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HOURCE 1

It is well documented that breast milk is the best 
choice for newborns and infants, providing pro-
tection against many common causes of infant 

morbidity. Exclusively breastfed newborns and in-
fants have lower rates of otitis media, respiratory 
infection, gastroenteritis, urinary tract infection, con-
junctivitis, and thrush than those who receive only 
partial or no breastfeeding.1, 2 Breastfeeding has also 
been found to reduce the risk of type 1 and type 2 
diabetes, childhood leukemia, overweight and obe-
sity, and necrotizing enterocolitis.3-5 There is also evi-
dence that breastfeeding is positively and significantly 

associated with a child’s intelligence (as measured 
by IQ score) at all ages, even when birth weight and 
such parental factors as intelligence, educational 
level, social class, and age are statistically controlled 
for.6

Although obstacles to long-term follow-up have 
hindered efforts to document the maternal benefits of 
breastfeeding, there is evidence that breastfeeding for 
one year or more reduces the mother’s risks of breast 
and ovarian cancers, cardiovascular disease, and type 
2 diabetes.4 An analysis of data from the National 
Institute of Child Health and Human Development 
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Centers for Disease Control and Prevention (CDC), 
and 2007 dollars to estimate the potential health and 
financial benefits of breastfeeding. The analysts con-
cluded that if the proportion of U.S. mothers who 
followed the medical recommendation of exclusively 
breastfeeding their infants for at least six months 
after birth were to rise from 12.3% to 90%, it would 
prevent more than 900 deaths per year and save the 
United States approximately $13 billion in annual 
health care expenditures.12 Despite evidence of the 
pediatric and maternal benefits of breastfeeding, how-
ever, many countries, including the United States, have 
low levels of breastfeeding, with the CDC reporting 
that only 22.3% of U.S. mothers were exclusively 
breastfeeding through six months in 2016.13 This arti-
cle describes the Baby-Friendly Hospital Initiative 
(BFHI) developed by the World Health Organization 
(WHO) and the United Nations Children’s Fund 
(UNICEF) to promote breastfeeding throughout the 
world. It discusses the hospital policies the BFHI 
advocates and factors that contribute to breastfeed-
ing success. It explains the BFHI certification process 
(in which hospitals that complete the process are desig-
nated as “Baby-Friendly”), institutional benefits asso-
ciated with certification, and the practices through 

By Regina Cardaci, PhD, RN, NP, CNM 

on more than 1,300 families found an association 
between breastfeeding and positive changes over 
time in “maternal sensitivity,” or heightened respon-
siveness to infant cues.7 Likewise, exclusive breast-
feeding is inversely associated with postpartum 
depression.4, 8, 9 While depression during the third tri-
mester (as measured by the Edinburgh Postpartum 
Depression Scale) is associated with lower rates of 
breastfeeding, exclusive breastfeeding at three months 
postpartum is associated with significantly decreased 
depression scores.8 Such findings, which suggest that 
breastfeeding may reduce depressive symptoms, under-
score the importance of recognizing prenatal depres-
sion as a risk factor for early breastfeeding cessation 
and of offering extensive breastfeeding support to 
new mothers who show signs of depression. Achiev-
ing breastfeeding self-efficacy within the first week 
postpartum is positively correlated with both breast-
feeding exclusivity and duration through six months 
postpartum.10, 11

Taken together, the benefits of breastfeeding are 
enormous. A 2010 cost analysis used pediatric dis-
ease data collected by the Agency for Healthcare 
Research and Quality, 2005 breastfeeding rates (the 
most recent available at that time) calculated by the 
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which all nurses can support long-term breastfeeding 
and associated societal health.

THE INTERNATIONAL BFHI
Launched in 1991 by UNICEF and the WHO to in-
crease support for breastfeeding in facilities that pro-
vide maternity care, the BFHI is the global standard 
for hospital support of breastfeeding. Mothers who 
deliver at institutions that follow BFHI practices are 
more likely to initiate breastfeeding and continue 
breastfeeding their infants for at least six weeks post-
partum than mothers who deliver at institutions that 
do not.14-17 The BFHI was founded on 10 evidence-
based practices for promoting breastfeeding (see The 
Ten Steps to Successful Breastfeeding).

Institutional factors can promote or impede 
breastfeeding. Perrine and colleagues analyzed data 
from the Infant Feeding Practices Study II, which sur-
veyed 1,457 women who had given birth to a single 
healthy child in a U.S. hospital between 2005 and 
2007 and intended to exclusively breastfeed for 
 periods ranging from less than one month to more 
than seven months.18 The women answered survey 
questions during their third trimester and approxi-
mately every month after giving birth for about 10 
months. Initially, more than 85% of the women sur-
veyed planned to breastfeed exclusively for three 
months or longer, but only 32.4% of the women 

met their intended breastfeeding goal, and 15% had 
stopped exclusively breastfeeding before hospital dis-
charge. When the researchers investigated hospital 
practices, they found that the percentage of women 
who breastfed for as long as they intended rose with 
the number of BFHI practices the hospital followed. 
When hospitals followed none or only one of the 
Ten Steps to Successful Breastfeeding (Ten Steps), 
only 23.4% of the women met their intended breast-
feeding goal, compared with 46.9% of the women 
whose hospital followed six of the Ten Steps. Success-
ful breastfeeding was nonsignificantly associated with 
breastfeeding within one hour of giving birth, not giv-
ing the infant a pacifier, and rooming-in (mothers and 
infants remaining together throughout the hospital 
stay), and cessation or disruption of breastfeeding 
was significantly associated with administering for-
mula to healthy breastfeeding infants.18 Similarly, a 
Hong Kong study found that policies prohibiting hos-
pitals from accepting free formula from manufactur-
ers reduced in-hospital formula supplementation and 
increased both in-hospital exclusive breastfeeding and 
breastfeeding duration.19

Unfortunately, institutional adherence to BFHI 
guidelines is not optimal even among hospitals that 
have achieved BFHI certification. In a study of 915 
mothers who gave birth at four BFHI-accredited 
birthing facilities in Maine, only 34.6% of the moth-
ers reported that their hospital followed all seven of 
the BFHI practices the researchers investigated, and 
28.4% reported receiving a gift pack containing 
formula—a practice prohibited by the BFHI because 
of its association with breastfeeding cessation.15 In 
a study from the United Kingdom that included 1,130 
mothers, fewer than 18% were happy with the breast-
feeding information they received during pregnancy 
from health care professionals, fewer than 50% re-
ported receiving adequate information on how to find 
breastfeeding support after birth, and more than 92% 
of those who stopped breastfeeding by six weeks post-
partum said they would have liked to have continued 
beyond that point.20

THE BREASTFEEDING REPORT CARD
National breastfeeding data are collected by the CDC 
and documented in the Breastfeeding Report Card, 
which provides information on breastfeeding prac-
tices in all states, the District of Columbia, and Puerto 
Rico. This report card is published every two years, 
most recently in 2016 (www.cdc.gov/breastfeeding/
pdf/2016breastfeedingreportcard.pdf).13 The report 
card indicators are based on the breastfeeding goals 
outlined in the U.S. Department of Health and Hu-
man Services (DHHS) Healthy People 2020 initiative. 
For health care facilities, the aims are to reduce the 
proportion of newborns who receive formula in the 
first two days of life and to increase the proportion 
of live births that occur in facilities that provide 

The Ten Steps to Successful Breastfeeding 

Every facility providing maternity services and care for newborn 
infants should:

1.   Have a written breastfeeding policy that is routinely commu-
nicated 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 manage-
ment of breastfeeding.

4.   Help mothers initiate breastfeeding within a half-hour of  
birth.

5.   Show mothers how to breastfeed, and how to maintain lacta-
tion even if they should be separated from their infants. 

6.   Give newborn 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. 

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. 

From the World Health Organization, Division of Child Health and Development. Evidence for the 
Ten Steps to Successful Breastfeeding. Geneva, Switzerland; 1998.
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recommended care for lactating mothers and their 
infants. The results of the last report card are positive, 
showing that U.S. breastfeeding levels continue to rise 
incrementally, with 2013 rates exceeding those of 
2011 for the proportion of newborn infants who 
started to breastfeed (more than 81% versus 79%), 
were breastfeeding at six months (nearly 52% versus 
49%), and were breastfeeding at one year (nearly 
31% versus 27%).13, 21 But despite these improve-
ments, Healthy People 2020 targets for breastfeeding 
duration and exclusivity are not yet being met (see 
Table 1). In 2013, the Healthy People 2020 targets 
of at least 60.6% of infants still breastfeeding and at 
least 25.5% of infants still exclusively breastfeeding 
at six months were met in only 12 and 16 states, re-
spectively.13 In addition to breastfeeding rates, the 
report card includes data on such “breastfeeding sup-
port indicators” as the percentage of live births that 
occur in institutions receiving Baby-Friendly designa-
tion, the number of international board-certified lacta-
tion consultants per 1,000 live births, and the number 
of La Leche League leaders per 1,000 live births. 

In 2015, the CDC reported that policies and prac-
tices of maternity units had improved nationally since 
2007, but that more work was needed to ensure that 
all women receive breastfeeding support and educa-
tion during their hospitalization.22 According to this 
report, the percentage of U.S. hospitals that incorpo-
rate the majority of practices recommended in the Ten 
Steps increased from 29% in 2007 to 54% in 2013, 
but of the 3,300 maternity hospitals in the United 
States, only 289 had been certified as Baby-Friendly.22

BABY-FRIENDLY CERTIFICATION
When institutions achieve Baby-Friendly status, not 
only does it help them meet Healthy People 2020 tar-
gets and improve national health outcomes, but the 
certification process can strengthen the organizations’ 
leadership and increase staff competence. When a 
hospital commits to the work involved in achieving 
this designation, it can stimulate new ways of think-
ing among all nursing staff, the maternity team, and 
the facility’s administration. In addition, with Baby-
Friendly certification, a facility meets the Joint Com-
mission’s maternity care standards for exclusive 
breastfeeding.23 

Baby-Friendly certification is awarded when a fa-
cility has successfully implemented the Ten Steps and 
the International Code of Marketing of Breast-Milk 
Substitutes.17 The 13-page BFHI Self-Appraisal Tool, 
which a facility uses to appraise its current practices 
as part of the certification process, breaks down each 
of the Ten Steps into several substeps in the form of 
yes–no questions. For example, step 1—“Have a 
written breastfeeding policy that is routinely commu-
nicated to all health care staff”—is followed by 11 
substeps, such as, “1.1 Does the facility have a writ-
ten breastfeeding/infant feeding policy that establishes 

breastfeeding as the standard for infant feeding and 
addresses all Ten Steps to Successful Breastfeeding in 
maternity services?” (The BFHI Self-Appraisal Tool 
is available online at www.breastfeedingor.org/wp-
content/uploads/2012/10/using-bfhi-self-appraisal-
tool-2011.pdf.) It is important to note that these 
policies should take effect on pediatric units, EDs, 
medical–surgical units, ambulatory surgical units, 
outpatient units, and any others in which a mother 
or infant may be admitted for care.17

Training of maternity nursing staff is formal, con-
sisting of 20 hours of instruction, including 15 sessions 
required by UNICEF and the WHO and five hours of 
supervised clinical experience to ensure clinical compe-
tence.24 Other health care providers (physicians, mid-
wives, physician assistants, and advanced practice 
RNs) involved in labor, delivery, maternity, or new-
born care require at least three hours of breastfeeding 
management education and should thoroughly under-
stand the benefits of exclusive breastfeeding, the phys-
iology of lactation, and which medications are safe 

Objective 2020 Target, % Current Rate, %a

Increase the proportion of 
infants who are breastfed 

 • Ever
 • At six months
 • At one year
 •  Exclusively through three 
months

 •  Exclusively through six 
months

81.9
60.6
34.1
46.2

25.5

81.1
51.8
30.7
44.4

22.3

Increase the proportion of 
employers that have worksite 
lactation support programs

38 Not available

Reduce the proportion 
of breastfed newborns 
who receive formula 
supplementation within the 
first two days of life 

14.2 17.1

Increase the proportion of live 
births that occur in facilities 
that provide recommended 
care for lactating mothers and 
their babies 

8.1 18.3b

a Current rates represent infants born in 2013, per the National Immunization Survey 2014–15, 
except where noted. 
b Current rate represents infants born in hospitals designated as of June 2016 as Baby-Friendly. 
As of June 9, 2017, the Baby-Friendly USA website had updated the rate of annual births that 
occur in facilities designated as Baby-Friendly to 21.5. 
Adapted from the Centers for Disease Control and Prevention. Breastfeeding report card, pro-
gressing toward national breastfeeding goals: United States, 2016. Atlanta; 2016. 

Table 1. Healthy People 2020 Breastfeeding Targets and Current Rates
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to use while breastfeeding. Health care providers who 
are unable to describe or demonstrate breastfeeding 
skills are expected to provide mothers with appropri-
ate referrals to others who can.24 To practice in accor-
dance with the International Code of Marketing of 
Breast-Milk Substitutes, institutions must not accept 
free or reduced-cost supplies of breast milk substitutes 
and feeding supplies. In addition, any educational ma-
terial given to mothers must be free of commercial 
identifiers, such as logos. Staff members are forbidden 
to receive gifts in the form of nonscientific material, 
equipment, money, or meals from producers of breast 
milk substitutes or artificial nipples and bottles.24 

A prospective cohort study of 2,560 mother–infant 
pairs in public hospitals in Hong Kong investigated 
the effects of the BFHI guidelines on breastfeeding 
rates for 12 months following birth or until the cessa-
tion of breastfeeding.19 A total of 1,320 mothers deliv-
ered before and 1,240 delivered after the hospitals had 
implemented the guidelines. Investigators found that 
the proportion of mothers exclusively breastfeeding 
during hospitalization rose from 17.7% before guide-
line implementation to 41.3% afterward, and median 
duration of breastfeeding increased from eight to 12.5 
weeks. Increased formula supplementation was associ-
ated with higher rates of breastfeeding cessation.

THE ROAD TO BABY-FRIENDLY STATUS
In the United States, implementation of the BFHI 
occurs in four phases, called the “4-D Process.” The 
four phases are as follows25:
•	 The Discovery Phase is the first phase, in which 

staff learn what BFHI practices include and all that 
they entail. In this phase, the facility or institution 
must register with Baby-Friendly USA (BFUSA) 
and submit a completed BFHI Self-Appraisal Tool, 
a letter of support from its chief executive officer, 
and a completed facility data sheet (a sample of 
which is included in the online BFHI Self-Appraisal 
Tool). It should be noted that all forms must be 
completed online by one of two facility personnel 
authorized to use the BFUSA portal.

•	 The Development Phase is the planning phase, in 
which the facility plans how to implement and 
sustain the Ten Steps. In this phase a committee is 
formed to oversee the process, including policy 
development and staff training. There are specific 
time frames associated with each task in this phase 
and, starting at this point, phase fees are required. 
(A fee schedule is available at www.babyfriendlyusa.
org/get-started/fee-schedule.)

•	 The Dissemination Phase is when all facility staff 
members who may be affected by this policy re-
ceive an orientation. Facilities must establish a 
breastfeeding education program for pregnant 
women and new mothers and begin collecting 
breastfeeding data from patient medical records 
and audits of maternity care practices. 

•	 The Designation Phase occurs after the facility 
submits a “Request to Move Letter” to BFUSA. 
This must include data demonstrating that the 
facility has met the specific guidelines.
According to the BFUSA website, as of June 9, 

2017, 440 U.S. hospitals and birthing centers had 
been designated as Baby-Friendly (for a regularly up-
dated list, see www.babyfriendlyusa.org/find-facilities). 
In 2007, only 2.9% of U.S. births occurred in facilities 
with the Baby-Friendly designation, and this figure has 
grown to about 21.5%, exceeding the Healthy People 
2020 target of 8.1%.

Bumps in the road. The process for achieving Baby-
Friendly status may seem simple, but implementation 
can be difficult. A qualitative study that included 31 
participants, representing midwifery, medical, nursing, 
and ancillary staff from six Australian maternity hos-
pitals, found that the understanding and personal 
views of staff, as well as a “bottle-feeding culture,” 
were often at odds with BFHI objectives.26 Unpaid ed-
ucation time further impeded the goals and stressed 
staffing levels. A San Francisco hospital found it took 
eight years to achieve Baby-Friendly status, with chal-
lenges including health care providers with limited 
breastfeeding knowledge, hospital practices that did 
not support rooming-in or skin-to-skin contact be-
tween mother and infant, and little breastfeeding edu-
cation overall.27

Hospital policies and lack of breastfeeding educa-
tion on the part of staff are not the only impediments 
to achieving Baby-Friendly status and improving 
breastfeeding rates. Population characteristics such 
as language barriers, homelessness, substance abuse, 
and poverty can present challenges as well.27

ACHIEVING SUCCESS
The Guided Infant Feeding Technique (GIFT), an 
educational program based on the Ten Steps, was in-
troduced to 1,086 participants from 35 Louisiana hos-
pitals between November 2008 and February 2012.28 
Within 30 months, the number of hospitals that had 
achieved GIFT certification rose from nine to 24. 
Subsequently, Louisiana’s breastfeeding rates, as doc-
umented in the CDC’s Breastfeeding Report Card, 
increased from 50.7% ever breastfed in 2007 (the 
year before the program was introduced) to 60.9% 
ever breastfed in 2016, though this rate is still well 
below the Healthy People 2020 target of 81.9%.13, 29 
Similarly, among mothers giving birth in a large mul-
ticenter medical institution in Chicago, rates of ex-
clusive breastfeeding throughout the hospital stay 
rose from 38.6% to 53.5% over a four-month pe-
riod after nurses completed a 20-hour BFHI educa-
tion program.30

Other facilities that achieved Baby-Friendly des-
ignation noted that the following factors contributed 
to their success31:
•	 involvement of all staff, not only nurses

www.babyfriendlyusa.org/get-started/fee-schedule
www.babyfriendlyusa.org/get-started/fee-schedule
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•	 financial assistance in the way of grants, which 
help offset educational fees

•	 ongoing technical assistance with data collection 
Maintaining momentum. Once an institution 

has been designated as Baby-Friendly, it is important 
to maintain the momentum that was involved in at-
taining that status and to continue practicing in ac-
cordance with the BFHI. A study that included 915 
women who gave birth in one of four Maine hospi-
tals that were BFHI accredited either before or dur-
ing the study period found that adherence to the Ten 
Steps was not optimal. Only 34.6% of the women 
reported that the hospital followed at least seven of 
the steps, with 35% of the women who gave birth 
at hospitals working toward Baby-Friendly status 
and 28% of the women who gave birth at hospitals 
that had already achieved Baby-Friendly status re-
porting that they had received gift packs containing 
formula upon discharge.15 As the number of BFHI-
accredited hospitals grows, follow-up on practices 
will be an important area of continued nursing re-
search.

SUPPORT FOR BREASTFEEDING
Health care facility programs. The DHHS has in-
cluded the promotion of breastfeeding in its Healthy 
People 2020 objectives since 1990. Professional or-
ganizations, including the Association of Women’s 
Health, Obstetric and Neonatal Nurses, the Ameri-
can College of Obstetricians and Gynecologists,32 
and the American Public Health Association,33 en-
courage health care facilities that serve childbearing 
families to maintain programs that support the suc-
cessful initiation and continuation of breastfeeding.

One of the difficulties women and families face in 
continuing to breastfeed after hospital discharge is 
lack of support, and it has been shown that support 
after discharge can increase continued breastfeeding 
rates. For example, in one study, 27 first-time moth-
ers received weekly telephone calls from a lactation 
consultant for three months after discharge, and then 
once monthly for the next three months or until the 
infant was weaned. At six months postpartum, 73% 
of the women were still breastfeeding exclusively, 
compared with the hospital’s baseline breastfeeding 
rate of 38%.34 In a larger study conducted in Italy, 
114 first-time mothers were randomized into two 
groups: an intervention group receiving weekly struc-
tured telephone counseling by a midwife for the first 
six weeks postpartum, and a control group having 
routine postnatal visits with a physician at one, three, 
and five months postpartum. Overall breastfeeding 
rates in the intervention group were significantly higher 
than those in the control group, and postpartum rates 
of exclusive breastfeeding were consistently higher at 
one month (76.4% versus 42.4%), three months 
(54.5% versus 28.8%), and five months (25.5% ver-
sus 11.9%).35

Peer counseling is also effective in promoting 
breastfeeding, as demonstrated in a study of 990 
women who were receiving services from Michigan’s 
Special Supplemental Nutrition Program for Women, 
Infants, and Children. Women who participated in a 
peer-counseling breastfeeding support program in ad-
dition to receiving prenatal services were significantly 
more likely to initiate breastfeeding and to continue it 
for six months than were those in a control group who 
received prenatal counseling but no peer counseling.36 
A systematic review of 31 qualitative studies found 
that the mere presence of a supportive person who is 
available to assist with breastfeeding and with whom 
the mother has a trusting, sincere rapport can increase 
rates of continued and exclusive breastfeeding.37 

To be effective, breastfeeding support must be 
culturally appropriate, thorough, specific, consistent, 
and delivered both prenatally and postpartum. In a 
qualitative study in Maryland, women reported that, 
though they were encouraged to breastfeed because of 
the benefits it offered, they were not given specific oral 
or written information.38 Only one of the 75 women 
interviewed reported having received consistent infor-
mation and support both at the hospital and from the 
pediatrician after discharge. She was also the only one 
interviewed who, at 10 months postpartum, reported 
never having given her child formula. 

Workplace support is also essential in promoting 
continued breastfeeding. Although many women stop 
breastfeeding when they return to work, participation 
in a workplace lactation program is associated with 
exclusive breastfeeding at six months.39 Furthermore, 

Implications for Nursing Practice 

 •  Educate all nursing staff, not only those on obstetric units, on the 
importance of providing breastfeeding support to mothers in 
their care.

 •  Do not provide formula to breastfeeding mothers in the imme-
diate postpartum period unless indicated in accordance with 
the nursing assessment of the mother or infant. 

 •  Cease providing new mothers with gift packs that include for-
mula or any materials that have the logo of formula companies. 

 •  Develop breastfeeding clinics for follow-up and support of 
breastfeeding mothers.

 •  Consider RN home visits (to evaluate the infant for weight loss, 
dehydration, or other signs of danger) for breastfeeding moth-
ers who did not establish breastfeeding prior to discharge. 

 •  Provide information about community resources for breastfeed-
ing upon discharge.

 •  Provide a comfortable, clean area for breastfeeding and pump-
ing to visitors as well as staff. 

 •  Include breastfeeding education in undergraduate nursing cur-
ricula.
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Section 4207 of the Affordable Care Act amended the 
Fair Labor Standards Act to require employers to pro-
vide time and space for new mothers to express breast 
milk for their infants for up to one year after birth.40 
Informing patients of this protection may substantially 
increase the likelihood that they will continue breast-
feeding after returning to work.

Public perception. Others’ negative attitudes 
about breastfeeding in public spaces can discourage 
exclusive breastfeeding. In a survey conducted by the 
New York City Department of Health and Mental 
Hygiene, more than half of the 1,979 respondents be-
lieved women should breastfeed in private only.41 Pa-
tients should be informed that breastfeeding in public 
is sanctioned by laws in 49 states (all except Idaho), 
as well as the District of Columbia and the U.S. Virgin 
Islands.42 For more information on state breastfeeding 
laws, visit the website of the National Conference of 
State Legislatures at www.ncsl.org/research/health/
breastfeeding-state-laws.aspx.

CONCERNS ABOUT BFHI ENFORCEMENT
While most health care providers would agree that the 
BFHI can help improve outcomes for mothers and in-
fants, the initiative has faced criticism that it is, in 
some cases, too rigidly enforced and may even inter-
fere with nursing judgment. Some have expressed con-
cerns that, with strict enforcement, mothers who have 
had an operative delivery may not be provided ade-
quate time to recover before being encouraged to initi-
ate skin-to-skin contact with their infant and begin 
breastfeeding.43 Some nurses have expressed the belief 
that hospitals need to reduce rates of cesarean section 
before embarking on this initiative. The BFHI prohibi-
tion against pacifier use has also been questioned, be-
cause pacifiers have been associated with a reduced 
risk of sudden infant death syndrome.43 Finally, some 
articles in the popular press have suggested that new 
mothers are being made to feel guilty if they cannot or 
choose not to breastfeed, and some nurses, midwives, 
and physicians echo this sentiment, voicing discomfort 
with hospital policies that prohibit infant formula 
from being provided without a medical order.

Whether following an operative delivery or a long 
labor and vaginal birth, it’s clearly important for ex-
hausted mothers to be carefully observed during the 
postpartum period when engaged in skin-to-skin con-
tact, breastfeeding, or bottle feeding.44 The BFHI does 
not prevail on mothers to breastfeed when it is unsafe 
for them to do so, and with appropriate observation, 
infants will be moved to a separate sleep surface if the 
mother is drowsy. Regarding pacifier use, since it is as-
sociated with shortened duration of both exclusive 
breastfeeding and any breastfeeding, the American 
Academy of Pediatrics recommends delaying the intro-
duction of pacifiers to healthy infants born at term 
“until breastfeeding is well established,” generally at 
three to four weeks after birth.44 While BFHI practices 

support new mothers with breastfeeding, offering them 
the assistance of lactation consultants, midwives, and 
nurses, it is important that mothers who choose not 
to breastfeed are never made to feel guilty or uncom-
fortable. 

RECOMMENDATIONS
At Jacobi Medical Center in New York City, before 
mothers give birth, we host “Baby Showers” for pa-
tients and their families. At these showers, we provide 
gifts, food, and extensive breastfeeding education. RNs 
and nursing students from a local university have been 
active participants in organizing and presenting at 
these events. Such experiences are invaluable. At a time 
when so much clinical learning occurs in simulation, 
this is one area in which hands-on learning is best.

Upon discharge after childbirth, breastfeeding 
mothers receive written information that includes tele-
phone numbers they can call for support. We also in-
vite new mothers to participate in a breastfeeding 
clinic within a week of giving birth. At the clinic, the 
mothers are evaluated by a lactation specialist, and 
the infants are weighed and examined by a pediatric 
health care provider. The lactation counselor observes 
breastfeeding, offering assistance as needed. This visit 
incorporates a support group, led by a health educa-
tor, in which mothers are encouraged to share what 
has helped them with breastfeeding. In addition to 
educating the mothers and families, the clinic pro-
vides an opportunity for medical and nursing students 
to participate and learn more about breastfeeding. 
Both RNs and local nursing students have led some 
of the groups.

Although the data suggest that the numbers of 
women breastfeeding exclusively are increasing, signif-
icant improvements must be made if we are to meet 
Healthy People 2020 targets. All nurses can help pro-
mote breastfeeding in their practice and in speaking 
with their friends and neighbors (see Implications for 
Nursing Practice). We must also work to include 
breastfeeding education in the curricula of nursing 
and medical education programs. ▼
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