
(downgraded:
(downgraded:
Heterogeneity
(downgraded:

-1).
-1).
-1).
-1).

(P = 73%) (downgraded: -2).
-1).

Guideline: protecting, promoting and supporting breastfeeding in facilities providing maternity and newborn services

C. Creating an enabling environment
Breastfeeding policy of facilities providing maternity and newborn services
Having a written breastfeeding

policy that is routinely communicated

compared to not having a breastfeeding

policy in protecting,

promoting and supporting breastfeeding

Patient or population: children under 6 months of age who had been born in a facilities providing maternity and newborn services
Setting: community with at least one Baby-friendly hospital
Intervention: having a written breastfeeding policy that is routinely communicated
Comparison: not having a written breastfeeding policy

Outcomes

_,

Anticipated absolute effects* (95% Cl)
Risk with not having
a breastfeeding
policy

Exclusive breastfeeding

327

per 1000

Exclusive breastfeeding

327

per 1000

343,-1000

(284to41s,;,er1000)
J60pei:IOOO

(297tc, 438 penooo)

Relative effect
(95% CI)

N!!of participants
(studies)

Quality of the

Comments

evidence
(GRADE)

RR1.05
(o.S7 to 1.27)

EB888

1

916 (1 study)

RR1.10
(0.91101.34)

916 (1 study)

EB888

2

Very low

Very low

Results are based on a Poisson regression (crude analysis)
of two cross-sectional surveys 6 months apart.
Results are based on a Poisson regression (controlling for age
of the child, maternal age group and maternal education level)
of two cross-sectional surveys 6 months apart.

Early initiation of breastfeeding

This outcome was not reported.

Awareness of staff of the
infant feeding policy of the hospital

This outcome was not reported.

Implementation of the provision of
the lnrernacionalCodeof Markecingof
Breast-milkSubstitutes

This outcome was not reported.

*The risk in the intervention group (and its 95% CI) is based on the assumed risk in the comparison group and the relative effect of the intervention (and its 95% Cl).
Cl: confidence interval; RR: rate ratio.
GRADEWorking Group grades of evidence
High quality: We were very confident that the true effect lies close to that of the estimate of the effect.
Moderate quality: We were moderately confident in the effect estimate: The true effect is likely to be close to the estimate of the effect, but there is a possibility that it is substantially different.
Low quality: Our confidence in the effect estimate is limited: The true effect may be substantially different from the estimate of the effect.
Very low quality: We have very little confidence in the effect estimate: The true effect is likely to be substantially different from the estimate of effect.
For details of studies included in the review, see reference (41).

2

-0

....

Results are based on one observational study which collected information on the explanatory variables (fulfilment of the Ten Steps to Successful Breastfeeding) on February 2011, and collected information on outcome
(breastfeeding rates) and indicator (age of child, maternal age, maternal education) variables on August 2011, 6 months afterwards. Imprec.ision (small sample size) (downgraded: -1).
Results are based on one observational study which collected information on the explanatory variables (fulfilment of the Ten Steps to Successful Breastfeeding) on February 2011, and collected information on outcome
(breastfeeding rates) and indicator (age of child, maternal age, maternal education) variables on August 20n, 6 months afterwards. Imprecision (small sample size) (downgraded: -1).
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Guideline: protecting, promoting and supporting breastfeeding in facilities providing maternity and newborn services

Training of health workers
Education or training of health-care staff compared to no education or other forms of training in protecting, promoting and supporting breastfeeding
Patient or population: health-care staff who come in contact with mothers and infants
Setting: facilities providing maternity and newborn services
Intervention: education or training of health-care staff on breastfeeding and supportive feeding practices
Comparison: no education or other forms of training

There was heterogeneity in the outcomes measured and also the data-collection tools, with none of the included studies using a validated instrument.
Only two studies examined the impact of the intervention on knowledge. However, as one study (127) utilized a direct measure of knowledge and the other (128) used an indirect measure of knowledge, it was not possible to combine the studies
in a meta-analysis. The results of the individual studies suggested a small but significant improvement in measures of breastfeeding knowledge in health-care staff receiving the intervention.
Attitudes towards breastfeeding was only included as an outcome in two studies and again it was not possible to combine the data in a meta-analysis. One of these two studies (129) used a direct measure of attitudes which comprised four subscales,
and the other study (127) used three indirect measures of attitudes (subjective norms, behavioural evaluation and self-efficacy). There was no consistent intervention effect on attitudes with two of the four subscales, which directly measured
attitudes (129) and two of the three indicect measures (121), suggesting a small but significant positive effect on attitudes. There was no significant effect on the othec thcee subscales measuring attitudes.
Only one study measuring compliance with the Baby-friendly Hospital Initiative contributed data to this review (128), which reported a small but significant positive effect on performance of step five of the Ten Steps to Successful Breastfeeding
(demonstration of breastfeeding).
The foUowing outcomes were not reported in the trials: early initiation of breastfeeding, exclusive breastfeeding during stay in the facility, duration of exclusive breastfeeding or adherence to the provisions of the
International Code of Marketing of Breast-milk Substitutes (26).

For details of studies included in the review, see reference (wo).

Training on breastfeeding or supportive feeding practices compared to no training in protecting, promoting and supporting breastfeeding
Patient or population: health-facility-based staff
Setting: facilities pcoviding maternity and newborn secvices
Intervention: training of health staff on breastfeeding or supportive feeding practices
Comparison: no training of health staff on breastfeeding or supportive feeding practices
The review identified five included studies: three non-randomized controlled before-and-after observational studies and two cluster randomized studies. None of the studies used a validated instrument.
The two cluster randomized studies showed an improvement In the attitude of antenatal midwives and postnatal nurses after a process-oriented breastfeeding tcaining (129) and an improved Baby-friendly Hospital compliance score among
facilities providing maternity and newborn services whose health staff attended an 18-day breastfeeding training course (130).
The three non-randomized controlled before-and-after studies showed increases in knowledge scores in the trained health professionals (131,132) and increase in Baby-friendly hospital compliance (129). Effects of the training on attitudes were
inconsistent, with an improvement in one study (132) and no change in two others (131,133).
One non-randomized observational study at one hospital with a 1.5-hour mandated breastfeeding education session for all nursing staff, with an optional self-paced tutorial compared to another hospital with no education session showed an
increase in exclusive breastfeeding rates in the intervention hospital (from 31% to 54%; n =15 before and 15 after) and a decrease in the control hospital (from 43% to 0%; n =16 before and 16 after). The two hospitals were different in other
potential confounding variables such as proportion of First Nations clients and proportion of multiparous mothers (both variables have a higher proportion in the intervention hospital).
The following outcomes were not reported in the trials: early initiation of breastfeeding, exclusive breastfeeding during stay in the facility, duration of exclusive breastfeeding or adherence to the provisions of the
ln1erna1ionalCodeof Marketingof Breasc-milkSubs1iru1es
(26).
For details of studies included in the review, see reference (42).

Guideline: protecting, promoting and supporting breastfeeding in facilities providing maternity and newborn services

Antenatal breastfeeding

education for mothers

Antenatal education with breastfeeding components compared to no antenatal education with breastfeeding components in protecting, promoting and supporting breastfeeding
Patient or population: pregnant women and/or their parmers
Setting: antenatal care
Intervention: antenatal breastfeeding education
Comparison: routine or standard care (antenatal education without breastfeeding components)

Anticipated absolute effects* ( 95°/o CI)

..

751,-1000

EBEBEB8'

Initiation of breastfeeding

750 per 1000

I

(705 to818per 1000)

RR 1.01
(0.94 to 1.90)

3505 (8 studies)

Exclusive breastfeeding
at 3 months

376 per 1000

I

W8to 410per
1008).

RR1.06
(0.90 to 1.25)

822 (3 studies)

2
EBEBEBEB

Exclusive breastfeeding
at 6 months

154 per 1000

I

(134to 201 peUOOO)

RR1.07
(0.87 to 1.30)

2161(4 studies)

3
EBEBEB8

654 (2 studies)

4
EBEBEB8

1636 (4 studies)

5
EBEBEB8

-.,....

16SJilll':IOilo

RR 0.98

Any breastfeeding at 3 months

609 per1000

I

stfpitlOOO
{sooto 719
perlO()iO}

(0.82 to 1.18)

Any breastfeeding at 6 months

505 per 1000

I

,05,-MOO
<460to !t56peuooo>

RR 1.00
(0.91 to 1.10)

Moderate
High
Moderate
Moderate
Moderate

Exclusive breastfeeding during stay at the facility

This outcome was not reported.

Early initiation of breastfeeding within 1 hour after birth

This outcome was not reported.

Onset of lactation

This outcome was not reported.

Exclusive breastfeeding at 1 month

This outcome was not reported.

*The risk in the intervention group (and its 95% CI) is based on the assumed risk in the comparison group and the relative effect of the intervention (and its 95% CI).
CJ: confidence interval; RR: rate ratio.
GRADEWorking Group grades of evidence
High quality: We were very confident that the true effect lies close to that of the estimate of the effect.
Moderate quality: We were moderately confident in the effect estimate: The true effect is likely to be close to the estimate of the effect, but there is a possibility that it is substantially different.
Low quality: Our confidence in the effect estimate is limited: The true effect may be substantially different from the estimate of the effect.
Very low quality: We have very little confidence in the effect estimate: The true effect is likely to be substantially different from the estimate of effect.
For details of studies included in the review, see reference (43).
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mother
mother
mother
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staff
staff
staff
staff
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downgraded).
downgraded).
downgraded).
downgraded).
downgraded).

Heterogeneity (I' = 61%; downgraded: -1).
Imprecision (wide CJ; downgraded: -1).
Heterogeneity (I' = 60%; downgraded: -1).
Heterogeneity (I'= 61%; downgraded: -1).
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Education and support on breastfeeding

compared to not providing education and support in protecting, promoting and supporting breastfeeding

Patient or population: women exposed to interventions intended to promote breastfeeding
Setting: all
Intervention: any intervention aiming to promote the initiation of breastfeeding (education and support on breastfeeding provided before the first breastfeed)
Comparison: standard care (no intervention to promote breastfeeding)

Anticipated absolute effects* ( 95% CI)

Initiation of breastfeeding (when breastfeeding education and
support is provided by health-care professionals)

418 per 1000

Initiation of breastfeeding (when breastfeeding education and
support are provided by non-health-care professionals)

120 per 1000

Early initiation of breastfeeding (when breastfeeding education
and support are provided by non-health-care professionals)

5 per 1000

5911,-MiOO
(4481D-llo8
per_lOOO)

147peuooo
(1%/to 168 per 1000)

,,-rooo
(4-tDt6per1000)

RR 1.43
(1.07 to 1.93)

564 (5 studies)

9988

1

RR 1.22
(1.06 to 1.40)

5188 (8 studies)

9988

2

5560 (3 studies)

EB888

3

RR1.64
(o.86 to 3.13)

Low
Low

Very low

Exclusive breastfeeding during stay at the facility

This outcome was not reported.

Exclusive breastfeeding at

This outcome was not reported.

1,

3 and 6 months

Onset of lactation

This outcome was not reported.

Duration of breastfeeding (in months)

This outcome was not reported.

*The risk in the intervention group (and its 95% CJ) is based on the assumed risk in the comparison group and the relative effect of the intervention (and its 95% CJ).
Cl: confidence interval; RR: rate ratio.
GRADEWorking Group grades of evidence

High quality: We were very confident that the true effect lies close to that of the estimate of the effect.
Moderate quality: We were moderately confident in the effect estimate: The true effect is likely to be close to the estimate of the effect, but there is a possibility that it is substanrially different.
Low quality: Our confidence in the effect estimate is limited: The true effect may be substantially different from the estimate of the effect.
Very low quality: We have very little confidence in the effect estimate: The true effect is likely to be substantially different from the estimate of effect.
For details of studies included in the review, see reference (44).

2

Most studies had with risk of bias (unclear allocation concealment and high risk of attrition bias). Heterogeneity (I'= 61%) (downgraded: -2).
Most studies had with risk of bias (unclear allocation concealment and high risk of attrition bias). Heterogeneity (I'= 86%) (downgraded: -2).
Most studies had with risk of bias (unclear allocation concealment and high risk of attrition bias). Heterogeneity (P = 78%). Imprecision (wide Cl) (downgraded: -3).
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Discharge planning and linkage to continuing care
Provision of linkage to breastfeeding support after discharge from facility compared to no provision of linkage to breastfeeding support in protecting,
promoting and supporting breastfeeding
Patient or population: mothers giving birth in maternity facilities
Setting: facilities providing maternity and newborn services
Intervention: provision of linkage to breastfeeding support after discharge from facilities providing maternity and newborn services
Comparison: no provision of linkage to breastfeeding support after discharge

Outcomes

Anticipated absolute effects* ( 95°/o CI)
Risk with usual care
(steps 1-9)

--

Relative effect
(95% CI)

N!!of participants
(studies)

Quality of the
evidence
(GRADE)

RR 0.64
(0.42 to 0.98)

EB000

2

671 (1 study)

RR 0.39
(0.20 to 0.79)

617 (1 study)

EB000

3

CiJ'
to 6SJ.111'
1000)

I

20,-ieae
(6 toMper.1000)

RR1.77
(o.so to 6.21)

EB000

4

617 (1 study)

14 per 1000

I

16,-IOOO

RR1.24
(0.34 to 4.03)

617 (1 study)

EB000

5

(5 to56P!ir10®")

Diarrhoea episode in the last 6 weeks, at 24 weeks of age

17 per 1000

I

RR 2.25
(0.98 to 6.64)

617 (1 study)

EB000

6

(16 toubpeuooo>

Fever and cough in the last 6 weeks, at 24 weeks of age

30 per 1000

I

RR 1.61
(0.75 to 3.45)

617 (1 study)

EB888

1

Exclusive breastfeeding at 14 weeks

142 per 1000

I

Exclusive breastfeeding at 24 weeks

83 per 1000

I

Diarrhoea episode in the last 4 weeks, at 14 weeks of age

11per 1000

Fever with cough in the last 4 weeks, at 14 weeks of age

. 97,-1000
(64to 148per.1000)
32,-1800

~

....,

49,-ieoo
(23toio,J

Comments

Very low
Very low
Very low
Very low
Very low
Very low

Exclusive breastfeeding at 1 and 3 months

This outcome was not reported.

Duration of exclusive breastfeeding

This outcome was not reported.

Duration of any breastfeeding

This outcome was not reported.

*The risk in the intervention group (and its 95% Cl) is based on the assumed risk in the comparison group and the relative effect of the intervention (and its 95% Cl).
Cl: confidence interval; RR: rate ratio.
GRADEWorking Group grades of evidence
High quality: We were very confident that the true effect lies close to that of the estimate of the effect.
Moderate quality: We were moderately confident in the effect estimate: The true effect is likely to be close to the estimate of the effect, but there is a possibility that it is substantially different.
Low quality: Our confidence in the effect estimate is limited: The true effect may be substantially different from the estimate of the effect.
Very low quality: We have very little confidence in the effect estimate: The true effect is likely to be substantially different from the estimate of effect.
For details of studies included in the review, see reference (45).
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Both the control group (steps 1-9) and the intervention group (steps 1-10) had 2-day intensive training for staff in the antenatal care clinic, delivery room and postpartum ward. The intervention group also included the staff of the well-baby clinic
in the intensive training. In addition, flyers containing culturally appropriate messages on breastfeeding were distributed by staff in the postpartum ward and well-baby clinic in the intervention group. There was no referral for any breastfeeding
support after discharge from the postpartum ward.
Results are from one cluster randomized controlled trial with study with risk of bias (unclear detection bias, undear selection bias, high attrition bias). Indirectness (no referral for any breastfeeding support after discharge) (downgraded: -3).
Results are from one cluster randomized controlled trial with study with risk of bias (unclear detection bias, unclear selection bias, high attrition bias). Indirectness (no referral for any breastfeeding support after discharge) (downgraded: -3).
Results are from one cluster randomized controlled trial with study with risk of bias (unclear detection bias, unclear selection bias, high attrition bias). Indirectness (no referral for any breastfeeding support after discharge) (downgraded: -3).
Results are from one cluster randomized controlled trial with study with risk of bias (undear detection bias, unclear selection bias, high attrition bias). Indirectness (no referral for any breastfeeding support after discharge) (downgraded: -3).
Results are from one cluster randomized controlled trial with study with risk of bias (unclear detection bias, unclear selection bias, high attrition bias). Indirectness (no referral for any breastfeeding support after discharge) (downgraded: -3).
Results are from one cluster randomized controlled trial with study with risk of bias (unclear detection bias, unclear selection bias, high attrition bias). Indirectness (no referral for any breastfeeding support after discharge) (downgraded: -3).
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Provision of linkage to breastfeeding support after discharge from facility compared to no provision of linkage to breastfeeding
promoting and supporting breastfeeding (continued)

support in protecting,

Patient or population: mothers giving birth in maternity facilities
Setting: facilities providing maternity and newborn services
Intervention: provision of linkage to breastfeeding support after discharge from facilities providing maternity and newborn services
Comparison: no provision of linkage to breastfeeding support after discharge

Outcomes

Anticipated absolute effects* ( 95°/o Cl)
Risk with usual care

Any breastfeeding at 4 months
Exclusive breastfeeding at

1,

625 per 1000

I

Relative effect

N!l of participants

(95% CI)

(studies)

Quality of the
evidence

Comments

(GRADE)

544,-,....
(419~'113)

RR 0.87
(0.67 to 1.14)

4625 (1 study)

EBEB882
Low

3 and 6 months

'l'his outcome was not reported.

Duration of exclusive breastfeeding

This outcome was not reported.

Duration of any breastfeeding

This outcome was not reported.

Morbidity

This outcome was not reported.

*The risk in the intervention group (and its 95% CI) is based on the assumed risk in the comparison group and the relative effect of the intervention (and its 95% CI).
Cl: confidence interval; RR: rate ratio.
GRADEWorking Group grades of evidence
High quality: We were very confident that the true effect lies close to that of the estimate of the effect.
Moderate quality: We were moderately confident in the effect estimate: The true effect is likely to be close to the estimate of the effect, but there is a possibility that it is substantially different.
Low quality: Our confidence in the effect estimate is limited: The true effect may be substantially different from the estimate of the effect.
Very low qual1ty: We have very little confidence in the effect estimate: The true effect is likely to be substantially different from the estimate of effect.
For details of studies included in the review, see reference (45).

2

Both the control group (usual care) and the intervention group (information to access the breastfeeding drop-in centre) had a hospital midwife visit at 1 to 2 days after discharge, a nurse home visit at 10 to 14 days after birth, a telephone
call as early as possible after birth to assign a visit before the 10th day of life iCnecessary, and access to a state-wide maternal and child health helpline. The intervention group had, in addition, written information on local community
breastfeeding drop-in centres.
Results are from one cluster randomized controlled trial with study with risk of bias (unclear detection bias, unclear selection bias, high attrition bias) and imprecision (wide CI) (downgraded: -2).
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Annex 4. GRADE-CERQual summary of qualitative findings tables on
values and preferences of mothers
Ten systematic reviews of the values and preferences of mothers on various aspects of breastfeeding support as related to the Ten Steps to Successful Breastfeeding and the Baby-friendly
Hospital Initiative were done. A search of Embase and MEDLINEdatabases was done in May 2016. In total, the search identified 2297 article titles and abstracts for screening; of these, 326
articles were assessed for inclusion from full text screening, and 81 were included in at least one of the reviews. Data were extracted onto standardized data sheets. Screening, assessments
and date extraction were independently done by two reviewers and discrepancies were resolved by a third reviewer.
The quality of each individual study was appraised using the Critical Appraisal Skills Programme (CASP)quality-assessment tool for qualitative studies (123). The quality of each article was
double-reviewed. For each of the breastfeeding interventions, thematic analysis of the relevant data was performed. The GRADE-Confidencein the Evidence from Reviews of Qualitative
Research (CERQual)approach was used to provide a systematic and transparent way of assessing and describing how much confidence can be placed in the findings (124,134). This approach is
based on an assessment of the methodological limitations, relevance, coherence and adequacy of data for each theme. Each individual theme was graded using the GRADE-CERQualapproach.

A. Immediate support to initiate and establish breastfeeding
Early skin-to-skin contact and initiation of breastfeeding
Two hundred and eighty-six studies were assessed for inclusion. Thirteen studies were identified as eligible for inclusion in this review (135-147). The 13 studies were carried
out in Australia, Colombia, Egypt, Italy, Palestine, Russia, Sweden, the United Kingdom of Great Britain and Northern Ireland (United Kingdom) and the United State of America
(United States).

'°
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Theme: Most mothers valued immediate skin-to-skin

contact and felt happy doing this

Among mothers with normal deliveries:
A majority of the mothers would prefer to have immediate skin-to-skin contact again in the future.

(135-147)

Moderate confidence

Some mothers felt that without immediate skin-to-skin contact, the delivery would feel too clinical and too pristine
rather than natural.
"Most of the mothers looked happy, although about a fifth felt tired."

Methodological limitations: there were 13 studies with moderate
concerns on methodological limitations. Most studies had data
from questionnaires with close-ended questions though a few
had in-depth interviews.
Coherence: there were no concerns on coherence. Data from the

primary studies were all consistent among mothers with normal
births, caesarean births or births with admission to the neonatal
intensive care unit, usually for very low-birth-weight or very
preterm infants.
Relevance: there were minor concerns on relevance. None of the

In Palestine, more young mothers were interested in skin-to-skin contact after being given information about it.
In Egypt, roughly half of the mothers had knowledge about benefits of skin-to-skin contact.
In Sweden, those who had short immediate skin-to-skin contact ( <15 minutes) were dissatisfied and felt that the
skin-to-skin contact time was too short.

studies were from Asia or Africa, or from low-income countries.
Adequacy of data: there were minor concerns on adequacy of

the data. Almost 8000 mothers were interviewed or answered
questionnaires on their values and preferences regarding
immediate skin-to-skin contact. There were thick data and
high coherence.

Among mothers with caesarean deliveries:
Mothers were very satisfied and convinced that immediate skin-to-skin contact contributed to the feeling
of closeness to the child.
Many would prefer to have immediate skin-to-skin contact again in the future.
A mother reported that she "forgot about the pain" when put on skin-to-skin contact with her infant and it
11

helped her recover".

Mothers who had previous caesarean sections without immediate skin-to-skin contact had a very high satisfaction
of immediate skin-to-skin contact after they had experienced it.
In Italy, only 2 (of 17) mother with immediate skin-to-skin contact did not perceive any benefit of immediate
skin-to-skin contact.
Among mothers whose infants were admitted to the neonatal intensive care unit (for preterm births or low birth weight):
Mothers believed that early, continuous, and prolonged mother-infant skin-to-skin care without unwarranted
restrictions should be offered as soon as possible. Many believe that this was the most important "step".

Showing mothers how to breastfeed
Eighty studies were assessed for inclusion. Eight studies were identified as eligible for inclusion in this review (148-155). The eight studies were carried out in Canada, the United Kingdom
and the United States. Two studies were on showing mothers how to breastfeed, and six were on expression of breast milk
Theme: Most mothers found that being taught how to breastfeed was helpful but sometimes inadequately done

Among mothers (those with normal-term infants and those with preterm infants) who were shown how to breastfeed:
Mothers found it helpful when they were shown how to hold and position the baby at the breast and how to get the
baby to latch on.
Mothers recognized that they needed help to start breastfeeding but most felt that they did not receive adequate
or sufficient help. For instance, some were supported to latch only once or had inconsistent advice from different
health-care workers.

(148,149)

Low confidence

Methodological limitations: there were two studies with minor

concerns on methodological limitations. One study interviewed
16 mothers of preterm infants and one used a questionnaire with
open-ended questions on 253 African-American mothers.
Coherence: there were minor concerns on coherence.
Mothers appreciated the support but found it insufficient.
Relevance: there were moderate concerns on relevance.

The two studies were from high-income countries with
good health-care systems.
Adequacy of data: there were moderate concerns on adequacy
of the data. There were thick data but from only two studies.

Guideline: protecting, promoting and supporting breastfeeding in facilities providing maternity and newborn services

Theme: Most mothers of normal infants found that being taught how to express breast milk was useful

Among mothers with normal-teem infants who were taught how to express breast milk:
Mothecs who weee taught how to pump breast milk ageeed that this skill was useful and enabled them to beeastfeed
foe longer.

(150)

Low confidence

The most frequent reasons for pumping breast milk are to have someone else feed the child, to have an "emergency"
stock of breast milk and to add to complementary food (for children who are old enough).

Methodological limitations: there was one study with moderate
concerns on methodological limitations. The study used a
questionnaire with mostly close-ended questions on
3606 mothers of term or near-teem infants.
Coherence: there were moderate concerns on coherence.

The qualitative information was not very detailed.
Relevance: there were substantial concerns on relevance.
The study included mothers of young and older infants
from the United States.
Adequacy of data: there were moderate concerns on adequacy
of the data. The information was from a questionnaire.

Theme: Mothers of infants who were admitted to the neonatal intensive care unit found that expression of breast milk was a "paradoxical experience", in which they felt intense
dislike, but that it gave a feeling of connection

Among mothers with infants who were admitted to the neonatal intensive caee unit, low birth weight or preteem
or had poor latch:
Mothers usually felt "intense dislike" for breast pumping ("felt like a cow", did not feel the same as having a baby
to hold, were embarrassed to be seen by others pumping). They reported pain and discomfort during expression of
breast milk and sought more support.
Most continued to pump for the sake of their baby (especially among mothers of infants in the neonatal intensive
care unit) and it has been described as "giving life" to the infant.
This has been described as a "paradoxical experience" of separation and connection.

'°
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(151-155)

Moderate confidence

Methodological limitations: there were five studies with no

concerns on methodological limitations. The studies interviewed
mothers with good qualitative methods.
Coherence: there were no concerns on coherence. The information

was consistent among mothers and between studies.
Relevance: there were moderate concerns on relevance.
The studies were from the United States (4 studies) and Canada
(1 study), both high-income countries.
Adequacy of data: there were moderate concerns on adequacy
of the data. There were thick data from a narrow context.

...

0

0
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Rooming-in
Thirty-seven studies were assessed for inclusion. Seven studies were identified as eligible for inclusion in this review (135, 156-161). The seven studies were carried out in Indonesia, Ireland,
Norway, Russia, Sweden, the United Kingdom and the United States.
Theme: Most mothers preferred to room-in their infant, although there was a significant proportion who would prefer not to room-in at night

Among mothers with normal-term infants:
Rooming-in was not universally preferred by mothers. Those who want to room-in their children stated that they
wished to be with their infant and were anxious to receive early training and practice in infant care. They wanted the
baby close in case something happens.
In Indonesia (80%), Norway (95%) and Sweden (93%) most of the mothers would choose to have their babies with
them at night.

(135, 156- 161)

Moderate confidence

Methodologicallimitations:there were minor concerns
on methodological limitations. Most of the studies combined
in-depth interviews with questionnaires.
Coherence: there were no concerns on coherence.
Relevance: there were minor concerns on relevance. The studies

were from high- and middle-income countries. No studies were
from regions in the Middle East or Africa.
Adequacy of data: there were minor concerns on adequacy
of the data. There were thick data available.

Those who did not want to room-in their children wanted to rest while in the hospital, were confident that their
infants would receive professional care in the nursery and felt that their children would be able sleep better in the
nursery where it was more peaceful. For instance, in Indonesia, there was concern that there was not enough space
between beds (more noise and disturbance during the nights).
Travellers (Northern Ireland) greatly appreciated midwives taking the baby away from them at night.

Demand feeding
Two hundred and thirty-one studies were assessed for inclusion. Four studies were identified as eligible for inclusion in this review
Japan, Russia, Sweden and the United Kingdom.

(135, 144, 162, 163).

The four studies were carried out in

Theme: Mothers valued demand feeding but felt that they needed more support

Among mothers with normal-term infants and those with infants admitted to the neonatal intensive care unit:
Mothers thought that demand feeding was important. However, mothers were uncertain and confused about
interpreting hunger and feed.ing cues from their babies. This made the mothers frustrated, stressed, anxious
and tired.
Mothers of babies from the neonatal intensive care unit felt that breastfeeding on demand should be done as early
as possible. However, these mothers also felt they needed guidance on recognizing feeding cues and shifts in their
infant's behavioural states. They felt that they needed support when the infants transition to demand feeding
as the infants start co show signs of interest in sucking.

(135,144, 162, 163)

Low confidence

Methodological limitations: there were moderate concerns
on methodological limitations. Most of the studies were done
with questionnaires, observations or midwife-led interviews.
Coherence: there were no concerns on coherence. The findings
were consistent even in different contexts among mothers of
infants admitted to the neonatal intensive care unit,
very preterm infants, very low-birth-weight infants
and normal-weight term infants.
Relevance: there were minor concerns on relevance. All four

studies directly addressed mothers' perceptions towards demand
feeding, though there were no studies from low- or middleincome countries outside of Europe and Asia.
Adequacy of data: there were moderate concerns on
adequacy of the data. Most of the studies had thin data from
close-ended questionnaires.
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B. Feeding practices and additional needs of infants
Early additional foods or fluids
Ninety-nine studies were assessed for inclusion. Three studies were identified as eligible for inclusion in this review (164-166). The three studies were carried out in Ethiopia, Nigeria
and Pakistan.
Theme: Mothers living in cultural contexts where pre-lacteal feeds are acceptable valued pre-lacteal feeds

Among mothers with normal-term infants and those with preterm infants:
Mothers perceived pre-lacteal feeding as beneficial to the child (e.g., cleaning of the stomach, positive effect
on health, prevention of afflictions).

(164-166)

Moderate confidence

Methodological limitations: there were no concerns

on methodological limitations.
Coherence: there were no concerns on coherence. The findings
were consistent among the three findings from different cultural
backgrounds.
Relevance: there were moderate concerns on relevance.
All studies were from low- and middle-income countries.
Adequacy of data: there were minor concerns on adequacy
of the data. There were thick data from the studies in Ethiopia
and Nigerla, and moderate thlckness of data from the study
in Pakistan.

Societal norms and cultural beliefs perceived pre-lacteal feeds in a positive and socially acceptable way.

Avoidance of pacifiers or dummies
Six hundred and thirty studies were assessed for inclusion. Five studies were identified as eligible for inclusion in this review (95-97 1 1671 168). They were carried out in Australia, Brazil, Egypt,
New Zealand and Sweden.
Theme: Mothers valued the use of pacifiers or dummies

Among mothers with normal-term infants and those with infants admitted to the neonatal intensive care unit:
Mothers used pacifiers or dummies because they believed that these soothe/settle their babies, to teach them
to suck, to rest between breastfeeds, and to help in the weaning of the baby. Pacifier use was seen as normal
positive behaviour.
In trials assigning mothers to avoid pacifiers or dummies, 24-61% of mothers had introduced a pacifier.
Mothers of preterm and very preterm infants suggested including as a step: "Offer the infant a pacifier for relief
of pain, stress and anxiety, and for stimulating the uptake of nutrients during tube feeding. Introduce bottle feeding
when there is a reason! 11•

In Egypt, around 40% give pacifiers or dummies.
Only a minority of mothers (6% in one study) would withhold the pacifier for fear that it would interfere with
breastfeeding. Another 20-30% avoided pacifier use for appearance, concern for formation of a habit or said that
it was not needed or said it was "unnatural" (and they would rather carry their baby as a better way to soothe them).
There was also concern about hygiene, problems with losing the pacifier, and concerns about the effect on teeth.

...
...

0

(95-97, 167,168)

Moderate confidence

Methodological limitations: there were no concerns
on methodological limitations .
Coherence: there were no concerns on coherence.
Relevance: there were minor concerns on relevance. There were
no primary studies from regions in Africa and Asia and no primary
studies from low-income countries.
Adequacy of data: there were no concerns on adequacy of the data.
There were thick data from these studies.

....

0
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Avoidance of feeding bottles and teats
Six hundred and thirty studies were assessed for inclusion. Three studies were identified as eligible for inclusion in this review (96, 97,169). Of these studies, three discussed mothers' values
and preferences on avoidance of artificial teats and bottles (carried out in Australia, Sweden and the United Kingdom) and two discussed mothers' values and preferences on use of cup feeding
(carried out in Australia and the United Kingdom).
Theme: Mothers valued the use of bottles

Among mothers with normal-term infants and those with infants admitted to the neonatal intensive care unit:
Mothers found using a bottle easy and convenient. They felt that there was no need for training and it appeared that
this skill came naturally. It was the natural option when there were difficulties with breastfeeding.

(96, 97,169)

Low confidence

Methodological limitations: there were no concerns
on methodological limitations.
Coherence: there were no concerns on coherence. Findings were
consistent between mothers of normal-term infants and mothers
with preterm, very low-birth-weight infants or infants admitted
to the neonatal intensive care unit.
Relevance: there were moderate concerns on relevance.
All studies were from high-income countries; none were
from Africa, the Americas or regions in the Middle East.
Adequacy of data: there were minor concerns on adequacy
of the data. There were fairly thick data from the studies.

(97, 169)

Low confidence

Methodological limitations: there were no concerns
on methodological limitations.
Coherence:there were no concerns on coherence. The findings
were consistent among mothers of normal-term infants and those
with preterm infants.
Relevance: there were moderate concerns on relevance.
There were only two studies, both from high-income countries.
Adequacy of data: there were moderate concerns on adequacy
of the data. There were fairly thick data from these studies.

Among mothers of very preterm and very low-binh-weight infants, mothers held the opinion that breastfeeding
is the best choice, but bottle feeding can also be a good choice, when the mother is so emotionally drained after
spending a lot of time with the infant in the hospital for several months that she cannot cope with the "job"
of breastfeeding, and when coming home with a baby with medical problems.

Theme: Mothers found cup feeding difficult

Among mothers with normal-term infants:
Mothers found using a cup difficult: messy, time consuming, lots of spills (wastes), infant not satisfied.
In addition, in trials of mothers assigned to cup feed, the majority introduced the bottle.
Those that continued cup feeding were afraid of nipple confusion (from one of the 30 mothers from the study
conducted in the United Kingdom).
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C. Creating an enabling environment
Breastfeeding policy of facilities providing maternity and newborn services
No studies were found on maternal values and preferences pertaining to policy on breastfeeding of facilities providing maternity and newborn services.

Training of health workers
No studies were found on maternal values and preferences pertaining to training of health workers.

Antenatal breastfeeding education for mothers
Two hundred and eighty-six studies were assessed for inclusion. Eighteen studies were identified as eligible for inclusion in this review (170-187). The 18 studies were carried out in Australia,
Brazil, Canada, Ireland, Mexico, Russia, Sweden, Uganda, the United Kingdom and the United States. The findings are divided into two themes: the content and the method of antenatal
breastfeeding education.
Theme: Mothers felt that infant feeding was not discussed enough in the antenatal period

Among mothers with nonnal-term infants and those with infants admitted 10 the neonatal intensive care unit:
Some of the mothers felt that feeding was not discussed enough in the antenatal period. Mothers wanted more
information from prenatal classes. Mothers wished to have more formal institutional support for infant feeding
in the antenatal period.

(170-187)

Moderate confidence

Methodological limitations: there were no concerns on
methodological limitations. Most studies were good quality
qualitative studies.
Coherence: there were no concerns on coherence.
Relevance: there were minor concerns on relevance, with only one

Many mothers (about half of the mothers in most studies; all of the mothers interviewed in Uganda; most of the
mothers who had previous breast-reduction mammoplasty; most of the adolescent mothers) felt that antenatal
education on feeding was insufficient or too infrequent.

study from a low-income country and none from Asia or regions
in the Middle East.
Adequacy of data: there were no concerns on adequacy of the data.
There were thick data from the studies.

Some mothers i-ommented that the contents of antenatal education were too breastfeeding biased with not enough
discussion on other options; that there is not enough discussion on what to expect (for instance, how hard or painful
breastfeeding could be) and thus there was a mismatch between women's expectations and experiences.
Mothers preferred practical information. If the mothers received sufficient and practical information
(e.g. not bending down when holding the baby) then they were satisfied with the antenatal information.

Theme: Mothers felt that antenatal education on breastfeeding

was not optimally done

Among mothers with normal-term infants and those with infants admitted to the neonatal intensive care unit:
Many mothers complained about the antenatal breastfeeding education in terms of negative attitude or
miscommunication with the health-care worker.
Others cited experiences with providers who appeared to mention breastfeeding simply because it was required by
the job, with little sincerity or positive feelings conveyed (in some studies, these were identified as the physicians).
Mothers experienced frustration, confusion, and finally mistrust in what health-service providers told them.
Many respondents viewed health-care professionals as hJghly motivated advocates of breastfeeding.
Female health-care professionals with personal experience in breastfeeding were thought to be the
most sincere and effective counsellors. Continuity of care to postnatal support was highly valued.
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(170-187)

Moderate confidence

Methodological limitations: there were no concerns on
methodological limitations. Most studies were good quality
qualitative studies.
Coherence: there were no concerns on coherence.
Relevance: there were minor concerns on relevance with only one

study from a low-income country and none from Asia or regions
in the Middle East .
Adequacy of data: there were no concerns on adequacy of the data.
There were thick data from the studies.
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Discharge planning and linkage to continuing support
Six hundred and forty-eight studies were assessed for inclusion. Twenty-two studies were identified as eligible for inclusion in this review (127, 1351 187-206). The 22 studies were carried out
in Australia, Canada, Denmark, France, Ireland, Russia, Spain, Sweden, Switzerland, the United Kingdom and the United States.
Theme: Most mothers valued linkage to breastfeeding

support after discharge

Among mothers with normal-term infants and those with infants admitted to the neonatal intensive care unit:
Most mothers appreciated having support for breastfeeding continued after discharge.
Regardless of the type of support (telephone, baby cafe, hospital visit, home visit, videoconferencing,
combination of support mechanisms), the mothers seemed to value having access to support after discharge.
The mothers experienced a greater sense of security from the support received, especially within the
first postnatal week.

(127,135, 181-206)

Moderate confidence

Methodological limitations: there were minor concerns on

methodological limitations. Most studies were comparing
two different strategies or methods of support for breastfeeding
after discharge.
Coherence: there were no concerns on coherence.
Relevance: there were moderate concerns on relevance.

There were no primary studies from Africa or regions in
the Middle East.
Adequacy of data: there were moderate concerns on adequacy of
the data. Most of the studies had scoring of maternal satisfaction,
with thin data.
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Annex 5. GRADE-CERQual summary of qualitative findings tables
on acceptability among health workers and stakeholders
A systematic review of the values and preferences of health-care workers on various aspects of breastfeeding support as related to the Ten Steps to Successful Breastfeeding and the
Baby-friendly Hospital Initiative was done. A search of Embase and Cumulative Index to Nursing and Allied Health Literature (CIHNAL)databases was done in June 2016. In total, the search
identified 1037 article titles and abstracts for further screening; of these, 145 articles were assessed for inclusion from full-text screening. A total of 62 articles were eligible for inclusion.
Data were extracted onto a standardized data sheet and organized by which of the breastfeeding interventions they pertained to. Screening, assessments and date extraction were independently
done by two reviewers and discrepancies were resolved by a third reviewer.
The quality of each individual study was appraised using the Critical Appraisal Skills Programme (CASP)quality-assessment tool for qualitative studies (123). The quality of each article was
double-reviewed. For each of the breastfeeding interventions, a thematic analysis of the relevant data was performed. The GRADE-Confidence in the Evidence from Reviews of Qualitative
Research (CERQual)approach was used to provide a systematic and transparent way of assessing and describing how much confidence can be placed in the findings (124,134). Thfa approach is
based on an assessment of the methodological limitations, relevance, coherence and adequacy of data for each theme. Each individual theme was graded using the GRADE-CERQualapproach.

A. Immediate support to initiate and establish breastfeeding
Early skin-to-skin contact and initiation of breastfeeding
Fifteen studies were identified as eligible for inclusion in this review (72,131, 207-219). The 15 studies were carried out in Australia, Canada, China, France, India, New Zealand and the United
States. Of these studies, seven were relevant to the first theme (health workers valued and had favourable views towards early skin-to-skin contact), nine were relevant to the second theme
(health workers had safety concerns during skin-to-skin contact after caesarean delivery or anaesthesia) and two were relevant for the third theme (health workers had concerns about
breastfeeding and skin-to-skin contact when the infant was admitted to the neonatal intensive care unit).
Theme: Health workers valued and had favourable views towards early skin-to-skin contact

Among health workers from delivery, labour services:
Maternity staff had favourable views towards skin-to-skin care after delivery. The benefits of skin-to-skin care
seem to be fairly well known and accepted among health-care personnel.
Some providers considered skin-to-skin contact as a way to improve efficiency while also improving patient
outcomes; for example: "It's (skin-to-skin contact] a time saver in the delivery suite as well because if you have your
mother and baby skin-to-skin, that baby is safe with the mother, and more likely to latch on itself. You can just leave
your mother and baby there quite happily. So it's not a time-consuming thing for us because we can just leave them
together quite safely and happily".
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0

u,

(131, 207-213)

Low confidence

Methodological limitations: there were minor concerns on
methodological limitations. The studies used questionnaires,
face-to-face interviews and focus group discussions.
Coherence: there were minor concerns on coherence. The findings

were similar across the studies .
Relevance: there were moderate concerns on relevance.
The studies were from Australia, India and the United States.
Adequacyof data: there were moderate concerns on adequacy
of the data. There were fairly thin data from each of the studies.
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Theme: Health workers had safety concerns during early breastfeeding and skin-to-skin contact after caesarean delivery or anaesthesia

Among healih workers from delivery, labour services:
Health personnel had concerns about early skin-to-skin contact and breastfeeding, especially during deliveries with
anaesthesia, such as during caesarean section or epidural anaesthesia.

(131,210, 212-218)

Moderate confidence

Methodological limitations: there were minor concerns

on methodological limitations.
Coherence: there were minor concerns on coherence.
The inforn1ation reflects similar values with few conflicting data.
Relevance: there were substantial concerns on relevance.
The studies were from Australia, China, France, India,
New Zealand and the United States. There were no studies
conducted from low-income countries.
Adequacy of data: there were minor concerns on adequacy of the
data. Most of the nine studies had thick data from interviews and
focus group discussions.

Though maternity staff had positive feelings towards early skin-to-skin contact, for the actual implementation of
this step, maternity staff believed initiating breastfeeding within a half an hour after birth was not always reasonable.
A study conducted in India interviewing nurses found that only half of the nursing staff felt that breastfeeding should
happen shortly after delivery. Another study found that maternity staff believed that the timing of the first feed
needs to be relaxed to allow mothers and babies to initiate feeding when it works best for their individual situation.
This was especially true if mothers received anaesthesia during labour, which was thought to influence
a baby's ability to suck.
Several studies reported that maternity staff found skin-to-skin contact and breastfeeding as soon as possible was
impractical and unsafe in the operating room. The operating room routines and staffing would interfere with these
practices, particularly in the case of complicated or caesarean deliveries.
Studies identified barriers in terms of the hospital culture and staff members desiring to get the mother and baby
out of the delivery room as soon as possible after delivery. The division between labour and postpartum staff
contributed to the feelings that skin-to-skin and early initiation of breastfeeding is not for the delivery room. In one
study conducted in the United States, many nurses stated that initiation of breastfeeding in the operating room was
impractical, if not impossible, owing to the physical position of the mother, risk of contamination to the incision site,
and potential disapproval of physicians.

Theme: Health workers had safety concerns about early breastfeeding and skin-to-skin contact when the infant was admitted to the neonatal intensive care unit

Among health workers in neonatal intensive care units:
Among infants admitted to the neonatal intensive care units, health personnel reported safety concerns
during the implementation of early skin-to-skin contact and breastfeeding.
Staff feared implementing skin-to-skin contact and early initiation of breastfeeding in a medically fragile
population. Common concerns were physiological instability and dislodging of intravenous and umbilical lines.
Staff believed infants in the neonatal intensive care units are different, owing to various complications, and believed
that early skin-to-skin contact and early initiation of breastfeeding does not apply to this population.
Although the neonatal intensive care unit staff were aware of the benefits of skin-to-skin contact, they also
felt that the risk to patient safety was too great and that it was better to ignore this intervention than to risk
harming the infant.

(72,219)

Moderate confidence

Methodological limitations: there were minor concerns on
methodological limitations. The two studies had in-depth faceto-face interviews and focus group discussions with good quality
methodologies.
Coherence: there were minor concerns on coherence.
The studies presented similar findings.
Relevance: there were substantial concerns on relevance.

The studies were from Australia and Canada, two high-income
countries.

Adequacy of data: there were moderate concerns on adequacy

of the data. The two studies had moderately thick data.

Showing mothers how to breastfeed
Twenty-one studies were identified as eligible for inclusion in this review (72 1 1311 209 1 210, 215 1 219-234). The 21 studies were carried out in Australia, Canada, Iraq, Ireland, Pakistan,
South Africa, the United Kingdom and the United States. Of these studies, 13 were relevant to the first theme (health workers felt that there were too many barriers, especially lack of time,
to adequately show mothers how to breastfeed), five were relevant for the second theme (there were differing levels of confidence among health workers when showing mothers how to
breastfeed). They often felt that someone else, someone more experienced, would do a better job), and five were relevant to the third theme (negative attitudes among health workers towards
showing mothers how to breastfeed. Health workers could themselves be obstacles to breastfeeding.)
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Theme: Health workers felt that there were too many barriers (especially lack of time) to adequately show mothers how to breastfeed

Among healih workers from delivery, labour services and those working in neonatal intensive care units:
Health personnel felt that there was not enough time and too many barriers to adequately teach mothers how
to breastfeed.

(72, 131209,210,215,

Moderate confidence

Methodological limitations: there were moderate concerns

on methodological limitations.
Coherence: there were moderate concerns on coherence.
The primary barrier was the time that the staff had to provide
the suppon to mothers, though other barriers such as equipment
or privacy were also mentioned.
Relevance: there were substantial concerns on relevance.
Studies were conducted from Australia, Canada, Pakistan,
South Africa, the United Kingdom and the United States.
Adequacy of data: there were minor concerns on adequacy
of the data. The studies had thick data.

219-226)

Most studies reponed that maternity staff did not feel as if they had enough time to show mothers how to breastfeed,
owing to short hospital stays and inadequate staffing.
One provider explained: "We do not have the time to sit with all these women for 20 minutes or half-an-hour.
You just don't have the time. You're not a one-on-one and what happens is that people forget that you're not
looking, if you've got four or five women that you're looking after".
Several studies reported that maternity staff felt that they were too busy with other higher priorities than to show
mothers how to breastfeed. One provider stated, "Breast is best... but not when we're busy".
Breastfeeding was viewed as a complex skill that was very time consuming to teach to mothers. Nurses and midwives
described feeling like they were overwhelming already-tired mothers with advice and education.
Neonatal intensive care staff also mentioned challenges with getting the necessary equipment, such as breast pumps
for mothers to maintain lactation during separation.

Theme: There were differing levels of confidence among health workers when showing mothers how to breastfeed; they often felt that someone else, someone more
experienced, would do a better job

Among health workers from delivery, labour services and those working in neonatal intensive care units:
Health personnel felt that there were differing levels of confidence when supporting mothers to breastfeed.
Some health-care personnel stated they lacked the necessary skills to show women how to breastfeed and
maintain lactation.
One study that interviewed physicians found, "The participants admitted they were not able lo manage
all breastfeeding problems and questioned whether it was necessary for them to do so".
Several studies noted that the health providers' confidence in teaching breastfeeding skills and navigating problems
were influenced by personal breastfeeding experience rather than previous training or work-related experience.
Most health-care personnel needed easily accessible breastfeeding experts to call or refer patients to if they lacked
the confidence or skills to help mothers maintain lactation.
Some studies described how providers reported not having any breastfeeding information or advice to address
breastfeeding among specific population groups like obese or adolescent mothers.
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(227-231)

Moderate confidence

Methodological limitations: there were moderate concerns
on methodological limitations. Although some studies used
in-depth interviews and semi-structured questionnaires,

some used close-ended questionnaires.
Coherence: there were minor concerns on coherence.
The studies had consistent information on this theme.
Relevance: there were substantia.l concerns on relevance.
The studies were from Australia, Canada, Iraq, Ireland
and the United States .
Adequacy of data: there were moderate concerns on adequacy
of the data. There were fairly thick data.
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Theme: There was a negative attitude among health workers towards showing mothers how to breastfeed; health workers could themselves be obstacles to breastfeeding

Among healih workers from delivery and labour services:
Some health personnel had negative feelings and prevailing resistance towards showing mothers how to breastfeed.

(215,212, 232-234)

Moderate confidence

Methodological limitations: there were minor concerns on

methodological limitations. Most of the studies used in-depth
and semi-structured interviews based on a predefined analytica.l
framework.

Lack of "buy-in" and negative attitudes described in some "older stafi" were observed, despite breastfeeding
education and availability of expert resources.
An underlying resistance was described in some health workers. Prevailing beliefs and attitudes towards
breastfeeding resulted in staff undermining breastfeeding because they did not wish to change practices. Some
studies reported a "why fix it if it isn't broken" attitude among some health workers, who wished to rely on advice
that worked for them in the past, despite being made aware of newer practices.

Coherence: there were moderate concerns on coherence.

Although the studies consistently identified negative attitudes
among health workers, the source or reason for this attitude
differed among studies.
Relevance: there were substantial concerns on relevance.
The studies were from Australia, South Africa, the United
Kingdom and the United States.
Adequacy of data: There were minor concerns on adequacy
of the data. There were thick data.

In some studies, new midwives described feelings of "intimidation" and "being made fun of" by colleagues when
they spent extra time teaching mothers how to breastfeed.
Health-care providers also expressed being concerned about hurting their relationship with the patient. For example,
one midwife felt concerned about making patients who chose not breastfeed feel neglected and undermined as a
result of inadequate privacy arrangements in the postpartum area: "I don't want to make a bottle-feeding mum feel
that she's doing something wrong by the fact that I'm encouraging the breast-feeding mum
in the next bed. I do find that difficult".
One study identified that staff had negative feelings because some providers believed that showing women how
to breastfeed was disempowering women. Showing mothers how to breastfeed was described as creating a reliance
on the health-care providers. A midwife explained during an interview: "By taking over, I think it's a medical-type
thing, we come in 'Right, I'm here!', but I think we give the impression that 'I'm here now, and I will do this' rather
than 'It's your baby you can do it, you show us"'.
Obstacles to breastfeeding related to health workers included Jack of support for the mother, inappropriate lactation
management, lack of knowledge and negative attitudes.

Rooming-in
Seven studies were identified as eligible for inclusion in this review (72,131,207,211,215,218,219).

The seven studies were carried out in Australia, Canada, India and the United States.

Theme: Though some health workers valued rooming-in, most felt that it was not necessary

Among health workers from delivery, labour services and those working in neonatal intensive care units:
Rooming-in was reported to be viewed favourably and encouraged by some of the health workers. However, several
studies reported that most health workers believed that babies should be allowed to go to the nursery to Jet mothers
rest from their baby.
The most frequent reason for ta.king the baby to the nursery was to "give mom a break" or "aUow mom to get some
sleep". One nurse commented that "I would say that the majority of our babies actually stay in the nursery at night,
and that the majority of women don't want it [rooming-in]".
In a study in India, only a quarter of nurses viewed rooming-in as a beneficial practice. Many were uncertain
as to when to deny a request to send the baby to the nursery.
In settings such as the neonatal intensive care unit, rooming-in was also seen as an "insurmountable" barrier
when trying to achieve Baby-friendly hospital status. For instance, neonatal intensive care units have limits
in their resources to allow mothers and infants to stay together for 24 hours.

(72,131,207,211,215,
218,219)

Moderate confidence

Methodological limitations: there were minor concerns on

methodological limitations. Most of the studies used good
qualitative methodologies.
Coherence: there were minor concerns on coherence.
The studies were consistent in the information.
Relevance: there were substantial concerns on relevance.

There were no studies from low-income countries.
Adequacy of data: there were minor concerns on adequacy
of the data. The studies had thick data.
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Demand feeding
Seven studies were identified as eligible for inclusion in this review (72 1 211, 215 1 234-237). The seven studies were carried out in Australia, Canada, China, India, Ireland and the United States.
Theme: There were differing views among providers about demand feeding

Among health workers from delivery, labour services and those working in neonatal intensive care units:
Studies reported health workers feeling insecure about promoting semi-demand or demand feeding. Demand
feeding was fairly widely accepted by health workers, but some studies described persisting "older beliefs" in which
providers still taught mothers to limit the time the infant spends breastfeeding or to wake the infant up every
3 hours. Health-care providers demonstrated greater comfort relying on scheduled feeding than in following
newer recommendations on demand feeding.

(72,211,215,

234-237)

Low confidence

A study in India cited that only half of the nurses that were interviewed were aware of the concept of demand
feeding. In another study conducted in India, the majority of the doctors and nurses preferred scheduled feeding,
while the majority of auxiliary nurses and auxiliary midwives preferred demand feeding.
A study in Australia noted that demand feeding was found to be encouraged as standard practice and fitted
well within the hospital routine, whereas scheduled feeding practices were restricted to specialized areas with
special care nurses.
In a study in Canada, most of the scheduled feeding practices have been limited to the neonatal intensive care units
and specialized areas. In these areas, health-care providers felt that scheduled feedings and strict documentation
of feedings are required and thus they were uncomfortable with demand feeding.

Methodological limitations: there were minor concerns on
methodological limitations. Most of the studies had good
methodological quality.
Coherence: there were moderate concerns on coherence.
There seemed to be a dichotomy of values with regard
to demand feeding.
Relevance: there were substantial concerns on relevance.
There were no studies from low-income countries.
Adequacy of data: there were moderate concerns on adequacy

of the data. There were fairly thick data.

B. Feeding practices and additional needs of infants
Early additional foods or fluids
Twelve studies were identified as eligible for inclusion in this review (72 1 1311 169 1 207,
and the United States.

212, 215, 236-241).

The 12 studies were carried out in Australia, Canada, China, India, the United Kingdom

Theme: Health workers felt that breast milk is good, but that breast-milk substitutes were also fine

Among health workers from delivery, labour services and those working in neonatal intensive care units:
Health workers felt that breast milk is good, but that formula is fine, too.
Several studies report that health workers view infant forniula as an acceptable option that will not harm an infant.
Some studies describe health-care providers as saying that giving early additional foods or fluids is the mother's
choice and that formula should be an option if that is what she wants.
One study reported that only a little more than half of health workers agreed when asked that infants should not be
supplemented unless medically indicated. Another study found that almost all doctors will sometimes recommend
formula to breastfeeding mothers. Supplementation was not universally believed to harm breast feeding.
Some studies found that protecting mothers from tiredness during the night and offering short-term relief for
mothers was viewed as being an acceptable reason for supplementing with formula.
Health workers in neonatal intensive care units workers described infant formula and/or fortified expressed breast
milk as necessary for the premature or ill infants.
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(72,131,169,207,212,215,

236-241)

Moderate confidence

Methodological limitations: there were minor concerns on
methodological limitations. Most of the studies were of good
quality .
Coherence: there were minor concerns on coherence.

There was little inconsistency among the studies.
Relevance: there were moderate concerns on relevance.
The countries were from four regions, although none were
low-income countries.
Adequacy of data: there were moderate concerns on adequacy
of the data. There were fairly thick data.
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Avoidance of pacifiers or dummies
Nine studies were identified as eligible for inclusion in this review (72 1 1311 207
Kingdom and the United States.

1

209

1

212, 215, 242-244).

The nine studies were carried out in Australia, Canada, Germany, India, the United

Theme: Health workers had differing values with regard to pacifier use

Among health workers from delivery, labour services and those working in neonatal intensive care units:
Health personnel had differing values with regard to pacifier use.
There were mixed findings on health-care providers' perceptions of pacifier use. Studies varied on whether maternity
staff found advising women on pacifier use easy or an obstacle.

Methodological limitations: there were minor concerns on
methodological limitations. Most of the studies had good quality.
Coherence: there were minor concerns on coherence.
There was some inconsistency among the studies.

Some studies found the health-care providers had an "almost universal ambivalence by staff towards the use
of teats and dummies".
Some felt that the practice of using or avoiding teats in the hospital was inconsistent but that this was not
open for discussion.

The studies were from four regions, although there were
no studies from low-income countries.
Adequacy of data: there were minor concerns on adequacy
of the data. There were thick data from the studies.

(72,131,207,209,212,
215, 242-244)

Moderate confidence

Relevance: there were moderate concerns on relevance.

Some health-care personnel were reported as not being aware of the effect of pacifiers or dummies on breastfeeding,
or having personal experiences that led them to advise women against banning pacifiers or dummies.

Avoidance of feeding bottles and teats
Ten studies were identified as eligible for inclusion in this review
United States.

(72,131,207,212,221,

233 1 242-245).

The

10

studies were carried out in Canada, Germany, India, the United Kingdom and the

Theme: Health workers disliked cup feeding and were ambivalent about bottle feeding

Among health workers from delivery, labour services and those working in neonatal intensive care units:
Most health professionals disliked cup feeding and were ambivalent about bottle feeding.
In several of the studies, providers expressed the belief that it makes no difference how a baby is fed and sometimes
it might be better if the baby has a bottle.
Bottles were described by some health-care providers as being essential or even beneficial when a mother
is struggling.
A study in India found that half of the nurses thought that introducing a bottle in the first month of life was
beneficial to the baby.
One study described perceptions of midwives who said that women who bottle fed were "closeted away" because
bottle feeding was a "no, no" in their facility.
In the neonatal intensive care unit, bottles were reported as being necessary, with the perception that this was
due to prioritization of medical care over breastfeeding.
Many studies reported that bottles were preferred by health-care providers to other methods of feeding,
such as cup feeding.

(72,131,207,212,221,233,

242-245)

Moderate confidence

Methodological limitations: there were minor concerns on

methodological limitations. Most of the studies had good quality.
Coherence: there were minor concerns on coherence.
·rhere was little inconsistency in the information.
Relevance: there were substantial concerns on relevance.
The studies were from three regions, although none were
from low-income countries.

Adequacy of data: there were minor concerns on adequacy
of the data. There were thick data from the studies.
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C. Creating an enabling environment
Breastfeeding policy of facilities providing maternity and newborn services
Six studies were identified as eligible for inclusion in this review (101, 207, 213, 218, 220, 246). The six studies were carried out in Australia, China, New Zealand, South Africa, the United
Kingdom and the United States. One study contributed to the first theme on the content of the policy and all six contributed to the theme on the difficulty of implementing such a policy.
Theme: Health workers felt that a clearly stated infant feeding policy should be neutral or there should not be one

Among maternity unit midwifery staff of a district general hospital:
The midwives of the maternity unit valued having a neutral breastfeeding policy.
A majority of maternity staff believed that hospitals should have a clearly stated policy on infant feeding, though
one third felt that there should not be such a policy. Among those who felt that there should be a policy, the majority
favoured a neutral policy that does not emphasize the promotion of one method of feeding over another.
The main reason cited for not wanting a policy is the fear that it would engender guilt among mothers that chose
not to breastfeed or were unable to.
Creating a neutral breastfeeding policy allowed staff to feel that they could support mothers in whichever feeding
method they chose, without feeling as if they had to promote one feeding method over another.

(101)

Very low confidence

Methodological limitations: there were substantial concerns
on methodological limitations. The study used a questionnaire
to collect data among 48 maternity unit midwifery staff.
Coherence: there were moderate concerns on coherence.
No triangulation was done among other staff in the district
general hospital.
Relevance: there were substantial concerns on relevance. There
was one study from Australia. No other studies reported on
concerns on the content of the infant feeding policy.
Adequacy of data: there were substantial concerns on adequacy
of the data.

Theme: Health workers felt that implementing a policy on breastfeeding was a daunting task and would require frequent communication.

Among health workers ftom delivery and labour services:
Staff members viewed writing an infant feeding policy as a "daunting task", partly because many administrators had
no prior experience with this. Not having enough resources to create and implement a policy was seen as a barrier for
hospital administration.
Success at changing maternity facility policy was particularly challenging if there was no buy-in from administration
or other intra-organizational players such as the medical team.
Administrators found that having specific protocols to support policy implementation helped make new
breastfeeding policies clearer for staff. Clear and frequent communication with staff was a common theme
that was viewed as being an important opportunity to establish consistent breastfeeding messages.
The communication aspect of breastfeeding policies was considered particularly difficult to achieve with
less stable workforces.

...
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(101,207,213,218,220,

246)

Low confidence

Methodological limitations: there were minor concerns on

methodological limitations. Multiple methods were used for
data collection .
Coherence: there were minor concerns on coherence.
There were no conflicting findings.
Relevance: there were moderate concerns on relevance.

The studies were conducted from three regions. There were
no studies conducted in low-income countries.
Adequacy of data: there were minor concerns on aclequaqr
of the data. There were thick data from the face-to-face and
in-depth interviews.
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Training of health workers
Six studies were identified as eligible for inclusion in this review (721 207 1 235,246, 2511 252). The six studies were carried out in Canada, Ireland, New Zealand and the United States.
Theme: Health workers felt that more breastfeeding

training would be helpful, yet there was lack of time for breastfeeding training due to competing priorities

Among health workers from delivery, labour services and those working in neonatal intensive care units:
Health personnel felt that more breastfeeding training is helpful, yet there is a lack of time for breastfeeding training
due to competing priorities.
Maternity staff welcomed the idea of breastfeeding training and felt that training was an important aspect that
allowed people to overcome feelings of negativity towards the Baby-friendly Hospital Initiative.

(72,207,235,246,251,
252)

Low confidence

Methodological limitations: there were moderate concerns on

methodological limitations. Most of the studies had surveys and
questionnaires with close-ended questions.
Coherence: there were moderate concerns on coherence. There
was some inconsistency in the information from the studies.

Relevance: there were moderate concerns on relevance. The
studies were all conducted in high-income countries.
Adequacy of data: there were moderate concerns on adequacy of
the data. Most of the studies did not have much thickness in the
findings.

However, the majority of the resident doctors found their breastfeeding education and training to be inadequate.
Staff felt that though they value training in breastfeeding, they did not feel like they had enough time to complete
training. Other educational priorities seemed to be a key issue with finding time for breastfeeding training.
Despite the interest, breastfeeding education was assigned a lower priority when compared to educating health
workers on necessary skills to safely care for mothers with complications. Though staff members felt that more
training could increase breastfeeding rates, such as in the neonatal intensive care units, breastfeeding education did
not seem to be as "front and centre".
The residents who felt their training was adequate were more likely to counsel women about breastfeeding.

Antenatal breastfeeding education for mothers
Seventeen studies were identified as eligible for inclusion in this review (219, 224, 226-228, 245 1 247-251, 253-258). The 17 studies were carried out in Australia, Canada, Iraq, South Africa,
Sweden, the United Kingdom and the United States. Thirteen studies contributed to the first theme on the roles of health workers in promoting breastfeeding in antenatal breastfeeding
education and five contributed to the theme on the health workers' confidence in providing counselling on breastfeeding.
Theme: Health workers had differing views on provider roles in promoting breastfeeding

Among health workers from antenatal and general clinics, delivery and labour services and those working in neonatal
intensive care units:
Health-care workers had differing views on what their role as providers should be when informing women about
breastfeeding.
Many providers viewed promoting and supporting breastfeeding as being a part of their role. Five studies reported
that providers felt that counselling women on breastfeeding was an important use of their time during prenatal
visits.
Nine studies also showed that health-care providers struggled with trying to promote breastfeeding without creating
feelings of animosity with patients. 'fhe decision to breastfeed or bottle feed was viewed as a mother's individual
choice. The studies explaining this phenomenon used phrases such as, "breastfeeding bullies", "overstepping
boundaries", "mother unfriendly", and "breastfeeding Nazis".
Some studies identified that providers felt uncertain about addressing education on bottle feeding. In one study, the
authors found that only 54% of providers would recommend breastfeeding to a mother who had decided to bottle feed.
In several studies, health-care providers felt apathetic towards breastfeeding counselling and many preferred a
neutral approach to breastfeeding promotion to better maintain patient rapport. Providers believed that breastfeeding
promotion is a delicate balance, and that when that balance is not achieved it can be detrimental to the providerpatient relationship.

In antenatal breastfeeding

(219,224,226,227,245,
247-251, 255)

education

Moderate confidence

Methodological limitations: there were minor concerns on

methodological limitations. There were good quality qualitative
studies.
Coherence: there were moderate concerns on coherence. There

were some inconsistencies in the information.
Relevance: there were minor concerns on relevance. 'fhe studies
were conducted in four regions, though all of them were in highincome countries.
Adequacy of data: there were minor concerns on adequacy of the
data. There were fairly thick data.
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Theme: Health workers had differing confidence and perceived effectiveness

in breastfeeding

Among healih workers from antenatal and general clinics, delivery and labour service:
There was differing confidence and perceived effectiveness in counselling from health workers.

counselling

(227,254 -258)

Low confidence

Methodological limitations: there were moderate concerns

on methodological limitations. Most of the studies used
questionnaires and only one used an interview.
Coherence: there were minor concerns on coherence.
There was consistent information from the studies.
Relevance: there were moderate concerns on relevance.
The studies were from three countries: Iraq, the United Kingdom
and the United States.
Adequacy or data: there were minor concerns on adequacy or the
data. There was a fair amount of information from the studies.

Three studies (from Iran, the United Kingdom and the United States) reported that physicians felt confident in
counselling women on breastfeeding and breastfeeding problems. However, thi.s was not the case for the two other
studies (from the United Kingdom and the United States), which identified that many providers felt uncertain and
ineffective in their counselling.
Providers lacked feedback and stated that they were unable to know whether they were adequately supporting
mothers with breastfeeding. This was exemplified by one physician explaining: "l think I'm pretty effective,
but I don't, um, you know, I always wonder, you know. We [can] help moms in the hospital, but that doesn't
mean that they're still breastfeeding a month from now, or 3 months from now'."

Discharge planning and linkage to continuing support
Six studies were identified as eligible for inclusion in this review (207,215,217,231,243,255).
Theme: Health workers felt that linkage to continuing support for breastfeeding

was challenging

Among health workers from antenatal and general clinics, delivery and labour services and those working
in neonatal intensive care units:
Health workers expressed many challenges and obstacles to providing follow-up care for breastfeeding after discharge.
Most studies describe the phenomenon of "gaps" in the continuum of care after women leave the hospital.
Studies described a lack of communication between providers in the hospital and outside of the hospital and having
no health-care provider in charge of breastfeeding across the continuum of care, leading to fragmented support,
inconsistent messaging and missed opportunities.

Cost and adequate training were perceived as barriers to follow-up. Some studies described perceptions of having
adequate support groups and clinics for women to visit, yet this not being the norm.
Specializedservices for the patient population of the neonatal intensive care unit were perceived as being underdeveloped.

...

VJ

The six studies were carried out in Canada, New Zealand and the United States.

(207,215,217,231,243,

255)

Moderate confidence

Methodological limitations: there were minor concerns on
methodological limitations. The studies were good quality
qualitative studies .
Coherence: there were minor concerns on coherence.

The information was consistent across studies.
Relevance: there were substantial concerns on relevance.
The studies were from three high-income countries.
Adequacy of data: there were minor concerns on adequacy
of the data. There were thick data from the studies.
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Implementation guidance: protecting, promoting, and supporting breastfeeding

in facilities providing maternity and newborn services

Executive summary
The first few hours and days of a newborn's life are a critical window for establishing lactation and for providing
mothers with the support they need to breastfeed successfully. Since 1991, the Baby-friendly Hospital Initiative
(BFHI) has helped to motivate facilities providing maternity and newborn services worldwide to better support
breastfeeding.• Based on the Ten Steps to Successful Breastfeeding (the Ten Steps), 2 the BFHIfocuses on providing
optimal clinical care for new mothers and their infants. There is substantial evidence that implementing the Ten
Steps significantly improves breastfeeding rates.
The BFHI has been implemented in almost all countries in the world, with varying degrees of success. After more
than a quarter of a century, coverage at a global level remains low. As of 2017, only 10% of infants in the world
were born in a facility currently designated as "Baby-friendly".3 Countries have found it difficult to sustain a BFHI
programme, with implementation often relying on specific individual and external resources. The programme has
characteristically been implemented as a vertical intervention focused on designating facilities that volunteer to
take part in the programme and can document their full adherence to the Ten Steps. Facilities may make changes
in their policies and procedures to obtain the designation, but these changes are not always sustainable, especially
when there are no regular monitoring systems in place.
In 2015, the World Health Organization (WHO)and the United Nations Children's Fund (UNICEF)began a process to
re-evaluate and reinvigorate the BFHIprogramme. Case-studies, key informant interviews, a global policy survey
and literature reviews were conducted to better understand the status and impact of the initiative. Systematic
literature reviews were commissioned to carefully examine the evidence for each of the Ten Steps. WHOconvened
a guideline development group to write the WHO guideline Protecting,promotingand supportingbreastfeedingin
facilitiesprovidingmaternityand newbornservices4 and an external review group to update the guidance on countrylevel implementation of the BFHI.The main concepts and outline of the updated implementation guidance were
discussed extensively at the BFHI Congress in October 2016, involving approximately 300 participants from over
130 countries. The draft updated guidance document was disseminated through an online consultation in October
2017 and comments from over 300 respondents were considered in the final revisions of the document.
This updated implementation guidance is intended for all those who set policy for, or offer care to, pregnant women,
families and infants: governments; national managers of maternal and child health programmes in general, and of
breastfeeding- and BFHI-related programmes in particular; and health-facility managers at different levels (facility
directors, medical directors, chiefs of maternity and neonatal wards). The document presents the first revision
of the Ten Steps since 1989. The topic of each step is unchanged, but the wording of each one has been updated
in line with the evidence-based guidelines and global public health policy. The steps are subdivided into (i) the
institutional procedures necessary to ensure that care is delivered consistently and ethically (critical management
procedures); and (ii) standards for individual care of mothers and infants (key clinical practices). Full application of
the InternationalCodeof Marketingof Breast-milkSubstitutes5 and relevant World Health Assembly Resolutions (the
Code),6 as well as ongoing internal monitoring of adherence to the clinical practices, have been incorporated into
step 1 on infant feeding policies.
The implementation guidance also recommends revisions to the national implementation of the BFHI, with
an emphasis on scaling up to universal coverage and ensuring sustainability over time. The guidance focuses on
integrating the programme more fully in the health-care system, to ensure that all facilities in a country implement
the Ten Steps. Countries are called upon to fulfil nine key responsibilities through a national BFHI programme,
including establishing or strengthening a national coordination body; integrating the Ten Steps into national
policies and standards; ensuring the capacity of all health-care professionals; using external assessment to regularly
evaluate adherence to the Ten Steps; incentivizing change; providing necessary technical assistance; monitoring
implementation; continuously communicating and advocating; and identifying and allocating sufficient resources.
1

World Health Organization, United Nations Children's Fund. The Baby-friendly Hospital Initiative: monitoring and reassessment: tools to sustain
progress. Geneva: World Health Organization; 199.1(WHO/NHD/99.2;bttp://apps.who.int/irjs/handle/)0665/65380).

2

Protecting, promoting and supporting breast-feeding: the special role of maternity services. A joint WHO/UNICEFstatement.
Geneva: World Health Organization; 1989 (!lln!;//~pps.who.int/iris/bitstream(lo665/3q~/9241561300.m1t).
National implementation of the Baby-friendly Hospital Initiative. Geneva: World Health Organization; 2017 (htqi;ilapps$1\D int/irisl\>itstre
amJJ.o.6f>512551.9:J./H9
7892 GJ51;z381-.eng.jldiliia=-1).

6

4

Guideline: protecting, promoting and supporting breastfeeding in facilities providing maternity and newborn services.
Geneva: World Health Organization; 2017 (http·l{apps who intiiris/bitstrcam/10665/259386/J/9789241550086-cng
pdf?ua=J).

5

International Code of Marketing of Breast-milk Substitutes. Geneva: World Health Organization; 1981(hltp·llwwwwho int/nurrition/publicatjons/
code englisb pdf); The International Code of Marketing of Breast-Milk Substitutes - 2017 update: frequently asked questions. Geneva: World Health
Organization; 2017 (http l{apps who inr/iris/bjtstream/10665/2549n/1/WHO-NMH-NHD-121-engpdf?ua=1).

6

World Health Organization. Code and subsequent resolutions (http:llwww.who.int/nutrition{netcode/resolutions/en/).
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The BFHI focuses on protecting, promoting and supporting breastfeeding in facilities providing maternity and
newborn services. It is understood that many other interventions are needed to ensure adequate support for
breastfeeding, including in antenatal care, postpartum care, communities and workplaces, as well as adequate
maternity protection and Code legislation. It is critical that the BFHIprogramme is integrated with all other aspects
of breastfeeding protection, promotion and support.
Byreinvigorating the BFHIand ensuring that all facilities adhere to evidence-based recommendations on maternity
and newborn care, breastfeeding rates can be substantially increased and the health of mothers and children
dramatically improved.

Scope and purpose
This document contains the latest version of the guidance for implementing the Baby-friendly Hospital Initiative
(BFHI) (1) in facilities providing maternity and newborn services, as well as guidance for coordination and
management of the BFHIat national (or subnational where applicable) level.
The core purpose of the BFHI is to ensure that mothers and newborns receive timely and appropriate care before
and during their stay in a facility providing maternity and newborn services, to enable the establishment of
optimal feeding of newborns, which promotes their health and development. Given the proven importance of
breastfeeding (2), the BFHI protects, promotes and supports breastfeeding, while enabling timely and appropriate
care and feeding of newborns who are not breastfed.
This document complements the World Health Organization (WHO)Guideline:protecting, promoting and supporting
breastfeeding in facilities providing maternity and newborn services (3). It also complements existing Standards
for improving quality of maternal and newborn care in health facilities (4) 1 Guidelineson the optimal feeding of low
birth-weight infants in low- and middle-income countries (5), WHOrecommendations:intrapartum carefor a positive
childbirth experience(6) and other guidance documents on maternal and newborn care. It is crucial that the BFHIis

implemented within a broader context of support for breastfeeding in families, communities and the workplace.
This document does not address these areas specifically.
The intended audience of this document includes all those who set policy for, or offer care to, pregnant women,
families and infants: governments; national managers of maternal and child health programmes in general, and
of breastfeeding- and BFHI-related programmes in particular; and health-facility managers at different levels
(facility directors, medical directors, chiefs of maternity and neonatal wards).
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1.lntroduction
1.1 Breastfeeding matters
Breastfeeding is the biological norm for all mammals,
including humans. Breastfeeding is critical for
achieving global goals on nutrition, health and
survival, economic growth and environmental
sustainability. WHOand the United Nations Children's
Fund (UNICEF) recommend that breastfeeding be
initiated within the first hour after birth, continued
exclusively for the first 6 months of life and continued,
with safe and adequate complementary foods, up to
2 years or beyond (7). Globally, a minority of infants
and children meet these recommendations: only 44%
of infants initiate breastfeeding within the first hour
after birth and 40% of all infants under 6 months of
age are exclusively breastfed. At 2 years of age, 45% of
children are still breastfeeding (8).
Immediate and uninterrupted skin-to-skin contact
and initiation of breastfeeding within the first hour
after birth are important for the establishment of
breastfeeding, and for neonatal and child survival
and development. The risk of dying in the first 28
days of life is 33% higher for newborns who initiated
breastfeeding 2-23 hours after birth, and more than
twice as high for those who initiated 1 day or longer
after birth, compared to newborns who were put to
the breast within the first hour after birth (9). The
protective benefit of early initiation extends until the
age of 6 months (10).
Exclusive breastfeeding for 6 months provides the
nurturing, nutrients and energy needed for physical
and neurological growth and development. Beyond
6 months, breastfeeding continues to provide energy
and high-quality nutrients that, jointly with safe
and adequate complementary feeding, help prevent
hunger, undernutrition and obesity (11). Breastfeeding
ensures food security for infants (8).
Inadequate breastfeeding practices significantly
impair the health, development and survival of infants,
children and mothers. Improving these practices
could save over 820 ooo lives a year (2). Nearly half
of diarrhoea episodes and one third of respiratory
infections are due to inadequate breastfeeding
practices. Longer breastfeeding is associated with a
13% reduction in the likelihood of overweight and/
or prevalence of obesity and a 35% reduction in the
incidence of type 2 diabetes (2). An estimated 20 ooo
maternal deaths from breast cancer could be prevented
each year by improving rates of breastfeeding (2).
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Recent analyses have documented that increasing
rates of breastfeeding could add US$ 300 billion to the
global economy annually, by helping to foster smarter,
more productive workers and leaders (13). In Brazil,
adults who had been breastfed for at least 12 months
earned incomes that were 33% higher than for those
who had been breastfed for shorter durations (14).
Inadequate breastfeeding has a significant impact
on the costs of health care for children and women
(15, 16). Mothers who feed their infants on formula
are absent from work more often than breastfeeding
mothers, owing to a higher frequency and severity of
infant illness (17)

Recent analyses have
documented that
increasing rates of
breast£eeding could
add US$ 300 billion
to the global

economyannually
Breastfeeding is a non-polluting, non-resourceintensive, sustainable and natural source of nutrition
and sustenance. Breast-milk substitutes add to
greenhouse gas emissions at every step of production,
transport, preparation and use. They also generate
waste, which requires disposal. Greenhouse gases
include methane, nitrous oxide and carbon dioxide; a
recent report estimated the carbon dioxide emissions
resulting from manufacture of infant formula in Asia
at 2.9 million tons (18).
In humanitarian settings, the life-saving potential of
breastfeeding is even more crucial (7). International
guidance recommends that all activities to protect,
promote and support breastfeeding need to be
increased in humanitarian situations, to maintain or
improve breastfeeding practices (19).
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Breastfeeding is a vital component of realizing every
child's right to the highest attainable standard of
health, while respecting every mother's right to make
an informed decision about how to feed her baby,
based on complete, evidence-based information, free
from commercial interests, and the necessary support
to enable her to carry out her decision (20).
Improving breastfeeding can be a key driver for
achievement of the Sustainable Development
Goals (21). Breastfeeding can be linked to several of the
goals, including goals 1 (end poverty in all its forms
everywhere); 2 (end hunger, achieve food security and
promote sustainable agriculture); 3 (ensure healthy
lives and promote well-being for all at all ages)
4 (ensure inclusive and quality education for all and
promote lifelong learning); 5 (achieve gender equality
and empower all women and girls); 8 (promote
sustained, inclusive and sustainable economic
growth, employment and decent work for all); 10
(reduce inequality within and among countries); and
12 (ensure sustainable consumption and production
patterns).

1.2 The Baby-friendly Hospital
Initiative: an overview
The first few hours and days of a newborn's life
are a critical window for establishing lactation and
providing mothers with the support they need to
breastfeed successfully. This support is not always
provided, as illustrated by a review of UNICEFdata
showing that 78% of deliveries were attended by a
skilled health provider, but only 45% of newborns
were breastfed within the first hour after birth (8, 22).
Although breastfeeding is the biological norm, health
professionals may perform inappropriate procedures
that interfere with the initiation of breastfeeding,
such as separation of the mother and infant; delayed
initiation of breastfeeding; provision of prelacteal feeds; and unnecessary supplementation.
These procedures significantly increase the risk of
breastfeeding challenges that lead to early cessation.
Families need to receive evidence-based information
and counselling about breastfeeding and must be
protected from commercial interests that negatively
impact on breastfeeding.
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should implement to support breastfeeding (23).
The Innocenti Declarationon the protection, promotion
and support of breastfeeding, adopted in Florence in
1990 (24), called for all governments to ensure that
every facility providing maternity and newborn
services fully practises all 10 of the Ten Steps. In
1991, WHO and UNICEFlaunched the Baby-friendly
Hospital Initiative (BFHI) (1), to help motivate
facilities providing maternity and newborn services
worldwide to implement the Ten Steps. Facilities that
documented their full adherence to the Ten Steps, as
well as their compliance with the International Code
of Marketing of Breast-milk Substitutes (25, 26) and

The first few hours and
days of a newborn,s life
are a critical window for
establishing lactation and
providing mothers with
the support they need to
breastfeed successfully
relevant World Health Assembly (WHA) resolution
(the Code) (27), could be designated as" Baby- friendly".
WHO published accompanying evidence for each of
the Ten Steps in 1998 (28).
Several global health-policy documents have
emphasized the importance of the Ten Steps. WHA
resolutions in 1994 and 1996 called for specific action
related to the BFHI (29, 30). The 2002 Global strategy
for infant and young child feeding called upon all
facilities providing maternity and newborn services
worldwide to implement the Ten Steps (7). At the 15th
anniversary of the Innocenti Declaration (24) in 2005,
the Innocenti partners issued a call to action, which
included a call to revitalize the BFHI, maintaining the
global criteria as the minimum requirement for all
facilities and expanding the initiative's application to
include maternity, neonatal and child health services
and community-based support for lactating women
and caregivers of young children (31).

In 1989, WHO and UNICEF published the Ten
Steps to Successful Breastfeeding (the Ten Steps),
within a package of policies and procedures that
facilities providing maternity and newborn services
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The BFHI package was updated in 2006 after
extensive user surveys, and relaunched in 2009 (32).
The updated package reflected the new evidence
for some of the steps (steps 4 and 8 for example)
and their interpretation, and specifically addressed
the situation of women living with HIV. It included
guidelines for "mother-friendly care" and described
breastfeeding-friendly practices in other facilities
and communities. Standards for providing support
for "non-breastfeeding mothers" were included, as
the initiative encompasses ensuring that all mothers,
regardless of feeding method, get the feeding support
they need. The package included updated training and

The specific
maternity-care
practices could
reduce the odds of
early termination
of breastfeeding
13-fold
assessment tools.
In 2012, the WHA endorsed six targets for maternal,
infant and young child nutrition, including achieving
a global rate of exclusive breastfeeding in the first
6 months of life of at least 50% (33, 34). The policy
briefs and comprehensive implementation plan for
the targets include expansion of the BFHI (34). The
2014 Second International Conference on Nutrition
(ICN2) Framework for Action (35), which forms the
underpinnings of the United Nations Decade for Action
on Nutrition (36), called for policies, programmes and
actions to ensure that health services protect, promote
and support breastfeeding, "including the Babyfriendly Hospital Initiative". The Global monitoring

is probably greater than this number implies, since
facilities might implement several of the Ten Steps
without having reached designation as "Babyfriendly", but there are currently no global systems to
assess this.

1.3 Strengths and impact of the
Baby-friendly Hospital Initiative
Substantial evidence has accumulated that the BFHI
has the potential to significantly influence success
with breastfeeding. In Belarus, a group-randomized
trial undertaken at the end of the 1990s increased the
rate of exclusive breastfeeding at 3 months to 43% in
hospitals that implemented the Ten Steps, compared
to only 6% in the hospitals that did not receive the
intervention (41).
A systematic review of 58 studies on maternity
and newborn care published in 2016 demonstrated
clearly that adherence to the Ten Steps impacts rates
of breastfeeding (early initiation immediately after
birth, exclusive breastfeeding and total duration of
any breastfeeding) (42). This review found a doseresponse relationship between the number of BFHI
steps women are exposed to and the likelihood
of improved breastfeeding outcomes. Avoiding
supplementation of newborns with products other
than breast milk (step 6) was demonstrated to be a
crucial factor in determining breastfeeding outcomes,
possibly because, in order to implement this step,
other steps also need to be in place. Community
support (step 10) proved crucial to maintaining the
improved breastfeeding rates achieved in facilities
providing maternity and newborn services (42).
One study based in the United States of America (USA)
found that adherence to six of the specific maternitycare practices could reduce the odds of early termination
of breastfeeding 13-fold (see Fig.1) (43).
35~---------------

g' 30
_g:s(/J
3: :~

30.0

--t---=--------------------1

25 +----""-c--------------1

U,~Q,)

:;; ~ 3: 20 --------------------;
0.Q f

framework for maternal, infant and young child nutrition,

,:;; ., ,0

endorsed by the WHAin 2015(37), includes an indicator
on the percentage of births occurring in facilities that
have been designated as "Baby-friendly" (38).
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Almost all countries in the world have implemented
the BFHI at some point in time. Coverage within most
countries has remained low, however. In 2011, it was
estimated that 28% of all facilities providing maternity
and newborn services had been designated as "Babyfriendly at some point in time" (39). However, as of
2017,WHOestimated that only about 10% of babies in
the world were born in a facility currently designated
as "Baby-friendly" (40). The impact of the initiative
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Fig. 1. Among women who initiated breastfeeding and
intended to breastfeed for >2 months, the percentage
who stopped breastfeeding before 6 weeks, according
to the number of Baby-friendly hospital practices they
experienced (43)
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Experiences in BFHI implementation from that
time showed that national leadership (including
strong national involvement and support) was key
to successful implementation of the BFHI. Nationalor facility-level adaptation, ongoing facilitylevel monitoring, and making the BFHI part of the
continuum of care were also found to be important for
BFHIimplementation (44).
A recent article about the USA,which reviewed two
national policy documents and 16 original studies,
confirmed the BFHI's success in facilitating successful
breastfeeding initiation and exclusivity (45). The
duration of breastfeeding also appears to increase
when mothers have increased exposure to Babyfriendly practices. However, current mechanisms
for tracking breastfeeding are suboptimal and
therefore limited reliable data are available on the
duration of breastfeeding. Of the 10 steps of the BFHI,
step 3 (antenatal education) and step 10 (postnatal
breastfeeding support) were mentioned as the most
challenging steps to implement (45); however, these
two steps have the potential to significantly impact
breastfeeding practices.
In anticipation of the 25th anniversary of the
BFHI, WHO and UNICEF undertook a broad-based
assessment of the current status of the initiative.
A global survey among all WHO Member States on
the implementation at country level was conducted
in June to August 2016, with responses received
from 117 countries (40). In-depth case-studies on
how the initiative has operated in 13 countries were
solicited from ministries of health, nongovernmental
BFHI coordinators and UNICEFstaff; key informant
interviews with the BFHI coordinators (including
government officials and staff of nongovernmental
organizations (NGOs) in 22 countries) provided
additional insights regarding challenges and lessons
learnt over the first 25 years of the initiative (40, 46).
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The information gathered in the case-studies and
key informant interviews (40, 46) indicates that the
implementation of the BFHIhas led to improvements in
health professionals' capacity, as well as strengthened
protection, promotion and support of breastfeeding,
in large numbers of facilities providing maternity
and newborn services, thereby possibly contributing
to increased rates of early initiation of breastfeeding
across the globe. The systematic approach to improving
facility policies and practices, and the visibility and
rewarding nature of the designation "Baby-friendly",
are appreciated by many actors.
For facilities that were designated, the process of
becoming Baby-friendly was often transformative,
changing the whole environment around infant
feeding. In many countries, becoming designated has
been a key motivating factor for facilities to transform
their practices. As a consequence of this, care in these
facilities became more patient centred; staff attitudes
about infant feeding improved; and skill levels
dramatically increased. Use of infant formula typically
dropped dramatically, and the use of nurseries for
newborn babies was greatly reduced. The quality of
care for breastfeeding clearly improved in facilities
that were designated as "Baby-friendly".
The case-studies and interviews also captured several
challenges, which are described in the next section.
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1.4 Challenges in implementing the
Baby-friendly Hospital Initiative
Several key challenges in BFHI implementation
emerged from the above-mentioned assessments.
In summary, the feedback from the case-studies and
key informant interviews indicates that the vertical
and often project-type implementation of the BFHI,
while a strength in achieving specific and short-term
goals, has proved to be a barrier to reaching a high
coverage of the practices recommended in the Ten
Steps, as well as to the sustainability of these practices
and to monitoring of the initiative. Specific challenges
mentioned are listed next.
National and facility-level implementation often
depends more on having committed individuals or
"champions" and less on building and strengthening
sustainable systems. When former champions are
no longer associated with the BFHI, continuity of
interventions is often affected.
The processes of providing technical assistance
to facilities; training and maintaining assessors;
implementing assessments and re-assessments;
and communicating about the initiative all require
resources on an ongoing basis. For many countries,
these resources are provided by external donors and
not incorporated in the regular government budget.
When donors shift funds to other priorities, this
impacts on the BFHI.
National governments, especially in low- and
middle-income countries, have generally focused only
on public facilities.
A key challenge is the building and maintenance
of staff capacity of facilities providing maternity
and newborn services to protect, promote
and
support
breastfeeding.
Although
the
BFHI guidance mentions the importance of
pre-service training as well as in-service training,
the assessment processes and tools have a strong
focus on in-service training. In virtually all countries
and territories that responded to the case-studies
or key informant interviews, the incorporation of
breastfeeding in pre-service education (including
medical and nursing schools and similar institutions
for other professions) has been insufficient. This has
created barriers for implementation and maintenance
of the BFHI, since ongoing in-service training is very
human- and financial-resource intensive.
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Additionally, trainers need to be recruited or, when
health professionals themselves, spend time away
from their regular job, and the trainees are also taken
away from their regular tasks. While it is possible to
undertake electronic and online courses, it may be
costly to develop these, particularly when participant
fees need to be paid to a commercial entity; such
courses cannot fully replace the need for face-to-face
skills-building and skills assessment and they will
still keep trainees away from their main task. It has
also proven difficult, in a 20-hour course, to change
health professionals' behaviour, when they have
implemented practices in a certain way for years.
The focus on individual facilities instead of national
standards of care makes it challenging to achieve high
coverage of recommended facility practices.
At the level of individual facilities, the focus of the
BFHI has often been on achieving "Baby-friendly"
designation. It has frequently been challenging to
sustain the changes made. Many facilities appear
to make changes in their policies and procedures to
obtain the designation, but then drift back into old
ways over time, especially when there are no regular
monitoring systems in place. As a result, it is difficult
to know the extent to which designated facilities
continue to adhere to the BFHIcriteria.
Step 10 of the original Ten Steps (23), on fostering
the establishment of breastfeeding support groups, has
proven very difficult to implement for most facilities
providing maternity and newborn services, since many
of these do not have sufficient staff to work outside
of their own facility. In most settings, maternity and
newborn facilities have not been held accountable for
outreach into the community.
Full compliance with the Code (25-27) has also
been a challenge for many facilities. Distributors
of breast-milk substitutes have often been found
to violate the Code by providing free or subsidized
supplies to facilities or governments, and/or providing
promotional materials to health facilities or health
professionals. Facilities often find it difficult to resist
these offers in the face of tight operating budgets.
Companies that market breast-milk substitutes often
exert political influence at multiple levels, to weaken
standards on the protection of breastfeeding and make
it difficult for facilities to achieve the Baby-friendly
standards.
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In 2016, the Pan-American Health Organization
published a report on the BFHI in the Americas,
in which they examined the years in which BFHI
designations or re-designations occurred (47). The
report showed that for most countries in the region,
BFHI designations or re-designations occurred
almost exclusively in a single s-year window of time.
Some countries designated many facilities in the
1990s but then stopped; others started later but then
stopped; and a few countries have only recently been
designating facilities. However, no country conducted
more than a handful of designations outside of a peak
10-year period (see Fig. 2 for two examples). These
results suggest that it is difficult for countries to
sustain an ongoing designation and re-designation
programme for more than a few years.
Whereas the Ten Steps were focused on the
in-facility care of healthy, full-term infants, many
countries have expanded the concept of "Babyfriendly" into other areas of breastfeeding support
outside of facilities providing maternity and newborn
services, as suggested in the 2009 revision of the BFHI
guidance (32). While these programmes have
successfully improved the quality of maternal and
infant care in many countries, international standards
have not been developed to give a specific set of
criteria and evaluation tools for programmes, leading
to diversity in application worldwide. Guidelines are
needed to improve breastfeeding support groups
outside of facilities providing maternity and newborn
services, as they each have unique aspects that cannot
be addressed within the BFHI.
The large numbers of countries implementing the
BFHI on the one hand, and the low percentage of
designated facilities on the other hand, demonstrate
the broad reach the initiative has achieved, but also

indicate the need for continued improvement in
maternity and newborn care. As long as adherence
to the Ten Steps is limited to only selected facilities,
inequities in the quality of health care for newborns
will persist. Achieving adherence by all facilities will

It is difficult for countries
to sustain an ongoing
designation and
re-designation
programme for more
than a few years
require redoubled efforts and new approaches.
The case-studies and key informant interviews (40,
46) showed that countries have adapted the BFHI
guidance to their own situation and possibilities.
This has resulted in several excellent examples of
management and operational processes that can
facilitate the sustainable implementation and scaleup of practices that support breastfeeding. These
examples, as well as a broad set of general lessons
learnt and recommendations for achieving the
protection, promotion and support of breastfeeding
in facilities providing maternity and newborn services
at scale, obtained from the case-studies and key
informant interviews, and combined with an intensive
consultative process with the external review group
(see section 1.5), form the basis for this revised
implementation guidance.
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Fig. 2. Number of hospitals designated or re-designated by 5-year period in Paraguay and Mexico (47).
Reproduced by permission of the publisher from: Pan American Health Organization, World Health Organization
Regional Officefor the Americas. The BabyFriendly Hospital Initiative in Latin Americaand the Caribbean: current
status, challenges, and opportunities. Washington (DC):Pan American Health Organization; 2016 (http://iris.paho.
org/xmlui/bitstream/handle/123456789/18830/9789275118771_eng.pdf?sequence=1&isAllowed=y)
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1.5 Revision of the Ten Steps to
Successful Breastfeeding and
the implementation guidance
In 2015, WHO and UNICEF began the process of
reviewing and revising both the Ten Steps to Successful
Breastfeeding and the implementation guidance for
countries on how to protect, promote, and support
breastfeeding in facilities providing maternity and
newborn services. Using the standard WHO guideline
development process (48), WHOestablished a guideline
development group. Detailed description of the process
for developing the 2017 WHO Guideline: protecting,
promoting and supporting breastfeeding in facilities
providing maternity and newborn services(3), including

the systematic literature reviews on each step, is
published elsewhere (3). In addition, WHO convened
an external review group to provide additional expert
guidance to the guideline development group and
to develop the revised implementation guidance for
countries, presented in this document.
The external review group met three times in faceto-face meetings (December 2015, April 2016 and
October 2016) and held numerous conference calls and
reviewed draft documents via email. The case-studies
and interviews with national BFHI leaders described
above provided important insights to the external
review group in shaping the implementation guidance.
An early draft of this guidance was presented at the
BFHI Congress in October 2016 (49). Approximately
300 participants from over 130 countries, and
20 development partners
(NGOs, international
professional associations and donors), discussed
the guidance in small workgroups over the course of
3 days, and gave extensive input to the revisions. The
updated guidance was disseminated through an online
consultation in October 2017 and comments from over
300 respondents were considered in the final revisions
of the document.
This updated guidance covers only those activities that
are specifically pertinent to the protection, promotion
and support of breastfeeding in facilities providing
maternity and newborn services. The care of small,
sick and/or preterm newborns cannot be separated
from that of full-term infants, as they both occur in
the same facilities, often attended by the same staff. As
such, the care for these newborns in neonatal intensive
care units or in regular maternity or newborn wards
is included in the scope of this document. However,
since this document focuses on global standards and
is not a clinical guide, it does not provide in-depth
guidance on how to care for small, sick and/or preterm
newborns but merely outlines the standards and
key steps for breastfeeding and/or the provision of
human milk to this group. More specific guidance on
the feeding of small, sick and/or preterm newborns is
available elsewhere (5, 50).
14
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While the 2009 BFHI guidance suggested including
"mother-friendly" actions focusing on ensuring
mothers' physical and psychological health (32), this
updated BFHI guidance does not include guidance on
these aspects. This guidance explicitly recommends
countries to integrate the Ten Steps into other
programmes and initiatives for maternal and newborn
health. In-depth, relevant, evidence-based guidance
on the quality of care of maternal health is already
available elsewhere (4), but itis important for all health
professionals, whether or not they are responsible for
delivery or newborn care, to be fully aware of motherfriendly practices and how they can affect the mother,
baby and breastfeeding, so that they can ensure these
practices are implemented and achieve the intended
quality-of-care benefits. For this reason, a summary
of this guidance is provided in section 2.
Similarly, this document does not cover criteria for
Baby-friendly communities, Baby-friendly paediatric
units or Baby-friendly physicians' offices. Support for
breastfeeding is critical in all of these settings, but is
beyond the scope of this document.
Revision of the Ten Steps to Successful
Breastfeeding
The 2017 WHO Guideline: protecting, promoting
and supporting breastfeeding in facilities providing
maternity and newborn services (3) examined the

evidence for each of the original Ten Steps that were
originally published in 1989 (23). Based on the new
guidelines, this implementation guidance rewords
the Ten Steps while maintaining the basic theme of
each step. The core intent of the steps remains the
same as the 1989 version of the Ten Steps, namely
protecting, promoting and supporting breastfeeding
in facilities providing maternity and newborn services.
The guidance separates the first two steps, which
address the management procedures necessary to
ensure that care is delivered consistently and ethically,
and the other eight steps, which spell out standards for
clinical care of mothers and infants. The updated Ten
Steps are presented in Box 1.
Step 1 on facility breastfeeding policy has been
modified to include three components. Application of
the Code (25-27) has always been a major component
of the BFHIbut was not included as part of the original
Ten Steps. This revision explicitly incorporates full
compliance with the Code as a step. In addition, the
need for ongoing internal monitoring of adherence
to the clinical practices has been incorporated into
step 1. Internal monitoring should help to ensure that
adoption of the Ten Steps is sustained over time.
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Some of the steps have been simplified in their
application, to ensure that they are feasible and
applicable for all facilities. To ensure that every infant
who is born in a facility has equitable access to the
best quality of care, the steps must be within reach
of every facility, not just a select few. For example,
step 2 on training staff focuses more on competency
assessment to ensure that staff have the knowledge,
competence and skills to support breastfeeding,
rather than insisting on a specific curriculum. Step s
on providing mothers with practical support on how
to breastfeed does not emphasize one type of milk
expression, but focuses more on issues of positioning,
suckling, and ensuring the mother is prepared for
potential breastfeeding difficulties.
Step 9 on the use of feeding bottles, teats and
pacifiers now focuses on counselling mothers on
their use, rather than completely prohibiting them.
The evidence for a complete prohibition of their use
was found to be weak, since the systematic review
conducted in the guideline development process found
little or no difference in breastfeeding rates between
healthy term infants who used feeding bottles, teats
or pacifiers in the immediate postpartum period and
those who did not (51). Among preterm infants, the
systematic reviews on non-nutritive suckling did not
find a difference in breastfeeding-related outcomes
and found a positive impact on the duration of hospital
stay (52, 53). For preterm infants, the use of feeding
bottles and teats is still discouraged.
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Step 10 on post-discharge care focuses more on the
responsibilities of the facility providing maternity
and newborn services to plan for discharge and make
referrals, as well as to coordinate with and work to
enhance community support for breastfeeding, rather
than the specific creation of mother-to-mother
support groups.

The core intent
of the Ten Steps...
is to protect,
promote and support
breastfeeding

Box 1. Ten Steps to Successful Breastfeeding (revised 2018)
Criticalmanagement procedures
1.

a. Comply fully with the InternationalCodeof Marketing of Breast-milk Substitutesand
relevant World Health Assembly resolutions.
b. Have a written infant feeding policy that is routinely communicated to staff and parents.
c. Establish ongoing monitoring and data-management systems.

2.

Ensure that staff have sufficient knowledge, competence and skills to support breastfeeding.

Keyclinical practices
3.

Discuss the importance and management of breastfeeding with pregnant women and their families.

4.

Facilitate immediate and uninterrupted skin-to-skin contact and support mothers to initiate
breastfeeding as soon as possible after birth.

5. Support mothers to initiate and maintain breastfeeding and manage common difficulties.
6.

Donot provide breastfed newborns any food or fluids other than breast milk, unless medically indicated.

7.

Enable mothers and their infants to remain together and to practise rooming-in 24 hours a day.

8. Support mothers to recognize and respond to their infants' cues for feeding.
9. Counsel mothers on the use and risks of feeding bottles, teats and pacifiers.
10.

Coordinate discharge so that parents and their infants have timely access to ongoing support and care.
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Revision of the country-level
guidance

implementation

This implementation guidance proposes a number
of revisions to the implementation of the BFHI, to
facilitatenationwidescale-upandensuresustainability
over time. The guidance focuses on integrating the
protection, promotion and support of breastfeeding
more fully into the health-care system, including in
private and public facilities. The modifications and
increased feasibility serve the purpose of increasing
newborns' access to breastfeeding in all facilities,
not only a select few.

The guidance focuses
on integrating...
more fully into the
health-care system

in facilities providing maternity and newborn services

The guidance also incorporates, or is aligned with,
other WHOor UNICEFtechnical guidance documents,
including the Guidance on ending the inappropriate
promotion of foods for infants and young children (54),
the 2016 WHO/UNICEFGuideline: updates on HIV and
infant feeding (55), the WHO Standards for improving
quality of maternal and newborn care in health
facilities (4) and the VVHOFramework on integrated
people-centred health services(56).

This updated guidance is aimed at strengthening
the health system and proposes a less vertical
management and implementation structure, requiring
fewer resources dedicated specifically to the initiative.
It aims to coordinate the strategies for integrated
people-centred health services (56) and strengthen
the quality-improvement aspects already present in
the BFHI.
Box 2 summarizes the key updated directions for
BFHI implementation, as described in detail in section
3 and section 4-

Box 2. Summary of updated directions for implementation of the
Baby-friendly Hospital Initiative
1.

Appropriat e care to protect, promote, and support breastfeeding is the responsibility of every facility
providing maternity and newborn services. This includes private facilities, as well as public ones,
and large as well as small facilities.

2.

Countries need to establish national standards for the protection, promotion and support for
breastfeeding in all facilities providing maternity and newborn services, based on the updated
Ten Steps to Successful Breastfeeding and global criteria.

3. The Baby-friendly Hospital Initiative must be integrated with other initiatives for maternal and
newborn health, health-care improvement, health-systems strengthening and quality assurance.
4. To ensure that health-care providers have the competencies to implement the BFHI, this topic needs
to be integrated into pre-service training curricula. In addition, in-service training needs to be
provided when competencies are not yet met.
5. Public recognition of facilities that implement the Ten Steps and comply with the global criteria is one
way to incentivize quality improvement. Several other incentives exist, ranging from compliance with
national facility standards to performance-based financing.
6. Regular internal monitoring is a crucial element of both quality improvement and ongoing
quality assurance.
7. External assessment is a valuable tool for validating the quality of maternity and newborn services.
External assessments should be sufficiently streamlined into existing mechanisms that can be
implemented sustainably.
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2. The role of facilities providing maternity and
newborn services
The core purpose of the BFHIis to ensure that mothers
and newborns receive timely and appropriate care
before and during their stay in a facility providing
maternity and newborn services, to enable the
establishment of optimal feeding of the newborn,
thereby promoting their health and development.
Given the proven importance of breastfeeding, the
BFHI protects, promotes and supports breastfeeding.
At the same time, it also aims to enable appropriate
care and feeding of newborns who are not (yet or fully)
breastfed, or not (yet) able to do so.
Fammes must receive quality and unbiased
information about infant feeding. Facilities providing
maternity and newborn services have a responsibility
to promote breastfeeding, but they must also respect
the mother's preferences and provide her with the
information needed to make an informed decision
about the best feeding option for her and her infant.
The facility needs to support mothers to successfully
feed their newborns in the manner they choose.
In line with the WHO Frameworkon integrated peoplecentred health services(56) 1 it is important to ensure
that "all people have equal access to quality health
services that are co-produced in a way that meets
their life course needs and respects social preferences,
are coordinated across the continuum of care, and are
comprehensive, safe, effective, timely, efficient and
acceptable; and all carers are motivated, skilled and
operate in a supportive environment". Aspecific aspect
of this is providing care in a culturally appropriate
manner, including providing materials in languages
that all clients understand.
The Ten Steps do not encompass all aspects of quality
maternity and newborn care. "Mother-friendly"
birthing and postnatal care practices have been
identified that are important for the mother's own
well- being and the respect of her dignity and her
rights (4). Many of these "mother-friendly" practices
also help to enable breastfeeding (57). It is important
that women are not submitted to unnecessary or
harmful practices during labour, childbirth and
the early postnatal period. Such practices include,
but are not limited to, unnecessary (i.e. without a
medical indication) use of the following: episiotomy,
instrumental vaginal childbirth and caesarean section.
Women should also be encouraged to adopt the position
of their choice during labour. In addition, women and
newborns must be treated with respect, with their dignity
maintained and their privacyrespected; they must not be
subjected to mistreatment (58); and they must be able to
make informed decisions. Women also need to be able to
have a birth companion of their choice.

With regard to HIV, the 2016 WHO/UNICEFguideline
on HIV and infant feeding (55) recommends that
national or subnational health authorities should set
recommendations for infant feeding in the context of
HIV, and decide whether health services will mainly
counsel and support mothers known to be living with
HIV to either (i) breastfeed and receive antiretroviral
drug interventions; or (ii) avoid all breastfeeding.
Where authorities recommend breastfeeding plus
antiretroviral therapy, this includes early initiation
of breastfeeding, exclusive breastfeeding for the first
6 months of life and continued breastfeeding, with
adequate and safe complementary feeding, up to at
least 12 months; breastfeeding may be continued
up to 24 months or beyond (similar to the general
population), while the mother is fully supported for
adherence to antiretroviral therapy. Where authorities
recommend avoiding all breastfeeding, skilled and
coordinated support for infant feeding is needed to
improve the safety of replacement feeding. The BFHI
can be implemented in both contexts.
Facilities providing maternity and newborn services
need to comply with the Ten Steps. The 2018 version
of the Ten Steps is separated into critical management
procedures, which provide an enabling environment
for sustainable implementation within the facility,
and key clinical practices, which delineate the care
that each mother and infant should receive. The key
clinical practices are evidence-based interventions
to support mothers to successfully establish
breastfeeding. The Ten Steps are outlined in Box 1
and described in detail in section 2.1 and section 2.2.
The specific recommendations in the new WHO
Guideline: protecting, promoting and supporting
breastfeeding in facilities providing maternity and
newborn services (3) are also presented in the text,

with the relevant recommendation number added.
Annex 1 shows how the revised Ten Steps incorporate
all of the new WHOguidelines (3) and how they relate
to the original Ten Steps.
While each of the Ten Steps contributes to improving
the support for breastfeeding, optimal impact on
breastfeeding practices, and thereby on maternal and
child well-being, is only achieved when all Ten Steps
are implemented as a package. The text that follows
should be read in this light.
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2.1. Critical management procedures
to support breastfeeding
Facilities providing maternity and newborn services
need to adopt and maintain four critical management
procedures to ensure universal and sustained
application of the key clinical practices. The first three
of these, application of the Code (25-27), development
of written policies, and operation of monitoring and
data-management systems, are all part of the first
step on facility policies. Step 2 deals with the need to
ensure the capacity of all facility staff.

Step 1: Facility policies
The International Code of Marketing of Breastmilk Substitutes and relevant World Health
Assembly resolutions (25-27)

Step 1a: Comply fully with the International
Code of Marketing of Breast-milk
Substitutes and relevant WorldHealth
Assembly resolutions.
Rationale: Families are most vulnerable to the

marketing of breast-milk substitutes during the entire
prenatal, perinatal and postnatal period when they are
making decisions about infant feeding. The WHAhas
called upon health workers and health-care systems
to comply with the International Code of Marketing
of Breast-milk Substitutes (25, 26) and subsequent
relevant WHA resolutions (27) (the Code), in order
to protect families from commercial pressures.
Additionally, health professionals themselves need
protection from commercial influences that could
affect their professional activities and judgement.
Compliance with the Code is important for facilities
providing maternity and newborn services, since
the promotion of breast-milk substitutes is one of
the largest undermining factors for breastfeeding
(59). Companies marketing breast-milk substitutes,
feeding bottles and teats are repeatedly found to
violate the Code (60). It is expected that the sales
of breast-milk substitutes will continue to increase
globally, which is detrimental for children's survival
and well-being (13, 61). This situation means that
ongoing concerted efforts will be required to protect,
promote and support breastfeeding, including in
facilities providing maternity and newborn services.
Implementation: The Code (25-27) lays out clear

responsibilities of health-care systems to not promote
infant formula, feeding bottles or teats and to not be
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used by manufacturers and distributers of products
under the scope of the Code for this purpose. This
includes the provision that all facilities providing
maternity and newborn services must acquire any
breast-milk substitutes, feeding bottles or teats
they require through normal procurement channels
and not receive free or subsidized supplies (WHA
Resolution 39.28 (62)). Furthermore, staff of facilities
providing maternity and newborn services should not
engage in any form of promotion or permit the display
of any type of advertising of breast-milk substitutes,
including the display or distribution of any equipment
or materials bearing the brand of manufacturers of
breast-milk substitutes, or discount coupons, and
they should not give samples of infant formula to
mothers to use in the facility or to take home.
In line with the WHO Guidance on ending the
inappropriate promotion of foods for infants and young
children, published in 2016 and endorsed by the
WHA (54), health workers and health systems should
avoid conflicts of interest with companies that
market foods for infants and young children. Healthprofessional meetings should never be sponsored
by industry and industry should not participate in
parenting education.
Global standards:

All infant formula, feeding bottles and teats used
in the facility have been purchased through normal
procurement channels and not received through free
or subsidized supplies.
The facility has no display of products covered
under the Code or items with logos of companies that
produce breast-milk substitutes, feeding bottles and
teats, or names of products covered under the Code.
The facility has a policy that describes how it
abides by the Code, including procurement of breastmilk substitutes, not accepting support or gifts
from producers or distributors of products covered
by the Code and not giving samples of breast-milk
substitutes, feeding bottles or teats to mothers.
At least 80% of health professionals who provide
antenatal, delivery and/or newborn care can explain at
least two elements of the Code.
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Infant feeding policy

Monitoring and data-management systems

Step 1b: Have a written infant feeding policy
that is routinely communicated to staff
and parents.

Step 1c: Establish ongoing monitoring and
data-management systems.
Rationale: Facilities providing maternity and newborn

Rationale: Policydrives practice. Health-care providers

and institutions are required to follow established
policies. The clinical practices articulated in the Ten
Steps need to be incorporated into facility policies, to
guarantee that appropriate care is equitably provided
to all mothers and babies and is not dependent on the
preferences of each care provider. Written policies are
the vehicle for ensuring patients receive consistent,
evidence-based care, and are an essential tool for staff
accountability. Policies help to sustain practices over
time and communicate a standard set of expectations
for all health workers.
Implementation: Facilities providing maternity and
newborn services should have a clearly written
breastfeeding policy that is routinely communicated
to staff and parents (recommendation 12). A facility
breastfeeding policy may stand alone as a separate
document, be included in a broader infant feeding
policy, or be incorporated into a number of other
policy documents. However organized, the policy
should include guidance on how each of the clinical
and care practices should be implemented, to ensure
that they are applied consistently to all mothers. The
policy should also spell out how the management
procedures should be implemented, preferably via
specific processes that are institutionalized.
Global standards:

The health facility has a written infant feeding
policy that addresses the implementation of all
eight key clinical practices of the Ten Steps, Code
implementation, and regular competency assessment.
Observations in the facility confirm that a summary
of the policy is visible to pregnant women, mothers
and their families.
A review of all clinical protocols or standards
related to breastfeeding and infant feeding used by
the maternity services indicates that they are in line
with BFHI standards and current evidence-based
guidelines.

services need to integrate recording and monitoring
of the clinical practices related to breastfeeding into
their quality-improvement/monitoring systems (see
section 2.4).
Implementation: Recommended
indicators
for
facility-based monitoring of the key clinical practices
are listed in Appendix 11 Table 1. Two of the indicators,
early initiation of breastfeeding and exclusive
breastfeeding, are considered "sentinel indicators".
Allfacilities should routinely track these indicators for
each mother-infant pair. Recording of information on
these sentinel indicators should be incorporated into
the medical charts and collated into relevant registers.
The group or committee that coordinates the BFHIrelated activities within a facility needs to review
progress at least every 6 months. During concentrated
periods of quality improvement, monthly review is
needed. The purpose of the review is to continually
track the values of these indicators, to determine
whether established targets are met, and, if not, plan
and implement corrective actions. In addition, if the
facility has an ongoing system of maternal discharge
surveys for other quality-improvement/qualityassurance assessments, and it is possible to add
question(s), one or both indicators could be added for
additional verification purposes or periodic checks.

Additional process indicators for monitoringadherence
to the key clinical practices are also recommended.
These indicators are particularly important during
an active process of quality improvement and should
be assessed monthly during such a process. Once
acceptable levels of compliance have been achieved,
the frequency of data collection on these additional
indicators can be reduced, for example to annually.
However, if the level of the sentinel indicators falls
below So% (or below national standards), it will be
important to assess both the clinical practices and
all management procedures, to determine where the
bottlenecks are and what needs to be done to achieve
the required standards.

At least 80% of clinical staff who provide antenatal,
delivery and/or newborn care can explain at least two
elements of the infant feeding policy that influence
their role in the facility.
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The recommended indicators do not cover all of the
global standards listed above because of the need to
keep the monitoring system as simple as possible.
Countries or individual facilities could include
additional indicators where feasible. Two alternative
methods for verification are proposed - newborn
registries and maternal discharge surveys (which
could be done in a written or oral way or via a cell
phone [SMSJ).Facilities are not expected to use both
methodologies at the same time. Depending on what
other monitoring systems facilities are using, either
may be more practical and feasible.
The frequency of data collection will depend on the
method of verification. For example, if questions
are added to maternal discharge surveys that are
already ongoing, the periodicity will, by default, be
a function of the periodicity of the ongoing survey.
If the information is collected through newborn
registries and the registries are already being reviewed
to collect data on the sentinel outcome indicators,
collection of data on the key clinical practices for all
newborns is recommended. Alternatively, a sample of
registries could be reviewed every 6 months to collect
this information, to reduce the burden of abstracting,
summarizing and reviewing large amounts of data
from the registries. If a new system of maternal
discharge surveys is put into place, a minimum
periodicity of every 6 months is needed. However,
monitoring needs to be streamlined and manageable
within the facilities' existing resources.
Thus, to the extent possible, it is best to not implement
new methods of data collection, unless necessary or
for periodic purposes of verification. The same goes for
the amount of data collected; more is not necessarily
better if systems are not in place to analyse and use the
information to improve breastfeeding support.
For the key clinical practice indicators, monitoring
is best if based on maternal report. Collection of
data for some indicators could be done through
electronic medical records or from paper reports on
each mother-infant pair, but runs the risk that staff
completing these records will over-report practices
that they have been taught they are supposed to do.
Options for maternal data collection include:
exit interviews with mothers (preferably by a
person not directly in charge of their care);
short paper questionnaires to mothers
confidential completion upon discharge;
sending questions to the mother via SMS.

20

for

in facilities providing maternity and newborn services

It is recommended that a minimum of 20 motherinfant pairs be included for each indicator, each time
the data are reviewed, although small facilities may
need to settle for a smaller number if 20 pairs are not
available.
The global standards call for a mm1mum of 80%
compliance for all process and outcome indicators,
including early initiation ofbreastfeeding and exclusive
breastfeeding. It is recognized that in contexts where
many women choose not to breastfeed, these rates may
be difficult to attain. Lower standards may need to be
set at the national or local level, with the expectation
that they should be raised over time, as other aspects
of breastfeeding support in the community improve.
Each facility should attempt to regularly achieve at
least 80% adherence on each indicator, and facilities
that do not meet this target should focus on increasing
the percentage over time.
Global standards:

The facility has a protocol for an ongoing
monitoring and data-management system to comply
with the eight key clinical practices.
Clinical staff at the facility meet at least every
6 months to review implementation of the system.

Step 2: Staff competency
Step 2: Ensure that staff have sufficient
knowledge, competence and skills to
support breastfeeding.

Rationale: Timely and appropriate care for
breastfeeding mothers can only be accomplished if
staff have the knowledge, competence and skills to
carry it out. Training of health staff enables them to
develop effective skills, give consistent messages, and
implement policy standards. Staff cannot be expected
to implement a practice or educate a patient on a topic
for which they have received no training.
Implementation: Health-facility staff who provide
infant feeding services, including breastfeeding
support,
should have sufficient knowledge,
competence and skills to support women to breastfeed
(recommendation 13). In general, the responsibility
for building this capacity resides with the national
pre-service education system. However, if staff
capacity is deficient, facilities providing maternity and
newborn services will need to take corrective measures
to strengthen that capacity, such as by offering courses
at the facility or requiring that staff take courses
elsewhere. While some material can be taught through
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didactic lectures (including electronic resources),
some supervised clinical experience with testing of
competency is necessary. It is important to focus not
on a specific curriculum but on the knowledge and
skills obtained.
All staff who help mothers with infant feeding should
be assessed on their ability to:
1.

use listening and learning skills to counsel
a mother;

2.

use skills for building confidence and giving
support to counsel a mother;

3. counsel a pregnant woman about breastfeeding;
4. assess a breastfeed;
5. help a mother to position herself and her
baby for breastfeeding;
6. help a mother to attach her baby to the breast;
7. explain to a mother about the optimal pattern
of breastfeeding;
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Global standards:

At least 80% of health professionals who provide
antenatal, delivery and/or newborn care report they
have received pre-service or in-service training on
breastfeeding during the previous 2 years.
At least 80% of health professionals who provide
antenatal, delivery and/or newborn care report
receiving competency assessments in breastfeeding in
the previous 2 years.
At least 80% of health professionals who provide
antenatal, delivery and/or newborn care are able
to correctly answer three out of four questions
on breastfeeding knowledge and skills to support
breastfeeding.

2.2. Key clinical practices to support
breastfeeding
The updated BFHI highlights eight key clinical
practices, based on the WHO Guideline:protecting,
promoting and supporting breastfeeding in facilities
providingmaternityand newbornservices(3), issued in
2017. These key practices are discussed next.

Step 3: Antenatal information
8. help a mother to express her breast milk;
9. help a mother to cup feed her baby;
10.

help a mother to initiate breastfeeding within
the first hour after birth;

11.

help a mother who thinks she does not have
enough milk;

12.

help a mother with a baby who cries frequently;

13. help a mother whose baby is refusing
to breastfeed;
14. help a mother who has flat or inverted nipples;
15. help a mother with engorged breasts;
16. help a mother with sore or cracked nipples;

Step 3: Discuss the importance and
management of breastfeeding with
pregnant women and their families.

Rationale: All pregnant women must have basic
information about breastfeeding, in order to make
informed decisions. A review of 18 qualitative studies
indicated that mothers generally feel that infant
feeding is not discussed enough in the antenatal
period and that there is not enough discussion of
what to expect with breastfeeding (42). Mothers want
more practical information about breastfeeding.
Pregnancy is a key time to inform women about the
importance of breastfeeding, support their decisionmaking and pave the way for their understanding of
the maternity care practices that facilitate its success.
Mothers also need to be informed that birth practices
have a significant impact on the establishment of
breastfeeding.

17- help a mother with mastitis;
18. help a mother to breastfeed a low-birth-weight

baby or sick baby;
19. counsel a mother about her own health;
20.

implement the Code in a health facility.
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Implementation: Where facilities provide antenatal
care, pregnant women and their families should be
counselled about the benefits and management of
breastfeeding (recommendation 14). In many settings,
antenatal care is predominantly provided through
primary health-care clinics or community health
workers. If facilities providing maternity and newborn
services do not have direct authority over these care
providers, they should work with them to ensure that
mothers and families are fully informed about the
importance of breastfeeding and know what to expect
when they deliver at the facility. In other cases, the
facility directly provides antenatal care servicesor offers
classes for pregnant women. In this case, provision of
breastfeeding information and counselling is the direct
responsibility of the facility.

in facilities providing maternity and newborn services

The information must be provided free of conflicts
of interest. As stipulated in the Guidanceon ending
inappropriate promotion of foods for infants and young
children (54), companies that market foods for infants

and young children should not "directly or indirectly
provide education to parents and other caregivers on
infant and young child feeding in health facilities".
Women at increased risk for preterm delivery or birth
of a sick infant (e.g. pregnant adolescents, high-risk
pregnancies, known congenital anomalies) must
begin discussions with knowledgeable providers as
soon as feasible concerning the special circumstances
of feeding a premature, low-birth-weight or sick
baby (63).
Global standards:

Breastfeeding education should include information on
the importance of breastfeeding and the risks of giving
formula or other breast-milk substitutes, along with
national and health-professional recommendations
for infant feeding. Practical skills such as positioning
and attachment, on-demand feeding, and recognizing
feeding cues are a necessary component of antenatal
counselling. Families should be presented with upto-date information on best practices in facilities
providing maternity and newborn services regarding
skin-to-skin contact, initiation of breastfeeding,
supplementation protocols and rooming-in. Women
also need to be informed about possible challenges
they might encounter (such as engorgement, or a
perception of not producing enough milk) and how to
address them.
Antenatal breastfeeding counselling must be tailored
to the individual needs of the woman and her family,
addressing any concerns and questions they have. This
counselling needs to be sensitively given and consider
the social and cultural context of each family.
Wherever possible, conversations on breastfeeding
should begin with the first or second antenatal visit,
so that there is time to discuss any challenges, if
necessary. This is particularly important in settings
where women have few antenatal visits and/or initiate
their visits late in their pregnancy. Additionally,
women who deliver prematurely may not have
adequate opportunities to discuss breastfeeding if the
conversations are delayed until late in pregnancy.
Information on breastfeeding should be provided in
multiple ways. Printed or online information that
is in a language mothers (including illiterate ones)
understand is one way to ensure that all relevant topics
are covered. However, there is no assurance that all
women will read this information, and it may not directly
address the key questions they have. Interpersonal
counselling, either one-on-one or in small groups,
is important to allow women to discuss their feelings,
doubts and questions about infant feeding.
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A protocol for antenatal discussion of breastfeeding
includes at a minimum:
-

the importance of breastfeeding;

- global
recommendations
on
exclusive
breastfeeding for the first 6 months, the risks of
giving formula or other breast-milk substitutes,
and the fact that breastfeeding continues to
be important after 6 months when other foods are
given;
- the importance of immediate and sustained skinto-skin contact;
-

the importance of early initiation of breastfeeding;
the importance of rooming-in;

-

the basics of good positioning and attachment;

-

recognition of feeding cues.

At least 80% of mothers who received prenatal
care at the facility report having received prenatal
counselling on breastfeeding.
At least 80% of mothers who received prenatal
care at the facility are able to adequately describe
what was discussed about two of the topics mentioned
above.
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Step 4: Immediate postnatal care
Step 4: Facilitate immediate and
uninterrupted skin-to-skin contact and
support mothers to initiate breastfeeding
as soon as possible after birth.

Rationale: Immediate skin-to-skin contact and early
initiation of breastfeeding are two closely linked
interventions that need to take place in tandem for
optimal benefit. Immediate and uninterrupted skinto-skin contact facilitates the newborn's natural
rooting reflex that helps to imprint the behaviour
of looking for the breast and suckling at the breast.
Additionally, immediate skin-to-skin contact helps
populate the newborn's microbiome and prevents
hypothermia. Early suckling at the breast will
trigger the production of breast milk and accelerate
lactogenesis. Many mothers stop breastfeeding
early or believe they cannot breastfeed because of
insufficient milk, so establishment of a milk supply
is critically important for success with breastfeeding.
In addition, early initiation of breastfeeding has been
proven to reduce the risk of infant mortality (10).
Implementation: Early and uninterrupted skin-toskin contact between mothers and infants should be
facilitated and encouraged as soon as possible after
birth (recommendation 1). Skin-to-skin contact
is when the infant is placed prone on the mother's
abdomen or chest with no clothing separating them.
It is recommended that skin-to-skin contact begins
immediately, regardless of method of delivery.
It should be uninterrupted for at least 60 minutes.

Initiation of breastfeeding is typically a direct
consequence of uninterrupted skin-to-skin contact,
as it is a natural behaviour for most babies to slowly
squirm or crawl toward the breast. Mothers may be
supported to help the baby to the breast if desired.
Mothers should be helped in understanding how to
support the baby and how to make sure the baby is able
to attach and suckle at the breast. All mothers should
be supported to initiate breastfeeding as soon as
possible after birth, within the first hour after delivery
(recommendation 2).
It should be noted that the milk a newborn consumes
immediately after birth is colostrum, which is highly
nutritious and contains important antibodies and
immune-active substances. The amount of colostrum
a newborn will receive in the first few feedings is very
small. Early suckling is important for stimulating
milk production and establishing the maternal milk
supply. The amount of milk ingested is a relatively
unimportant factor.
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During immediate skin-to-skin contact, and for at
least the first 2 hours after delivery, sensible vigilance
and safety precautions should be taken so that health
professionals can observe for, assess and manage any
signs of distress. Mothers who are sleepy or under the
influence of anaesthesia or drugs will require closer
observation. When mothers are not fully awake and
responsive, a health professional, doula, friend or
family member should accompany the mother, to
prevent the baby from being hurt accidentally.
Immediate skin-to-skin care and initiation of
breastfeeding is feasible following a caesarean
section with local anaesthesia (epidural) (64). After
a caesarean section with general anaesthesia, skinto-skin contact and initiation of breastfeeding can
begin when the mother is sufficiently alert to hold the
infant. Mothers or infants who are medically unstable
following delivery may need to delay the initiation of
breastfeeding. However, even if mothers are not able
to initiate breastfeeding during the first hour after
birth, they should sti11be supported to provide skinto-skin contact and to breastfeed as soon as they are
able (65).
Skin-to-skin contact is particularly important for
preterm and low-birth-weight infants. Kangaroo
mother care involves early, continuous and prolonged
skin-to-skin contact between the mother and the
baby (66), and should be used as the main mode of care
as soon as the baby is stable (defined as the absence of
severe apnoea, desaturation and bradycardia), owing
to demonstrated benefits in terms of survival, thermal
protection and initiation of breastfeeding. The infant
is generally firmly held or supported on the mother's
chest, often between the breasts, with the mother in a
semi-reclined and supported position.
Preterm infants maybe able to root, attach to the breast
and suckle from as early as 27 weeks' gestation (67). As
long as the infant is stable, with no evidence of severe
apnoea, desaturation or bradycardia, preterm infants
can start breastfeeding. However, early initiation
of effective breastfeeding may be difficult for these
infants if the suckling reflex is not yet established
and/or the mother has not yet begun plentiful milk
secretion. Early and frequent milk expression is
critical to stimulating milk production and secretion
for preterm infants who are not yet able to suckle.
Transition to direct and exclusive breastfeeding should
be the aim whenever possible (50) and is facilitated by
prolonged skin-to-skin contact.
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Global standards:

At least 80% of mothers of term infants report that
their babies were placed in skin-to-skin contact with
them immediately or within 5 minutes after birth and
that this contact lasted 1 hour or more, unless there
were documented medically justifiable reasons for
delayed contact.
At least 80% of mothers of term infants report
that their babies were put to the breast within 1 hour
after birth, unless there were documented medically
justifiable reasons.

Step 5: Support with breastfeeding
Step 5: Support mothers to initiate and
maintain breastfeeding and manage
common difficulties.
Rationale: While breastfeeding is a natural human
behaviour, most mothers need practical help in
learning how to breastfeed. Even experienced mothers
encounter new challenges with breastfeeding a
newborn. Postnatal breastfeeding
counselling
and support has been shown to increase rates of
breastfeeding up to 6 months of age (68). Early
adjustments to position and attachment can prevent
breastfeeding problems at a later time. Frequent
coaching and support helps build maternal confidence.
Implementation: Mothers should receive practical

support to enable them to initiate and maintain
breastfeeding and manage common breastfeeding
difficulties (recommendation 3). Practical support
includes providing emotional and motivational
support, imparting information and teaching concrete
skills to enable mothers to breastfeed successfully. The
stay in the facility providing maternity and newborn
services is a unique opportunity to discuss and assist
the mother with questions or problems related to
breastfeeding and to build confidence in her ability to
breastfeed.
All mothers should receive individualized attention,
but first-time mothers and mothers who have not
breastfed before will require extra support. However,
even mothers who have had another child might
have had a negative breastfeeding experience and
need support to avoid previous problems. Mothers
delivering by caesarean section and obese mothers
should be given additional help with positioning and
attachment.
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Practical support for preterm, including late preterm,
newborns is particularly critical, in order to establish
and maintain the production of breast milk. Many
mothers of preterm infants have health problems of
their own and need motivation and extra support for
milk expression. Late preterm infants are generally
able to exclusively breastfeed at the breast, but are at
greater risk of jaundice, hypoglycaemia and feeding
difficulties than full-term infants, and thus require
increased vigilance (69). Mothers of twins also
need extra support, especially for positioning and
attachment.
A number of topics should be included in teaching
mothers to breastfeed. It is essential to demonstrate
good positioning and attachment at the breast, which
are crucial for stimulating the production of breast
milk and ensuring that the infant receives enough
milk. Direct observation of a feed is necessary to
ensure that the infant is able to attach to and suckle
at the breast and that milk transfer is happening.
Additionally, facility staff need to educate mothers on
the management of engorged breasts, ways to ensure
a good milk supply, prevention of cracked and sore
nipples, and evaluation of milk intake.
Mothers should be coached on how to express breast
milk as a means of maintaining lactation in the event
of their being separated temporarily from their infants
(recommendation 4). There is not sufficient evidence
that one method of expression (hand expression,
manual pump or electric pump) is more effective than
another (70), and thus any method(s) may be taught,
depending on the mother's context. However, hand
expression does have the advantage of being available
no matter where the mother is and of allowing the
mother to relieve pressure or express milk when a
pump is not available. Pumps can potentially have
more microbial contamination if they cannot easily
be cleaned. Mothers also need to be supported for
collection and storage of expressed milk.
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Global standards:

At least So% of breastfeeding mothers of term
infants report that someone on the staff offered
assistance with breastfeeding within 6 hours after
birth.
At least 80% of mothers of preterm or sick infants
report having been helped to express milk within
1-2 hours after birth.
At least So% of breastfeeding mothers of term
infants are able to demonstrate how to position their
baby for breastfeeding and that the baby can suckle
and transfer milk.
At least So% of breastfeeding mothers of term
infants can describe at least two ways to facilitate milk
production for their infants.
At least So% of breastfeeding mothers of term
infants can describe at least two indicators of whether
a breastfed baby consumes adequate milk.
At least So% of mothers of breastfed preterm and
term infants can correctly demonstrate or describe
how to express breast milk.
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infants will require supplementation. The Academy of
Breastfeeding Medicine has laid out a clinical protocol
for managing situations in which supplementation of
the mother's own milk would become necessary (73).
Infants should be assessed for signs of inadequate milk
intake and supplemented when indicated, but routine
supplementation is rarely necessary in the first few
days of life. Lack of resources, staff time or knowledge
is not justification for the use of early additional foods
or fluids.
Mothers who intend to "mixed feed" (a combination
of both breastfeeding and feeding with breast-milk
substitutes) should be counselled on the importance
of exclusive breastfeeding in the first few weeks of life,
and how to establish a milk supply and to ensure that
the infant is able to suckle and transfer milk from the
breast. Supplementation can be introduced at a later
date if the mother chooses. Mothers who report they
have chosen not to breastfeed should be counselled on
the importance of breastfeeding. However, if they still
do not wish to breastfeed, feeding with breast-milk
substitutes will be necessary. Mothers who are feeding
breast-milk substitutes, by necessity or by choice,
must be taught about safe preparation and storage of
formula (56) and how to respond adequately to their
child's feeding cues.

Step 6: Supplementation
Step 6: Do not provide breastfed newborns
any food or fluids other than breast milk,
unless medically indicated.
Rationale: Giving newborns any foods or fluids other

than breast milk in the first few days after birth
interferes with the establishment of breast-milk
production. Newborns' stomachs are very small and
easily filled. Newborns who are fed other foods or
fluids will suckle less vigorously at the breast and thus
inefficiently stimulate milkproduction, creating a cycle
of insufficient milk and supplementation that leads to
breastfeeding failure. Babies who are supplemented
prior to facility discharge have been found to be twice
as likely to stop breastfeeding altogether in the first
6 weeks of life (43). In addition, foods and liquids may
contain harmful bacteria and carry a risk of disease.
Supplementation with artificial milk significantly
alters the intestinal microflora (71).

Infants who cannot be fed their mother's own milk,
or who need to be supplemented, especially low-birthweight infants, including those with very low birth
weight (5, 75) and other vulnerable infants, should be
fed donor human milk. If donor milk is unavailable or
culturally unacceptable, breast-milk substitutes are
required. In most cases, supplementation is temporary,
until the newborn is capable of breastfeeding and/or
the mother is available and able to breastfeed. Mothers
must also be supported and encouraged to express
their milk to continue stimulating production of breast
milk, and to prioritize use of their own milk, even if
direct breastfeeding is challenging for a period of time.

Implementation: Mothers should be discouraged from

giving any food or fluids other than breast milk, unless
medically indicated (recommendation 7). Very few
conditions of the infant or mother preclude the feeding
of breast milk and necessitate the use of breast-milk
substitutes. The WHO/UNICEFdocument on Acceptable
medical reasons for use of breast-milk substitutes
describes conditions for which breastfeeding is
contraindicated (72). In addition, some breastfed
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Global standards:

At least 80% of infants (preterm and term) received
only breast milk (either from their own mother or
from a human milk bank) throughout their stay at the
facility.
At least 80% of mothers who have decided not to
breastfeed report that the staff discussed with them
the various feeding options and helped them to decide
what was suitable in their situations.
At least 80% of mothers who have decided not to
breastfeed report that the staff discussed with them
the safe preparation, feeding and storage of breastmilk substitutes.
At least 80% of term breastfed babies who received
supplementalfeedshave a documentedmedicalindication
for supplementationin their medicalrecord.
At least 80% of preterm babies and other vulnerable
newborns that cannot be fed their mother's own milk
are fed with donor human milk.
At least 80% of mothers with babies in special
care report that they have been offered help to start
lactogenesis II (beginning plentiful milk secretion)
and to keep up the supply, within 1-2 hours after their
babies' births.

Step 7: Rooming-in
Step 7: Enable mothers and their infants
to remain together and to practise rooming-in
24 hours a day.

Rationale: Rooming-in is necessary to enable mothers
to practise responsive feeding, as mothers cannot
learn to recognize and respond to their infants' cues
for feeding if they are separated from them. When the
mother and infant are together throughout the day and
night, it is easy for the mother to learn to recognize
feeding cues and respond to them. This, along with
the close presence of the mother to her infant, will
facilitate the establishment of breastfeeding.
Implementation: Facilities providing maternity
and newborn services should enable mothers and
their infants to remain together and to practise
rooming-in
throughout the day and night
(recommendation 5). Rooming-in involves keeping
mothers and infants together in the same room,
immediately after vaginal birth or caesarean section,
or from the time when the mother is able to respond to
the infant, until discharge. This means that the mother
and infant are together throughout the day and night.
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Postnatal wards need to be designed so that there
is enough space for mothers and their newborns
to be together. Facility staff need to visit the ward
regularly to ensure the babies are safe. Babies should
only be separated from their mothers for justifiable
medical and safety reasons. Minimizing disruption
to breastfeeding during the stay in the facility will
require health-care practices that enable a mother to
breastfeed for as much, as frequently and for as long
as her baby needs it.
When a mother is placed in a dedicated ward to
recover from a caesarean section, the baby should be
accommodated in the same room with her, close by.
She will need practical support to position her baby to
breastfeed, especially when the baby is in a separate
cot orbed.
Rooming-in may not be possible in circumstances
when infants need to be moved for specialized medical
care (recommendation 5). If preterm or sick infants
need to be in a separate room to allow for adequate
treatment and observation, efforts must be made for
the mother to recuperate postpartum with her infant,
or to have no restrictions for visiting her infant.
Mothers should have adequate space to express milk
adjacent to their infants.
Global standards:

At least 80% of mothers of term infants report that
their babies stayed with them since birth, without
separation lasting for more than 1 hour.
Observations in the postpartum wards and wellbaby observation areas confirm that at least 80%
of mothers and babies are together or, if not, have
medically justifiable reasons for being separated.
At least 80% of mothers of preterm infants confirm
that they were encouraged to stay close to their
infants, day and night.
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Step 8: Responsive feeding
Step 8: Support mothers to recognize and
respond to their infants' cues for feeding.
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Step 9: Feeding bottles. teats
and pacifiers
Step 9: Counsel mothers on the use and risks
of feeding bottles, teats and pacifiers.

Rationale: Breastfeeding involves recognizing and

responding to the infant's display of hunger and
feeding cues and readiness to feed, as part of a
nurturing relationship between the mother and infant.
Responsive feeding (also called on-demand or babyled feeding) puts no restrictions on the frequency or
length of the infant's feeds, and mothers are advised to
breastfeed whenever the infant is hungry or as often as
the infant wants. Scheduled feeding, which prescribes
a predetermined, and usually time-restricted,
frequency and schedule of feeds is not recommended.
It is important that mothers know that crying is a late
cue and that it is better to feed the baby earlier, since
optimal positioning and attachment are more difficult
when an infant is in distress.
Implementation: Mothers should be supported to

practise responsive feeding as part of nurturing care
(recommendation 6 ). Regardless of whether they
breastfeed or not, mothers should be supported
to recognize and respond to their infants' cues for
feeding, closeness and comfort, and enabled to
respond accordingly to these cues with a variety of
options, during their stay at the facility providing
maternity and newborn services (recommendation 8).
Supporting mothers to respond in a variety of ways
to behavioural cues for feeding, comfort or closeness
enables them to build a caring, nurturing relationship
with their infants and increases their confidence in
themselves, in breastfeeding and in their infants'
growth and development.
When the mother and baby are not in the same room
for medical reasons (post-caesarean section, preterm
or sick infant), the facility staff need to support the
mother to visit the infant as often as possible, so that
she can recognize feeding cues. When staff notice
feeding cues, they should bring the mother and baby
together.
Global standards:

At least 80% of breastfeeding mothers of term
infants can describe at least two feeding cues.
At least 80% of breastfeeding mothers of term
infants report that they have been advised to
feed their babies as often and for as long as the
infant wants.

Rationale: Proper guidance and counselling of
mothers and other family members enables them to
make informed decisions on the use or avoidance of
pacifiers and/or feeding bottles and teats until the
successful establishment of breastfeeding. While WHO
guidelines (3) do not call for absolute avoidance of
feeding bottles, teats and pacifiers for term infants,
there are a number of reasons for caution about their
use, including hygiene, oral formation and recognition
of feeding cues.
Implementation: If expressed milk or other feeds

are medically indicated for term infants, feeding
methods such as cups, spoons or feeding bottles
and teats can be used during their stay at the facility
(recommendation 10). However, it is important
that staff do not become reliant on teats as an easy
response to suckling difficulties instead of counselling
mothers and enabling them to attach babies properly
and suckle effectively.
It is important that the facility staff ensure appropriate
hygiene in the cleaning of these utensils, since they
can be a breeding ground for bacteria. Facility staff
should also inform mothers and family members of
the hygiene risks related to inadequate cleaning of
feeding utensils, so that they can make an informed
choice of the feeding method.
The physiology of suckling at the breast is different
from the physiology of suckling from a feeding bottle
and teat (76). It is possible that the use of the feeding
bottle and teat could lead to breastfeeding difficulties,
particularly if use is prolonged. However, the only
study on this did not demonstrate a specific carryover effect from suckling at a feeding bottle and teat to
suckling at the breast (77).
Pacifiers have long been used to soothe an upset
infant. In some cases, they serve a therapeutic
purpose, such as reducing pain during procedures
when breastfeeding or skin-to-skin contact are not
possible. However, if pacifiers replace suckling and
thus reduce the number of times an infant stimulates
the mother's breast physiologically, this can lead to a
reduction of maternal milk production. The use of teats
or pacifiers may interfere with the mother's ability to
recognize feeding cues. If the use of a pacifier prevents
the mother from observing the infant's smacking of
the lips or rooting towards the breast, she may delay
feeding until the infant is crying and agitated.
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For preterm infants, evidence does demonstrate that
use of feeding bottles with teats interferes with learning
to suckle at the breast. If expressed breast milk or other
feeds are medically indicated for preterm infants,
feeding methods such as cups or spoons are preferable
to feeding bottles and teats (recommendation 11). On
the other hand, for preterm infants who are unable
to breastfeed directly, non-nutritive sucking and oral
stimulation may be beneficial until breastfeeding
is established (recommendation 9). Non-nutritive
sucking or oral stimulation involves the use of
pacifiers, a gloved finger or a breast that is not yet
producing milk
There should be no promotion of feeding bottles or
teats in any part of facilities providing maternity
and newborn services, or by any of the staff. As is the
case with breast-milk substitutes, these products fall
within the scope of the Code (25-27).
Global standards:

At least 80% of breastfeeding mothers of preterm
and term infants report that they have been taught
about the risks of using feeding bottles, teats and
pacifiers.

Step 10: Care at discharge
Step 10: Coordinate discharge so that parents
and their infants have timely access to
ongoing support and care.

in facilities providing maternity and newborn services

the community upon discharge. Facilities need to
provide appropriate referrals to ensure that mothers
and babies are seen by a health worker 2-4 days after
birth and again in the second week, to assess the
feeding situation. Printed and/or online information
could be useful to provide contacts for support, in case
of questions, doubts or difficulties, but this should
not substitute for active follow-up care by a skilled
professional.
Facilities providing maternity and newborn services
need to identify appropriate community resources
for continued and consistent breastfeeding support
that is culturally and socially sensitive to their needs.
The facilities have a responsibility to engage with the
surrounding community to enhance such resources.
Community resources include primary health-care
centres, community health workers, home visitors,
breastfeeding clinics, nurses/midwives, lactation
consultants, peer counsellors, mother-to-mother
support groups, or phone lines ("hot lines"). The
facility should maintain contact with the groups and
individuals providing the support as much as possible,
and invite them to the facility where feasible.
Follow-up care is especially crucial for preterm and
low-birth-weight babies. In these cases, the lack of a
clear follow-up plan could lead to significant health
hazards. Ongoing support from skilled professionals
is needed.
Global standards:

Rationale: Mothers

need sustained support to
continue breastfeeding. While the time in the facility
providing maternity and newborn services should
provide a mother with basic breastfeeding skills, it
is very possible her milk supply has not been fully
established until after discharge. Breastfeeding
support is especially critical in the succeeding days
and weeks after discharge, to identify and address
early breastfeeding challenges that occur. She will
encounter several different phases in her production
of breast milk, her infant's growth and her own
circumstances (e.g. going back to work or school), in
which she will need to apply her skills in a different
way and additional support will be needed. Receiving
timely support after discharge is instrumental in
maintaining breastfeeding rates. Maternity facilities
must know about and refer mothers to the variety of
resources that exist in the community.
Implementation: As part of protecting, promoting and

supporting breastfeeding, discharge from facilities
providing maternity and newborn services should be
planned for and coordinated, so that parents and their
infants have access to ongoing support and receive
appropriate care (recommendation 15). Each mother
should be linked to lactation-support resources in
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At least 80% of mothers of preterm and term
infants report that a staff member has informed them
where they can access breastfeeding support in their
community.
The facility can demonstrate that it coordinates
with community services that provide breastfeeding/
infant feeding support, including clinical management
and mother-to-mother support.

2.3. Coordination
Each facility needs to have a structure in place to
coordinate the protection, promotion and support
of breastfeeding. It is recommended that this area
of work is incorporated into the responsibilities of
an existing committee or working group comprising
decision-makers in the areas of maternal and
newborn health, quality assurance and management.
If there is no existing structure that can be utilized
for this purpose, it might be appropriate to establish
a separate body. This body will need to have strong
linkages with maternal and newborn health,
quality-assurance and management structures and
decision-makers.
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2.4. Quality-improvement process
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Regardless of what model of quality improvement
is used, some key principles of quality improvement
are central:

The process of changing health-care practices takes
time. There are well-documented methods for
implementing changes and building systems to sustain
the changes once a specific goal has been reached.
Quality improvement is a management approach
that health professionals can use to reorganize care
to ensure that patients receive good-quality health
care (78). Quality improvement can be defined as
"systematic and continuous actions that lead to
measurable improvement in health care services and
the health status of targeted patient groups" (79). The
process of quality improvement has been extensively
studied and there are well-developed models of
quality improvement in health care (including by the
WHO Regional Office for South-East Asia (78, Bo),
the Institute for Healthcare Improvement (IHI) (81,
82) and the US Department for Health and Human
Services (79).

the triad of planning, improvement and control is
central to the approach: implementing teams need

guidance on how to move through these steps;
active participation of the main service providers or
front-line implementers:a team of staff members in the

facility should review their own practices and systems
and decide on the processes or actions that need to be
changed; the day-to-day service providers like nurses,
and possibly one or more physicians, know best what
works and which obstacles they face;
engagement of leadership personnel: facility
administrators, heads of medical departments
and thought leaders need to be convinced of the
importance of the protection, promotion and support
of breastfeeding and achieving high rates for early
initiation of and exclusive breastfeeding; they need
to encourage the front-line implementers to adapt
their practices where needed, and facilitate and
actively support necessary changes; facility managers
also play a pivotal role in implementing the critical
management procedures;

Quality-improvement processes are cyclical and
comprise the following steps: (i) planning a change
in the quality of care; (ii) implementing the changes;
(iii) measuring the changes in care practices and/or
outcomes; and (iv) analysing the changed situation
and taking further action to either further improve
or maintain the practices. In the IHI model, these
steps are called plan, do, study and act (PDSA)and are
visualized in Fig. 3-

measurement and analysis of progress over time:

using data to identify where problems are occurring
allows a more focused approach to solving them
(see the list of possible indicators in Appendix 1,
Table 1); the team needs to decide on the key indicators
to measure in addition to the two sentinel indicators;

In the context of the BFHI, a PDSAcycle can be used
to improve implementation of each of the Ten Steps.
Application of the quality-improvement methodology
is particularly important for steps that the facility
has found especially difficult and for which the global
standards have not been achieved. Once the desired
level is achieved, the implementing team can focus on
monitoring the performance of the sentinel indicators.
The quality-improvement approach is very relevant
for the BFHI, and countries are strongly encouraged to
apply this approach. It helps to improve sustainability,
since standard processes require fewer external
resources or additional staff. The BFHI-related aspects
can be combined with other quality-improvement
initiatives that are already ongoing in newborn health
or maternal and child health at the facility.

external evaluation or assessment:quality-assurance
systems implemented by national or decentralized
authorities with an agreed regularity can be relevant to
validate the results and the maintenance of the agreed
standards; the indicators in Appendix 1, Tables 1 and 2
can be used for external assessments.

Plan
Refine or adapt

interventions

-- (------ )_Do

Implement

interventions

study

Monitor progress
and learn

Fig. 3. Visualization of the four steps of quality improvement
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3. Country-level implementation and sustainability
While the changes to clinical care and maintenance of
a supportive breastfeeding environment necessarily
rest with each facility providing maternity and
newborn services, national leadership is needed to
ensure that all mothers and newborns receive timely
and evidence-based care and services appropriate
to their needs. Transforming the quality of services
to protect, promote and support breastfeeding in all
facilities will require a health-systems approach.
WHOhas developed a Health Systems Framework that
describes six core components, or "building blocks":
service delivery, health workforce, health information
systems, access to essential medicines, financing, and
leadership/governance (83). Each of these is relevant
for BFHIimplementation.
Primary objectives of a national BFHI programme
should be to scale-up to 100% coverage of the

programme and sustain recommended practices over
time. Countries are called upon to implement nine key
responsibilities of a national BFHI programme (see
Box 3). These are illustrated in Fig. 4,
National leadership and coordination are critical to
achieve both high coverage and sustainability. While all
nine responsibilities are interconnected, integration
into national policies and standards, improving the
training of all health-care professionals, external
assessment processes, incentivizing change, and
providing necessary technical assistance on the
change process are especially important for achieving
universal coverage. National monitoring, continuous
communication and advocacy, and secure financing
are especially important for sustainability over time.
These responsibilities are explained in greater detail
throughout this section.

Box 3. Nine key responsibilities of a national BFHI programme
1.

Establish or strengthen a national breastfeeding coordination body.

2.

Integrate the Ten Steps into relevant national policy documents and professional standards of care.

3.

Ensure the competency of health professionals and managers in implementation of the Ten Steps.

4.

Utilize external assessment systems to regularly evaluate adherence to the Ten Steps.

5. Developand implement incentives for compliance and/or sanctions for non-compliance with the Ten Steps.
6. Provide technical assistance to facilities that are making changes to adopt the Ten Steps.
7- Monitor implementation of the initiative.
8. Advocate for the BFHIto relevant audiences.
9. Identify and allocate sufficient resources to ensure the ongoing funding of the initiative.

Achieve
universal
coverage

Sustain
programme
overtime

Fig. 4. Key responsibilities of a national BFHIprogramme.
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3.1 National leadership and coordination
Establish or strengthen a national
breastfeeding coordination body.

Every country should have an active national
coordination body that is responsible for breastfeeding
in general and the protection, promotion and
support of breastfeeding, specifically in facilities
providing maternity and newborn services. The
national breastfeeding coordination body should be
multisectoral and include representation from
government (including health and nutrition,
financing and social services), academia, professional
organizations,
NGOs and community- based
organizations.
Organizations
responsible
for
maternal and newborn care both within and outside
of government need to be part of the breastfeeding
coordination body. Some countries have found
utility in including representation from consumer
organizations or mothers' groups, to ensure that the
perspectives of the target populations are considered.
Actors with a conflict of interest, particularly
companies that produce and/or market foods for
infants and young children, or feeding bottles and
teats, cannot be members of the coordination body.
The same applies to health professionals, researchers
and others who have received funding from producers
or distributors of products under the scope of the
Code (25-27), or from their parent or subsidiary
companies.Aconflictofinterestisasetofcircumstances
where the interests of the BFHI may be unduly
influenced by the conflicting interest of a partner in
a way that affects, or may reasonably be perceived to
affect, the integrity, independence, credibility of and
public trust in the BFHI in a given country, and its
ability to protect, promote and support breastfeeding
in facilities providing maternity and newborn services.
There is a risk that the aforementioned pressure from
the breast-milk substitutes industry will continue
to be present and try to undermine BFHI efforts at
different levels.
It is most practical when the functions of the
coordination body can be added to the functions of
an existing governmental department or existing
institution or NGO. This helps avoid the BFHI
becoming a vertical intervention that is implemented
as a stand-alone initiative or "silo", not connected
to other maternal and child health and nutrition
interventions. It is also recommended that the
breastfeeding coordination body is incorporated in the
national strategy under which the BFHI is covered.

In countries where the health system is managed in a
decentralized manner, members from decentralized
levels can be incorporated in one national body, or
subnational coordination bodies can be established.
Where feasible, WHO and UNICEF can be included
as members of the coordinating body, to provide
technical support and guidance.
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It is recommended to have one clearly identified focal
person for the protection, promotion and support of
breastfeeding in facilities providing maternity and
newborn services. This can either be a government
staff member for whom this is part of their duties, or,
where needed and feasible, a person appointed only
for this task. In some countries, the focal person may
be the director of an NGOdesignated to serve as the
BFHIcoordinating organization.
The coordination body needs to have terms of reference
and a strategic plan with a scope of at least 5 years,
with annual workplans. The national breastfeeding
coordination body has overall responsibility to plan
and coordinate all the key functions of the national
BFHI programme as described in Box 3, and ensure
they fit the national context.

3.2. Policies and professional standards
of care
Integrate the Ten Steps into relevant national
policy documents and professional standards
of care.

Countries are encouraged to explore all possible
avenues for mandating the Baby-friendly standards
so that all mother-infant pairs can benefit from
timely evidence-based care and services appropriate
to their needs. The strongest incentive for facilities
providing maternity and newborn services is often
a governmental mandate. Through legislation,
regulation, accreditation or certification, governments
can require health-care facilities to adhere to specific
policies and procedures. For example, legislation
can require that all facilities have a breastfeeding
policy and prohibit them from accepting donations of
breast-milk substitutes. Facility accreditation can be
made dependent on adherence to a full set of clinical
standards and specific management procedures.
The protection, promotion and support of
breastfeeding in facilities providing maternity and
newborn services need to be integrated into all
relevant policy and planning documents, for example
in the national nutrition policy and action plans and
action plans for maternal, newborn and child health or
hospital accreditations.
Broader development plans, such as a national strategy
for the reduction of neonatal deaths or a national
development strategy, should explicitly include
protection, promotion and support of breastfeeding in
facilities providing maternity and newborn services.
Such inclusion will facilitate the integration of
service delivery and inclusion in (national) budgets.
It is also important to ensure that other supportive
policy documents are developed, including on
implementation of the Code (25-27).
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The key clinical practices and global standards of the
revised Ten Steps should be written into the standards
of care for professional bodies. At a minimum,
standards for nursing, midwifery, family medicine,
obstetrics, paediatrics, neonatology, dietetics and
anaesthesiology should be laid out as basics of care
for all newborns. The national protocols for feeding of
infants of mothers who are living with HIV, as well as
protocols for the use of donated human milk, also need
to be incorporated into these standards. In addition,
the management procedures of the revised Ten Steps
need to be reflected in relevant guidance documents
for clinical professionals, and countries need to
develop tools to measure whether the standards of
care are being met (see section 3,7).
A relevant guidance document for incorporating the
key clinical practices into standards of care is Standards
for improving quality of maternal and newborn care
in health facilities (4). This document provides clear

standards and has incorporated most of the Ten Steps.
Several countries are already working to implement
these standards in the context of the Quality of Care
initiative (84).
It should be clear in the policies and standards of

care that the protection, promotion and support of
breastfeeding in facilities providing maternity and
newborn services need to be maintained and, where
necessary, strengthened in humanitarian settings.

3.3. Health professional competency
building
Ensure the competency of health
professionals and managers in
implementation of the Ten Steps.

At all levels of the health-care system, health
professionals need to have adequate knowledge,
competence and skills to implement globally
recommended practices and procedures for the
protection, promotion and support of breastfeeding in
facilities providing maternity and newborn services.
Individual facilities have the responsibility for
assessing competencies and ensuring that all of those
who work at a facility have appropriate knowledge and
skills when these are found to be substandard.
Designated teaching staff with appropriate
qualifications, education and experience, will need
to be appointed to teach and, if necessary, adapt
or develop the new materials and curricula. This is
an essential investment for Jong-term sustainable
capacity-strengthening.
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in facilities providing maternity and newborn services

Pre-service training for all professions that will
interact with pregnant women, deliveries and
newborns needs to include adequate time and
attention on breastfeeding, including on the Ten
Steps, and should include theoretical as well as
practical sessions. Since current pre-service training
on breastfeeding is inadequate in many countries,
new competency-based national curricula may need
to be developed and their quality guaranteed. The
WHO Model chapter for textbooksfor medical students

and allied health professionalsis a useful basis (85).

Curricula on breastfeeding need to include clinical
and administrative practices related to the protection,
promotion and support of breastfeeding, as well as
health-worker responsibilities under the Code (25-27).
It is understood that updating a curriculum, especially
in the case of national curricula, is often a lengthy
process that involves many different stakeholders
who are not usually involved in breastfeeding-related
activities (such as the ministry of education and
other government institutions where relevant, as
well as individual institutions for higher learning and
organizations that award professional credentials).
While pre-service training is a critical component
of Jong-term change in maternity practices, all
health professionals working with pregnant women,
mothers and infants already in practice also need
to be educated on timely and appropriate care.
Continuing education and in-service training will
be important until several batches of newly trained
professionals in all the professions and technical areas
involved have graduated. Where national guidance
or national curricula for in-service training of health
professionals exist, the clinical practices and the
Code (25-27) need to be incorporated in the curricula.
This also ensures that each individual facility does
not need to develop its own materials or procedures.
Many countries have adapted the 20-hour course of
the 2009 BFHI implementation guidance (86). WHO
and UNICEFare in the process of revising the course,
based on the updated Ten Steps and Global Standards
in this document and are also creating an Integrated
IYCF (Infant and Young Child Feeding) Counselling
Training package.
In-service training must be seen as a short-term
solution to a problem, not an ongoing method of
capacity-development. On-the-job refresher training
sessions and continuing education are needed
regularly and can be done in a modular way so that
they do not interfere too much with the provision of
services. Training needs to be competency based,
focusing on practical skills rather than only on
theoretical knowledge.

The Revised Baby-friendly

The teaching staff in all relevant schools and
universities, as well as trainers engaged in
in-service training and continuing education, will
need to be trained in the new materials. However, this
is an essential investment for long-term sustainable
capacity-strengthening and an important task of the
national breastfeeding coordination body. Train-thetrainer approaches to create a large cadre of BFHI
experts across the country are likely to be a costeffective strategy to disseminate in-depth information
about the Ten Steps.
Many of the educational materials needed for
appropriate maternity and newborn care may be
taught through electronic or online courses. This
could be an efficient and low-cost means of education,
also allowing health professionals to learn at their
own pace and review information when they need to
refresh their knowledge later on. Existing resources
already exist in some countries and could be shared.
Health professionals need to be granted study time to
undertake self-study courses.
However, teaching some skills will require faceto-face interaction. Some staff will also benefit
from face-to-face and group learning, to help them
debrief following a difficult personal experience
of breastfeeding or because they have worked in
situations where they have not been able to provide
effective, evidence-based care. In addition, skills
assessment will require direct observation. As a result,
some one-to-one learning and competency-based
assessment will still be needed.
The role of facility managers in the protection,
promotion and support of breastfeeding in
facilities providing maternity and newborn services
is crucial. Performance-based contracts with
targets for breastfeeding rates in general, or BFHI
implementation in particular, may be useful to
strengthen accountability. Facility managers need
to have an adequate understanding of breastfeeding
and the BFHI,so that they can guide and oversee BFHI
implementation at the facility level.
Proactive education of facility administrators and
medical directors, combined with technical assistance
as needed, may be sufficient to stimulate change in
many practices. Implementing most of the Babyfriendly standards does not cost more money (some
may even save facilities money, sometimes after an
initial investment in adopting a new practice), but
require a conscious decision to make a change. If
directors understand the rationale for recommended
standards, can have their questions answered, and can
be helped through challenges, this may be sufficient
incentive to make the change.
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3.4. External assessment
Utilize external assessment systems to
regularly evaluate adherence to the Ten Steps.

Allfacilities providing maternity and newborn services
are responsible for providing timely and appropriate
care for mothers and newborns, in line with the Babyfriendly guidelines (32) and national evidence-based
quality standards. As described above, facilities need
to develop internal monitoring mechanisms to ensure
adherence to quality standards. However, external
assessment is also critical for quality assurance. The
primary purpose of external assessment should be
to facilitate technical assistance and correction of
inappropriate practices. The technical assistance is
not necessarily provided by the external assessors
themselves. In some countries, external assessors
report back to a specific group, which then provides
feedback to the facility.
Monitors from outside the facility are able to validate
the results and identify gaps in care and noncompliance with standards much more readily than
those within the facility. Therefore, countries need
to maintain an ongoing external assessment process
(including assessments and re-assessments) to
validate adherence to the Ten Steps and to provide
feedback to each facility on areas for improvement.
It is recommended that an external assessment
process be integrated with other quality-assurance
processes, such as facility certification/accreditation
or assessments for health insurance schemes. In some
certification systems, being designated as a Babyfriendly hospital means that certain aspects of the
quality assurances are considered fulfilled, thereby
reducing the costs of certification. Incorporation of
the BFHI clinical standards into facility certification
procedures would help to institutionalize them and
would reduce the costs of the overall programme.
It must be understood that assessment of the Ten
Steps includes a clinical assessment as well as an
administrative assessment, and some additional
training might be required to incorporate BFHI
assessments into existing assessments.
External assessment should review documentation on
all of the key clinical practice indicators proposed in
Appendix 1, Table 11 including the sentinel indicators.
If the data are regularly collected by the facilities, they
can be reviewed by the external review team to assess
consistent adherence to the clinical steps. External
assessment should include some element of validation
of the facility's monitoring data via interviews with
staff, pregnant women and mothers, at least for some
period of time. A particular threshold (e.g. the 80%
target) could be applied to decide whether the facility
"passes" on each step.
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