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ITexas Ten Step Star Achiever Intro

Texas Ten Step Star Achiever Program Guide to the  
Ten Steps to Successful Breastfeeding 

The Texas Ten Step Star Achiever Program uses a rapid-cycle quality improvement approach to help participating 

Texas birthing facilities complete a systems level, facility-wide paradigm shift. This step-by-step training kit is 

one tool to use in that process and will give you a strong foundation toward understanding and implementing 

each of the Ten Steps to Successful Breastfeeding (the Ten Steps).

Background and Rationale

Worldwide, increasing the prevalence of any and exclusive breastfeeding is a public health imperative. In 

developing countries, breastfeeding has been demonstrated to be among the most cost-effective public health 

interventions.1–4 It is estimated that up to 13 percent—or more than 1.3 million—of all deaths worldwide for 

children under five could be prevented by promoting exclusive and continued breastfeeding.5 Thanks to basic 

public health infrastructure in the United States, including water sanitation, hygiene and high immunization 

rates, the child mortality rate is much lower here than in the developing world. Still, the impact of sub-optimal 

breastfeeding in the United States is substantial. 

A recent cost analysis concluded that a minimum of $13 billion and 911 lives could be saved in the United States by 

increasing exclusive breastfeeding for the first six months of life to 90 percent.6 The cost analysis considered just 

some of the pediatric health outcomes for which breastfeeding—particularly exclusive breastfeeding—has a clear 

and significant impact. It was based on data from an extensive systematic review of maternal and infant outcomes 

of breastfeeding in developed countries, sponsored by the Agency for Healthcare Research and Quality (AHRQ). 

The AHRQ review found that breastfeeding is associated with significantly reducing the incidence of: 7

•	 Acute	otitis	media

•	 Non-specific	gastroenteritis

•	 Severe	lower	respiratory	tract	infections

•	 Atopic	dermatitis

•	 Obesity

•	 Type	1	diabetes

•	 Type	2	diabetes

•	 Childhood	leukemia

•	 Sudden	infant	death	syndrome

•	 Necrotizing	enterocolitis

•	 Maternal	breast	and	ovarian	cancers

•	 Maternal	type	2	diabetes

It also found that “early cessation of breastfeeding or not breastfeeding was associated with an increased risk of 

maternal postpartum depression.” 
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Another recent series of systematic reviews completed for 

the	World	Health	Organization	drew	similar	conclusions	

and additionally found that breastfed infants had lower 

systolic blood pressure, lower cholesterol and better 

performance in intelligence tests later in life.8 In addition, 

many other health outcomes as well as psychological, 

developmental, socio-emotional, economic and 

environmental outcomes associated with breastfeeding 

are well substantiated in the literature.9

Despite the overwhelming evidence for the importance 

of breastfeeding, few infants are breastfed in accordance 

with current recommendations. All major health 

organizations recommend that infants, with rare 

exception, be exclusively breastfed, receiving no other 

foods or fluids for about the first six months of life, with 

continued breastfeeding in addition to complementary 

foods for at least the first one to two years of life and 

beyond.9–27 

Local, National and International 
Participation and Support

The	National	Quality	Forum	and	the	Joint	Commission	

have adopted, as a core measure of quality for perinatal 

care, feeding newborns breastmilk exclusively 

throughout the hospital stay. An increase in exclusive 

breastfeeding cannot be achieved simply by removal 

of formula supplementations. These supplements must 

be replaced with the skills, knowledge and supports 

necessary to ensure maternal confidence, accurate 

assessment of breastfeeding and establishment of 

effective breastfeeding. Research and expert consensus 

demonstrate that removing ineffective policies and 

practices from birthing facilities and replacing them 

with effective policies and practices is necessary for achieving optimal infant-feeding outcomes. 

The	Annual	CDC	Breastfeeding	Report	Card	uses	the	percent	of	live	births	occurring	in	hospitals	designated	as	

Baby-Friendly	as	an	indicator	for	measuring	the	proportion	of	women	receiving	recommended	care	for	lactation.	

This is now the standard used to measure progress toward our nation’s public health goals, as outlined in the 

Healthy	People	2020	initiative.	

The Ten Steps	and	the	Baby-Friendly	Hospital	Initiative	are	recommended	strategies	in	the	US	Surgeon	General’s	

Call	to	Action	to	Support	Breastfeeding,	the	CDC’s	Guide to Breastfeeding Interventions,	the	2010	White	House	

Taskforce	on	Childhood	Obesity’s	Report	to	the	President:	Solving the Problem of Childhood Obesity Within a 
Generation,	and	the	National	Prevention	Council’s	National	Prevention	Strategy.27–30	

H E A LT H Y  P EO P L E  20 20 
B R E A S T FEED I N G  O B J EC T I V E S

•	 Increase	the	proportion	of	mothers	who	

breastfeed	their	babies:	Ever;	At	six	

months;	At	one	year;	Exclusively	through	

three	months;	Exclusively	through	six	

months.

•	 Increase	the	percentage	of	employers	who	

have worksite lactation programs. 

•	 Decrease	the	percentage	of	breastfed	

newborns who receive formula 

supplementation within the first two days 

of life. 

•	 Increase	the	percentage	of	live	births	

that occur in facilities that provide 

recommended care for lactating mothers 

and their babies. 



III

Raising the Bar for Texas 

Results of the CDC Maternity Practices in Infant Nutrition and Care Survey, a self-administered survey with 

participation from over 80 percent of hospitals in the United States, indicate that practices in Texas hospitals 

diverge greatly from the standards of care embodied in the Ten Steps and the International Code of Marketing of 
Breastmilk Substitutes (the Code).	Texas	ranked	39th	in	the	2007	survey,	with	a	mean	composite	score	of	58/100.	In	

the	2009	survey,	Texas	ranked	33rd	with	a	mean	composite	score	of	62/100.	Further	state-specific	results	can	be	

viewed	at	http://cdc.gov/breastfeeding/pdf/mPINC/Texas.pdf.

Results from the 2009 Texas WIC Infant Feeding Practices Survey demonstrate that only a small proportion of the 

Texas	WIC	population	reports	experiencing	many	recommended	practices	in	the	facilities	where	they	gave	birth.

20 09  Te x a s  W I C  I nfa n t- Feeding  P r ac t ice s  S urv e y

Source:	Texas	Department	of	State	Health	Services,	Office	of	Program	Decision	Support,	2010.

Maternity care practice
% reporting desired outcome 
(response)

Breastfed	baby	in	first	hour 37.6%	(Yes)

Received breastmilk at first feeding 45.9%	(Yes)

Exclusively	breastfed	during	entire	hospital	stay 22.4%	(Yes)

Assisted with breastfeeding 67.2%	(Yes)

Roomed-in through out hospital stay 53.3%	(Yes)

Baby	spent	one	or	more	nights	out	of	room 57.6%	(No)

Told how to recognize when baby is hungry 77.2%	(Yes)

Told to breastfeed whenever the baby wanted 61.1%	(Yes)	

Told to limit length of breastfeedings 42.1%	(No)

Baby	given	pacifier	while	in	hospital 26.8%	(No)

Mother	given	phone	number	for	support 58.9%	(Yes)

Received free samples of formula 16.4%	(No)

The	majority	of	Texas	women	do	choose	to	breastfeed.	In	2008,	75.2	percent	of	infants	born	in	Texas	were	

breastfed, meeting the Healthy People 2010 objective for initiation.31 However, breastfeeding duration and 

exclusivity continue to fall below target objectives and the national average. And initiation rates fall well below 

those of many other states. Disparities in breastfeeding are marked, and rates are significantly lower than the 

general population for non-Hispanic blacks and economically disadvantaged groups.32	
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H e a lt h y  P eop l e  20 1 0  O b jec t i v e s  for  B r e a s t feeding

Healthy People Objective
2010 
Target

2020 
Target

US Prevalence 
(2008 births)

Texas
Prevalence
(2008 births)

Ever 75% 81.9% 74.6% 75.2%

At 6 months 50% 60.5% 44.3% 42.2%

At 1 year 25% 34.1% 23.8% 23.0%

Exclusively	through	3	months 40% 44.3% 35.0% 30.6%

Exclusively	through	6	months 17% 23.7% 14.8% 13.5%

With so much progress to be made, the process of fully integrating the Ten Steps at a systems level can seem 

extremely	daunting.	The	Centers	for	Disease	Control	and	Prevention’s	Guide to Breastfeeding Interventions 
recognizes that incremental integration of these practices can be an effective strategy for improving outcomes.28 

Hospitals participating in the Texas Ten Step Program have already made significant strides in the right 

direction. However, hospitals that have more fully integrated the Ten Steps at a systems level, as evidenced by 

achieving	the	Baby-Friendly	Hospital	Initiative,	have	even	better	breastfeeding	outcomes.	

Informing Infant  
Feeding Choices

Though infant care choices can be highly 

personal, the discrepancies between 

breastfeeding recommendations and actual 

infant-feeding practices cannot be reduced only 

to individual choice or preference. Research 

suggests that many factors, including personal, 

cultural, psychosocial, healthcare-related, 

biomedical and policy attributes can influence 

choices	about	breastfeeding.	Choices	made	

after families receive complete and accurate 

information are more likely to lead to exclusive 

breastfeeding.	Once	infant-feeding	decisions	

are made, the environment must support the 

choices the mother has chosen in order for the 

decision to be fully realized.33, 34

These contribute to a particular outcome/effect: Infant-Feeding Behaviors

Proportion of any and exclusive BF at 2-days 
for non-designated, Texas Ten Step, 

and Baby-Friendly Facilities in Texas, 2009.

Data Source: Texas DSHS Office of Program Decision Support. Texas Vital Statistics, 
Provisional Live Births, 2009. Newborn Screening, 2009.
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Addressing Barriers to Breastfeeding

In many cases, mothers do not breastfeed exclusively or even at all because of hospital routines and practices that 

interrupt or do not encourage breastfeeding or because of cultural and practical challenges they meet once they 

have	returned	home.	Often	they	will	experience	difficulty	breastfeeding	after	hospital	discharge	and	then	not	

seek or be aware of help from lactation professionals. They may also meet disapproval when breastfeeding publicly 

and have little support transitioning to the workplace and adopting strategies to feed their babies or express milk 

when separation is necessary.28 

Experiences	with	breastfeeding	promotion	interventions	over	the	past	decades	have	made	clear	the	need	for	

effective support within the family, community, workplace and health system to initiate and sustain optimal 

breastfeeding and complementary feeding practices.21,	25,	28,	35–38 The focus of this guide is on one component of 

support within the health system—support within maternity care facilities through full implementation of the 

WHO/UNICEF	Ten Steps and the Code.	Each	step	includes	detailed	recommendations	and	ideas	for	addressing	and	

overcoming potential barriers to breastfeeding.

The Ten Steps and the Code

The care that a new mother receives during her hospital stay for delivery, postpartum and newborn care can 

greatly influence breastfeeding initiation, exclusivity and duration outcomes. Institutional changes through 

adoption of evidence-based policies to support breastfeeding can significantly increase rates of breastfeeding.28 

Changes	may	be	made	to	increase	individual,	evidence-based	practices	that	support	breastfeeding,	such	

as rooming-in,39 or to discontinue policies that are not evidence-based, such as routine use of pacifiers or 

supplemental	formula	feedings	for	breastfed	infants.	Comprehensive	policy	changes	include	full	integration	of	

the	WHO/UNICEF	Ten Steps and adherence to the Code,	required	when	a	hospital	seeks	Baby-Friendly	Hospital	

Initiative	(BFHI)	designation.

The Ten Steps are an evidence-based bundle of maternity care practices that are demonstrated to support optimal 

breastfeeding as well as to improve the care experience and outcomes for non-breastfeeding families.40, 41 These 

steps	are	endorsed	by	the	American	Academy	of	Pediatrics	and	The	American	Academy	of	Family	Physicians	and	

are	promoted	by	the	American	College	of	Obstetricians	and	Gynecologists.	

The Ten Steps include the following practices:42

1. Have a written breastfeeding policy that is routinely communicated to all healthcare staff.

2.	Train	all	healthcare	staff	in	skills	necessary	to	implement	this	policy.	

3. Inform all pregnant women about the benefits and management of breastfeeding. 

4.		Help	mothers	initiate	breastfeeding	within	half	an	hour	of	birth.	(Note:	This	Step	is	now	interpreted	as	

“Place babies in skin-to-skin contact with their mothers for at least an hour immediately following birth.  

Encourage	mothers	to	recognize	when	their	babies	are	ready	to	breastfeed	and	offer	help	if	needed.”)

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	breastmilk,	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	pacifiers	or	artificial	nipples	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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In addition to the Ten Steps,	the	Baby-Friendly	Hospital	Initiative	also	requires	facilities	to	uphold	the	Code. The 

Code is a set of regulations for the infant-feeding industry, adopted by all member nations of the 31st World Health 

Assembly in 1981, which aims to protect breastfeeding by ensuring the proper use of breastmilk substitutes 

(including infant formula, other infant foods and beverages when marketed for use to replace breastfeedings, 

and infant-feeding bottles and nipples). It refers to quality and availability of factual information, appropriate 

marketing and appropriate distribution of these products. 

The Code prohibits the following: 

•	 Advertising	of	breastmilk	substitutes	to	the	public.	

•	 Donations	of	breastmilk	substitutes	and	supplies	to	maternity	hospitals.	

•	 Distribution	of	free	samples	to	mothers.	

•	 Promotion	of	breastmilk	substitutes	in	healthcare	services.

•	 Facility	personnel	providing	advice	about	breastmilk	substitutes	to	mothers.

•	 Provision	of	gifts	or	personal	samples	to	healthcare	workers.

•	 Use	of	space,	equipment	or	educational	materials	sponsored	or	produced	by	breastmilk	substitute	

companies when teaching mothers about infant feeding.

•	 Pictures	in	the	birthing	facility	of	infants	or	other	pictures	idealizing	artificial	feeding.

The Code also requires that:

•	 Information	provided	to	health	workers	be	scientific	and	factual.

•	 Information	on	artificial	feeding,	including	labels,	explain	the	benefits	of	exclusive	breastfeeding	and	the	

costs and dangers associated with artificial feeding.

•	 Products	unsuitable	for	infant	nutrition—such	as	sweetened	condensed	milk—not	be	promoted	for	babies.

While provisions to implement the Code are encoded in governmental policy in most countries, adherence to the 

Code is voluntary in the United States. Hospital administrators and staff play an important role in upholding the 

Code as part of a policy of breastfeeding protection, promotion and support.27

Facilities can ensure adherence to the Code by having policies by which:

•	 Free	or	low-cost	supplies	of	breastmilk	substitutes	are	not	accepted	by	the	facility.	

•	 The	facility	purchases	breastmilk	substitutes	for	a	wholesale	price	in	the	same	way	other	foods	and	

medicines are purchased.

•	 Promotional	materials	for	commercial	infant	foods	or	drinks	are	not	permitted	in	or	distributed	by	the	facility.

•	 Materials	that	promote	artificial	feeding	are	not	distributed	to	pregnant	women.

•	 Demonstration	of	feeding	with	breastmilk	substitutes	is	demonstrated	only	by	trained	health	workers	and	

only for the purpose of instructing pregnant women, mothers or family members who need to use them 

and in the context of informed consent. 

•	 Breastmilk	substitutes	are	not	displayed	in	public	areas	of	the	facility	and	are	kept	out	of	areas	that	can	be	

accessed by pregnant women and mothers.

•	 Sample	gift	packs	with	breastmilk	substitutes	or	related	items	that	interfere	with	breastfeeding	are	not	

distributed by the facility to pregnant women, new mothers, or other patients or their families.

•	 Acceptance	by	facility	employees	or	family	members	of	employees	of	funds	or	material	items	promoting	

any products that fall within the scope of the Code is prohibited.

•	 Full	disclosure	of	any	contributions	(e.g.,	fellowships,	research	grants,	trips,	conferences,	continuing	

education, etc.) to the facility or to facility employees by manufacturers or distributers of products within 

the scope of the Code is made. 
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Why the Ten Steps and the Code?

In	2001,	the	Institute	of	Medicine	(IOM)	published	a	groundbreaking	report,	Crossing the Quality Chasm: A New 
Health System for the 21st Century.43

Building	on	the	extensive	evidence	collected	by	the	IOM	committee	and	its	predecessors,	the	committee	

turned the overarching statement of purpose into a set of six “Aims for Improvement,” which the committee 

recommends be embraced by healthcare stakeholders throughout United States. Implementing the Ten Steps and 

The Code addresses all six of these “Aims of Improvement” for healthcare.

The six “Aims of Improvement” set forth by the IOM and their relation to the  
Ten Steps are:

1. Safety: Patients should be as safe in the hospital setting as they are in their own homes. 

Facilities	can	improve	the	safety	and	stability	of	all	infants	by	using	evidence-based	practices	that	protect	

against infection, hypothermia, hypoglycemia, jaundice and dehydration. The Ten Steps promote optimal 

nutritional outcomes for the newborn and optimal short- and long-term health outcomes for babies and their 

mothers. 

2. Effectiveness:	Care	should	be	evidence-based.	

Overuse	of	ineffective	care	and	underuse	of	effective	care	should	be	avoided.	Implementation	of	the	Ten Steps 
promotes evaluation of current practices within a framework of evidence and challenges facilities to replace 

ineffective practices with universally recognized evidence-based practices for maternity care. 

3. Patient-centeredness:	Care	should	honor	and	empower	patients	as	individuals	and	should	occur	within	

a context of respect for the patient’s choices, culture, 

social context and specific needs. 

Implementation of the Ten Steps places families at the 

center of care, promotes informed decision-making, 

facilitates achievement of patients’ infant-feeding goals 

and results in higher customer satisfaction rates. 

4. Timeliness:	Care	should	be	accessed	and	delivered	

with minimal delay for both patients and staff. 

By	increasing	capacity	and	continuity	of	support,	

implementation of the Ten Steps results in reduced 

delays for families when accessing the help they need 

for optimal infant care. 

5. Efficiency: Waste of resources, including space, 

supplies, technologies, human resources, human spirit, 

ideas and capital should be avoided. 

A	2009	cost	analysis	prepared	for	the	Texas	

Department of State Health Services concluded that 

overall expenditures for implementing the Ten Steps 
are nominal and reduced each year, making the cost of 

the initiative essentially cost-neutral to the facility. 44 

Meanwhile,	savings	in	space,	time,	supplies,	capital	and	

improved health outcomes continues to increase.
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6. Equity: Systems should strive to improve health equity by reducing disparities. 

When implemented together, the Ten Steps greatly reduce racial and ethnic disparities in exclusive breastfeeding 

during the hospital stay. Texas Ten Step Hospitals have higher exclusive breastfeeding rates and narrower 

disparity	gaps	than	non-Texas	Ten	Step	Hospitals.	This	effect	is	even	more	pronounced	in	Texas	Baby-Friendly	

Hospitals. 

Racial and Ethnic Health Disparities in Texas and the Modifying Effects of Infant Feeding:
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Texas exclusive
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Prevelance of Exclusive Breastfeeding on Day 2 Postpartum by 
Mother’s Race/Ethnicity and Birthing Facility’s Designation Status, 2009.

Data Source: Texas DSHS Office of Program Decision Support. Texas Vital Statistics, 
Provisional Live Births, 2009. Newborn Screening, 2009.
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C RO S SI N G  T H E 
Q U A L I T Y  C H A S M:

“ The purpose of the 

healthcare system is 

to continually reduce 

the burden of illness, 

injury, and disability 

and to improve the 

health status and 

function of the people 

of the United States.”

C A N C ER

African-American women in Texas are 60% more likely to die  
of breast cancer than white women.45

Women	who	breastfed	had	a	relative	reduction	in	their	risk	of	breast	cancer	by	approximately	4.3%	 

for each year spent breastfeeding.46-47

The	American	Cancer	Society	lists	“not	breastfeeding”	as	one	of	seven	lifestyle-related	risk	factors	 

for breast cancer.48

C A R D I OVA SC U L A R  D I S E A S E

In 2007, rates of death from diseases of the heart were 24% higher among African-American  
adults than among white adults.49

Lactating significantly reduces a woman’s risk of developing cardiovascular disease.50	One	study	found	that	

women	who	breastfed	for	a	lifetime	total	of	two	years	or	more	had	a	23%	reduced	risk	of	coronary	artery	disease	

in middle to late adulthood than women who never breastfed, even when adjusting for other risk factors.51



IX

Using This Toolkit

The information and materials provided in this toolkit are designed for use by hospital facility management 

and staff to support in achieving a facility-wide paradigm shift toward increased breastfeeding support and 

exclusivity. This toolkit includes detailed definitions of each step, rationales and strategies for implementation, 

and resources for further reading and review. It is recommended that you approach the steps and the goals in 

the	manner	best	suited	to	your	facility.	For	instance,	it	is	not	necessary	to	work	through	the	steps	sequentially.	

Instead, create a plan for implementation that is most appropriate and effective in the context of your facility, staff, 

patients and community.

Following	this	introduction,	you	will	find	in	the	toolkit	ten	sections	outlining	each	of	the	Ten	Steps.	
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O B E SI T Y

In 2009, African Americans were 38% more likely, and Hispanics were 41% more likely  
to be obese than non-Hispanic whites.49

A	meta-analysis	concluded	that	breastfeeding	offers	a	4%	reduced	risk	of	obesity	per	month	of	 

breastfeeding for up to nine months.46

The	Centers	for	Disease	Control	and	Prevention	estimates	that	breastfeeding	reduces	the	risk	of	 

childhood obesity by 15-30 percent.52

Obese	children	are	more	likely	to	become	obese	adults.53

The longer a child breastfeeds, the less likely he or she is to be overweight.52

D I A B E T E S

In 2009, African Americans were 80% more likely, and Hispanics were 21% more likely to have 
diagnosed diabetes compared with non- Hispanic whites.49 The diabetes death rate for African 
Americans and Hispanics was greater than two times higher than for non-Hispanic whites.54

Risk	of	type	1	diabetes	is	reduced	by	19-27%	for	children	who	were	breastfed.46

Risk	of	type	2	diabetes	is	reduced	by	39%	for	children	who	were	breastfed.46

Maternal	risk	of	type	2	diabetes	is	reduced	by	up	to	12%	per	year	of	breastfeeding.46

I N FA N T  M O RTA L I T Y

In 2007, African-American infants in Texas were more than twice as likely to die in the first year  
of life than white infants.54

Breastfeeding	reduces	risk	of	postneonatal	death	by	21%.55

Breastfeeding	reduces	risk	of	sudden	infant	death	syndrome	by	36%	or	more.46, 56

If	90%	of	U.S.	families	could	comply	with	medical	recommendations	to	breastfeed	exclusively	for	six	months,	

the U.S. would prevent an excess 911 deaths per year, nearly all of which would be infants.57
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The section for each step includes:

•	 A	clear	definition	of	the	step	and	its	associated	goals.

•	 Background.	

•	 Rationale	and	evidence	for	efficacy.

•	 Relevance	to	the	six	“Aims	for	Improvement.”

•	 Recommended	approaches	to	implementation,	including	preparatory	steps	and	how	to	implement.

•	 Overcoming	real	and	perceived	barriers	to	implementing	each	step.

•	 A	detailed	list	of	further	printed	and	digital	resources.

•	 A	list	of	notes	for	all	references	cited	in	the	section	for	further	reading	and	review.

Additional	tools	are	provided	in	the	Additional	Resource	Documents	section	at	the	back	of	this	toolkit—action	

plans,	checklists	and	survey	tools—to	help	you	plan,	document,	audit	and	review	your	progress	through	

each	step.	

A	glossary	is	also	included	to	clarify	and	define	any	new,	uncommon,	or	particularly	complex	terms	or	concepts.	
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Step 1
Have a breastfeeding policy that is  

routinely communicated to all staff.



Objectives
 

1.  Create a breastfeeding policy that promotes patient-centered care and supports 

the principles of dignity, respect, responsiveness, empowerment, informed 

decision making and cultural relevance.

2.   Policy must require staff to implement the Ten Steps and the Code.

3.  Train staff on the policy within six months of hire and provide ongoing 

continuing education on the principles of the policy. See also Step 2.

4.  Display the policy and/or a printed patient guide in all patient care areas where 

pregnant women, mothers, babies and children are served.

5.  Through regular auditing, ensure that all staff adhere to the policy.
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Goal: To assure that written breastfeeding  
promotion policy—which outlines best practice 

standards of care for mothers and babies— 
exists, is communicated and is implemented.

B ackgr ound

It is critical that facilities periodically assess and update policies, whether written or implicit and regardless of 

their real or perceived effectiveness. Through this process, a written policy can be established that assures the 

support of the specific goals of the Ten Steps and the Code. A consistent, current, appropriate, evidence-based and 

enforceable written policy will provide the framework that guides staff and facility leadership in the delivery of 

best-practice care.

Wh y  St ep  1?

Process improvement and quality care are best supported and sustained when there are consistent and clear 

policies in place. 

Successful	implementation	is	best	supported	by:

•	 Policies	designed	for	the	particular	context	of	the	facility.	

•	 A	strong	commitment	by	facility	leadership	and	management	to	communicate,	follow	and	enforce	policies.

•	 A	commitment	from	healthcare	practitioners,	patients	and	hospital	stakeholders	in	the	community	to	

follow policies.

•	 Regular	auditing	and	monitoring	of	policy	adherence	to	determine	whether	any	adjustments	are	needed.

Step 1

CO N SI S T EN T LY  EN FO RC I N G  P O L I C I E S

It can be particularly difficult to enforce policies in healthcare settings in which financial factors 

and individual preferences are allowed to guide delivery of care. When developing policies for your 

facility, consider what priorities may compete with caregivers’ commitment to the policies. Include a 

wide range of stakeholders in the policy development process to determine strategies for addressing 

competing influences that may conflict with consistent adherence to the policies.
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Ev idence  for  Effic ac y

Combined Impact of the Ten Steps

Research consistently demonstrates that implementing the Ten Steps has a significant impact on 

initiation and duration of exclusive and any breastfeeding across settings and populations. While 

each step may have an impact 

when implemented alone, the 

combined effect of implementing 

all the steps as a comprehensive, 

integrated, continuous system 

of care is exponentially more 

powerful than a piecemeal 

approach.1–10

Reports from hospitals that have 

implemented the Ten Steps and 

achieved	Baby-Friendly	designation	

show significant improvements 

in care and outcomes, including 

increased continuity, improved 

utilization of resources, improved 

risk management, reduced number 

of critical incidents and an improved 

public image.11 

Carrying out Step 1 benefits your facility by enhancing:

1. Safety: A well-researched and reviewed policy establishes clear guidance about those practices 

that are most effective at reducing and managing risk.

2. Effectiveness: Developing policy through a process of thorough review of the current body of 

scientific knowledge ensures that policy is evidence-based and that the most effective strategies 

are consistently implemented. 

	 Establishing	and	communicating	this	type	of	written	policy	provides	a	framework	for	a	

sanctioned course of action that all staff should be expected to follow. The standards laid out in 

the policy provide a “road map” for carrying out and evaluating best practices in patient care.

3. Patient-centeredness: Implementation of an evidence-based policy establishes a framework for 

providing coordinated, respectful, responsive care that can be tailored to individual patient 

preferences, values and needs.

4. Timeliness: A consistently communicated policy assures that appropriate support will be 

delivered throughout the patient’s stay and that continuity of care will be maximized.

5. Efficiency: When all staff are trained in and consistently adhere to the same evidence-based 

standards of care, cross-purpose efforts are avoided, reducing waste on many levels. 

6. Equity: Establishment	and	clear	communication	of	policy	sets	an	explicit	standard	for	 

consistent delivery of care. When the Ten Steps are consistently implemented, disparities in 

outcomes are reduced.
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The Code 

Violations of the Code (see Introduction) have been 

shown to have a negative effect on breastfeeding 

outcomes, including exclusivity and duration.12–14

The	American	Medical	Association	recognizes	

that activities violating the Code—including the 

marketing or distribution of formula to breastfeeding 

mothers or the acceptance of financial support from 

the infant formula industry—affect breastfeeding 

outcomes negatively and pose an “inherent conflict  

of interest.” 15–16

Developing a Strong Policy

To implement comprehensive, effective improvement 

in breastfeeding outcomes, a strong and consistent 

policy—administratively supported and enforced—

should be examined and re-evaluated frequently.	18–32

To	develop	such	a	policy:

•	 Review	the	specific	recommendations	for	

breastfeeding policies made by the American 

Academy of Pediatrics and the Academy of 

Breastfeeding	Medicine.33–34 

•	 Ensure	that	the	policy	encompasses	all	Ten 
Steps. A lack of policy guidelines for one step 

may interfere with the effective implementation 

of	another	step.	For	example,	education	and	

promotion of breastfeeding may be counteracted 

by a lack of policy protecting against  

formula marketing.35 

•	 Ensure	interdisciplinary	participation	in	policy	

development, effective communication and 

ongoing reinforcement of policies.35–43 

•	 During	policy	implementation,	assess	and	

address staff attitudes related to the promotion  

of breastfeeding.28,40 

•	 Create	staffing	structures	to	ensure	

implementation of the policy. To demonstrate 

administrative support and communicate to staff 

that the breastfeeding policy is an important and 

essential component of quality care, appoint a dedicated lactation coordinator who will be responsible for 

the oversight of policy implementation and the assignment of unit shift policy leaders.40, 44

P ER I N ATA L  H E A LT H  
AT  T H E  B O R D ER

In	2005,	a	multinational	group	including	

DSHS researchers initiated a surveillance 

study of perinatal health outcomes 

in	Brownsville	in	Cameron	County,	

Texas and directly across the border in 

Matamoros,	Tamaulipas	in	Mexico.	The	

prevalence of attempted breastfeeding in 

Matamoros	was	81.9	percent	compared	

to	63.7	percent	in	Cameron	County.	After	

adjusting for other factors, the odds of 

attempting breastfeeding for women living 

in	Matamoros	were	nearly	double—1.93	

times—those	of	women	living	in	Cameron	

County.	What	accounts	for	the	difference?	17

Mexico’s Ministry of Health’s federally 

regulated clinical practice guidelines 

support:

•	 Breastfeeding	initiation	within	the	

first two hours following delivery 

when conditions permit.

•	 Breastfeeding	the	infant	on	demand.	

•	 Other	standards,	criteria	and	

procedures that promote and protect 

exclusive breastfeeding.

Federal regulations in Mexico restrict:

•	 The	distribution	of	breastmilk	

substitutes (infant formula) in  

the hospital. 

•	 The	distribution	or	promotion	 

of breastmilk substitutes by  

medical units. 

•	 The	distribution	of	incentives	 

to healthcare providers from the 

manufacturers of breastmilk 

substitutes.
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I mpl emen tat ion  St r at eg y

Preparation: Getting Ready for Policy Development

Action steps for implementing Step 1 include:

1.		Establishing	a	policy	development	project	team	with	a	dedicated	project	leader	and	a	core	steering	 

committee to coordinate the policy development.

•	 Look	for	“champions”	with	a	level	of	authority	to	command	change	and	secure	commitment	from	across	

disciplines. 

•	 Develop	a	multi-disciplinary	advisory	committee	that	will	provide	expertise	and	input	into	the	policy	and	

its implementation. Include representatives from all relevant departments and any groups that will directly 

or indirectly contribute to implementing the policy. 

•	 Draft	a	charter	outlining	team	members’	vision	and	expectations	for	the	project.	

2.		Assessing	facility	baseline	and	needs.

•	 Collect	baseline	data	relevant	to	infant	feeding	and	health	outcomes:

- Assess current knowledge, attitudes, values and beliefs of staff about breastfeeding and identify 

potential barriers.

- Assess facility policies and procedures to ensure they reflect the values of organizational support for 

best-practice care.

- Determine your facility’s readiness for change and the way in which you will commit the resources, 

time and training required to adequately implement the Ten Steps. 

-	 Assess	the	facility	overall	by	using	the	WHO/UNICEF	Hospital	Self-Appraisal	Tool:	www.who.int/

nutrition/publications/infantfeeding/9789241594998_s4/en/index.html.

- Survey mothers to examine their experiences related to infant feeding and care. 

•	 Present	assessment	findings	and	provide	a	forum	for	open	and	honest	discussion.	Celebrating	successful	

areas and strengths will help your facility grow. Discuss challenges and identify the issues requiring the 

most work and improvement. 

3. Developing the policy.

•	 Task	the	steering	committee	with	writing	a	first	draft	of	the	policy	addressing	the	Ten Steps and the Code 

and presenting it to the advisory committee for feedback on potential barriers and proposed solutions 

to	implementation.	Once	the	policy	is	drafted,	take	it	through	the	steps	to	refine	and	finalize	it.	Prior	to	

implementation, announce and display the written policy and develop a strategy for the implementation. 

Recommended	policy	topics	and	considerations	include:

- An outline of how the Ten Steps will be implemented at your facility.

- Identification of administrators and leaders in a position of authority over policy.

-	 Management	of	staffing	and	scheduling	in	a	manner	consistent	with	and	supportive	of	the	Ten Steps.

- Infant and maternal nutrition considerations.

-	 Care	and	feeding	guidelines	for	infants	with	low	birth	weight	and	those	delivered	by	C-section.

-	 Mode	and	timing	of	implementation.

- Adjustments to your facility to comply with the Code, including the prohibition of such things 

as donations of free or low-cost breastmilk substitutes, dispensing formula samples or coupons, 
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public display of breastmilk substitutes or sharing information with formula companies or their 

representatives about new mothers and infants.

-	 Clarifying	the	best	practices	for	bottle-feeding	and	breastmilk	substitutes,	including	how	to	address	

formula-feeding when needed without undermining the facility’s commitment to breastfeeding support.

-	 A	list	of	medical	conditions	indicating	the	use	of	breastmilk	substitutes.	(Refer	to	the	WHO/UNICEF	list	

at the end of this Step.)

4. Addressing guidelines that will accompany the policy.

5. Reviewing wording and layout for relevance and clarity.

6. Implementing the policy.

•	 Prior	to	making	changes	at	the	facility,	assess	and	address	attitudes,	beliefs	and	values	that	staff	hold	about	

breastfeeding, ideally through reflective practice exercises and transformational learning and discussion.

•	 Develop	an	action	plan	for	policy	planning,	implementation	and	evaluation	strategy.	The	plan	should:

- Provide an overall vision and message about your facility’s commitment to the Ten Steps and the Code 

and include strategies to sustain that vision.

-	 Be	systematic	and	prioritized	so	that	your	facility	can	tackle	each	goal	in	an	incremental	fashion	that	

builds upon successes, monitors time lines and manages activities and resources.

- Include plans for an accessible system of feedback and communication about successes and barriers 

to implementation. 

- Define a communication strategy and define plans for regular discussion and continuing education so 

that goals are consistently supported and reinforced.

•	 Develop	or	adopt	new	documentation	tools	to	help	track	progress	toward	goals.

•	 The	policy	should	be	mandatory	for	all	staff,	according	to	his	or	her	role.	Exceptions	to	the	policy	should	

only be allowed to protect the health or safety of the mother or infant or if a mother requests and agrees to 

receive care that deviates from the standard within the context of full information and consent. 

7.	Communicating	the	policy.

8. Auditing the policy.

EN SU R E  EM P LOY EE  L AC TAT I O N  SU P P O RT 

An	employee	worksite	lactation	support	policy	should	also	be	considered	and/or	implemented	

during this process. Supporting employees to fulfill their own breastfeeding goals is an essential 

component	of	a	breastfeeding-friendly	culture	and	breastfeeding-promotion	model.	Federal	law,	

under	the	Fair	Labor	Standards	Act,	now	requires	all	employers	to	provide	reasonable	break	time	

and private, non-bathroom space for non-exempt employees to express breastmilk during the 

workday.45	The	American	Medical	Association	and	the	Association	of	Women’s	Health,	Obstetric	

and	Neonatal	Nurses	recommend	that	facilities	support	all	lactating	employees	in	maintaining	

breastfeeding by providing time and facilities for the expression and storage of breastmilk during 

the workday.46–47	The	Texas	Mother-Friendly	Worksite	Program	provides	technical	assistance	

on worksite lactation policy development and recognizes employers who have a written worksite 

breastfeeding	policy.	Visit	TexasMotherFriendly.org	for	more	information	about	the	program.	
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Implementation: Best 
Practices for Success

Because	you	participate	in	

the Texas Ten Step program, 

your facility already has a 

policy.	Your	job	in	this	Step	is	

to evaluate your policy for both 

appropriate and inappropriate 

components and to evaluate 

and address weaknesses 

or inconsistencies in policy 

implementation.	Now	is	the	

time to identify and remedy any 

policy areas that lack clarity or 

that conflict with one another  

in practice.

A policy is a declared set of 

decisions, aims, principles and 

standards oriented toward 

a long-term purpose or goal. 

Actions that diverge from these 

decisions fall outside of the 

policy. To effectively pursue 

the goal, the policy must be 

communicated, adhered to  

and enforced. 

Facilitate Policy Through Accompanying Guidelines

The policy must fully and clearly address all sub-steps of the Ten Steps and the Code.	Clear	guidelines	that	
provide specifics and a context for carrying out the policy should be put into place to support the broader 

policies. While guidelines do not define, and are not enforceable, as a minimum standard of care, they provide a 

foundation and road map to ensure appropriate practices and exemplary standards of care. 

Established	guidelines	can	be	very	helpful	for	providing	guidance	on	the	management	of	commonly	

encountered	issues	related	to	infant	feeding.	Guidelines	should	be	based	on	review	of,	and	be	consistent	with,	

the best available evidence. They should clarify best practices for care and suggest how to carry out those best 

practices. They must also support clear and consistent messaging to families.

Technical Aspects of the Written Policy

Good	policies	are	most	easily	implemented	when	they	are	clearly	written	and	communicated	in	a	manner	that	

allows for easy reading and comprehension by everyone at the facility.

For	a	breastfeeding	policy	to	be	effective,	it	must:

•	 Cover	all	of	the Ten Steps and the Code, which protect and promote breastfeeding. 

•	 Clearly	and	concisely	lay	out	the	principles	and	minimum	standards	for	all	staff	who	care	for	breastfeeding	

mothers and babies. 

•	 Be	worded	simply,	explicitly	and	unequivocally	so	that	there	is	no	ambiguity	about	expectations	to	follow	

the Ten Steps and the Code. 
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•	 Be	brief	enough	(three	to	five	pages)	so	that	it	will	be	read	and	remembered.

•	 Be	written	at	a	reading	level	easily	understood	by	all	staff	and	patients.

To clearly define the parameters around the mandatory policy standards, the policy statement should be kept 

separate	from	implementation	guidelines.	Guidelines	may	be	kept	in	a	separate	document	or	appended	to	the	

end of the policy with language that describes the purpose of the guidelines. 

Elicit	feedback	from	a	variety	of	staff	members	from	across	disciplines	by	having	them	read	the	policy	and	

asking	them	to	describe	their	understanding	of	what	they’ve	read.	Make	any	necessary	changes.	This	will	

ensure that the policy can be easily and consistently understood. 

Communicating the Policy

The guiding principles of the policy must be communicated to the staff and patients so that all  

are aware of the expected standard of care. 

Staff

All staff should receive a copy of the policy and acknowledge that the policy has been reviewed, is understood 

and	will	be	followed.	New	staff	should	be	oriented	to	the	policy	as	soon	as	employment	begins,	prior	to	

assuming patient care duties. 

Patients and Outside Care Providers

Create	a	parent’s	policy	guide	and/or	a	poster	of	the	policy	to	make	the	policy	accessible	to	the	families	it	is	

intended	to	serve.	The	guide	should	indicate	that	the	full	policy	is	available	upon	request.	The	guide	and/

or posters should be displayed in highly visible locations throughout the units that serve pregnant women, 

mothers and infants. In addition, the guide may be distributed to obstetric care providers and childbirth 

instructors for distribution prenatally. 

Both	the	guide	and	the	policy	itself	should	be	printed	in	the	language(s)	commonly	understood	by	the	patient	

populations. 

Auditing the Policy

An	audit	is	key	to	ensuring	progress	toward	and	maintaining	quality	standards.	Frequently	assess	compliance	

with the breastfeeding policy and the effectiveness of staff training. Audit policy effectiveness annually to 

ensure maintenance of the policy. If audit results, emergence of new research or changes in population needs 

call for it, audits should be conducted more frequently.
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H o spi ta l  b r e a s t feeding /infa n t-feeding  p ol ic y  check l is t 
Adapted	from	WHO/UNICEF	Hospital	breastfeeding/infant	feeding	policy	checklist.	WHO/UNICEF	(2009).	Baby-Friendly	Hospital	

Initiative:	Revised,	Updated	and	Expanded	for	Integrated	Care,	BFHI	Section	4:	Hospital	Self-Appraisal	and	Monitoring.	WHO	Press:	
Geneva.	pp	27–28.	Available:	www.who.int/nutrition/publications/infantfeeding/9789241594998_s4/en/index.html.

Note:	A	hospital	policy	does	not	have	to	have	the	exact	wording	or	points	as	in	this	checklist,	but	it	should	cover	most	or	all	 
of	these	key	issues.	Care	should	be	taken	that	the	policy	is	not	too	long.	Shorter	policies	(three	to	five	pages)	have	been	shown	 

to be more effective, as longer ones often go unread.

The	policy	should	clearly	cover	the	following	points: Yes No

Step 1 The policy is routinely communicated to all (new) staff.  

A summary of the policy that addresses the Ten Steps and support for  
non-breastfeeding mothers is displayed in all appropriate areas in 
languages and with wording staff and mothers can easily understand.

 

Step 2 Training	for	all	clinical	staff	(according	to	position)	includes:

• Breastfeeding	and	lactation	management	(20	hours	minimum,	 
covering all essential topics, including at least three hours of  
clinical practice).

 

• Feeding	the	infant	who	is	not	breastfed.  

• The role of the facility and its staff in upholding the International  
Code	of	Marketing	and	subsequent	WHO	resolutions.

 

New	staff	members	are	trained	within	six	months	of	appointment.  

Step 3 All	pregnant	women	are	informed	of:

•	 Basic	breastfeeding	management	and	care	practices.  

• The risks of giving supplements to their babies during the  
first six months.

 

Step 4 All	mothers	and	babies	receive:

• Skin-to-skin contact for at least 60 minutes immediately after birth.  

• Encouragement	to	look	for	signs	that	their	babies	are	ready	to	
breastfeed and offer of help if needed.

 

Step 5 All breastfeeding mothers are offered further help with breastfeeding 
within six hours of birth.

 

All breastfeeding mothers are taught positioning and attachment.  

All mothers are taught hand expression (or given leaflet and referral for help).  

All	mothers	who	have	decided	not	to	breastfeed	are:

• Informed about risks and management of various feeding options and 
helped to decide what is suitable in their circumstances.

 

• Taught to prepare their feedings of choice and asked to demonstrate 
what they have learned.

 

Mothers	of	babies	in	special	care	units	are:

• Offered	help	to	initiate	lactation	and	help	to	start	their	breastmilk	coming.  

• Shown how to express their breastmilk by hand and told they need  
to	breastfeed	or	express	at	least	6–8	times	in	24	hours	to	keep	up	 
their supply.
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• Given	information	on	risks	and	benefits	of	various	feeding	options	 
and how to care for their breasts if they are not planning to breastfeed.

 

Step 6 Supplements/replacement	feeds	are	given	to	babies	only	if:

• Medically indicated.  

• Mothers	have	made	fully	informed	choices	after	counseling	on	 
various options and the risks and benefits of each.

 

•	 Reasons for supplements are documented.  

Step 7 All mothers and babies room-in together, including at night.  

Separations are only for justifiable reasons, with written documentation.  

Step 8 All mothers are taught how to recognize the signs that their babies are 
hungry and that they are satisfied.

 

No	restrictions	are	placed	on	the	frequency	or	duration	of	breastfeedings.  

Step 9 Breastfeeding	babies	are	not	fed	using	bottles	and	teats.  

Mothers	are	taught	about	the	risks	of	using	bottles.  

Breastfeeding	babies	are	not	given	pacifiers	or	artificial	nipples.  

Step 10 Information is provided about where to access help and support with 
breastfeeding after return home (such as from the hospital, community 
health services, support groups or peer counselors).

 

The	hospital	works	to	foster	or	coordinate	with	mother	support	groups	and/
or other community services that provide infant-feeding support.

 

Mothers	are	provided	with	information	about	how	to	get	help	with	feeding	
their infants soon after discharge (preferably two to four days after 
discharge and again the following week).

 

The Code The policy prohibits promotion of breastmilk substitutes.  

The policy prohibits promotion of bottles, teats, pacifiers or dummies.  

The policy prohibits the distribution of samples or gift packs containing  
breastmilk substitutes, bottles or teats or of marketing materials for these 
products to pregnant women, mothers or members of their families.

 

Mother- Policies	require	Mother-Friendly	practices,	including:
Friendly Care

• Encouraging	women	to	have	labor	and	birthing	companions of  
their choice.

 
(Suggested, 
but not 
required) • Encouraging	women	to	walk	and	move	about	during	labor,	if	desired,	

and to assume the position of their choice while giving birth, unless a 
restriction is specifically required for a complication and the reason is 
explained to the mother.

 

• Not	using	invasive	procedures	such	as	rupture	of	membranes,	
episiotomies, acceleration or induction of labor, caesarean sections or 
instrumental deliveries, unless specifically required for a complication 
and the reason is explained to the mother.

 

• Encouraging	women	to	consider	the	use	of	non-drug	methods	of	pain	
relief unless analgesic or anaesthetic drugs are necessary because of 
complications, respecting the personal preferences of the women.
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O v ercoming  B a r r ier s:  St r at egie s  for  S ucce s s

The most common concerns related to establishing a breastfeeding policy are detailed below, along with 

strategies for overcoming them (adapted, in part, from the documents listed as General References after the 

Notes	section	at	the	end	of	this	Step).	

1. Staff have resistance to change. Resistance to change is the leading barrier to policy development and 

implementation	and	may	manifest	in	many	ways:	staff	may	be	concerned	that	policies	will	create	risky	

situations for patient outcomes, that patients will react negatively or that new policies will be difficult to 

implement due to competing demands. 

Leadership and Culture 

•	 Set the expectations and do not waver from the course. Strong leadership is essential for achieving 

the desired cultural and organizational change.

•	 Invite	leaders	from	hospitals	that	have	been	successful	with	model	policy	implementation	to	come	and	

discuss their experiences with your staff. 

•	 Celebrate	a	culture	of	change	and	improvement.	Present	new	policies	as	cutting-edge	and	

acknowledge	your	staff	for	being	leaders	in	excellence.	Build	pride	in	successes.

•	 Create	a	learning	culture.	Acknowledge	the	insecurity,	uncertainty,	fear	and	resistance	that	often	

accompany changing practices and provide safe forums to discuss and learn from challenges, 

barriers and mistakes or policy transgressions. Supportive supervision, training and audits are 

essential to support the change process.

•	 Value,	validate	and	respond	to	input	from	all	levels	and	disciplines.	Keep	the	lines	of	communication	

open and engage in active, sincere listening. Allow space for opposition and for “clearing the air.” 

Frequent,	honest	and	open	communications	help	to	examine	and	challenge	underlying	assumptions,	

build consensus and develop a common understanding.

Assess and Plan Facility Modifications

•	 Performing	an	organizational	readiness	assessment	(see Assessing Readiness for Change in this Step’s 

Resources section) prior to launching the effort toward policy development can ensure that conditions 

for success are supported. 

•	 Select	a	project	team,	chosen	from	all	involved	departments,	that	will	be	responsible	for	developing	

the policies. Support this team by ensuring they have adequate background and resources to create 

effective, evidence-based policies.

•	 Commit	time	and	resources	toward	internal	relations	activities.	

Explore Evidence-Based Rationales for Change

•	 Provide	scientific	evidence	and	compel	action	for	improving	quality	of	patient	care	through	a	variety	

of forums to emphasize the soundness of the policies and to draw connections between patient care 

practices and breastfeeding outcomes as well as between breastfeeding and short- and long-term 

health outcomes. 

•	 Have	resistant	staff	conduct	reviews	to	find	relevant	position	statements,	model	policies	and	scientific	

literature. Have them present on their findings.

NOTE:	If	resistance	is	high,	use	an	incremental	approach.	Use	rapid-cycle	quality	improvement	strategies	to	

quickly achieve small-scale successes that can be built upon and spread. See, for example, the Plan-Do-Study-
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Act	cycle,	as	outlined	by	the	Institute	for	Healthcare	Improvement	at:	www.ihi.org/IHI/Topics/Improvement/

ImprovementMethods/HowToImprove/

2.  Key staff have concerns about potential costs of policy change.

•	 Work	with	staff	to	identify	costs	and	savings	related	to	both	policy	change	and	to	the	status	quo,	 

and then weigh the trade-offs.

•	 Develop	a	system	for	tracking	and	forecasting	costs	over	time.	

•	 Talk	to	other	hospitals	that	have	gone	through	the	process	to	learn	about	their	associated	costs.	

Typically, hospitals report very minimal expenses related to policy changes. 

•	 Examine	the	pros	and	cons	of	policy	implementation	through	a	quality-,	safety-	and	 

risk-management lens. 

3. Compliance to the policy may be low if there is not accountability through regular monitoring. 

•	 Build	monitoring	and	evaluation	into	policy	from	the	beginning	of	this	process.	

•	 Include	chart	reviews,	patient	interviews	and	other	audit	strategies.

•	 Incorporate	policy	adherence	into	performance	plans.	

•	 Post	quality-improvement	data	and	charts	to	track	and	publicize	progress.

•	 Celebrate	successes.

Eva l u at ing  S ucce s s

Use the information in this section and the additional tools provided in the Additional Resource Documents 

section as checkpoints to verify that you are successfully implementing Step 1. Assign one or two staff 

members who have the best perspective on day-to-day operations to complete these checkpoints. 

•	 Process	changes.	When evaluating your facility’s success in implementing Step 1,	consider	the	following:

-	 Number	of	materials	produced.

-	 Number	of	meetings	held.	

-	 Number	of	disciplines	involved.

Facility	management	should	use	the	included	Step 1 Action Plan to assess progress on this Step.

•	 Facility	impact.	Use	the	Facility	Impact	chart	included	in	the	Additional	Resource	Documents	section	to	

assess how the recommended measures have affected your facility and to assess cost savings that may be 

attributed	to	the	changes	made.	Review:

- Staff knowledge, attitudes and awareness.

-	 Compliance	with	policy.

	 Use	the	section	on	balancing	measures	included	in	the	Facility	Impact	section	to	assess	how	the	

recommended measures have affected your facility and to assess cost savings that may be attributed to the 

changes	made.	Consider:

- Staff time and materials used for planning, implementation and promotion of policy. 

- Increased community prestige, patient satisfaction and consensus. 

-	 Improvements	made	on	the	Joint	Commission	Perinatal	Care	Core	Measure,	including	exclusive	

breastfeeding during the entire hospital stay. 
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B r e a s t feeding  indic ator s  for  he a lt h  facil i t ie s 
Handout 1.36. pg 51

Excerpted	from	World	Health	Organization,	UNICEF,	&	Wellstart	International.	Baby-Friendly	Hospital	Initiative:	Revised,	Updated	and	Expanded	for	
Integrated	Care.	Section	2,	Strengthening	and	Sustaining	the	Baby-Friendly	Hospital	Initiative:	A	Course	For	Decision-Makers.	2009.	Handout	1.3b.	pg	1-19.	

Available	from:		http://www.unicef.org/nutrition/files/BFHI_section_2_2009_eng.pdf	

Title Definition Source

Maternity Services

1 Exclusively	
breastfed- by-
natural-mother rate

Numerator:	Number	of	infants	exclusively	breastfed	by	their	
natural mothers from birth to discharge.

Denominator:	Number	of	infants	discharged.

Maternal	
interviews at 
discharge

2 Breastmilk	
substitutes and 
supplies receipt 
rate

Numerator: Number of mothers who received breastmilk 
substitutes, infant-feeding bottles or teats at any time prior to 
discharge or during a prenatal visit to this facility.

Denominator: Number of infants discharged.

Maternal	
interviews at 
discharge

3 Bottle-fed	rate Numerator: Number of infants who received any food or  
drink	from	a	bottle	in	the	24	hours	prior	to	discharge.

Denominator: Number of infants discharged.

Maternal	
interviews at 
discharge

4 Rooming-in rate Numerator: Number	of	infants	rooming-in	24	hours	a	day,	
beginning within one hour of birth and not separated from  
the mother for more than one hour at any time.

Denominator: Number of infants discharged.

Maternal	
interviews at 
discharge

5 Breastfed	rate Numerator: Number	of	infants	breastfed	in	24	hours	 
prior to discharge.

Denominator: Number of infants discharged.

Maternal	
interviews at 
discharge

6 Timely first-
suckling rate

Numerator: Number of infants who first suckled within  
one hour of birth.

Denominator: Number of infants discharged.

Maternal	
interviews at 
discharge

Opt. 1 Exclusively	
breastmilk-fed rate

Numerator: Number of infants exclusively breastfed  
from birth to discharge.

Denominator: Number of infants discharged.

Maternal	
interviews at 
discharge

Opt. 2 Pacifier use rate Numerator: Number	of infants who received pacifiers at  
any time prior to discharge.

Denominator: Number of infants discharged.

Maternal	
interviews at 
discharge
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R e s our ce s

Self-Appraisal and Analysis

•	 Baby-Friendly	USA	Self-Appraisal	Tool:	www.babyfriendlyusa.org/eng/docs/SelfApprTool.pdf

•	 WHO	Baby-Friendly	Initiative	Self-Appraisal	and	Monitoring	Tool:	www.who.int/nutrition/publications/

infantfeeding/9789241594998_s4/en/index.html

Policy Development

•	 ABM	Model	Breastfeeding	Policy:	www.bfmed.org/Resources/Protocols.aspx

•	 AAP	Breastfeeding	Policy	for	Newborns:	www.aap.org/breastfeeding/curriculum/documents/pdf/

Hospital%20Breastfeeding%20Policy_FINAL.pdf

•	 California	Model	Hospital	Policy	Toolkit:	www.cdph.ca.gov/healthinfo/healthyliving/childfamily/Pages/

MainPageofBreastfeedingToolkit.aspx

From UNICEF UK Baby-Friendly Initiative

•	 Step	1	-	Breastfeeding	Policy;	Guidance	and	templates	for	writing	and	communicating	your	policy:	 

http://www.unicef.org.uk/BabyFriendly/Health-Professionals/Going-Baby-Friendly/Maternity/Ten-Steps-to-

Successful-Breastfeeding/Step-1---Breastfeeding-Policy/

Improvement Tools 

•	 Institute	for	Improvement:	How	to	Improve:	www.ihi.org/IHI/Topics/Improvement/ImprovementMethods/

HowToImprove/

•	 Book:	Langley	GJ,	Moen	R,	Nolan	KM,	Nolan	TW,	Norman	CL,	Provost	LP.	(2009).	The	Improvement	Guide:	

A	Practical	Approach	to	Enhancing	Organizational	Performance.	Jossey-Bass:	San	Francisco,	CA.	

Fishbone Diagram: A Problem Analysis Tool 

•	 Cause	and	Effect	Diagram;	Institute	for	Healthcare	Improvement:	http://www.ihi.org/knowledge/Pages/

Tools/CauseandEffectDiagram.aspx

•		 Fishbone	Diagram—A	Problem	Analysis	Tool;	North	Carolina	Department	of	Environment	and	Natural	

Resources:	quality.enr.state.nc.us/tools/fishbone.htm	

•		 The	Cause	and	Effect	(a.k.a.	Fishbone)	Diagram;	iSixSigma:	http://www.isixsigma.com/tools-templates/

cause-effect/cause-and-effect-aka-fishbone-diagram/

Assessing Readiness for Change 

•	 Toolkit	–	Implementation	of	Clinical	Practice	Guidelines;	Registered	Nurses	Association	of	Ontario	(RNAO).	

Includes	an	environmental	readiness	assessment	worksheet,	action	plan	template,	and	others:	http://www.

rnao.ca/bpg/resources/toolkit-implementation-clinical-practice-guidelines

Forming a Team for Improvement 

•	 American	Academy	of	Family	Physicians	(AAFP):	A	Team	Approach	to	Quality	Improvement:	www.aafp.

org/fpm/990400fm/25.html

•	 AAFP:	Assemble	a	Project	Team:	www.aafp.org/online/en/home/membership/initiatives/pcmh/

qualitymeasures/installsystem/assembleteam.html

•	 Institute	for	Health	Improvement:	Forming	a	Team:	www.ihi.org/IHI/Topics/Improvement/

ImprovementMethods/HowToImprove/formingtheteam.htm

www.who.int/nutrition/publications/infantfeeding/9789241594998_s4/en/index.html
www.aap.org/breastfeeding/curriculum/documents/pdf/Hospital%20Breastfeeding%20Policy_FINAL.pdf
www.cdph.ca.gov/healthinfo/healthyliving/childfamily/Pages/MainPageofBreastfeedingToolkit.aspx
http://www.unicef.org.uk/BabyFriendly/Health-Professionals/Going-Baby-Friendly/Maternity/Ten-Steps-to-Successful-Breastfeeding/Step-1---Breastfeeding-Policy/
www.ihi.org/IHI/Topics/Improvement/ImprovementMethods/HowToImprove/
http://www.ihi.org/knowledge/Pages/Tools/CauseandEffectDiagram.aspx
quality.enr.state.nc.us/tools/fishbone.htm
http://www.isixsigma.com/tools-templates/cause-effect/cause-and-effect-aka-fishbone-diagram/
http://www.rnao.ca/bpg/resources/toolkit-implementation-clinical-practice-guidelines
www.aafp.org/fpm/990400fm/25.html
www.aafp.org/online/en/home/membership/initiatives/pcmh/qualitymeasures/installsystem/assembleteam.html
www.ihi.org/IHI/Topics/Improvement/ImprovementMethods/HowToImprove/formingtheteam.htm
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•	 Health	Affairs	Summary	A	User’s	Manual	For	The	IOM’s	‘Quality	Chasm’	Report. 

http://content.healthaffairs.org/cgi/reprint/21/3/80.pdf

Implementing Change 

•	 Bingham	D,	Main	EK.	Effective	implementation	strategies	and	tactics	for	leading	change	on	maternity	

units. J Perinat Neonatal Nurs.	2010	Jan–Mar;24(1):32–42.

•	 Book:	Cadwell	K,	Turner-Maffei	C.	(2009)	Continuity	of	Care	in	Breastfeeding:	Best	Practices	in	the	

Maternity	Setting.	Jones	and	Bartlett	Publishers,	LLC:	Sudbury,	MA.	

Patient-Centered Care 

•	 Patient-	and	Family-Centered	Care;	Resources	from	Institute	for	Health	Improvement:	http://www.ihi.org/

explore/PFCC/Pages/default.aspx

•	 Client-Centered	Care;	Guideline	and	online	training	from	the	Registered	Nurses	Association	of	Ontario	

(RNAO):	http://rnao.ca/bpg/guidelines/client-centred-care

The  Fo l low ing  D o cumen t s  C a n  B e  Found  I n  t he  A ddi t ion a l  R e s our ce s  S ec t ion 

•	 Action	Plan

•	 Facility	Impact
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Step 2
Train all Health-Care staff in  

skills necessary to implement this policy.



Objectives
1.  Staff is trained to provide safe, effective, evidence-based and patient-centered 

care to support breastfeeding and informed infant-feeding decisions.

2.  Staff empowers women to make informed infant-feeding decisions by imparting  

to them an understanding of the benefits and management of breastfeeding.

3.  Women are supported to manage and carry out their chosen infant-feeding 

method(s) in an atmosphere of respect.

4.  Both cultural and individual needs are considered and incorporated into  

care delivery.
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B ackgr ound

Patients rely on the healthcare professionals they encounter during pregnancy, labor and delivery, and 

postpartum as the preferred source of information and guidance about breastfeeding. Therefore, staff 

competency	in	providing	evidence-based	guidance	and	support	is	essential.	But	education	and	training	in	

breastfeeding is not a core element of medical school or nursing education curricula, residency or practicum. 

Moreover,	breastfeeding	information	in	textbooks	is	often	incomplete,	inconsistent	and	outdated.	Because	there	

are few opportunities for health professionals to obtain pre-service competency in breastfeeding and because many 

professionals must unlearn inaccurate information, comprehensive breastfeeding training of all staff is needed. 

Wh y  St ep  2?

Why Is Training Needed?

Staff training is fundamental to the successful implementation of the breastfeeding policy. Research 

demonstrates the influence that health professionals have on infant-feeding decisions and how lack of 

knowledge and skills to promote and support normal breastfeeding has a significant impact on breastfeeding 

initiation, duration and exclusivity.1–7 

All health professionals who interact with pregnant and parenting women, infants and children need to have 

a basic understanding of breastfeeding as well as the role breastfeeding has in maternal and child health 

outcomes.	Breastfeeding	is	a	normal	physiological	process	that	is	an	important	part	of	the	reproductive	

cycle. Healthcare providers should be aware that care practices and interventions may support or hinder 

breastfeeding. Professionals working in maternity services must possess in-depth knowledge and skills to 

promote, support and manage normal breastfeeding, address common breastfeeding problems and—when 

needed—refer for expert help. Healthcare professionals with expertise in lactation, including International 

Board	Certified	Lactation	Consultants,	should	be	available	to	address	complications	in	breastfeeding	and	lactation.	

While most health professionals understand that “breast is best,” many do not believe that the benefits are significant 

and may consider breastmilk and infant formula as essentially interchangeable in terms of risk-to-benefit ratio. 

Many	receive	little	breastfeeding	training	in	their	professional	preparations	and	may	have	received	some	or	all	of	

their breastfeeding continuing education through commercial sources, including infant formula companies. 

Step 2
Goal: to assure that staff have sufficient knowledge and 
practical and technical skills to provide safe, effective, 

evidence-based and patient-centered care to support 
breastfeeding and informed infant-feeding decisions.
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Even	staff	members	with	positive	attitudes	toward	breastfeeding	may	not	have	the	knowledge	and	skills	to	assist	

and support mothers to initiate and maintain breastfeeding, to identify and navigate barriers to breastfeeding, or to 

change policies that hinder breastfeeding and promote policies that support it. 

One	of	the	most	common	complaints	from	mothers	is	that	they	receive	conflicting	information	from	health	

professionals.	Competency-based	training	helps	health	professionals	develop	a	common	language,	standardizes	

practices and recommendations, and provides the necessary knowledge, skills and attitudes to successfully 

implement the breastfeeding policy.9–11	The	Centers	for	Disease	Control	and	Prevention	considers	health	

professional training as a key evidence-based strategy to improve breastfeeding rates.12 

Carrying out Step 2 benefits your facility by enhancing:

1. Safety: Staff trained in the Ten Steps, the Code and basic breastfeeding knowledge and skills are able to 

successfully implement evidence-based care that optimizes infant-feeding outcomes. Results include 

increased breastfeeding rates, increased effective breastfeeding and increased detection, intervention, follow-

up	and	referral	when	problems	occur.	Baby-Friendly	Hospitals,	which	have	fully	implemented	the	Ten Steps, 
often report reduced rates and readmissions for hypoglycemia, jaundice and dehydration. 

2. Effectiveness: The Ten Steps and the Code are evidence-based practices that are universally recommended 

components of optimal perinatal and newborn care. When staff members are trained to implement these 

practices, they are equipped to successfully implement optimal care. 

3. Patient-centeredness: Training provides staff with the knowledge, skills and practical experience to best 

inform and support families to care for their babies within the context of the family’s culture, needs and 

desires. Successful implementation of the Ten Steps and the Code enhances the bonding experience for all 

families, regardless of infant-feeding method and reduces barriers to and influence of commercial pressures 

on infant-feeding decisions. 

4. Timeliness: When all staff members are trained in practices that support routine breastfeeding, they 

can help and guide women. This allows patients with routine concerns to have their needs met quickly 

and	allows	specialists	(e.g.,	International	Board	Certified	Lactation	Consultants)	to	address	in	a	timely	

manner patients who need more intensive support. When all staff members are trained with the same 

evidence-based information and skills, time is not spent correcting misinformation or addressing 

preventable problems. 

5. Efficiency: Families	that	receive	consistent	information	and	support	from	all	care	providers	have	

increased confidence in the hospital staff and in their own abilities to care for their newborns. Successful 

implementation of evidence-based care will also reduce space needed to store formula and artificial-feeding 

equipment as well as reduce need for nursery space. 

6. Equity: Training prepares staff to sensitively address cultural beliefs, customs and needs related to infant 

feeding and newborn care. Disparities in breastfeeding outcomes are reduced in facilities that implement the 

Ten Steps and the Code.

According to WHO/UNICEF (2009), healthcare professionals working with 

prenatal or postnatal mothers and their babies should complete at least 

twenty hours of targeted competency-based breastfeeding training and 

three hours of supervised clinical experience.8



Texas Ten Step Star Achiever 19

Ev idence  for  Effic ac y

Writing and communicating policies that incorporate evidence-based guidelines are necessary actions 

for creating and maintaining a cultural shift and a practice shift within your facility to support optimal 

breastfeeding outcomes. However, these actions alone are insufficient to achieve practice change.13, 14 Review of 

the literature demonstrates that staff training is both necessary and effective in implementing comprehensive 

evidence-based policies of breastfeeding support, including the Ten Steps and the Code. 

Implement a Multifaceted Systems Approach

Research in implementing evidence-based practices suggests that a multifaceted systems approach, including 

training,	audit	and	feedback;	implementation	strategies;	and	practical	skills	may	be	most	effective	for	creating	

clinical practice change.15 Support with interactive training designed to address knowledge, attitudes, behaviors, 

and interpersonal- and clinical-skill building has been shown to improve professional performance.16–19 Training 

that is only informational in nature has been shown to be ineffective in changing behavior.20	-	22

Research demonstrates that:

•	 Competency-based	training	in	breastfeeding	increases	acquisition	and	retention	of	knowledge	and	skills	

and enhances the capacity to provide consistent, evidence-based care to support breastfeeding.1,	7,	19-22

•	 Universal	staff	training	must	be	mandated,	and	the	requirement	must	be	enforced	with	commitment	from	

executive leadership. If attendance is considered to be optional, attendance will likely be limited to those 

staff members who already have favorable attitudes.23–25 

•	 Standard	competency-based	staff	training	of	at	least	18	to	20	or	more	hours,	within	a	context	of	strong,	

specific breastfeeding policies, improves patient breastfeeding outcomes facility-wide.9,	15,	26

•	 Training	is	most	effective	when	it	occurs	over	multiple	days	(a	minimum	of	three	days)	and	includes	

counseling and practical skills. Training spanning multiple days may facilitate learning by allowing staff 

to challenge their assumptions, incorporate new knowledge, practice and reinforce new skills, and actively 

plan to apply the knowledge in stages.15,	27 This is consistent with the transtheoretical model of behavior 

change, or a “stages of change” approach. 

•	 Training	that	includes	implementation	

strategies for the Ten Steps is likely to be most 

effective at impacting practice change.28	

Studies examining the impact of standardized 

training on implementation of the Ten Steps 

have found:9,	15,	22,	29

•	 Increased	duration	of	exclusive	breastfeeding	

after hospital discharge.

•	 Improved	staff	attitudes	related	to	each	of	the	

Ten Steps.

•	 Improved	knowledge	of	breastfeeding	

principles and management.

•	 Reduction	in	delay	prior	to	initial	mother-

infant contact.

•	 Increased	practice	of	rooming-in.

Step 2
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•	 Increased	effective	attachment	at	the	breast.

•	 Increased	occurrence	of	first	feedings	with	breastmilk	(reduction	in	prelacteal	feeds).

•	 Reduced	use	of	supplemental	feedings.

•	 Increased	adherence	with	the	Code.

•	 Increase	in	women	reporting	that	breastfeeding	information	provided	by	staff	was	consistent.

•	 Increase	in	women	reporting	that	they	were	informed	about	how	to	position	their	babies	for	feeding.

•	 Increase	in	women	reporting	they	were	informed	about	how	to	access	support	after	discharge.

•	 Increased	breastfeeding	initiation	and	duration.

Staff may have an inaccurate perception of their own knowledge and skills.15 Level of training should be 

based on level of competency needed to carry out the responsibilities of each job function, and level of achieved 

competency should be documented.1, 9, 30–33	Ongoing	training	is	required	to	update	and	maintain	staff	

competency. Regular assessment of clinical competencies, including breastfeeding management and support, 

improves delivery of care.34–36

I mpl emen tat ion  St r at eg y

Preparation: Getting Ready for Training All Healthcare Staff in Skills Necessary  
to Implement This Policy.

Action steps for implementing Step 2 include:

1.  Implementing a comprehensive breastfeeding policy (Step 1) that includes mandatory staff training  

within six months of hire.

•	 Orient	all	staff	to	the	breastfeeding	policy.

•	 Orient	new	employees	individually	within	the	first	week	of	employment	and	documenting	 

the orientation.

•	 Orient	temporary	staff	to	the	policy.

•	 Make	all	staff	aware	of	how	to	access	the	policy	at	all	times.

2.		Designating	a	key	person	or	committee	responsible	for	planning	and	coordinating	implementation	 

of an ongoing training program for breastfeeding and lactation management. 

3.		Developing	a	training	strategy	to:

•	 Identify	the	different	groups	(levels	and	types	of	health	professions	and	other	staff	working	in	

departments providing maternal and infant services) that will require training and the competency level 

(awareness, general knowledge and skills, or specialist) necessary to carry out each group’s role.

•	 Assess	current	knowledge	and	attitudes	as	well	as	clinical	and	counseling	skills	for	these	groups.

•	 Review	available	training	options	and	weigh	pros	and	cons	of	each.

•	 Select	appropriate	training	materials	and	adapt	them	as	necessary.

•	 Create	a	written	curriculum	detailing	how	competencies	(knowledge,	skills,	abilities	and	behaviors)	for	

implementing the Ten Steps and the Code will be covered.
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•	 Identify	strategies	that	ensure	accountability	

for staff participation in training. 

•	 Identify	methods,	tools	and	schedules	for	

tracking staff participation in training.

•	 Identify	methods,	tools	and	schedules	

for continuous quality improvement and 

supportive supervision.

4.		Developing	a	training	schedule,	considering:

•	 Initial	training.

•	 Refresher	and	update	training.	

•	 New-hire	training.

•	 Training	of	trainers	to	develop	in-house	

expertise.

5.  Allocating budget and staff time for training.

6.  Promoting and marketing training and application of knowledge and skills via key staff members and a 

hospital-wide communication strategy (e.g., Star Achiever posters promoting your facility’s implementation 

of the Ten Steps). 

Implementation: Best Practices for Success

All	staff	who	directly	care	for	women,	infants	and/or	children	need	to	have	basic	orientation	and	training	in	

breastfeeding benefits, management and practical details as well as in the Ten Steps and the Code. Training is 

intended to provide the basic knowledge, skills and attitudes that are requisite for successful implementation of the 

breastfeeding policy. Staff members not in direct service roles with women, infants or children but who come into 

contact with them should have sufficient knowledge to support their roles in policy implementation.

Policy Orientation 

Staff, including temporary employees as well as physicians employed by the hospital or with hospital delivery 

privileges, should be oriented to the policy through face-to-face interactions with someone already trained 

in the policy, and each staff member’s scope and role in implementing the policy should be specified and 

communicated. Staff should understand when and to whom they should refer situations that fall outside of 

their role and scope. All staff should know how to access the policy, and a mechanism should be in place to 

notify and inform staff if changes to the policy are made. 

Timing

While	a	specific	length	of	training	is	not	required,	the	World	Health	Organization	currently	recommends	a	

minimum	of	20	hours,	including	at	least	3	hours	of	supervised	clinical-skills	training	among	staff	with	a	

clinical role in supporting women and infants with breastfeeding. Training must be mandatory to be effective. 

All training components should be completed within six months of hire and should be documented and tracked. 

Mechanisms	should	be	established	for	following	up	with	employees	who	miss	trainings	and	for	ensuring	compliance.	

Curriculum

The objective of the curriculum is to prepare staff with the competencies necessary to implement the Ten Steps 
and to act in accordance with the Code. 

Training that provides a strong 

foundation in normal breastfeeding, 

rather than focusing only on 

breastfeeding problems, is likely to 

improve detection of variations from 

the norm.
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A l l  D is cip l ine s  H av e  a  R ol e  in  P r ot ec t ing,  P r omot ing  a nd  
S up p or t ing  B r e a s t feeding.

Adapted and expanded from All staff have a role in protecting, promoting and supporting breastfeeding,  
Irish	National	Health	Promoting	Hospital	Network.37

www.ihph.ie/babyfriendlyinitiative/images/Issue%2039%20Link%20May%202010.pdf

Obstetrician •	 Provides	prenatal	counseling	(Step 3) on the benefits of breastfeeding and on how to 

access postpartum support.

•	 Encourages	labor	and	birth	practices	that	support	optimal	breastfeeding.

•	 Avoids	practices,	unless	medically	necessary,	that	might	hinder	breastfeeding.

Clerk •	 Displays	breastfeeding-promotion	posters	and	materials.

•	 Removes	materials	that	are	in	violation	of	the	Code.
•	 Makes	sure	that	visitors	are	enabled	to	breastfeed	wherever	they	are	comfortable	

and offers a private comfortable place, if requested. 

•	 Is	responsive	by	finding	direct-care	staff	when	moms	call	for	assistance	with	

breastfeeding.

Social Worker •	 Understands	the	emotional	and	financial	benefits	of	breastfeeding.

•	 Offers	suggestions	and	referrals,	such	as	to	WIC,	that	support	breastfeeding.

•	 Avoids	offering	formula	as	a	solution.

International 

Board Certified 

Lactation 

Consultant

•	 Provides	expert	consultation	for	breastfeeding	and	lactation	complications.

•	 Assists	when	extra	time	is	needed	to	establish	or	support	breastfeeding.

•	 Keeps	staff	up	to	date	on	breastfeeding	information.

•	 Serves	as	a	breastfeeding	resource	person	for	staff.

•	 Coordinates	breastfeeding	projects.

•	 Helps	to	develop	breastfeeding	policy.

•	 Serves	on	breastfeeding	task	force.

Labor & Delivery 

Nurse 

Neonatal Nurse 

Clinical Assistant

•	 Discusses	the	importance	of	breastfeeding	and	the	practices	that	support	it.

•	 Assists	families	in	learning	skills	to	establish	breastfeeding.

Mother/Baby Nurse 

Postpartum Nurse 

Newborn Nurse 

Clinical Assistant

•	 Identifies	and	teaches	hunger	and	satiety	cues.

•	 Assists	mothers	to	be	comfortable	when	breastfeeding.

•	 Discusses	positioning,	latch	and	routine	management	of	breastfeeding	with	

families and confirms understanding.

•	 Interacts	with	families	to	promote	breastfeeding	in	a	positive,	empowering	and	

non-judgmental way.

•	 Reminds	visitors	of	the	new	family’s	need	to	rest	and	bond.

•	 Supports	moms	who	are	separated	from	their	babies	and	is	aware	of	a	patient’s	

breastfeeding care plan (if one is established).

•	 Cares	for	breast	pumps	and	storage	of	breastmilk.

•	 Is	alert	to	breastfeeding	complications	and	concerns	but	does	not	diagnose	or	advise	

treatment.	Notifies	the	lactation	consultant	when	expert	assistance	is	needed.
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Pharmacist •	 Has	up-to-date	knowledge	and	reference	resources	that	consider	the	principles	

of lactational pharmacology (e.g., InfantRisk.com, Medications and Mother’s Milk,38 

Drugs in Pregnancy and Lactation: A Reference Guide to Fetal and Neonatal Risk,39 

LactMed-Drugs	and	Lactation	Database40 and others). 

•	 Provides	information	on	medication	considerations	for	breastfeeding	mothers.	

•	 Understands	lactation	risk	categories	and	suggests	alternative	medications	when	

the medication is contraindicated in women who are breastfeeding an infant.

Pediatrician •	 Recognizes	that	breastfeeding	is	the	optimal	form	of	infant	nutrition	and	

recommends breastfeeding exclusively or the use of banked donor human milk.

•	 Encourages	confidence	in	the	adequacy,	sufficiency	and	importance	of	colostrum	

and breastmilk.

•	 Encourages	mothers	to	express	their	own	breastmilk	if	the	baby	is	unable	to	

breastfeed or if supplementation is needed.

•	 Recommends	and	prescribes	banked	donor	human	milk	as	indicated	if	mother’s	

own milk is not available.

•	 Avoids	restricting	breastmilk	or	promoting	artificial	feeding	unless	there	is	an	

overriding medical need.

•	 Understands	normal	infant	growth	and	development	within	the	context	that	

breastfeeding is the physiologic norm.

•	 Schedules	out-patient	follow-up	appointments	within	48	hours	after	discharge.

•	 Refers	to	lactation	experts	when	there	are	complications	with	breastfeeding	 

or lactation.

•	 Communicates	with	other	health	disciplines	and	community-support	providers	 

to ensure counter-referral.

Dietitian •	 Promotes	the	nutritional	importance	of	breastfeeding	for	both	baby	and	mother.

•	 Supports	and	preserves	breastfeeding	when	a	baby	has	a	nutrition-related	condition.

•	 Promotes	human	milk	as	the	physiologic	norm	for	infant	feeding.

Anesthesiologist 

Nurse Anesthetist

•	 Helps	the	mother	to	be	comfortable	during	labor	and	birth,	as	requested.

•	 Helps	the	baby	to	be	born	alert	and	ready	to	come	to	the	breast.

•	 Assists	with	early	skin-to-skin	contact	between	mother	and	baby.

•	 Collaborates	with	OB/GYN	to	prescribe	breastfeeding-friendly	medications	for	any	

necessary surgical procedures during the postpartum period.

All disciplines should: 

•	 Know	where	to	refer	women	who	need	additional	information	or	assistance.

•	 Adhere	to	the	Code to protect mothers and babies and to maintain staff ethical integrity with regard to 

infant formula marketing practices.

•	 Develop	competencies	that	support	mothers,	babies	and	the	hospital’s	breastfeeding	policy.
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Direct-Care Staff

Staff who provide direct care to women, infants and children are the primary focus of Step 2 and require general 

knowledge	and	skills	to	support	the	establishment	and	maintenance	of	normal	breastfeeding.	Training	should:

•	 Be	evidence-based.

•	 Include	training	in	the	Ten Steps and the Code.

•	 Include	the	Baby-Friendly	Hospital	Initiative.

•	 Include	information	about	the	social	and	cultural	context	of	breastfeeding	and	information	about	

strategies to reduce disparities in breastfeeding.

•	 Include	general	knowledge	about	breastfeeding	management	and	support,	including:	

- Advantages of breastfeeding.

- Risks of artificial feeding.

-	 Mechanisms	of	lactation	and	suckling.

- Infant state behavior.

- Hunger and satiety cues.

- How to initiate and sustain breastfeeding.

- Importance of skin-to-skin contact.

- How to assess a breastfeeding.

- How to support normal breastfeeding, how to resolve breastfeeding difficulties, etc. 

•	 Include	information	on	how	to	support	infant	feeding	for	non-breastfeeding	women.

•	 Be	based	on	principles	of	adult	learning	and	

change theory.

•	 Facilitate	the	development	of	clinical	skills,	a	

systems approach, reflective attitudes and 

effective interpersonal and counseling skills.

•	 Facilitate	reduction	in	attitudes	and	practices	

that hinder breastfeeding.

•	 Facilitate	development	from	novice	to	expert.

Ancillary Staff

Some staff, such as administrative staff, custodial 

staff and staff in departments of the facility where 

only occasional contact with new mothers, infants 

and children occurs, will require only awareness-

level	knowledge.	They	need	to	understand:

•	 The	importance	of	breastfeeding.

•	 What	practices	support	or	interfere	with	

breastfeeding.

•	 How	and	where	to	refer	women	for	information	

or assistance with breastfeeding.

Step 2
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Breastfeeding Specialists

Specialists skilled in assisting in 

complicated situations that impact 

breastfeeding should have training 

consistent with that obtained by 

International	Board	Certified	Lactation	

Consultants	(IBCLCs)	or	by	physicians	

with special training in breastfeeding 

medicine.	Minimal	competency	for	

IBCLCs	is	assessed	through	the	

certification and recertification 

processes	of	the	International	Board	

of	Lactation	Consultant	Examiners	

(IBLCE).	IBLCE	maintains	a	registry	of	

currently	certified	IBCLCs.	Confirmation	

of certification ensures that minimal 

competencies have been achieved and 

maintained. The registry is available at 

http://americas.iblce.org/current-ibclc-

registry.

Training Medical Staff

Training should be sufficient and matched to each staff member’s scope and role in implementing the 

breastfeeding	policy.	Medical	staff	need	to	understand	the	breastfeeding	policy	and	have	basic	knowledge	about	

breastfeeding	management	and	support,	including:	

•	 Why	and	how	to	promote	exclusive	breastfeeding.

•	 The	parameters	of	normal	breastfeeding	and	how	to	detect	and	manage	common	conditions	that	fall	

outside of the norm (e.g., mastitis, candida albicans and the causes and management of poor weight gain).

•	 Considerations	with	prescription	and	over-the-counter	medications.

•	 How,	when	and	where	to	refer	for	expert	and	community	help	with	breastfeeding,	including	

interdisciplinary communication to support referral and counter-referral.

•	 How	to	effectively	communicate	to	facilitate	informed	decision-making.

This information can be delivered in a variety of ways, considering knowledge needs and with consideration 

of competing demands and workload. A variety of resources from DSHS and other sources for medical staff 

training are listed in the Resources section of this Step. 

Ideally, the curriculum includes a level of detail that would allow consistent administration of the curriculum 

by anyone with sufficient training and skill in the subject. Resources for curriculum development and 

principles of training are available in the Resources section.

Methods 

DSHS acknowledges that investment of staff time and other resources for training is significant. Training is 

the	most	fundamental	component	of	the	breastfeeding	policy.	Change	cannot	occur	and	be	sustained	if	staff	

members are not equipped with the competencies necessary to consistently carry out the changes. When 

training is implemented consistently and universally, the return on investment is significant. Interactive, 

competency-based group training is effective in preparing staff to implement policies. 

“ It is self-evident that training is necessary 

for the implementation of a breastfeeding 

policy. Health workers who have not been 

trained in breastfeeding management cannot 

be expected to give mothers effective 

guidance and provide skilled counseling, 

yet the subject is frequently omitted from 

curricula in the basic training of doctors, 

nurses and midwives.” 15
 

World Health Organization
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Not	all	of	the	provided	training	needs	to	occur	in	a	large-group	classroom-type	setting.	Breastfeeding	

training	can	also	be	included	and	reinforced	through	a	variety	of	low-cost	and/or	innovative	training	

methods	such	as:	

•	 Unit-based	sessions	and	case	studies.

•	 Clinical	skills	fairs.

•	 Sessions	in	existing	staff	meetings.

•	 Self-study	modules.

•	 Web-based	trainings	or	smartphone	applications.

•	 In-house	train-the-trainer	programs.

•	 Journal	articles.

•	 Observation	of	mother-to-mother	support	groups.

•	 Conferences.

•	 Observation/shadowing	of	skilled	staff.

•	 Audio,	visual,	printed	and	online	materials.

•	 In-house	teach-and-learn	sessions.

•	 Cross-training	to	show	how	breastfeeding	is	supported	in	different	settings.

•	 Breastfeeding	coalition	and	International	Board	Certified	Lactation	Consultant	chapter	 

association meetings.

•	 Regular	meetings	to	review	and	discuss	recent	research	findings.

DSHS offers a variety of free and low-cost trainings, many of which can be brought directly to your facility. 

Other	training	resources	are	listed	in	the	Resources	section	of	this	Step.	

Supervision of hands-on practical skills must be included in the training. Staff must practice skills in positioning, 

latching and expressing by hand. They must also learn practical counseling skills to be able to teach these skills to 

mothers	and	to	create	an	atmosphere	of	breastfeeding	support.	One-to-one	or	small-group	practical	skills	training	

is essential for effective and evidence-based practices to consistently occur. These skills can be taught through role-

play and reinforced in the clinical setting or with volunteer mother-baby dyads in a skills lab setting. 

Step 2
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In larger facilities, it is not feasible that responsibility for 

practical skills training fall on just one or two infant-feeding 

experts. Training a handful of key people on each shift who 

can assist with skills training helps to spread the workload. 

These key staff should receive special training to equip them 

in supervised skills review, and their own competencies 

should be compared and checked to ensure consistency in 

training and updates of knowledge.

Evaluation and Monitoring

Ongoing	assessment	should	verify	that	competencies	necessary	to	implement	the	breastfeeding	policy	have	

been achieved and are maintained. Training effectiveness should be assessed at the time training occurs and 

should be repeated on a determined schedule to ensure knowledge retention. The impact of the training (e.g., 

application of knowledge and skills) should also be evaluated. Audit is one method of assessing retention and 

application of knowledge and skills. Audit can be used to establish a baseline prior to training and be continued 

at regularly scheduled intervals to assess progress toward policy implementation and to identify areas for 

reinforcement or improvement. 

O v ercoming  B a r r ier s:  St r at egie s  for  S ucce s s

The most common concerns related to staff training are detailed below, along with strategies for overcoming 

them (adapted, in part, from the documents listed as General References	after	the	Notes	section	at	the	end	of	

this Step).

1. There is not enough time for training. Given	workforce	shortages,	economic	pressures,	overcrowding,	

high staff turnover and the busy pace of many hospital units, finding time to release staff members from 

their clinical duties for training may seem like a daunting task. Thinking strategically and reassessing 

priorities	can	put	this	time	investment	into	perspective.	Consider	the	benefits	of	having	a	workforce	that	is	

prepared	to	deliver	evidence-based	care.	Consider	the	time	and	resource	savings	possible	through	training,	

such as prevention of breastfeeding problems, improved maternal and infant health outcomes, and increased 

patient satisfaction. 

 Trainings can be incorporated into the rhythms of the unit by including content in nursing rounds, staff 

meetings and on-the-job training when appropriate. Training resources can be made available in employee 

break rooms and through a lending library so that staff can access the materials when they have down time. 

Prior training and knowledge, verified through assessment, can be counted toward training requirements. 

2. There is no in-house expertise to develop curricula or to implement trainings. Consider	“growing	your	

own”	in-house	expertise.	Explore	developing	an	in-house	program	to	provide	education	and	requiring	

mentored	practice	hours	for	staff	to	achieve	the	International	Board	Certified	Lactation	Consultants	

credentials. Send key health staff members to comprehensive breastfeeding trainings, such as DSHS’s 

two-day	trainings,	or	to	train-the-trainer	programs.	Allocate	time	for	planning	and	development.	Consider	

training a few people on each shift and in each relevant unit. Use the existing training resources listed in 

the Resource section of this Step and investigate others to find free and low-cost training materials. Partner 

with	local	organizations	where	expertise	may	exist,	such	as	your	local	WIC	agency,	local	International	

Lactation	Consultant	Association-affiliate	or	local	breastfeeding	coalition.	Partner	with	other	hospitals	in	

your community to pool resources and share training opportunities.

“ If you think education is 

expensive, try ignorance.” 

Derek Bok, former president  
of Harvard University
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3. Staff attitudes toward breastfeeding are a barrier to interest in training. Considering	and	addressing	

attitudes is an essential part of the training process and of policy implementation. It is important that staff 

feel invested in the process, feel supported by management and executive leadership, and feel safe to make 

mistakes, be wrong and to learn on a curve. 

 Management attitudes that inhibit training include beliefs that:

•	 Motivated	staff	should	seek	out	their	own	professional	development	and	continuing	education	

opportunities.

•	 There	is	no	need	to	allocate	staff	time	or	other	resources	for	training.

•	 Inconsistent	or	inaccurate	patient	communication	and	care	are	not	relevant	to	outcomes.

•	 Infant	feeding	is	the	

responsibility of only certain 

staff members.

•	 Cross-discipline	training	offers	

no benefit to patient care.

 Staff may try to avoid training  

if they are:

•	 Uncomfortable	with	

breastfeeding.

•	 Unaware	or	unconvinced	of	the	

risks of artificial feeding.

•	 Worried	that	their	lack	of	

competence in breastfeeding 

will reflect poorly on their 

professionalism.

•	 Assume	that	they	are	

already knowledgeable about 

breastfeeding.

•	 Have	had	negative	personal	

experiences with breastfeeding.

•	 Feel	that	they	will	be	judged	

for their own infant-feeding 

decisions or prior professional 

performance.

 Strategic marketing and 

positioning of training can help.

 Present training as part of a larger 

strategy to implement cutting-

edge best practices, rather than as 

“catch up” in order to orient staff 

to	breastfeeding	basics.	Consider	

holding an orientation with a call-

to-action before the training cycle 

begins. Discuss the evidence for 

breastfeeding support, introduce 

T I P S  FO R  T R A I N I N G

•	 Allocate	time	and	budget	for	training.

•	 Include	training	in	professional	development	plans	 

and career ladders.

•	 Align	training	with	professional	licensure	

competency	requirements	(e.g.,	offer	CE	when	

possible).

•	 Recognize	prior	learning,	using	competency	

assessment to verify learning was effective.

•	 Work	closely	with	undergraduate,	post-graduate	and	

professional training programs in your community 

to encourage pre-service training in breastfeeding 

best practices. This can increase competency of 

the workforce and reduce the need for in-service 

training.

•	 Use	training	developed	or	endorsed	by	recognized/

reputable organizations.

•	 Incorporate	specific	content	for	local	diverse	cultures.

•	 Assess	for	barriers	to	training	attendance,	and	

provide flexible training options that address 

barriers.

•	 Partner	with	local	prenatal	and	well-child	settings	

as	well	as	WIC	and	other	community	members.	This	

builds relationships, strengthens communication, 

builds capacity for Step 3 (Inform all pregnant women 
about the benefits and management of breastfeeding) and 

Step 10 (Foster the establishment of breastfeeding support 
groups and refer mothers to them on discharge from 
hospital) and assures consistency and continuity 

from prenatal to postnatal periods. 

•	 Time	trainings	to	coincide	with	other	promotions	

such	as	World	Breastfeeding	Month,	Heart	Health	

Day, Diabetes Awareness Day, etc.
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the new breastfeeding policy and let staff know about your participation in the Star Achiever program. 

Celebrate	prior	accomplishments	and	let	staff	know	about	supports	in	place	to	assist	them	through	the	

change process. Discuss training in this context. 

 Make training relevant in day-to-day work. 

 Hold regular rounds to allow staff to gather and discuss breastfeeding case studies or proposed plans of 

care for challenging cases. Incorporate breastfeeding into other training and education opportunities and 

highlight the interconnectedness of breastfeeding to other aspects of patient care. Publicly recognize and 

celebrate in a variety of ways (bulletin board, staff meetings, newsletters, designations or awards for staff 

or units that meet or exceed training goals, etc.) how training has impacted staff knowledge, changing 

practices, patient outcomes and patient satisfaction. 

 Create mechanisms to ensure support for training. 

 Secure	and	promote	commitment	from	senior	management	that	training	is	a	hospital	priority.	Mandate	

employee attendance at training sessions. To the degree possible, avoid pulling staff back to the unit 

during	scheduled	training	times.	Bring	the	training	to	staff	by	offering	training	on	each	shift.	Offer	

continuing education credits for trainings. Support pregnant and parenting employees by becoming a 

Texas	Mother-Friendly	Worksite.	Provide	prenatal	breastfeeding	education	and	worksite	lactation	support	

to increase the number of employees with positive breastfeeding experiences and to demonstrate that 

breastfeeding promotion is a priority for the hospital.

Eva l u at ing  S ucce s s

Use the information in this section and the additional tools provided in the Additional Resource Documents 

section as checkpoints to verify that you are successfully implementing Step 2. Assign one or two staff members 

who have the best perspective on day-to-day operations with the task of completing these checkpoints. 

•	 Process	changes.	When evaluating your facility’s success in implementing Step 2,	consider	the	following:

- How many and what types of training opportunities are offered?

- How many have attended trainings (by job classification, unit and shift)?

- Are all employees oriented to the breastfeeding policy within one week of hire?

- Do all new employees complete training requirements within six months of hire?

	 Facility	management	should	use	the	included	Step 2 Action Plan to assess progress on this Step.

•	 Impact	on	patient	experience.	Your	facility	should	track	data	about	the	development	and	implementation	

of	policy	and	trainings.	Data	to	consider	are:

-	 Changes	in	competency	through	assessment	(knowledge	and	skills	demonstration).

-	 Changes	in	attitudes.

- Adherence to the Ten Steps.

-	 Number	of	patients	who	report	receiving	consistent	information.	(See	data	on	patient	surveys	included	 

in other steps.)
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•	 Assessing	value	to	the	facility.	Use	the	Facility	Impact	chart	included	in	the	Additional	Resource	

Documents section to track your facility’s time and money spent on the measures recommended and to 

assess	cost	savings	that	may	be	attributed	to	the	changes	made.	Track:

- Staff time spent in training.

- Training expenses.

- Patient wait time for effective help with breastfeeding.

- Time spent addressing preventable breastfeeding difficulties.

R e s our ce s

Existing Curriculum 

•	 Breastfeeding	Promotion	and	Support	in	a	Baby-Friendly	Hospital,	a	Twenty-Hour	Course	for	Maternity	

Staff	(Section	3	of	Baby-friendly	Hospital	Initiative:	Revised,	Updated	and	Expanded	for	Integrated	Care)	

(WHO/UNICEF):	www.who.int/nutrition/publications/infantfeeding/9789241594981_s3/en 

The course can be used by facilities to strengthen the knowledge and skills of their staff toward successful 

implementation of the Ten Steps to Successful Breastfeeding	and	the	International	Code	of	Marketing	of	

Breastmilk	Substitutes.

•	 Breastfeeding	Counselling:	A	Training	Course	(WHO/UNICEF): 

www.who.int/child_adolescent_health/documents/who_cdr_93_3/en 

This course is designed to provide healthcare workers with the skills needed to support mothers and 

their infants to breastfeed optimally. It includes guides for the course director and trainers, a manual for 

participants, a booklet with overhead figures, a slide book and appendices.

•	 Infant	and	Young	Child	Feeding	Counselling:	An	Integrated	Course	(WHO/UNICEF): 

www.who.int/nutrition/publications/infantfeeding/9789241594745/en/index.html.	This	integrated	infant-

feeding counseling course is designed to give health workers the competencies required to carry out 

effective counseling for breastfeeding and complementary feeding. It is designed for health workers in 

primary healthcare services and for lay counselors.

•	 AAP	Breastfeeding	Residency	Curriculum	(AAP):	www.aap.org/breastfeeding/curriculum 

The	American	Academy	of	Pediatrics	developed	this	Breastfeeding	Residency	Curriculum	to	help	residents	

develop confidence and skills in breastfeeding care.

•	 Coming	soon!	An	online	interactive	course	based	on	competencies	presented	in	the	WHO/UNICEF	18-hour	

course	for	maternity	staff	and	developed	by	DSHS	in	consultation	with	Marsha	Walker	will	be	available	at	

no	cost.	The	training	is	expected	to	be	released	in	the	winter	of	2012/2013.

Self-Study Modules

•	 Lactation	Management	Self-Study	Modules	Level	I	(Wellstart	International):	Provides	basic	knowledge	

needed by all healthcare professionals (e.g., medical, nursing, nutrition) to be supportive of healthy mothers 

and their healthy full-term infants. Provides approximately six to seven hours of education if viewing the 

two	to	three	short	videos/DVDs	that	are	included:	www.wellstart.org/Self-Study-Module.pdf

•	 Breastfeeding:	Fundamental	Concepts.	A	Self-Learning	Package.	(Registered	Nurses’	Association	of	

Ontario):	http://rnao.ca/bpg/guidelines/resources/breastfeeding-fundamental-concepts-selflearning-

package 

•	 Breastfeeding	Educational	Resources—Mother/Infant	Self-Reflection	Guide	for	Nurses	and	Clinical	Case	

Studies.	(Registered	Nurses’	Association	of	Ontario):	http://rnao.ca/bpg/guidelines/resources/breastfeeding-

educational-resources-motherinfant-selfreflection-guide-nurse 
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Information on Teaching Adult Learners

•	 TOT	in	Training	Methodologies	and	Principles	of	Adult	Learning:	Application	for	Training	Infant	and	

Young	Child	Nutrition	and	Related	Topics	(LINKAGES	Project):		

www.linkagesproject.org/tools/training/adultlearning.php	

To	Download:	www.linkagesproject.org/publications/index.php?detail=86

•	 Effective	teaching:	A	guide	for	educating	healthcare	providers.	(WHO):		

http://www.who.int/child_adolescent_health/documents/9241593806/en/index.html	

This	learning	package	aims	to	help	educators	of	healthcare	providers	become	more	effective	teachers.	The	

package	is	designed	for	teachers	and	tutors	of	students,	including	senior	students,	clinical	instructors	and	

clinical	staff,	who	assist	with	teaching	at	clinical	practice	sites.	It	includes	a	reference	manual,	learner’s	

guide	and	facilitator’s	guide.	The	training	course	described	in	the	package	combines	reading	and	exercises	

with	coached	practice	with	colleagues	and	feedback	from	a	trained	facilitator.	It	covers	all	of	the	important	

steps	in	educating	healthcare	providers,	from	planning	for	teaching	to	assessing	the	competence	of	students.

Curriculum Development

•	 Guidelines	for	the	Development	of	a	Training	Curriculum;	and	Practical	skills	Review	Form	(UNICEF	

UK	Baby	Friendly	Initiative):	http://www.unicef.org.uk/BabyFriendly/Health-Professionals/Going-Baby-

Friendly/Maternity/Ten-Steps-to-Successful-Breastfeeding/Step-2---Staff-training/	

•	 Core	Competencies	in	Breastfeeding	Care	for	All	Health	Professionals	(2010).	(United	States	Breastfeeding	

Committee):	www.usbreastfeeding.org/AboutUs/PublicationsPositionStatements/tabid/70/Default.aspx

•	 The	Academy	of	Breastfeeding	Medicine.	Educational	Objectives	and	Skills	for	the	Physician	with	

Respect	to	Breastfeeding.	Breastfeed Med.	2011;6(2):99–105.	Available:	http://www.bfmed.org/Media/Files/

Documents/pdf/Statements/ABM%20Statement%20bfm.2011.9994.pdf

Auditing Guidance

•	 Baby-Friendly	Hospital	Initiative:	Revised,	Updated	and	Expanded	for	Integrated	Care,	BFHI	Section	4:	

Hospital	Self-Appraisal	and	Monitoring.	

(World	Health	Organization/UNICEF):	

www.who.int/nutrition/publications/

infantfeeding/9789241594998_s4/en/

index.html

•	 Updated	Guidelines	&	Evaluation	

Criteria.	(Baby-Friendly	USA,	Inc.):	

http://www.babyfriendlyusa.org/

get-started/the-guidelines-evaluation-

criteria

Teaching Communication Skills to 

Healthcare Professionals

•	 Behavior	Change	Communication	for	

Improved	Infant	Feeding:	Training	of	

Trainers	for	Negotiating	Sustainable	

Behavior	Change	(LINKAGES	Project):		

www.linkagesproject.org/tools/

training/behaviorchange.php	

Link	to	document:	www.

linkagesproject.org/publications/

index.php?detail=49

http://www.bfmed.org/Media/Files/Documents/pdf/Statements/ABM%20Statement%20bfm.2011.9994.pdf
www.who.int/nutrition/publications/infantfeeding/9789241594998_s4/en/index.html
http://www.babyfriendlyusa.org
www.linkagesproject.org/tools/training/behaviorchange.php
www.linkagesproject.org/publications/index.php?detail=49
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DSHS Training Materials

•	 Breastmilk. Every Ounce Counts	Educational	Activities	Kit:		

www.breastmilkcounts.com/educational-activities.php

•	 DSHS	DVDs	(e.g.,	The	Comfortable	Latch):	www.dshs.state.tx.us/wichd//WICCatalog/contents.shtm

•	 DSHS	mini-	and	full	courses:	www.dshs.state.tx.us/wichd/lactate/courses.shtm

•	 THSteps	Online	Provider	Module,	Breastfeeding	(Course	Topic	"Prevention	and	Wellness):		

www.txhealthsteps.com

•	 The	Health	Care	Provider’s	Guide	to	Breastfeeding	App:		

http://texastenstep.org/health-care-guide-to-breastfeeding/

Educational Texts, Study Modules, Handouts and Video Clips for Instruction

•	 WHO	Model	Chapter	on	Infant	and	Young	Child	Feeding:		

www.who.int/nutrition/publications/infantfeeding/9789241597494/en	

The	Model	Chapter	on	Infant	and	Young	Child	Feeding	is	intended	for	use	in	basic	training	of	healthcare	

professionals.	It	describes	essential	knowledge	and	basic	skills	that	every	health	professional	who	works	

with	mothers	and	young	children	should	master.	The	Model	Chapter	can	be	used	by	teachers	and	students	

as	a	complement	to	textbooks	or	as	a	concise	reference	manual.

•	 International	Lactation	Consultant	Association’s	(ILCA)	Continuing	Education	and	Self-Study	Modules:	

modules.ilca.org/

•	 International	Lactation	Consultant	Association’s	Online	Store	for	Books	and	Videos:	

www.ilca.org/i4a/ams/amsstore/category.cfm?category_id=6

•	 La	Leche	League’s	Educational	Offerings:	www.llli.org/LLLIeducation.html?m=0,2,0

•	 Online	video	clip:	Initiation of Breastfeeding by Breast Crawl	from	The	Mother	and	Child	Health	and	

Education	Trust:	breastcrawl.org/video.htm

•	 Breastfeeding	Information	and	online	video	clips	from	Stanford	School	of	Medicine	(Jane	Morton,	MD):	

newborns.stanford.edu/Breastfeeding

•	 Breastmilk	Solutions:	www.breastmilksolutions.com/	DVDs	from	Dr.	Jane	Morton	include	“Breastfeeding	

Management”	and	“Educational	Tools	for	Physicians	and	Other	Professionals.”

•	 Newman	Breastfeeding	Clinic	and	Institute:	institute.nbci.ca

Independent Study Modules, Handouts and Video Clips for Instruction

•	 Using	Loving	Support	to	Grow	and	Glow	in	WIC	(Breastfeeding	Competency	Training):	www.nal.usda.gov/

wicworks/Learning_Center/BF_training.html

•	 Information	Sheets	and	Videos	from	the	International	Breastfeeding	Center	(Dr.	Jack	Newman):	http://www.

nbci.ca/index.php	

•	 Video;	Latch-On	(Ameda):	www.youtube.com/watch?v=Zln0LTkejIs&feature=related

Breastfeeding Journals 
•	 Breastfeeding Medicine:	Journal	of	the	Academy	of	Breastfeeding	Medicine

•	 Journal of Human Lactation:	Journal	of	the	International	Lactation	Consultant	Association

•	 Clinical Lactation:	Journal	of	the	United	States	Lactation	Consultant	Association

Breastfeeding-Specific Noncommercial Websites of Interest

•	 Academy	of	Breastfeeding	Medicine:	www.bfmed.org

•		 American	Academy	of	Pediatrics,	Breastfeeding	Initiatives:	www.aap.org/breastfeeding/index.html
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Breastfeeding-Specific Noncommercial Websites of Interest

•	 Academy	of	Breastfeeding	Medicine:	www.bfmed.org

•		 American	Academy	of	Pediatrics,	Breastfeeding	Initiatives:	www.aap.org/breastfeeding/index.html

	 •		 Baby-Friendly	Hospital	Initiative,	World	Health	Organization:	 

	 http://www.who.int/nutrition/topics/bfhi/en/index.html

	 •		 Baby-Friendly	Hospital	Initiative	and	the	Breastfeeding	Initiatives	Exchange,	UNICEF:	 

	 http://www.unicef.org/programme/breastfeeding/baby.htm	

	 •		 Baby	Friendly	Health	Initiative	Australia:	http://www.babyfriendly.org.au/

•		 Baby	Friendly	Hospital	Initiative	in	Ireland:	www.ihph.ie/babyfriendlyinitiative

•		 Baby	Friendly	Initiative	for	Aotearoa	New	Zealand:	http://www.babyfriendly.org.nz/

•		 Baby	Friendly	Initiative,	UNICEF	UK:	www.babyfriendly.org.uk

•		 Baby-Friendly	USA,	Inc.:	www.babyfriendlyusa.org

•		 Breastfeeding	Committee	for	Canada:	breastfeedingcanada.ca

•		 Centers	for	Disease	Control	and	Prevention:	cdc.gov/breastfeeding

•		 International	Babyfood	Action	Network	(IBFAN):	www.ibfan.org

•		 International	Board	of	Lactation	Consultant	Examiners	(IBLCE):	http://iblce.org/

•		 INFACT	(Infant	Feeding	Action	Coalition)	Canada:	www.infactcanada.ca

•		 International	Lactation	Consultant	Association:	www.ilca.org

•		 Kangaroo	Mother	Care:	www.skin.kangaroomothercare.com

•		 Kelly	Mom	Breastfeeding	&	Parenting:	kellymom.com

•		 La	Leche	League,	International:	www.LLLI.org

•		 National	Alliance	for	Breastfeeding	Advocacy	(NABA):	http://www.naba-breastfeeding.org/	

•	 National	Initiative	for	Children’s	Healthcare	Quality:	http://www.nichq.org/our_projects/breastfeeding_

projects.html

•		 Office	on	Women’s	Health:	www.womenshealth.gov/breastfeeding

•		 Texas	Department	of	State	Health	Services,	Breastmilk.	Every	Ounce	Counts:	http://breastmilkcounts.com/

•	 Texas	Department	of	State	Health	Services,	From	Day	One:		http://www.supportfromdayone.org

•	 Texas	Department	of	State	Health	Services,	Texas	Mother-Friendly	Worksite	Program:	http://

texasmotherfriendly.org/

•	 Texas	Department	of	State	Health	Services,	Texas	Ten	Step	Program:	http://texastenstep.org/

•		 United	States	Breastfeeding	Committee:	www.usbreastfeeding.org

•		 United	States	Lactation	Consultant	Association:	www.uslca.org

•	 US	Surgeon	General’s	Call	to	Action	to	Support	Breastfeeding:	http://www.surgeongeneral.gov/library/

calls/breastfeeding/index.html

•		 Wellstart	International:	www.wellstart.org

•		 World	Alliance	for	Breastfeeding	Action	(WABA):	www.waba.org.my

•		 World	Health	Organization,	Documents	on	Infant	Feeding:

	 www.who.int/child_adolescent_health/documents/infant_feeding/en/index.html
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Inform all pregnant women about the benefits 

and management of breastfeeding.



Objectives

1. Increase breastfeeding knowledge and ability in women.

2. Encourage positive attitudes and foster confidence about breastfeeding.
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Goal: To assure that women giving birth have  
received accurate, consistent, positive messages  

about breastfeeding through a variety of prenatal 
education opportunities.

B ackgr ound

Women must have access to positive, evidence-based information about breastfeeding in order to make informed 

decisions about infant feeding. Until recently, women entered motherhood with knowledge gained from a 

lifetime of breastfeeding observation and support from a network of women experienced with breastfeeding. 

But	significant	changes	in	medical	advice	and	practices	related	to	childbirth	and	child	rearing,	labor	market	

changes, changes in dairy industry technology and sanitation, and other factors spurred the rise of the 

commercial	infant-food	industry	throughout	the	20th	century.	When	risk	of	infant	death	from	cow’s	milk-

based foods declined with improved dairy regulations, physicians became satisfied with the safety of infant 

formulas. Significant commercial relationships were developed between the medical community and infant-

food	industries,	shaping	the	content	of	infant-feeding	guidance.	Beginning	in	the	1930s,	physicians	effectively	

stopped routine promotion of breastfeeding as the preferred method of infant feeding.1 Healthcare professionals 

and	hospitals	frequently	marketed	infant	formula	products	directly	to	new	mothers.	By	1971,	breastfeeding	

was	almost	completely	eliminated	as	a	behavior	in	the	United	States,	with	only	24	percent	of	women	initiating	

breastfeeding.2 As a result, much of the cultural knowledge of breastfeeding was also lost. 

Research now clearly and irrefutably demonstrates that significant excess risk exists for poor maternal and 

child health outcomes in the absence of breastfeeding. All major health organizations have policies supporting 

exclusive breastfeeding as the standard for infant feeding and emphasize the role that health professionals have 

in breastfeeding promotion. 

Mothers	look	to	prenatal	care	providers,	

including obstetricians, nurse midwives, 

midwives and family physicians to 

provide guidance and care to support 

good health outcomes for themselves 

and	their	infants.	Breastfeeding	

guidance is an essential part of this 

care and directly impacts mothers’ and 

babies’ abilities to initiate and continue 

breastfeeding. Therefore, it is important 

that messages and practices that support 

and do not interfere with breastfeeding 

be incorporated into all prenatal care 

interactions. 

Step 3

Step 3
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Wh y  St ep  3?

The purpose of Step 3 is to ensure that all women giving birth in your facility receive accurate, consistent and 

positive messages about breastfeeding, prenatally. Step 3	serves	to:	

•	 Empower	women	to	make	informed	decisions	about	infant	feeding.

•	 Provide	accurate	information	early	in	the	pregnancy	and	even	before	pregnancy.

•	 Foster	a	“confident	commitment”	to	breastfeeding.	

Empower Women to Make Informed Decisions about Infant Feeding

Though breastfeeding is the standard and norm for infant feeding against which all other feeding methods 

must be measured, many women are not properly informed about breastfeeding as they begin their 

pregnancies. The information they have learned about breastfeeding from friends, family and the media often 

includes distorted facts and myths. To enable informed decision-making about infant feeding, it is important 

to provide basic information about breastfeeding to all pregnant women through a variety of channels, 

regardless of how they plan to feed their infants. To ensure that a pregnant woman is meaningfully educated 

about breastfeeding, the topic should be covered consistently in all her prenatal care appointments as well 

as	any	childbirth	classes	she	may	attend.	Classes	and	group	sessions	should	be	regarded	as	supplemental	

to, and not a replacement for, the information provided by her prenatal care provider. Accurate and factual 

information about the importance of breastfeeding and the risks of replacement feeding should be discussed 

as well as information about practices known to support effective feeding, including skin-to-skin care, 

rooming-in and demand-feeding. In addition, adequate guidance should be offered about appropriate 

timing	for	introducing	complementary	foods	to	the	infant.	For	example,	encourage	the	mother	to	breastfeed	

exclusively	for	the	baby’s	first	six	months;	then,	she	can	introduce	small	amounts	of	iron-rich	foods	at	about	

six months, increasing the quantity as the child gets older, while maintaining frequent breastfeeding 

through the first one to two years of life and beyond.

Provide Accurate Information Early in the Pregnancy and Even Before Pregnancy

Attitudes and preferences about breastfeeding are often established early in pregnancy or even before a woman 

becomes pregnant. The prenatal period is a window of time in which women are routinely exposed to healthcare 

providers	and	preventive	health	information.	Women	are	more	likely	to	make	positive	health	decisions	and/or	

modify adverse health behaviors during this time than in any other life stage. Thus, the prenatal period is an 

ideal time to influence breastfeeding decisions and to provide education. 

Foster a “Confident Commitment” to Breastfeeding

Insufficient prenatal education about breastfeeding is a leading obstacle to breastfeeding initiation and 

continuation.3 The goal of educating mothers is not only to increase their breastfeeding knowledge and skills 

but also to influence their attitudes toward breastfeeding. Accurate information and supportive anticipatory 

guidance provided prenatally has been shown to help mothers gain confidence in the process of breastfeeding 

and the ability to succeed as well as increase commitment to making breastfeeding work, even if difficulties  

are encountered.4, 5
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Professional Organizations Emphasize the Primary Care Provider Role in  
Breastfeeding Education

•	 The	American	College	of	Obstetricians	and	Gynecologists	(ACOG)	note	the	OB/GYN’s	role	as	a	“primary	

resource”	regarding	breastfeeding	knowledge,	skills	and	support.	ACOG	stresses	the	importance	of	

preconception and prenatal education from multiple sources, including in the clinic setting by the primary 

care provider.7

•	 The	American	Academy	of	Family	Practitioners	notes	the	role	of	physicians	in	breastfeeding	education	

throughout the preconception, prenatal and postpartum periods as well as opportunities to educate all 

family and community members to make breastfeeding “the community norm.”8 

•	 The	American	College	of	Nurse-Midwives	encourages	comprehensive	health	education	to	promote	

breastfeeding as the normal and preferred method of infant feeding.9 

•	 The	American	Academy	of	Pediatrics	notes	the	importance	of	healthcare	providers	communicating	accurate,	

complete and current information to parents about the benefits and techniques of breastfeeding  

to ensure informed decision-making about infant-feeding choices.3

The	Academy	of	Breastfeeding	Medicine	(ABM)	notes	the	importance	of	education	provided	by	primary	care	

providers and educational support programs in influencing breastfeeding outcomes and encourages evidence-

based strategies for promotion of breastfeeding in the prenatal setting.10

Carrying out Step 3 benefits your facility by enhancing:

1. Safety: Infants whose mothers are empowered prenatally with accurate information about breastfeeding, 

skin-to-skin contact, rooming-in and demand-feeding are more likely to benefit from the protections that 

these practices provide against infection, hypoglycemia, hypothermia, dehydration and jaundice. 

2. Effectiveness: When infant-feeding decisions are informed by factual, accurate and full information about 

the benefits of breastfeeding and the risks of not breastfeeding, breastfeeding initiation and continuation 

is increased. When information is provided prenatally about the practices known to support breastfeeding, 

including skin-to-skin contact, rooming in and demand-feeding, families enter your facility expecting to 

participate in these practices, and they are more likely to be consistently implemented.

“ If a new vaccine became available that could prevent one million or more 

child deaths a year, and that was, moreover, cheap, safe, administered 

orally and required no cold chain, it would become an immediate public 

health imperative. Breastfeeding can do all of this and more, but it requires 

its own ‘warm chain’ of support—that is, skilled care for mothers to build 

their confidence and show them what to do and protection from harmful 

practices. If this warm chain has been lost from the culture, or is faulty, then 

it must be made good by health services.” 6
 

Anonymous 
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3. Patient-centeredness: Prenatal education about breastfeeding and the practices that support it are 

important to ensure that families are empowered to make fully informed decisions for themselves and their 

infants related to infant feeding. 

4./5. Timeliness and Efficiency: Accurate messages that are consistently delivered throughout the prenatal 

period—and continued into the perinatal and postpartum periods—reduce misinformation and confusion 

while	increasing	continuity	and	maternal	confidence.	Mothers	who	receive	accurate	information	prenatally	

will enter your facility already possessing a basic awareness about the types of information and care that 

they can expect. Informative, consistent, positive communication and education about breastfeeding helps 

new mothers avoid common, often time-consuming problems with infant feeding. As a result, healthcare 

staff will spend less time and use fewer resources addressing infant-feeding problems. 

6. Equity: Disparities in breastfeeding and poor health outcomes related to not breastfeeding are reduced 

when all mothers have equal access to accurate, consistent infant-feeding information and are supported in 

their infant-feeding choices. 

Ev idence  for  Effic ac y

High-quality information is essential 

for promoting informed decision-

making but is insufficient on its own. 

Responsive discussion, availability of 

options and non-directive support are 

also needed.  

Providing information is only one component of informed decision-making. In order to make an informed 

infant-feeding	decision,	families	must:

•	 Understand	their	choices.

•	 Be	free	from	constraints	or	coercion.

•	 Have	the	ability	to	act	on	the	decisions	they	make.	

Structured prenatal breastfeeding education has been demonstrated to be effective in improving breastfeeding 

outcomes, including increasing both breastfeeding initiation and continuation for the first two months 

postpartum, compared with usual care.11–13 The addition of peer-support components and postpartum 

interventions increases efficacy for breastfeeding initiation, duration and exclusivity.14

I mpl emen tat ion  St r at eg y

Preparation: Getting Ready for Informing Pregnant Women about the Benefits and 
Management of Breastfeeding.

Action steps for implementing Step 3 include:

1. Assessing baseline levels of prenatal breastfeeding education. 

•	 Assess	prenatal	records	for	documentation,	content	and	methods	(oral	and/or	written)	used	in	prenatal	

education.

•	 What	key	messages	and	written	materials	are	provided?

Help mothers learn more about the benefits of breastmilk 

by sharing the Breastmilk.	Every	Ounce	Counts resources 

online:	www.breastmilkcounts.com/educational-activities.php
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•	 Are	materials	free	from	promotion	of	artificial	feeding?	

•	 Are	pregnant	women	able	to	describe	the	benefits	of	breastfeeding	and	the	risks	of	supplemental	feedings	

in the first six months of life? 

•	 Are	pregnant	women	able	to	describe	the	importance	of	early	initiation	of	breastfeeding,	skin-to-skin	

contact, rooming-in and demand-feeding? 

2.	 Work	with	prenatal	care	providers	who	have	privileges	at	your	facility	to	incorporate	the	following	points	

into	discussion	during	prenatal	visits:

•	 Open-ended	questions	(e.g.,	what	have	you	heard	about	breastfeeding?)	to	provide	opportunities	for	

women to share their thoughts and concerns about breastfeeding.

•	 Evidence-based	information	about	the	benefits	of	breastfeeding	and	excess	risks	of	not	breastfeeding.

•	 Labor,	birth	and	postnatal	practices	that	support	breastfeeding.

•	 Principles	of	lactation,	including	supply	and	demand	nature	of	milk	production,	positioning	and	

attachment, and the importance of exclusive breastfeeding. 

•	 Common	infant-feeding	problems	and	solutions.

•	 The	importance	of	early	initiation	of	breastfeeding,	skin-to-skin	contact,	rooming-in	and	demand-feeding,	

regardless of whether mothers plan to breastfeed. 

•	 Barriers	to	breastfeeding—such	as	breastfeeding	in	public,	returning	to	work	and	support	from	

significant others—and possible ways to overcome them.

•	 Remember	special	health	circumstances	such	as	mothers	who	may	be	admitted	to	the	hospital	prior	to	

delivery. Additional guidance may be needed if a special-care situation is likely for the baby.

•	 Provide	a	prenatal	education	checklist	and	documentation	tool	to	facilitate	consistent	provision	of	

breastfeeding education. 

3.	 Creating	and	routinely	scheduling	prenatal	courses	and	supporting	materials	that	address	essential	topics	

related to breastfeeding and that are strategic and effective so that mothers understand and retain the 

information.

•	 Materials	should	be	clinically	accurate,	consistent	and	positive.

•	 When	designing	the	curricula	for	women,	consider	age,	level	of	literacy,	cultural	background,	preferred	

language and education. 

•	 Address	the	needs	of	the	local	population	and	consider	how	the	methods	of	information	delivery	will	meet	

the	needs	of	women	in	your	community.	For	example,	your	community	may	benefit	from	late-evening	

classes for working mothers as well as transportation to classes and child care for group classes, etc.

•	 Assess	how	your	program	might	best	support	populations	known	to	be	least	likely	to	breastfeed	(e.g.,	

black women, adolescent and single mothers, women in poverty, low-income women, etc.). 

•	 Keep	records	of	classes	held,	including	their	content	and	attendance	demographics.	

4.	 Ensuring	that	all	educational	materials	are	free	of	commercial	advertising	and	do	not	promote	infant	

formula or bottle-feeding. Prenatal care providers and prenatal educators adhere to the Code and not 

distribute formula samples, coupons or other artificial-feeding promotional materials.

5. Including fathers and others who will support the breastfeeding mother to improve breastfeeding outcomes.

•	 Encourage	women’s	partners	to	attend	breastfeeding	education	classes.	Involving	the	father	or	partner	in	

all aspects of prenatal care and education validates their involvement in decisions about feeding the baby 

and empowers partners to seek optimal nutrition for the baby.

•	 Provide	suggestions	for	how	the	father	and	other	support	people	can	reinforce	breastfeeding	and	active	

nurturing (other than bottle-feeding) of the infant, such as skin-to-skin contact.
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6.	 Encouraging	pregnant	women	to	explore	additional	support	services,	including	lactation	support	and	other	

medical	and	community	services	available	in	the	area.	Breastmilkcounts.com	provides	a	searchable	online	

database for new moms to find a lactation consultant or support in their area. 

Implementation: Best Practices for Success

Many	hospitals	have	been	challenged	by	the	goal	of	informing	pregnant	women	about	breastfeeding,	often	

because they do not have control over the content of prenatal care, and providers may not fully understand the 

importance of breastfeeding or their roles in educating women. However, it is critical that pregnant women 

receive this information because early intervention and education are closely tied to infant feeding and infant 

care outcomes.

Start Early

Breastfeeding	education	is	most	effective	when	it	begins	in	the	first	trimester	or	even	before	a	woman	is	

pregnant. Work with prenatal care providers in your community and identify other channels for reaching 

women in the preconception, prenatal and interconception periods. Develop talking points or handouts geared 

toward women not yet pregnant to get them thinking about the benefits and management of breastfeeding. 

Refer them to breastmilkcounts.com to learn more. 

Plan Education Tactics

When planning educational materials about breastfeeding, consider what other information is competing for 

women’s attention, such as managing a healthy pregnancy and planning for a safe delivery. To keep patients 

from being overwhelmed by information, provide key messages and guidance points to incorporate in the form 

of	brief	and	informal	discussions	about	breastfeeding	throughout	a	woman’s	prenatal	care.	For	instance,	while	

performing a routine exam, care providers can inquire about breast changes during pregnancy or initiate a 

chat about establishing skin-to-skin contact with the new baby.

Treat Breastfeeding as the Norm, in Words and in Practice

When inquiring about an expectant mother’s plans for infant feeding, providers can approach her with an 

assumption	that	she	may	be	open	to	breastfeeding.	For	example,	they	may	ask,	“Have	you	noticed	any	breast	

changes in preparation for nursing your baby?” or “What have you heard about breastfeeding?” instead  

of “Will you breastfeed or bottle-feed?”

This approach better allows the healthcare provider to initiate an open-ended conversation about breastfeeding. 

It also allows the mother to ask questions if she plans to breastfeed, and she can revisit the option of exclusive 

breastfeeding	if	she	previously	planned	to	bottle-feed.	For	example,	mothers	who	plan	to	combine	breastfeeding	

and bottle-feeding are less likely to reach their breastfeeding goals than women who plan to exclusively 

breastfeed.17	Exploring	thoughts	and	assumptions	about	the	need	or	desire	to	bottle-feed,	including	alternate	

strategies, may help women to achieve their personal goals.

It is important to note that mothers who have breastfed previously do not necessarily know the best 

management techniques for breastfeeding or understand the benefits and importance of breastfeeding initiation, 

duration and exclusivity. Asking open-ended questions about their experiences and plans helps to get even the 

experienced mothers on the best path to successful and comfortable breastfeeding with their new infants.

Communicate Appropriately

Adjust communication about breastfeeding when faced with a mother who is obviously experienced in or 

very	educated	about	breastfeeding.	For	some	mothers	who	have	previous	experience	and/or	education	about	

breastfeeding, group classes alone may be sufficient. However, prenatal care providers and facilities should be 

certain to offer one-on-one and other detailed discussions for those who need them. Remember that hospitals 

must be able to confirm through audits that group classes provide adequate information to help women make 

informed infant-feeding choices.
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G ener a l  effec t s  of  va r iou s  b r e a s t feeding  educ at ion  
me a sur e s  on  b r e a s t feeding  ou tcome s

Positive Delivering consistent messages through a combination of techniques 

The US Preventive Services Taskforce recommends combining multiple strategies for the promotion 

of breastfeeding, including formal education for mothers and families, direct breastfeeding support, 

breastfeeding training for primary care staff, and peer support. Using a combination of techniques 

delivering consistent messages, such as one-to-one teaching, telephone contact, group classes, 

informal	groups,	peer	counseling	and/or	video-taped	instruction,	reinforced	with	accurate	and	

effective printed materials, will reinforce learning. 11,	12

Face-to-face individual or group instruction 

Face-to-face	individual	or	group	instruction	about	breastfeeding,	including	knowledge,	practical	

skills and problem-solving techniques, is effective at increasing breastfeeding initiation and 

duration.	Both	individual	and	group	sessions	appear	to	be	equally	effective.11,	12

Extended single session or multiple sessions 

Effective	educational	programs	tend	to	be	brief	and	relatively	directive	and	include	information	

about benefits, physiology, technical skill-training in positioning and latching, and problem-

solving	counseling	for	overcoming	barriers.	Extended	single	session	and	multiple-session	

interventions appear to be equally effective.11,	12

Trained lactation management instructors 

Effective	educational	programs	use	lactation	specialists	or	nurses	who	have	been	specially	trained	in	

lactation management.11,	12

Structured protocols and curricula 

Structured protocols increase accuracy and consistency of the information delivered, resulting 

in more consistent outcomes.11,	12 

Interventions that continue from prenatal through the postpartum  

Interventions that are continued from the prenatal through the postpartum period are 

demonstrated to have increased effectiveness. Postpartum telephone or in-person support by 

lactation specialists, nurses or peer counselors may enhance the effectiveness of educational 

interventions.13 

Promoting breastfeeding education in communities in which the population has historically 

had low rates of breastfeeding. 

There appears to be greater effectiveness of educational sessions in populations in which 

disparities	in	breastfeeding	exist.	One	study	found	that	provider	encouragement	significantly	

increased breastfeeding initiation by more than three-fold among low-income, young and less-

educated	women;	by	nearly	five-fold	among	black	women;	and	by	nearly	eleven-fold	among	single	

women.15

Neutral Written materials 

Written materials are ineffective in increasing initiation and duration when used alone, although 

they are not harmful when used alone.11,	12
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Negative Providing literature and samples from infant-formula companies 

Advertising or distribution of formula promotional materials by health professionals has been 

shown to be detrimental to breastfeeding initiation, continuation and exclusivity—especially 

among women who were uncertain about their breastfeeding goals.16

Providing pregnant women instructions on preparing bottles of infant formula as part of 

prenatal group sessions 

This normalizes bottle-feeding and communicates the health professional’s lack of confidence 

in breastfeeding. This type of information is unlikely to be useful even for women who intend to 

bottle-feed because it is difficult to retain this level of detailed information until after the baby is 

born. Women who choose to bottle-feed should be instructed in safe formula and bottle handling 

as well as in responsive bottle-feeding and should be shown how to measure and prepare a bottle 

of formula before discharge from the hospital. 

Other	impartial,	factual	information	about	infant	formula	may	be	given	prenatally.

O v ercoming  B a r r ier s:  St r at egie s  for  S ucce s s

The most common concerns related to implementing Step 3 are detailed below, along with strategies for  

overcoming them.17–19

1. The facility does not have direct influence on the content of outpatient care, resulting in a lack  

of continuity in breastfeeding information from the prenatal through the postpartum periods. 

•	 Develop	a	workgroup	with	representation	from	community	healthcare	providers	to	develop	an	action	

plan and resources for ensuring provision of consistent messages about breastfeeding. 

•	 Develop	talking	points,	a	checklist	and	documentation	tools	to	help	prenatal	care	providers	cover	

important	infant-feeding	education	throughout	the	prenatal	period.	See	the	Infant-Feeding	Checklist	

included in the Additional Resource Documents section at the back of this toolkit.

•	 Provide	educational	materials,	including	videos,	posters	and	written	materials	for	display	in	office	

waiting rooms to prepare women for breastfeeding discussions during their prenatal visits. 

•	 Solicit	physicians’	help	in	encouraging	pregnant	women	and	their	partners	to	enroll	in	 

breastfeeding classes.

•	 Encourage	physicians	to	promote	the	breastfeeding	website www.breastmilkcounts.com	for	

instructional and educational information on breastfeeding. 

•	 Coordinate	educational	opportunities	hosted	by	outside	resources	such	as	the	La	Leche	League,	WIC	

programs and lactation consultants.

•	 Partner with lactation consultants and other care providers to create straightforward handouts about 

breastfeeding and infant feeding. These could be distributed in maternity-focused waiting rooms, 

including	physicians’	offices	and	clinical	laboratories.	Materials	should	also	include	information	about	

Texas	Ten	Step	and	Baby-Friendly	hospitals.	Many	free	educational	materials	are	already	available	from	

the Texas Department of State Health Services (see the Resources section for ordering information). 
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2. There is low attendance at existing 

childbirth and breastfeeding courses. 

Design prenatal educational programs that 

are consistent, accessible and flexible.

•	 Consider	offering	childbirth	classes	in	

various formats and durations. Traditional 

prenatal classes of five to nine weeks 

may be difficult for families to attend and 

present too great a cost. 

•	 Incorporate	breastfeeding	and	infant-

feeding information into existing 

childbirth courses instead of offering a 

separate class.

•	 Provide	prenatal	classes	or	guided	group	

sessions at different times of the day 

and in locations that will maximize 

accessibility for families in your 

community.

•	 Explore	the	possibility	of	holding	classes	at	locations	such	as	schools,	libraries	or	community	centers	if	

medical facilities are not close to patients’ homes or workplaces.

•	 Plan	for	back-up	instructors	to	ensure	continuity	of	service.	Allow	specific	time	and	hours	for	facility	

staff to act as instructors. 

•	 Put	out	the	welcome	mat	for	classes	and	groups	by	mailing	or	e-mailing	invitations	to	prospective	attendees.

•	 Focus	educational	materials	tightly	on	the	women,	families	and	healthcare	professionals	in	your	

community. Adjust language, scope, length and cultural considerations, as appropriate.

•	 Organize	informal	drop-in	opportunities,	such	as	mother-to-mother	support	groups	or	lactation	

resource centers where mothers can discuss feeding choices, voice concerns and meet other mothers.  

(This may also address Step 10.)

Eva l u at ing  S ucce s s

Use the information in this section and the additional tools provided in the Additional Resource Documents 

section at the back of this toolkit as checkpoints to verify that you are successfully implementing Step 3. Assign 

one or two staff members with the best perspective on day-to-day operations to complete these checkpoints.

•	 Process	changes.	When evaluating your facility’s success in implementing Step 3,	consider	the	following:

-	 Number	of	healthcare	providers	using	new	materials,	strategies	and	checklists.

-	 Changes	in	the	quality	of	materials	(clinically	accurate,	appropriate	reading	level,	culturally	and		 	

 language-appropriate, free of promotion of artificial infant feeding, etc.).

-	 Number	of	women	accessing	breastfeeding	or	prenatal	classes	and	support	groups.

- Types of prenatal information available to providers and women.

Facility	management	should	use	the	included	New	or	Revised	Breastfeeding	Materials	and	Step 3 Action Plan 

documents included in the Additional Resource Documents section to assess progress on this Step.

S TA RT  W I T H  YO U R  OW N  EM P LOY EE S 

Provide your staff with worksite lactation 

support programs. Programs that include 

a prenatal education component, flexible 

scheduling and a comfortable space for mothers 

lead to improved breastfeeding outcomes 

and result in up to a $3 return for every $1 

invested.20 Develop and implement a policy for 

employee worksite lactation support, and help 

your hospital to become a designated Texas 

Mother-Friendly	Worksite	through	the	Texas	

Department	of	State	Health	Services.	Find	out	

more	at	www.TexasMotherFriendly.org.
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•	 Impact	on	patient	experience.	Your	facility	should	track	data	about	the	experience,	knowledge	and	

confidence level of women as they reach the end of pregnancy and prepare to feed their new infants.

Two patient audit tools are included in the Additional Resource Documents section at the back of this 

toolkit	for	tracking	women’s	experiences	at	your	facility:

-	 The	32-Week	Infant-Feeding	Survey	addresses	how	well	prepared	pregnant	women	are	at	32	or	more		

 weeks’ gestation and includes a Breastfeeding Benefits handout. 

-	 The	Newborn	Feeding	Survey	tracks	the	experiences	and	confidence	levels	of	breastfeeding	mothers		

 at the end of the postpartum period and includes a Back-to-Work Tips handout. 

•	 Assessing	value	to	the	facility.	Use	the	Facility	Impact	Chart	for	this	Step,	included	in	the	Additional	

Resource Documents section to track your facility’s time and money spent on the measures recommended and 

to assess cost savings that may be attributed to the changes made. 

R e s our ce s

•	 Academy	of	Breastfeeding	Medicine	Clinical	Protocols	Number	#19:	Breastfeeding	Promotion	in	the	

Prenatal	Setting:	www.bfmed.org/Resources/Protocols.aspx

•	 Academy	of	Breastfeeding	Medicine	Clinical	Protocols	Number	#14:	Breastfeeding-Friendly	Physician’s	

Office,	Part	1:	Optimizing	Care	for	Infants	and	Children:	www.bfmed.org/Resources/Protocols.aspx

•	 Breastmilk.	Every	Ounce	Counts	Educational	Activities	Kit	and	Online	Activities:	 

www.breastmilkcounts.com/educational-activities.php

•	 DSHS breastfeeding-promotion brochures (such as The Hospital Experience: What to Expect and How to Make 
it Memorable),	fliers,	posters	and	other	materials	are	available	at	no	cost	to	Texas	Ten	Step	Facilities:	www.

dshs.state.tx.us/wichd/WICCatalog/contents.shtm

•	 	DSHS	Breastfeeding	Videos	are	available	for	the	cost	of	reproduction:	www.dshs.state.tx.us/wichd/ 

bf/videos.shtm

•	 DSHS	Breastfeeding	Courses	for	Health	Professionals:	www.dshs.state.tx.us/wichd/lactate/courses.shtm

•	 DSHS	Peer	Counselor	Trainer	Workshop–	Training	for	trainers	to	initiate	a	breastfeeding	peer	counselor	

program	in	their	community,	including	hospital-based	programs:	

	 www.dshs.state.tx.us/wichd/lactate/peertrn.shtm

•	 Texas	Mother-Friendly	Worksite	Materials—Encourage	prenatal	care	practices	affiliated	with	your	facility	

to	model	breastfeeding	support	by	participating	in	the	program:	www.TexasMotherFriendly.org

•	 American	Academy	of	Family	Physicians.	Breastfeeding,	Family	Physicians	Supporting	(Position	Paper):	

http://www.aafp.org/online/en/home/policy/policies/m/maternal.html

•	 American	College	of	Obstetricians	and	Gynecologists.	Breastfeeding:	Maternal	and	Infant	Aspects:	https://

www.acog.org/About_ACOG/ACOG_Departments/Health_Care_for_Underserved_Women/Breastfeeding_2

•	 UNICEF	UK	Baby	Friendly	Initiative.	Community	Seven	Point	Plan,	Step	3	Antenatal	Information:	http://

www.unicef.org.uk/BabyFriendly/Health-Professionals/Going-Baby-Friendly/Community/Seven-Point-Plan-

for-Sustaining-Breastfeeding-in-the-Community/Point-3---Antenatal-information/

Step 3
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Step 4
Help mothers initiate breastfeeding within an hour of birth. 

Place babies in skin-to-skin contact with their mothers immediately following 

birth for at least an hour. Encourage mothers to recognize when their babies 

are ready to breastfeed and offer help if needed.



Objectives

1.  Ensure that babies are in skin-to-skin contact with their mothers for at 

least one hour immediately following birth.

2.  Help mothers to recognize when their babies are ready to breastfeed and 

offer help if needed.
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Goal: To assure that mothers and babies experience the 
benefits of early and continuous skin-to-skin contact 

and infant-led initiation of breastfeeding.

B ackgr ound

In nature, every mammal begins life in close physical contact with its mother and capably and competently 

finds its way to her breast for its first oral nutrition. This close contact allows the infant to be colonized 

with healthy maternal flora and provides warmth, comfort, safety and protection, nourishment, physiologic 

homeostasis and immunity. In most species, mammals separated from their mothers will cry in distress and, if 

the	cry	is	not	responded	to,	will	become	lethargic,	hypothermic	and	hypoglycemic.	Most	who	fail	to	safely	make	

this journey from the internal (in utero) to external (skin-to-skin) maternal environment will not survive. 

If allowed, the human infant will also capably and competently find its way to extrauterine nutrition, protection 

and warmth. Infants are in a heightened state of alertness in the first hour after birth. When a healthy, 

unmedicated, dried, naked newborn is placed in skin-to-skin contact (prone on the mother’s bare chest) at birth 

or soon afterwards, it uses its senses, especially olfaction, to set a course and, through a series of intentional 

movements, will find and attach to the breast. A surge of oxytocin and other hormones then release in the 

mother	and	baby.	Oxytocin	causes	the	mother’s	uterus	to	contract,	slowing	bleeding.	Oxytocin	also	causes	the	

mother’s colostrum to flow easily, reduces maternal and infant pain and cortisol levels and creates feelings of 

love and attachment. 

While	in	skin-to-skin	contact,	the	infant’s	heart	rate,	breathing,	temperature	and	blood	glucose	stabilize.	Early	

and extended maternal-infant contact helps colonize the baby’s skin with the mother’s native flora (mostly non-

pathogenic bacteria for which the infant has inborn immunologic protection). This ensures protection against 

pathogens in the environment. This self-led journey also ensures that infants receive the mother’s colostrum 

at the earliest moment of feeding receptiveness. The infant’s gut is then coated with immune-rich colostrum, 

allowing the meconium plug to move through the digestive system. Together, this series of actions that occurs 

while the neonate is in its natural extra-uterine environment—skin-to-skin with its mother—assures that 

maternal-infant physiologic stability, hormonal balance, competence, attachment, local immune protection and 

feeding are all off to a good start.

Early	suckling	at	the	breast	begins	with	early	and	frequent	maternal	and	infant	contact.	All	healthy,	full-term	

babies should be dried and placed unwrapped on the mother’s chest for skin-to-skin contact immediately after birth, 

or as soon as possible in the first few minutes after birth, and held there in an unhurried environment for at least 

an hour. If the baby has not suckled by one hour after birth, a longer period of skin-to-skin contact is recommended. 

In	the	event	of	Cesarean	birth,	babies	should	be	placed	skin-to-skin	with	the	mother	as	soon	as	she	is	able	to	

respond to her baby, or within half an hour. 

Step 4
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Should skin-to-skin contact be interrupted for any reason (eg., clinical indication or maternal choice), it should 

be	resumed	as	soon	as	feasible.	Further,	skin-to-skin	contact	should	be	encouraged	throughout	the	hospital	

stay and post-discharge.  

Wh y  St ep  4?

It is currently common practice for healthy newborn humans to be separated from their mothers soon or 

immediately	after	delivery.	Many	are	not	held	to	the	breast	for	hours	or	longer.	These	practices	interrupt	

physiologic processes that support maternal and infant stability and breastfeeding. Research shows that this 

interruption has long-lasting effects on maternal-infant attachment or “bonding.” 

Carrying out Step 4 benefits your facility by enhancing:

1. Safety: Skin-to-skin contact promotes physiologic stability, protects the infant against infection, reduces 

risk of hypothermia and hypoglycemia, and promotes optimal breastfeeding initiation. An unhurried 

environment and unlimited skin-to-skin contact facilitate feeding effectiveness and allow an infant access 

to	colostrum	at	the	earliest	opportunity.	Colostrum	is	recognized	by	the	American	Academy	of	Pediatrics	as	

the infant’s first immunization. In addition, the mother and infant can be observed and monitored effectively 

while in contact with each other. 

2. Effectiveness: Skin-to-skin contact is the appropriate level of technology for most newborn infants. When 

dried, placed skin-to-skin against the mother in a sufficiently warmed room and covered with a warmed 

blanket, the infant’s temperature is regulated at least as effectively as when under a radiant warmer. Infants 

who are denied skin-to-skin contact without medical indication are unnecessarily restricted from access to 

the physiologic protections of the maternal environment. 

3. Patient-centeredness: Skin-to-skin contact is the physiologic norm for human mothers and infants. 

Maternal	and	infant	health,	wellness	and	attachment	should	be	facilitated	through	skin-to-skin	contact	

unless there is a medical indication for which the risks of immediate skin-to-skin care are determined to 

outweigh the benefits, or unless the mother explicitly requests to avoid or interrupt skin-to-skin contact. If 

the mother is unavailable, efforts should be made to place the infant in skin-to-skin contact with the father 

or other caretaker. 

4. Timeliness:	Early	and	continuous	skin-to-skin	contact	allows	the	mother	immediate	and	unlimited	

access to her newborn infant, and the baby 

gains access to the protections offered by 

the	maternal	environment.	Need	for	clinical	

intervention is reduced when these conditions 

are promoted and preserved. 

5. Efficiency: A single nurse can provide maternal 

and infant recovery care by monitoring the 

infant and the mother in the first hour(s) after 

birth. Routine care can be performed with the 

infant in skin-to-skin contact or at the bedside 

after the first breastfeeding. Patient education 

can occur at the time this care is delivered. 

Time, space and technologies (e.g. warmers, 

probes, etc.) are saved when transportation to 

and from a level-one nursery is eliminated. 
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6. Equity: When early and continuous skin-to-skin contact is provided to all mothers and infants, each is 

provided with the equal opportunity for establishing strong foundations for attachment, feeding and healthy 

outcomes. 

Ev idence  for  Effic ac y

Benefits	of	skin-to-skin	contact	and	early	breastfeeding	initiation	include:

•	 Early	establishment	of	effective	breastfeeding.	

•	 Longer	duration	of	breastfeeding.

•	 Increased	exclusive	breastfeeding.

•	 Increased	interaction	and	bonding	between	mother	and	infant.

•	 Infant	physiologic	regulation	(state	organization,	cardio-respiratory	functioning,	temperature,	 

blood glucose, etc.). 

•	 Improved	infant	health	outcomes.

Breastfeeding Establishment, Effectiveness and Outcomes

A	Cochrane	review	of	eight	studies	on	early	skin-to-skin	contact—placing	the	naked	baby	prone	on	the	mother’s	

bare chest immediately or as soon as possible after birth and covering both with a blanket—found that mothers 

practicing skin-to-skin contact were twice as likely to still be breastfeeding at one to three months than those 

who did not practice skin-to-skin contact. The review also found that the infants of mothers practicing skin-to-

skin	contact	breastfed	an	average	of	42	days	longer	than	those	who	were	separated	from	their	mothers	after	birth.1

A study assessing the long-term effects of skin-to-skin contact between mother and baby in the first hour 

postpartum concluded that the amount of infant-mother contact in the first hour of life could influence the 

duration of breastfeeding. Among other findings in the study, 58 percent of the participants in the extra-contact 

study	were	breastfeeding	their	babies	at	three	months	postpartum,	as	compared	to	26	percent	in	the	control	group.2

Newborns	are	routinely	alert	and	are	capable	of	latching	to	the	mother’s	nipple	without	assistance	within	the	

first hour following birth.3, 4 Righard and Alade observed that infants who were allowed early contact with their 

mothers	made	crawling	movements	towards	the	breast	about	20	minutes	after	birth,	and	most	were	suckling	

at	the	breast	at	50	minutes	after	birth.	At	two	hours	after	delivery,	24	of	38	infants	in	the	contact	group	were	

suckling	correctly	at	the	breast,	versus	7	of	34	infants	in	the	separation	group.3	Other	studies	demonstrate	that	

the timing of the first suckling, the duration of breastfeeding and onset of milk production are all related, with 

early initiation resulting in increased duration of breastfeeding2,	5–10 and reduced risk for delayed onset of milk 

production.5 As a result, it is recommended that the infant’s efforts to take the breast actively be encouraged. 

Infants should be left naked and undisturbed in skin-to-skin contact on the mother’s abdomen at least until the 

first breastfeeding is accomplished.3 

Immediate	skin-to-skin	contact	and	early	initiation	of	breastfeeding:

•	 Takes	advantage	of	a	sensitive	period	in	which	infants	have	a	heightened	suckling	reflex.8, 11 

•	 Significantly	improves	an	infant’s	ability	to	establish	breastfeeding	in	the	early	postpartum	period.12–14 

•	 Facilitates	infant	self-attachment	and	effective	first	feeding.3,	15–17 An effective first feeding is associated 

with increased effectiveness of subsequent feedings.3 

•	 Should	be	maintained,	including	during	routine	newborn	procedures	and	assessments.	This	is	safe	

for mother and infant, increases infant stability18–21 and improves breastfeeding outcomes by reducing 

unnecessary maternal-infant separation.4
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Early	skin-to-skin	contact	lasting	20	minutes	or	

longer significantly increases the duration of  

exclusive breastfeeding.23 Duration of skin-to-skin 

contact increases exclusivity of breastfeeding in a  

dose-response relationship.24

In addition, initiating breastfeeding within one hour of 

birth increases the likelihood that mothers will achieve 

their own breastfeeding goals.25

Perinatal Care Factors Impacting Early Breastfeeding Initiation

•	 One	study	found	that	preterm	birth,	Cesarean	section,	management	of	maternal	anemia	and	prenatal	care	

were each associated with early initiation of breastfeeding.26 

•	 In	order	to	avoid	unnecessary	interruption	of	maternal-infant	interaction	and	the	initiation	of	

breastfeeding,	non-time-sensitive	routine	procedures	(e.g.,	administration	of	vitamin	K,	erythromycin,	etc.)	

should be delayed.3,	16,	27,	28

•	 The	amniotic	fluid	on	the	infant’s	skin	and	hands	has	the	same	scent	as	the	mother’s	breast.	The	infant	

uses olfaction to find the breast, so washing the breast or infant’s hands prior to the first feeding could 

interfere with breastfeeding initiation and spontaneous attachment.17,	29–31 

•	 Early	skin-to-skin	contact	increases	plasma	oxytocin	levels,	aiding	in	the	expulsion	of	the	placenta,	

reducing bleeding and enhancing maternal-infant bonding. In addition, oxytocin levels increase in a dose-

response fashion with each subsequent breastfeeding after the first one or two.32 

•	 A	recent	experimental	study	found	that	Cesarean-delivered	newborns	who	received	skin-to-skin	contact	

for two hours after the mother’s return to the postpartum room (the mean time of skin-to-skin initiation 

was 51 minutes) were not at increased risk for hypothermia, were attached to the breast earlier and were 

more likely to be breastfeeding at discharge and three months later than infants who received traditional 

routine care. In addition, mothers in the skin-to-skin group expressed higher levels of satisfaction.33 

Attachment and Bonding

Skin-to-skin contact promotes enhanced maternal–infant interaction7,	22 and bonding.34 

One	study	conducted	in	a	hospital	in	which	rooming-in	was	not	routinely	implemented	found	that	mothers	

whose infants suckled in the first hour after birth kept their infants with them for an average of a hundred 

minutes longer each day than did mothers of babies who didn’t suckle in the first hour. In addition, these 

mothers were observed to talk more to their infants.22	This early contact may be associated with the reduced 

incidence of child abuse, abandonment and failure to thrive.35–39

Care	provided	in	the	early	postpartum	period	may	have	significant,	long-lasting	effects	on	mother-infant	

interaction. In one study of the long-term effects of early and sustained suckling and skin-to-skin contact, 

mothers who adopted these practices spent more time kissing and looking into the faces of their infants, and 

their infants smiled more and cried less frequently at three months postpartum than infants who had been 

separated from their mothers soon after birth.2	Another study found the positive effects of early skin-to-skin 

contact on mother-infant interaction—including maternal sensitivity, infant’s self-regulation, and dyadic 

mutuality and reciprocity—could be observed one year after birth.40

Immediate skin contact and early 

suckling are both associated with 

breastfeeding success and increased 

breastfeeding duration.2, 3, 22
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Physiologic Protection

Skin-to-skin contact, the normal mammalian postnatal condition, has been found to improve infant state 

organization,	thermal	regulation,	respiration	and	oxygen	saturation;	reduce	apnea	and	bradycardia;	increase	

improves	milk	production;	accelerate	weight	gain	and	quicken	hospital	discharge.40–48

Improves State Organization

•	 Infants	observed	during	one	hour	of	skin-to-skin	contact	were	found	to	have	greater	state	organization,	

experience better sleep and have better motor system modulation.41 

•	 Early	skin-to-skin	contact	alleviates	the	“stress	of	being	born”	by	decreasing	the	infant’s	sympathetic	

tone through the mother’s touch, body warmth and scent. The scent of the mother’s breast helps guide the 

infant toward her nipple.49

•	 During	all	observation	periods	occurring	in	the	first	90	minutes	after	birth,	infants	kept	in	a	bassinet	

cried for a significantly longer time than infants kept in skin-to-skin contact.50

•	 Infants	not	in	skin-to-skin	contact	after	birth	have	a	distinct	cry	similar	to	the	“distress	call’	that	other	

mammalian infants exhibit when separated from their mothers. This crying stops upon reunion.51 

•	 Infants	in	skin-to-skin	contact	have	lower	levels	of	cortisol	and	other	stress	hormones	as	well	as	increased	

tolerance to pain.52–54

Helps Baby to Regulate Temperature

•	 Infants	maintain	temperature	more	effectively	during	skin-to-skin	contact.50 

•	 Skin-to-skin	contact	has	been	demonstrated	to	be	at	least	as	effective	as	incubators	for	re-warming	

hypothermic newborns.55

•	 Temperature	regulation	improves	in	the	first	two	days	of	life	for	newborns	who	are	in	close	physical	

contact with their mothers, when compared to clothed and covered infants kept in a bassinet.56

•	 While	in	skin-to-skin	contact,	infants	are	able	to	regulate	their	temperatures	within	a	narrow	range	by	

gaining or losing heat to their mothers as needed to avoid hypo- or hyperthermia.1,	55,	57	

•	 Twins	can	be	simultaneously	held	in	skin-to-skin	contact	without	temperate	or	physiologic	compromise.	

Right and left breast temperature differ to accommodate each infant.58 

Helps Baby to Regulate Heart Rate and Breathing

•	 A	Cochrane	review	concluded	that	skin-to-skin	contact	increases	cardio-respiratory	stability.1 

Increases Metabolic Adaptation and Stablizes Blood Glucose 

•	 Babies	in	skin-to-skin	contact	with	the	mother	have	increased	blood	glucose	stability	and	metabolic	

adaption.1, 50, 59

Establishes Healthy Gut Flora

•	 Maternal-infant	skin-to-skin	contact	allows	the	mother’s	normal	flora	to	colonize	the	baby’s	gut,	protecting	

the infant from pathogens.60, 61

Protects against Morbidity and Mortality

•	 The	timing	of	the	first	feeding	has	important	immunologic	implications	for	the	newborn	infant.	Initiation	

of breastfeeding soon after birth provides the infant with timely and maximal access to immune-rich 

colostrum.	Colostrum	is	higher	in	immunologic	components	and	proteins	in	the	first	hours	after	birth	

than at any other time,62,	63 and early, frequent breastfeeding provides the infant with a host of immune 

protections that protect against environmental pathogens.64–69 The amount of colostrum intake is related 

to the infant’s blood levels of immunoglobins.70 Timing of the first feeding is also correlated to the timing 

of gut maturation and closure, an important immunologic defense.71,	72
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•	 Evidence	suggests	a	strong	association	between	early	breastfeeding	and	infant	health	outcomes.	For	example,	

a	recent	large-scale	study	in	a	sub-Saharan	African	region	(rural	Ghana)	found	that	neonatal	mortality	

increased in a dose-response fashion with an increased delay in the initiation of breastfeeding from one hour  

to seven days.  The authors concluded that 16 percent of neonatal deaths could have been avoided if all infants 

were	breastfed	from	day	one,	and	22	percent	could	have	been	avoided	if	breastfeeding	had	been	initiated	

within the first hour after birth.73 

I mpl emen tat ion  St r at eg y

Preparation: Getting Ready for Skin-to-Skin Contact

Action steps for implementing Step 4	include:

•	 Training	staff	on	principles	and	techniques	for	skin-to-skin	contact.

•	 Facilitating	continuous	mother-infant	contact	after	delivery.

•	 Educating	all	pregnant	women	about	the	benefits	of	skin-to-skin	contact.

•	 Including	information	such	as	pamphlets,	videos	and	posters	in	staff	and	parent-education	programs.

•	 Working	with	staff	to	redesign	infant	perinatal	routines	to	allow	time	for	immediate	mother-infant	contact.	

This process should include staff interviews and brainstorming sessions.

•	 In	the	delivery	room,	considering	the	mother’s	need	for	privacy	and	a	calm	environment	and	paying	special	

attention to lighting, how many people are in the room and whether all machines in the room are necessary. 

•	 Ensuring	that	all	labor,	delivery	and	recovery	areas	have	adequate	climate	control.

•	 For	mothers	who	choose	to	breastfeed,	ensuring	that	early	initiation	occurs	by	assigning	responsibility	to	

and equipping staff with the necessary skills for assisting.

•	 Auditing,	sharing	results,	revising	the	action	plan	and	repeating	audits.

Implementation: Best Practices for Success

Key Principles of Step 4

•	 Keep	mother	and	baby	together	and	maintain	closeness	throughout	the	postpartum	stay.

•	 Place	naked,	dried	baby	prone	on	mother’s	bare	chest	in	skin-to-skin	contact	immediately	after	birth.

•	 Allow	baby	to	start	suckling	when	ready.

•	 Do	not	hurry	or	interrupt	this	process.

•	 Delay	non-urgent	clinical	routines	for	at	least	one	hour.

•	 If	mother	and	baby	are	separated,	restore	and	maintain	the	mother-baby	connection	at	the	earliest	 

possible time.

Healthy, full-term babies instinctively find the breast and self-attach. This instinct is strongest in the first hour 

or	two	after	birth.	Common	breastfeeding	difficulties	can	be	avoided	by	ensuring	an	unhurried	initiation	of	

skin-to-skin contact. This can translate into improved patient satisfaction and more efficient use of staff time. 

Education	of	staff	and	pregnant	women	is	crucial	for	this	Step.	Review	and	ensure	that	all	policies—such	as	

those requiring bathing within the first hour after birth—be amended to support skin-to-skin care.
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Skin-to-Skin Contact

A mother and her baby should be placed in skin-to-skin contact as soon as possible after birth (within a few 

minutes, before the delivery of the placenta) and be allowed to remain in a quiet, unhurried environment until 

they are both ready to breastfeed. The naked baby should be dried during the transfer directly to the mother’s 

chest,	between	her	bare	breasts,	immediately	after	birth.	Both	mother	and	baby	can	be	covered	with	a	warmed	

blanket. Regardless of feeding intentions, early close contact gives mothers and babies the best possible start 

to their relationship. Separation interrupts and negatively impacts the natural bonding process. High-risk 

families (e.g., teen mothers with poor support) may especially benefit from skin-to-skin contact. 

Skin-to-skin contact promotes safety, stability and well-being and has long-lasting implications for the 

mother-baby pair. It facilitates physical and hormonal changes in both mother and baby that prepare them 

for breastfeeding and for the beginning of their relationship together. Unless a mother chooses to forgo 

breastfeeding, it is important to provide her with the opportunity to begin. It is best practice for staff to protect 

and	support	the	closeness	between	her	and	her	newborn.	Mothers	may	have	to	be	discouraged	from	passing	the	

baby to the father or from seeing visitors until after the baby’s first feeding.

Rarely will a mother object to holding her newborn close after delivery. Skin-to-skin contact should be the 

default method of post-delivery care for all mothers and babies. Avoid asking whether or not she wants skin-

to-skin contact. This question, and related body language, can suggest that it is not the normal care given to 

newborns.	Mothers	who	don’t	want	skin-to-skin	contact	or	to	breastfeed	typically	inform	staff	of	their	wishes.	

Skin-to-skin contact should continue for as long as the mother wishes but be maintained at a minimum 

until the first breastfeeding. The maternal environment provides the healthy newborn with all the warmth, 

protection and nutrition needed. 

Nursing Care of the Mother-Baby Pair

Normal	vigilance	in	observing	the	newborn’s	temperature,	breathing,	color	and	tone	should	continue	

throughout the period of skin-to-skin contact in order to assess for smooth transition and adaption to 

extrauterine	life.	Mothers	should	also	be	observed,	with	prompt	removal	of	the	newborn	if	either	she	or	her	

baby’s	condition	deteriorates.	Observe	the	environment	and	arrange	for	safety	to	ensure	that	the	newborn	

cannot fall or become entrapped and that its airway remains clear. 

Mothers	who	require	suturing	should	receive	adequate	pain	control	so	that	they	can	continue	to	safely	hold	

their newborns during this procedure. If the mother has an altered state of consciousness (e.g., is drowsy from 

analgesia), it is not safe for her to hold her baby unassisted. However, without any effort on the mother’s part, 

an attentive caregiver can help the baby have its first breastfeeding when he or she shows readiness.

This first period of contact should never be interrupted for the convenience of the staff. Procedures such as 

vitamin	K	or	erythromycin	administration	and	weighing	can	be	delayed	until	after	the	first	feeding.	There	is	no	

indication	for	bathing	or	other	non-clinical	infant-care	routines	to	occur	at	a	given	time.	Bathing	the	infant	or	

removing the vernix should be postponed. The scent of the amniotic fluid on the baby’s skin helps the baby to find 

its way to the mother’s breast, which has the same scent. In addition, bathing unnecessarily exposes the baby to 

heat	loss.	An	infant’s	ability	to	regulate	temperature	is	undeveloped	in	the	first	24	to	48	hours	after	birth.

Skin-to-skin contact should last at least until the mother wishes to end it or the first breastfeed is over. Staff 

should	not	pressure	a	mother	to	end	skin-to-skin	contact.	Even	questions	such	as	“Are	you	ready	for	visitors?”	

can suggest it is time to do something else. 

The use of a wheelchair or gurney during transfer to the postpartum unit can enable skin-to-skin contact to 

continue. If separation is necessary or requested, it should be resumed immediately when the two get to the 

ward, especially if the first feed has yet to occur. 
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After this initial period of connectedness, skin-to-skin contact can be used at any stage to comfort mother 

and infant and increase feeding readiness. This should be encouraged during the first few days. Likewise, if 

initial skin-to-skin contact is not possible or doesn’t last for at least an hour because of interruption, mothers 

and infants will benefit from initiating a long period of continuous skin-to-skin contact at the earliest possible 

opportunity, even if this occurs weeks after birth. 

Help with Breastfeeding Initiation

Problems with attachment during breastfeeding are less likely to occur if the baby’s instinct to locate and suckle 

the breast is encouraged during the first hour(s) after birth. Staff should avoid interfering with this process. 

The first breastfeed should be allowed to happen in its own time. It is not necessary to hurry or force babies to the 

breast. The first time of suckling at the breast is as much or more about the mother “taking in” her infant and the 

infant learning about the breast and its new environment than it is about “feeding.” There is no need during this 

feeding to provide instruction about positioning, attachment, feeding signs or other skills the mother will need. 

This is a time for her to build confidence in her ability to provide for her baby and to help her gain trust in the 

baby’s competentcy to seek and secure the warmth and connection it needs for survival.

Babies	are	born	well-nourished	from	the	placental	environment.	The	concern	for	Step 4 is to provide conditions 

that facilitate stability, bonding, breastfeeding and recovery from birth. Some babies, especially those affected 

by medications given to the mother during labor, may not be ready to feed for two or more hours after birth, and 

some may not be ready to feed until they awaken from their first sleep. Hurrying them is counter-productive 

and may negatively impact attachment at later feedings. An extended, uninterrupted period of skin-to-skin 

contact should be facilitated to provide these infants with all the benefits of the maternal environment while 

they recover from the effects of medications or a difficult birth. If there are clinical considerations requiring 

that the baby be fed before he or she shows signs of readiness to latch, encourage the mother to express a few 

milliliters of colostrum. 

Staff should be present after the birth in case the mother has questions or issues with optimally positioning 

the	baby	for	locating	the	breast.	Once	again,	this	process	should	not	be	rushed,	and	staff	should	not	expect	

to handle the baby unless invited to do so. When the baby becomes alert, starts moving, makes suckling 

movements and reaches for the breast, staff should explain what is happening and guide the mother to position 

herself comfortably if necessary.

When a newborn starts to seek the breast, it can usually locate it on his or her own, but the mother may need 

to move the baby closer to the areola and nipple to start suckling. Unnecessary washing of the breast or of the 

baby’s hands may impede the newborn infant from using its sense of smell to locate the breast.17,	29,	30,	32

If a baby has not started to breastfeed in the delivery room, be sure that the mother-baby staff is aware of this 

and allows skin-to-skin contact to continue until the first feeding occurs. Staff should watch for signs of 

feeding readiness and offer support and encouragement for the first feeding.

Birthing Practices 

To better put this Step into action, encourage practices that make the mother feel in control and competent in caring 

for her baby. A family-centered approach to care that includes involvement of family members can facilitate this.

Medication 

Medication	given	to	the	mother	or	infant	may	affect	the	baby’s	early	response	to	breastfeeding.	This	should	be	

discussed with the mother both before and during labor.
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Cesarean Section

Skin-to-skin contact is possible and common after 

a	Cesarean	section	and	should	be	encouraged	in	

the operating room after birth if the mother’s and 

baby’s health allow. The operating room, however, 

may not be the best or most appropriate place for 

contact or breastfeeding, depending on how long the 

surgery has taken. In this instance, mother and baby 

can be transported together to the recovery room 

or the postnatal unit might be a more appropriate 

environment for unhurried contact and feeding. 

Minimize	separation	of	mother	and	baby	following	

a	Cesarean	section.	It	is	common	for	fathers	to	

accompany the baby to the postnatal unit after 

Cesarean	section;	however,	this	increases	the	time	

of mother-infant separation. Due to the importance 

of this optimal window for attachment, policy should 

discourage separation at this time. 

Skin-to-skin contact can often begin soon after 

Cesarean	birth.	Should	a	procedure	such	as	resuscitation	cause	a	period	of	separation,	skin-to-skin	contact	

should begin as soon as the baby is stable.

Delayed Contact

If skin-to-skin contact must be delayed or interrupted for clinical indication, it should be started or resumed 

as soon as possible. If the baby requires neonatal intensive care, accommodations for the mother to hold the 

infant and provide kangaroo care should be facilitated as soon as the mother and baby are stable enough to be 

together. 

If the mother is unable to hold her newborn but the baby is healthy and stable, it should be placed in skin-to-

skin contact with the father or another close family member. However, the mother should always be first choice 

for skin-to-skin contact if she is able because of the physical, hormonal and emotional consequences for both 

mother and baby and because the baby is only able to receive colostrum from the mother. 

Breastfeeding	can	still	be	successfully	established	even	if	separation	occurs	before	the	first	feed,	but	extra	

support	may	be	needed.	Frequent	and	uninterrupted	skin-to-skin	contact	can	help.	

Impact of Step 4 on Other Steps

The implementation of the other steps and best practices for breastfeeding are facilitated by early skin-to-skin 

contact.	Confidence	derived	from	successful	early	feeding	can	make	other	feedings	easier (Step 5). A well-

nourished baby can help a mother feel less anxious about its well-being and will avoid unnecessary tests and 

artificial feedings (Step 6). The calming effect of skin contact with babies can facilitate rooming-in by teaching 

mothers one effective way to settle her baby (Step 7). Skin-to-skin contact can be used to awaken a drowsy baby 

for demand-feeding and calm an upset baby before initiating feeding (Step 8).	Finally,	skin-to-skin	contact	can	
eliminate the need for pacifiers and artificial nipples (Step 9). 

Encourage and support the mother 

to breastfeed as soon as the baby 

shows signs of feeding readiness. 

This usually occurs within the first 

hour but may occur any time from 

several minutes after birth to more 

than an hour. Help the mother to 

find a comfortable position that 

facilitates breastfeeding. 
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O v ercoming  B a r r ier s:  St r at egie s  for  S ucce s s

The most common concerns related to implementing Step 4 are detailed below, along with strategies for  

overcoming them (adapted, in part, from the documents listed as General References	after	the	Notes	section	at	

the end of this Step).

1. Perception that units are too busy to accommodate immediate and continuous skin-to-skin contact. 

 While implementing policies of skin-to-skin contact does require significant change and restructuring of 

care,	it	requires	very	little	effort	by	healthcare	professionals	once	implemented.	Continuous	observation	of	

the infant and mother are not required. 

 2. Perception that there is not sufficient space to accommodate unhurried contact in the labor and 

delivery rooms. Mother	and	baby	can	easily	and	safely	be	transferred	from	the	labor	and	delivery	suite	to	

the postpartum unit, either in a bed or wheelchair, while maintaining skin-to-skin contact. This saves staff 

time because there is no need to transport the infant to and from the newborn nursery. Patient satisfaction 

improves when there is no separation of mother and baby. And most important, infant thermoregulation and 

stability are maintained. 

3. Perception that routine care should be prioritized over skin-to-skin contact. If a nurse needs to close out 

her charting before skin-to-skin contact is initiated, weighing and measuring the baby can be done quickly 

at the bedside as soon as the baby is dried and before the baby is put in skin-to-skin contact. All other care 

routines can be adjusted so that they are delayed until after the first feeding, and even then, mother-baby 

contact can be maintained.

4. Perception that a mother who gives birth at a given facility will not want this type of care. Staff may 

believe that mothers are indifferent to instruction on skin-to-skin contact. However, efforts to inform 

mothers of the importance of skin-to-skin contact should be made regardless of perceived interest. 

5.  Staff concerns about offending mothers who choose to not breastfeed. Staff may be concerned that 

breastfeeding could occur spontaneously during skin-to-skin contact with mothers who have chosen not 

to	breastfeed.	Experience	in	Baby-Friendly	hospitals	has	demonstrated,	however,	that	few	mothers	object	to	

an offer of help when their infants show readiness or object if their infants initiate this first feeding, even if 

they go on to formula-feed thereafter.74 If a woman explicitly asks that her baby not latch at the breast, skin-

to-skin contact can still be maintained until the infant is ready for its first feeding. 

  6.   Concerns related to cultural traditions. Prelacteal feeds, or the offering of fluids prior to the first 

breastfeeding, are traditional in some cultures. However, even a few spoonfuls of these non-colostral feeds 

can increase the risk of infection and allergy to the infant. If your area includes cultures in which prelacteal 

feeds are used, prenatal education about the importance of exclusive breastfeeding and the benefits of 

colostrum are important. Discussing cultural expectations may help find solutions that fulfill tradition and 

also	protect	the	infant	from	prelacteal	feeds.	For	example,	sometimes	expressing	and	discarding	the	first	

several drops of colostrum is all that is needed to satisfy cultural norms related to a baby’s not receiving 

colostrum during its first feeding.

“ The process of childbirth is not finished until the baby has safely transferred 

from placental to mammary nutrition.” 75 
World Health Organization
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		•	 Concerns	about	the	mother	who	does	not	want	

to hold her newborn. Not	wanting	to	hold	a	

newborn may be a sign of depression and that 

the baby is at an increased risk for abuse, neglect 

or	abandonment.	Contact	with	the	baby	might	

significantly reduce these risks and should be 

encouraged. Adding a section to the mother’s 

birth chart for documenting the start time 

and duration of skin-to-skin contact will help 

underline the importance of skin-to-skin contact 

at the care facility.

 Twins present a unique situation. Skin-to-skin 

contact can be given to the first infant until the 

second labor begins. This time interval will vary 

with each birth. After the second birth, the mother 

can hold both infants.

 Paradigm Shift

 The challenge underlying all of the stated 

concerns is that skin-to-skin contact and early 

breastfeeding represent a paradigm shift. It is 

a complete change from the way care has been 

routinely delivered in hospital settings in recent 

years, and it is a new way of doing business for 

most healthcare staff, perhaps even more so for 

the more experienced staff. Sensitive and abundant education may be required for convincing staff of the 

benefits of this type of care. Parents should also be educated prenatally so they are prepared to expect close 

and extended contact with their babies. 

 As with any of the Ten Steps, awareness of the benefits of skin-to-skin care may cause staff discomfort if it 

is difficult to reconcile the new care routine with the previous care-delivery mode. Actively involve staff in 

identifying	barriers	and	designing	and	measuring	change.	Celebrate	progress.

	 Strategies	include:

-	 Completing	a	literature	review	of	outcomes	related	to	skin-to-skin	contact	and	early	breastfeeding	as	

well	as	policy	statements	of	the	AAP	and	ACOG.	

- Using rapid-cycle quality-improvement strategies to study and observe the impact of early and 

continuous skin-to-skin contact on infant health outcomes, including hypothermia and breastfeeding rates. 

-	 Examining	current	policies	and	procedures	to	see	whether	they	are	inconsistent	with	this	type	of	care.	

-	 Monitoring	progress	and	regularly	auditing.	Keeping	track	of	when	skin-to-skin	contact	begins	and	its	

duration, along with interviewing mothers, can provide helpful data for tracking progress. The results of 

these audits should be shared with staff as an indicator of what remains to be done and what progress has 

been made. 

Once	skin-to-skin	contact	is	implemented,	the	benefits	such	as	infant	stability,	improved	breastfeeding	

effectiveness and increased maternal confidence will begin to become apparent. 

If mother and baby are separated, restore and 

maintain the mother-baby connection as early 

as possible.
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Eva l u at ing  S ucce s s

 
Use the information in this section and the Additional 

Resource Documents section at the back of this toolkit 

as checkpoints to verify that you are successfully 

implementing Step 4. Assign one or two staff members 

who have the best perspective on day-to-day operations to 

complete these checkpoints. 

		•	 Process	changes.	When evaluating your facility’s 

success in implementing Step 4, consider the 

following:

- Average time to first initiate skin-to-skin contact.

- Average time in skin-to-skin contact after delivery.

- Average time until first breastfeeding.

Facility	management	should	use	the	included	Step 4 

Action Plan to assess progress on this Step.

		•	 Impact	on	patient	experience.	Your	facility	should	

track data related to skin-to-skin contact and early 

breastfeeding.	Data	to	track	include:

- Incidence of hypothermia. 

- Incidence of hypoglycemia. 

-	 Maternal	request	for	nursery	care.

- Lactation acuity at second feeding.

- Prelacteal feed rate.

- Supplementation rate.

		•	 Assessing	value	to	the	facility.	Use Step 4	Facility	Impact	included	in	the	Resources	section	to	assess	

how the recommended measures have affected your facility and to assess cost savings that may be 

attributed to the changes made.

R e s our ce s

•	 DSHS	Publications,	available	for	order	from	the	WIC	Catalog:	http://www.dshs.state.tx.us/wichd/

WICCatalog/contents.shtm	

-	 Colostrum	Flier:	Defines	differences	between	colostrum	and	“mature	milk.”	It	explains	the	importance	

of colostrum and manual expression in the first few days after birth 

-	 The	Hospital	Experience:	What	to	Expect	and	How	to	Make	it	Memorable	brochure:	For	use	prenatally,	

provides anticipatory guidance to pregnant moms about what to expect in the hospital, including the 

importance of Step 4. 

Early contact can have important 

effects on infant health, maternal 

behavior and bonding. Every 

mother should be encouraged 

to hold her baby in skin-to-skin 

contact as soon as possible  

after birth in an unhurried  

environment, regardless of her  

feeding intention.
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•	 Cochrane	Review:		Moore	ER,	Anderson	GC,	Bergman	N,	Dowswell	T.	Early	skin-to-skin	contact	for	

mothers and their healthy newborn infants. Cochrane Database Syst Rev.	2012.16;5:CD003519.	Review.	

Available:	http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD003519.pub3/full

•	 Sample	policies,	patient	information,	chart	review	tool,	references	and	other	resources	to	support	

skin-to-skin	contact.	California	Department	of	Public	Health	Model	Hospital	Policy	Recommendations	

On-Line Toolkit.	Policy	#5:	http://www.cdph.ca.gov/HealthInfo/healthyliving/childfamily/Pages/BFP-

MdlHospToolkitPolicy5.aspx

•	 Information	about	Loma	Linda	University	Medical	Center’s	SOFT	Initiative	to	encourage	support	of	early	

bonding	and	attachment:	lomalindahealth.org/medical-center/our-services/perinatal-services-network/ 

for-health-professionals/about-us/media-guide.page?

•	 The	warm	chain	(Video)	evidence-based	WHO	recommendations	for	preventing	neonatal	hypothermia	after	

birth, including skin-to-skin contact and keeping baby on mother. This video was created by Ukrainian 

Maternal	&	Infant	Health	Project/JSI:	http://youtu.be/hP5XMBppokU

•	 WHO.	Thermal	Protection	of	the	Newborn:	A	Practical	Guide	(1997).	Maternal	and	Newborn	Health/Safe	

Motherhood	Unit.	WHO.:	www.who.int/making_pregnancy_safer/documents/ws42097th/en/

•	 WHO.	Pregnancy,	Childbirth,	Postpartum	and	Newborn	Care—A	Guide	for	Essential	Practice.	2nd ed. 

(2006)	Department	of	Reproductive	Health	and	Research	(RHR),	WHO.	www.who.int/reproductivehealth/

publications/maternal_perinatal_health/924159084X/en/index.html

•	 The	Mother	and	Child	Health	and	Education	Trust.	breastcrawl.org/.	Website	detailing	initiation	of	

breastfeeding by “breast crawl.” Includes video of a newborn finding its way to the breast unassisted after 

placement in skin-to-skin contact immediately after birth. 

•	 Delivery	Self-Attachment	video.	Two	brief	videos,	both	produced	in	underdeveloped	countries,	depicting	a	

newborn’s ability to crawl up to the breast and attach unassisted.

-	 Initiation	of	Breastfeeding	by	Breast	Crawl.	UNICEF	Maharashtra	(India)	http://www.youtube.com/

watch?v=b3oPb4WdycE

-	 The	Breast	Crawl,	(Phillipines):	http://www.youtube.com/watch?v=e9WtH4dq-cw

•	 Information	Sheet:	The	First	Hour	of	Life:	Reasons	to	Breastfeed.	UNICEF	Malaysia	Communications,	

2007:	www.unicef.org/malaysia/Breastfeeding_First_Hour_of_Life.pdf

•	 BFHI	Link,	March	2006.	Newsletter	from	Baby	Friendly	Initiative	in	Ireland.	Focus	on	Step	4,	

including	Parent	Handout—Letter	from	baby.	“Thank	You	For	Taking	Good	Care	of	Me”	www.ihph.ie/

babyfriendlyinitiative/bfhi_link.htm

Book

Smith	LJ.	Impact	of	Birthing	Practices	on	Breastfeeding	–	Protecting	the	Mother	and	Baby	Continuum.	Jones	&	

Bartlett	Publishers,	2nded.	2010.

Skin-to-Skin Contact for the Preterm Infant

WHO.	Kangaroo	Mother	Care:	A	Practical	Guide.	(2003).	Department	of	Reproductive	Health	and	Research	

(RHR),	WHO.	www.who.int/making_pregnancy_safer/documents/9241590351/en/

Kangaroo Mother Care DVDs/Videos [Manufacturer’s descriptions]

Kangaroo Mother Care—Restoring the Original Paradigm for Infant Care and Breastfeeding  

This video provides the latest research and evidence to prove that the newborn thrives best in its original 

‘rightful	place’—on	its	mother’s	chest.	Kangaroo	mother	care	has	some	vital	components:	the	video	provides	full	

details on why kangaroo mother care works and why it is so important for all newborn babies. It is intended 

for	healthcare	workers	dealing	with	healthy	and	‘at-risk’	mothers-to-be	as	well	as	for	prospective	mothers	

http://lomalindahealth.org/medical-center/our-services/perinatal-services-network/for-health-professionals/about-us/media-guide.page?
www.who.int/reproductivehealth/publications/maternal_perinatal_health/924159084X/en/index.html
http://breastcrawl.org
http://www.youtube.com/watch?v=b3oPb4WdycE
www.ihph.ie/babyfriendlyinitiative/bfhi_link.htm
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and fathers. The application of kangaroo mother care must be carried out under supervision of a healthcare 

professional	and	is	not	described	in	the	video.	(Running	time:	51	minutes)

Kangaroo Mother Care—Rediscover the Natural Way to Care for Your Newborn Baby 

Kangaroo	mother	care	is	for	all	newborn	babies,	especially	premature	ones.	This	video	summarizes	research	

and evidence to prove that the newborn thrives best in its original rightful place—on its mother’s chest. A 

practical	method	of	doing	kangaroo	mother	care	is	described.	(Running	time:	26	minutes)

•	 www.skin.kangaroomothercare.com

•	 www.geddesproduction.com/kangaroo-mothercare.php

The  Fo l low ing  D o cumen t s  C a n  B e  Found  I n  t he  A ddi t ion a l  R e s our ce s  S ec t ion 

•	 Action	Plan

•	 Facility	Impact
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Step 5
Show mothers how to breastfeed and how to maintain lactation, 

even if they should be separated from their infants.



1. Assist mother-baby pairs to confidently and effectively breastfeed.

2.  Enable mothers to prevent, detect and address any difficulties that 

may occur to maintain lactation.

Objectives
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Goals: To assist mother-baby dyads to confidently and 
effectively breastfeed. Further, to enable mothers to 
prevent, detect and address any difficulties that may 

occur so that lactation is maintained. 

B ackgr ound

In the past, women learned breastfeeding skills through a lifetime of observation and exposure to breastfeeding 

and had support in the postpartum period from women experienced in breastfeeding. Presently, few women in 

the United States have this lifetime experience with breastfeeding, so assessment, practice and support in the 

postpartum period helps assure that families are effective and confident with their new infant-feeding skills. 

The largest drop-off period in breastfeeding occurs in the first several weeks after birth. The two leading reasons 

given for breastfeeding cessation in the early postpartum period are (1) perceptions that milk production is 

inadequate	and	(2)	that	women	experience	pain	or	discomfort	with	breastfeeding.	Each	of	these	problems	could	

potentially be prevented or corrected given the appropriate environment.1–3 When mothers are confident, experience 

effective attachment and milk transfer, and establish an abundant milk supply, they are more likely to continue 

successful breastfeeding—and to exclusively breastfeed—beyond the early postpartum period.4–7 

Successful	breastfeeding	can	be	facilitated	through:

•	 Support	and	promotion	of	self-efficacy.

•	 Support	and	reinforcement	of	correct	positioning	and	latch.

•	 Assessment	of	the	effectiveness	of	the	infant’s	suckling.	

•	 Encouragement	and	support	for	frequent,	unlimited	feeding.

•	 Provision	of	anticipatory	guidance.	

When problems do occur, ongoing assessment allows for early detection and correction. This crucial support 

enables women to enjoy breastfeeding and to reach both recommended and personal breastfeeding goals. 

Proactive management is required for mother-baby dyads experiencing challenges with breastfeeding  

(e.g., high lactation acuity), as they are at increased risk for poor feeding-related outcomes, including  

early weaning. 

Step 5
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Wh y  St ep  5?

Though lactation is a physical process and a normal part of the reproductive cycle, breastfeeding is a learned 

technique and social skill enhanced by practice and support. While Step 3 provides parents with information 

about what to expect, and Step 4 provides the conditions for optimal initiation of breastfeeding, Step 5 provides 

conditions and practical support for establishment and continuation of effective breastfeeding.

Carrying out Step 5 benefits your facility by enhancing:

1. Safety: Support for effective milk removal and milk transfer reduces maternal risk for nipple trauma, 

painful engorgement, mastitis, milk insufficiency and lactation failure. It also reduces infant risk for 

jaundice, hypoglycemia, excessive weight loss, dehydration, failure to thrive, and the short- and long-term 

risks of non-exclusive breastfeeding. 

2. Effectiveness: Provision of effective healthcare requires application of evidence-based concepts and critical 

thinking skills with regard to the assessment, planning, implementation and evaluation of patient care. 

Assessment and support of nutritional status is a basic component of patient care. Support for effective milk 

removal and milk transfer has been shown to improve breastfeeding and other health outcomes. Assessment 

of lactation acuity ensures that the appropriate level of support is provided for maximum effectiveness.

3. Patient-centeredness: Assessment and support provided by knowledgeable staff who are able to assist 

patients in mastering comfortable, effective feeding techniques helps patients confidently achieve their 

infant-feeding goals. Providing consistent and accurate information increases patient satisfaction and 

facilitates informed decision-making.

4. Timeliness: Implementation of Step 5 ensures prevention and early detection of breastfeeding and lactation 

problems requiring care. Step 5 allows for effective discharge and follow-up planning (See also Step 10) so that 

timeliness and continuity of community care are improved.

5. Efficiency: Helping mothers and babies have a good start with breastfeeding is one of the best investments 

in time and effort that can be made in the postpartum period. When basic breastfeeding routines are 

founded on evidence-based physiologic principles, many problems can be prevented. Accurate assessment, 
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determination of lactation acuity and an appropriate intensity of proactive support makes patient and 

staff efforts more efficient and effective and best utilizes technologies and supplies (e.g., nipple shields, 

bottles, nipples, formula, breast pumps, glucose monitoring, etc.). It also prevents or minimizes the need 

for remedial treatments such as restoration of skin integrity or wound care for sore or damaged nipples, 

treatment of pain or infection, phototherapy, supplemental fluids, etc.

6. Equity: Thorough assessment and individualized support for breastfeeding improves breastfeeding 

outcomes and helps each family have equal access to the benefits of breastfeeding.

Ev idence  for  Effic ac y

Need for Assessment 

It is recommended by the American Academy of Pediatrics (AAP) that trained personnel formally assess 

breastfeeding within the first two days after delivery.8

•	 Assessment	provides	the	opportunity	for	health	professionals	to	reinforce	what	has	been	taught	and	to	

reassure nursing mothers as well as to intervene and correct any problems. Assessment tools can help to 

determine courses of intervention.8–12

•	 Using	a	standard	set	of	breastfeeding	assessment	tools	increases	the	accuracy	and	consistency	of	scoring	

so that the findings are more clinically relevant.13–15

Assessment	has	specific	implications	for	health	benefits	of	mother	and	baby:

•	 Through	support	for	effective	attachment	and	positioning,	nipple	soreness	can	be	avoided	or	corrected	so	

that discomfort does not continue throughout a feeding.16–17 

•	 Persistent	pain	that	cannot	be	corrected	through	positioning	should	be	further	assessed	for	possible	

bacterial or fungal infection.18

•	 Early	detection	and	correction	of	suboptimal	breast	stimulation	and	ineffective	attachment	or	milk	

removal supports the establishment of an adequate milk supply and assures that infants are successfully 

breastfeeding prior to discharge. 6,	17,	19–20

•	 While	a	single	sign	may	not	indicate	a	problem,	careful	assessment	and	monitoring	of	progress	

throughout the hospital stay allows for detection of and intervention for factors known to increase risk for 

early breastfeeding cessation.21–23	

Quality and Consistency of Advice and Support

Many	mothers	report	they	did	not	receive	adequate	support	in	the	hospital.1,	6,	24 They cite inaccurate or 

inconsistent advice and support about breastfeeding by hospital staff as a reason for dissatisfaction with 

medical care.25

Inaccurate or inconsistent information and support from healthcare staff negatively impacts breastfeeding 

outcomes and contributes to early breastfeeding cessation.25–31 In addition, infant weight loss occurs more in 

infants of mothers who do not receive individual breastfeeding guidance and support.32

In contrast, breastfeeding initiation, duration and exclusivity33–35—as well as overall satisfaction—increase 

if mothers are provided quality support, instruction and anticipatory guidance during the postpartum  

period.17,	21,	36–46 
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Supporting Confidence

Maternal	confidence	is	demonstrated	to	significantly	

impact breastfeeding outcomes, including exclusivity 

and duration of breastfeeding.4, 5,	47–50

Concerns	that	milk	supply	is	insufficient	often	

undermine maternal and family confidence in 

breastfeeding:

•	 The	mother’s	perception	of	insufficient	milk	

supply is the most commonly cited reason for 

breastfeeding cessation.1, 3, 51 

•	 In	addition	to	physiological	issues,	psychosocial	

issues may impact a mother’s concepts about 

sufficiency of milk supply and may influence  

her confidence in her ability to effectively feed  

her baby.52

•	 Inappropriate	feeding	restrictions,	unresolved	

positioning and latch issues, and inconsistent 

breastfeeding counseling are factors in failure to 

establish sufficient milk supply.52

•	 Maternal	fears	about	milk	insufficiency	are	often	

accompanied by significant anxiety and require 

additional support by trained caregivers.53

•	 Mothers,	families	and	healthcare	professionals	

often attribute perceived difficulties—such as 

the infant crying after breastfeeding, having to 

nurse for an unusually extended period of time, 

changes in sleep patterns, changes in stooling 

patterns, slow weight gain, weight loss, etc.—to 

milk insufficiency, without also considering 

other factors.52

•	 Providing	emotional	support	and	encouragement,	

even in the absence of technical advice, has been 

shown to help breastfeeding outcomes.54

Effective Instruction and Support

•	 Breastfeeding	instruction	that	empowers	mothers	

and caregivers through a “hands-off” approach 

by healthcare staff is associated with longer 

breastfeeding duration and improved confidence 

in sufficiency of milk supply.16, 55, 56

•	 Adult	learners	are	more	likely	to	use	educational	

materials when they address a specific concern  

or need.57

“ Trained caregivers will undertake 

daily formal evaluation of the 

breastfeeding process in each 

mother-baby dyad, including 

observation of position, latch and 

suckling. Each nursing shift will 

document these evaluations in the 

medical record.  

Breastfeeding babies will be 

weighed each day. Weight loss 

in the first seventy-two hours 

of  7 percent or more from birth 

weight indicates a possible 

breastfeeding problem and 

requires more intensive evaluation 

of breastfeeding and possible 

intervention to correct problems 

and improve milk production  

and transfer.”58 
American Academy of Pediatrics  
Section on Breastfeeding. Sample 
Hospital Breastfeeding Policy for 
Newborns. (2009) 
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•	 There	is	no	evidence	that	written	

materials have a beneficial effect when 

used alone.35

•	 Printed	materials,	videos	or	other	

visual or auditory media can be useful 

in reinforcing verbal instructions.59 

However, materials should be closely 

reviewed to assure that they avoid 

negative messages or stereotypes and do 

not contradict verbal education.60

•	 Breastfeeding	duration	is	extended	when	

mothers	have	a	supportive	partner	and/

or family.39, 41

Support for Mothers and Babies  
When Separated

Women	whose	babies	are	admitted	to	the	NICU	

may be less likely to exclusively breastfeed 

at hospital discharge.61	Frequent	milk	

expression is associated with increased milk 

production	in	mothers	of	premature	and/

or low-birth-weight infants.62 The volume of 

milk expressed varies greatly from woman 

to woman, so it is difficult to make a direct 

correlation between the frequency of expression and the amount of milk produced.63 However, clinical observation 

indicates that milk production is improved when milk is expressed eight or more times daily (approximately every 

three	to	four	hours),	especially	during	the	first	week	postpartum.	Milk	expression	should	begin	as	soon	as	is	

feasible in the first day and preferably within the first six hours after delivery, if possible.64–66

I mpl emen tat ion  St r at eg y

Preparation: Getting Ready for Providing Assessment and Support for Breastfeeding Mothers

Action steps for implementing Step 5 include:

1.	 Assessing	the	facility.	Review	and	assess	the	following:

•	 Baseline	knowledge,	attitudes,	beliefs	and	behaviors	that	staff	hold	with	regard	to	infant	feeding	and	

breastfeeding support.

•	 Current	methods	and	consistency	of	clinical	assessment	of	lactation	and	breastfeeding.

•	 Baseline	level	of	lactation	support	and	consistency	of	information	provided	during	the	postpartum	stay,	

as reported in patient interviews.

•	 Current	level	of	complications	that	may	be	related	to	poor	attachment,	including	nipple	trauma,	weight	

loss	greater	than	7	percent,	dehydration,	hypoglycemia,	etc.

•	 Current	levels	of	maternal	confidence,	comfort	or	pain	and	perceptions	of	milk	sufficiency,	as	reported	in	

patient interviews.

Step 5
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•	 Physical	space	and	accommodations	in	all	patient-care	areas—including	at	bedside	in	the	NICU.	Consider	

whether these adequately accommodate breastfeeding and expression of breastmilk.

•	 Written	materials	for	accuracy,	effectiveness,	consistency	and	compliance	with	the	principles	of	the	Code.

2.	 Reviewing	breastfeeding	assessment	tools	and	selecting	one	for	your	facility’s	use.	See	the	Resources	

section of this Step for more information on breastfeeding assessment tools. All staff should be trained and 

assessed for consistent interpretation and use of the chosen tool.

3. Training staff to teach mothers to breastfeed and to maintain lactation. Include the following in  

training	curricula:

•	 Anatomy	and	physiology	of	breastfeeding.	

•	 Information	on	normal,	effective	breastfeeding	and	how	to	assess	lactation	acuity	(make	referrals	for	and	

implement care plans for variations from the norm).

•	 Principles	and	assessment	of	positioning,	latch	and	milk	transfer,	and	demand-feeding.

•	 Hand-expression	techniques,	use	of	breast	pump,	and	safe	handling	and	storage	of	breastmilk.

•	 Use	of	chosen	assessment	tool.

•	 Principles	of	adult	learning	and	a	“hands-off”	approach	to	breastfeeding	education.

4. Adjusting facilities and staffing.

•	 Accommodate	staff	time	to	allow	for	individual	or	group	counseling	of	mothers	about	breastfeeding	

management and maintenance of lactation.

•	 Allow	for	lactation	support	and	counseling	should	mother	and	baby	be	separated.	

•	 Ensure	that	space	is	provided	in	patient	rooms,	in	the	NICU	and	other	appropriate	parts	of	the	facility	for	

breastfeeding, milk expression and milk storage. 

•	 Purchase	supplies	for	storage,	labeling,	preparation	and	administration	of	expressed	breastmilk.	(See	Step 9.)

•	 Plan	space	and	policies	so	that	mothers	and	babies	may	remain	together	if	either	should	require	

hospitalization that extends past the time the other is discharged from your care.

5. Revising and developing educational materials and documentation.

•	 Select	or	develop	effective	and	accurate	educational	materials.

•	 Investigate,	develop	and/or	adopt	charting	tools	to	document:	

–	 Condition	of	breasts	and	nipples.

– Position of mother and infant.

–	 Correct	latch-on.

– Signs of milk transfer.

–	 Mother	and	infant	interaction.

–	 Frequency	of	feedings.

–	 Number	of	wet	diapers.

–	 Number	and	character	of	bowel	movements.

– Weight gain or loss pattern.

– Anticipatory guidance provided.

– Plans of care for infant feeding.
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Implementation: Best Practices for Success

Supporting Breastfeeding

Regardless of prior experience, all mothers of newborns should be provided practical infant-feeding skills and 

information	about	how	to	achieve	effective	positioning	and	attachment	of	the	baby	at	the	breast.	Feeding	is	a	

primary	task	for	the	mother-baby	dyad	during	the	postpartum	period.	Early,	frequent	and	effective	feeding	provides	

a strong foundation for establishment of an abundant milk supply. It will also lead to comfort and confidence in the 

breastfeeding relationship, thus helping sustain breastfeeding long after the hospital stay. 

The need for support and education begins soon after delivery and continues through the hospital stay and 

beyond.	Such	support	is	demonstrated	to	have	lasting	benefits.	Most	breastfeeding	problems	are	related	to	

latch, positioning and attachment at the breast and can often easily be prevented or corrected if detected. A new 

mother needs guidance about normal breastfeeding and infant-feeding cues and also needs to be encouraged 

and coached through any difficulties so that she can continue to breastfeed confidently.

Many	women—even	those	who	have	breastfed	previously—have	received	inaccurate	and/or	inadequate	

information about breastfeeding. As a result, many are unable to achieve recommended benchmarks for 

exclusivity and duration or to achieve their own breastfeeding goals. Since all children and pregnancies are 

different, even women who successfully breastfed a child previously may need a refresher or support with a 

subsequent child.

Positioning, Attachment and Milk Transfer

In order for a mother to optimize her baby’s ability to feed effectively, she must first be provided with 

information	and	instruction	to	understand	and	identify:

•	 Her	infant’s	hunger	and	satiety	cues.	

•	 Principles	of	breastfeeding	on	demand.	(See	Step 8.)

•	 Goals	of	positioning	and	latch:

 - To reduce interference with and increase effectiveness of milk transfer. 

 - To minimize fatigue or discomfort for herself and her baby during the feeding.

•	 Signs	of	effective	milk	transfer	(Intake):

 - During a breastfeeding.

	 -	 	By	observing	output,	behavior,	weight	and	other	indicators	of	the	baby’s	general	condition.

•	 Basics	of	building	and	sustaining	a	milk	supply:	

	 -	 	Frequent	and	effective	breastfeeding	or	milk	removal	stimulates	milk	production.

	 -	 Milk	stasis	(e.g.	through	restriction	of	frequency	or	duration	of	feedings)	slows	milk	production.

 -  Regulation of infant’s intake and supply—and interference with milk removal as a result of 

supplementation—negatively affect milk production.

•	 Indications	that	help	might	be	needed	(e.g.,	absence	of	effective	milk	transfer,	pain	or	discomfort).

•	 How	and	when	to	access	help	if	needed.

Breastfeeding guidance: Provide practical assistance with accurate 

technique, feeding pattern information and psychological and  

emotional support.
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The mother also benefits by learning about infant states of arousal and how to optimize state organization and 

feeding readiness (e.g., skin-to-skin contact, responding to early hunger cues, reducing external stimulation). 

The role of maternity staff is to provide information and guidance in a “hands-off” way to support the mother in 

gaining the skills and confidence to effectively position her own baby so that he or she is able to effectively latch and 

feed.	Be	sure	to	provide	assessment,	support,	education	and	reinforcement	until	breastfeeding	is	effective	and	the	

mother is confident in her ability to nurse her baby after discharge.

Breastfeeding	is	most	effective	when:

•	 Ongoing	interaction,	communication	and	collaboration	occur	between	mother	and	infant.

•	 The	mother	is	empowered	to	provide	an	optimal	environment	(e.g.,	skin-to-skin	contact,	ready	access	to	 

the breast).

•	 The	baby’s	cues	are	observed	and	responded	to	promptly.

•	 Positioning	is	such	that	the	baby’s	latch	and	ability	to	suckle	are	maximized,	while	comfort	of	both	mother	

and baby is maintained.

Teaching Hand Expression

Hand expression is a simple, essential skill that should be taught to all mothers prior to hospital discharge. 

Hand expression is a tool that is always available and requires no electricity, special equipment or other 

technologies. There is rarely a need for a breast pump during the hospital stay. Such a need is usually only 

indicated when a mother’s infant is ill or was born preterm. 

Hand-expressed breastmilk can be used if the mother becomes separated from her infant or if the infant 

is unable to directly breastfeed. Teaching a mother to hand express has many benefits. Hand expressing 

breastmilk	can:

•	 Help	mothers	understand	the	mechanisms	of	breastfeeding.

•	 Reassure	a	mother	that	her	body	 

is competent to produce milk.

•	 Entice	a	reluctant	baby	to	the	breast.

•	 Be	used	to	provide	colostrum	directly	into	a	baby’s	

mouth to avoid supplementation.

•	 Relieve	discomfort	from	fullness.

•	 Soften	a	full	breast	before	attachment.

•	 Help	clear	a	blocked	milk	duct.

•	 Help	to	increase	milk	flow	before,	during	and/or	after	

use of a breast pump.

An online example of hand expression can be found  

on	the	Breastmilk.	Every	Ounce	Counts.	website— 

www.breastmilkcounts.com/educational-activities.php—

under	Softening	and	Expressing.

Increasing Confidence

In addition to providing practical support, mothers benefit 

from praise and acknowledgement of what they are already 

doing well. To bolster a mother’s breastfeeding confidence 

while	in	the	hospital	and	after	discharge:

“ Encouraging the mother to  

record the time and duration of 

each breastfeeding, as well as 

urine and stool output during 

the early days of breastfeeding in 

the hospital and the first weeks 

at home, helps to facilitate the 

evaluation process.”8 
AAP Policy Statement, Breastfeeding 
and the Use of Human Milk (2005)

www.breastmilkcounts.com/educational-activities.php
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•	 Use	a	“hands-off”	approach.	When	giving	instruction,	information	and	support,	allow	parents	to	take	the	

lead in all aspects of their newborn’s care while in a supportive environment. This helps to build parents’ 

confidence and self-efficacy, preparing them for the care of their infant after they are discharged. 

•	 Look	for	parents’	effective	responses	to	their	infants,	and	verbally	acknowledge	and	reinforce	the	successful	

acquisition of appropriate infant-feeding skills. 

Assessment

To	establish	a	successful	set	of	protocols	for	breastfeeding	assessment,	your	facility	should:	

1.	Choose	a	standardized	assessment	tool.	For	consistent	and	accurate	communication	of	lactation	acuity,	train	

and assess staff in the use of the tool.

2.	Complete	a	functional	assessment	of	feeding	during	every	shift.	Using	the	chosen	tool,	conduct	an	interview	

with the mother and employ physical observation.

3.	Consider	the	following	components	along	with	physical	observation	of	feeding:

•	 Medical	and	social	history.

•	 Verbal	and	non-verbal	communication.	

•	 Social	and	emotional	factors.

•	 Physical	aspects.

•	 Mother’s	knowledge	of	infant	feeding	and	care.

•	 Maternal	responsiveness	to	and	interaction	with	her	infant’s	hunger	and	social	cues.

•	 Needs	for	education,	anticipatory	

guidance and support.

•	 The	dyad’s	level	of	pain	and	comfort.

•	 Feeding	intake	and	output	indicators.

Intake and output are basic indicators 

of feeding efficacy as well as of the 

infant’s health status and should be 

assessed throughout the hospital stay. 

With breastfeeding, input is generally 

assessed by inference rather than by 

direct measuring. Input is assessed 

during a feeding by watching for signs 

of milk transfer and satiety and after a 

feeding, by assessed output and weight 

status. While measuring urinary output 

is important to assess kidney function, it 

is not a reliable indicator of intake in the 

early days because infants are born with 

abundant fluid stores that will be excreted 

over the first few days. The number and 

color of stools is a more reliable indicator 

of breastmilk intake, particularly after  

day four.

S TA FF  A S SI S TA N C E  &  
M AT ER N A L  ED U C AT I O N  

Within six hours of delivery, nursing staff should offer 

each mother further assistance with breastfeeding 

her newborn. The mother should be guided so that she 

can help the newborn latch onto the breast properly. 

During the course of her hospitalization, she should 

receive	instruction	on	and	be	evaluated	for:

•	 Nutritional	guidelines	and	expectations.	

-	 Normalcy	of	weight	loss	(average	of	7	percent,	not	

to exceed 10 percent in term newborns).

-	 Normal	timing	to	regain	birth	weight	 

(by day ten).

-	 Expected	feeding	volumes	in	first	two	days	 

(1–2	tsp.	or	5–10	mL/feed;	1–10	oz/day	for	a	term	

newborn).

- Indicators of adequate hydration and 

nutrition (bright yellow bowel movements  

by day four or five).

•	 Positioning	and	latch-on.

•	 Hand	expression	and	use	of	breast	pump,	when	

indicated.
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Addressing Difficulties

The leading reason for the discontinuation of 

breastfeeding is difficulties experienced in the 

early weeks. The most commonly stated reasons 

for early weaning include concerns about milk 

supply, difficulty with latching or attachment and 

nipple pain or breast discomfort.1, 3 These concerns 

may be addressed with preventive or corrective 

measures. Should any difficulties be detected 

during the maternity stay, staff should address 

them and communicate a care plan to the mother 

and healthcare team, documenting the plan in the 

patient’s records. A referral for a consultation with a 

lactation specialist should be made if the difficulties 

are beyond the limits of normal breastfeeding 

(e.g., nipple pain or other issues uncorrected by 

repositioning or adjustment of latch). Planning and 

follow-up care in the community upon discharge 

should be arranged.

Anticipatory Guidance

During the hospital stay, provide mothers with information about common breastfeeding problems and corrective 

measures as well as how to seek information, assistance or referrals after discharge. Address their questions and 

concerns about continued breastfeeding after return to work. 

Breastmilkcounts.com	is	an	excellent	resource	for	breastfeeding	education	and	support	and	should	be	offered	to	

mothers as an online resource to reference for breastfeeding-related questions or concerns that may arise.

Some	specific	issues	to	explore	with	mothers	prior	to	discharge	include:

•	 Common	breastfeeding	myths.	

•	 General	information	about	infant	care	and	guidance	addressing	common	issues	such	as	fussiness.

•	 How	to	be	responsive	to	infant	crying	and	understand	that	not	every	cry	or	discomfort	is	related	to	hunger.

•	 How	to	comfort	the	infant	with	measures	other	than	breastfeeding	if	hunger	cues	are	not	exhibited.	

•	 Information	about	normal	infant	behavioral	states.

Staff Training

When staff are not adequately trained or confident in their skills, it is tempting to gloss over or minimize the 

importance	of	breastfeeding	assessment.	Breastfeeding	support	is	rarely	included	in	preparatory	training	for	

healthcare professionals, and it is well documented that most healthcare professionals do not feel confident in 

their	knowledge	or	skills	to	adequately	support	breastfeeding.	Even	highly	experienced	maternity	staff	may	

have little breastfeeding support knowledge, or they may have abundant knowledge that is not evidence-based. 

Staff who are not confident in their knowledge and skills may rely on their own beliefs or experiences to 

provide	guidance	to	new	mothers	or	may	avoid	providing	substantive	guidance	at	all.	For	example,	they	may	

make a casual assessment from the door or foot of the bed, simply observing the mother holding the baby at the 

breast	and	asking	her,	“Does	it	feel	okay?”	or	“Is	breastfeeding	going	okay?”	Guidance	provided	by	staff	who	

are not up to date in their information can result in inconsistent messaging and actively interfere with effective 

breastfeeding. Receiving inconsistent advice from healthcare professionals about breastfeeding is commonly 
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reported and has been shown to negatively 

impact breastfeeding outcomes. 

In addition, healthcare staff are often untrained 

in concepts of adult learning or patient-centered 

care and may be unaccustomed to providing 

guidance that could empower families to take 

direct responsibility for the care of their infants, 

including	positioning	the	infant	for	feeding.	For	

example, staff may feel confident in “latching a 

baby on” or expressing drops of a mother’s milk 

but may not have sufficient knowledge about 

the milk-production process, positioning and 

attachment, or in principles of adult education 

to be able to effectively communicate these skills 

and knowledge so that mothers can confidently 

achieve effective breastfeeding without 

assistance. 

See Step 2 for more information on training staff 

in the skills needed to fully implement Step 5.

Separation of Mother and Baby for  

Clinical Reasons

If direct breastfeeding is not possible in the 

early postpartum period due to a preterm birth 

or infant illness, assist the mother with nipple 

stimulation and milk expression within the first 

six hours after giving birth. Delaying initiation 

of breast stimulation beyond this period may 

negatively impact milk supply.67 If the mother 

and baby are separated and direct breastfeeding 

continues to be delayed, help the mother to 

establish a regular milk expression schedule—at 

least eight to twelve times (approximately every 

three	to	four	hours)	per	24	hours,	both	day	and	

night—to establish and maintain her milk supply. 

Milk	should	be	collected,	transported,	stored	

and used for her baby’s feedings, to the extent 

possible, for as long as direct breastfeeding is 

delayed. Provide moms with a hospital-grade 

pump to aid establishment of milk supply.

As much as possible, keep mothers and babies 

together.	If	babies	require	care	in	the	NICU	or	 

if mothers require special medical care, make 

every effort to minimize mother and baby 

separation and maximize time that they are in 

skin-to-skin contact. This contact is important 

for the health and well being of both mother 

“ Formal evaluation of breastfeeding, 

including observation of position, 

latch and milk transfer, should be 

undertaken by trained caregivers at 

least twice daily and fully documented 

in the record during each day in the 

hospital after birth.” 8 
AAP Policy Statement, Breastfeeding  
and the Use of Human Milk (2005)

“ Peripartum care of the couplet 

should address and document infant 

positioning, latch, milk transfer, 

baby’s daily weight, clinical jaundice 

and all problems raised by the mother, 

such as nipple pain or the perception 

of an inadequate breastmilk supply. 

Formal in-patient lactation instruction 

programs need to be assessed carefully 

for effectiveness and best practices.” 68 
The Academy of Breastfeeding Medicine 
Protocol Committee
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and baby and for the establishment of milk 

production.	Facilities	should	be	arranged	so	

that parents can be close to their preterm or 

ill child both day and night. Accommodation 

for	milk	expression	in	the	NICU	also	

minimizes separation and may increase a 

mother’s ability to produce milk. 

It is valuable for a mother to know how to 

maintain milk supply and to hand express 

breastmilk in the event she is separated later 

from her baby due to illness or employment. 

Emphasize	hand-expression	techniques	so	

that mothers are not dependent on a pump 

or other equipment, but do not discourage 

use	of	a	pump.	The	WIC	program	provides	

eligible moms with breast pumps and should 

be offered as a resource for qualifying women.

Information for Families  

Who Formula-Feed

Families	who	formula-feed	should	also	be	

provided with evidence-based information 

and necessary skills to effectively feed their 

infants.	This	includes	information	about:	

•	 Responsiveness	to	hunger	and	 

satiety cues.

•	 Principles	of	infant-led,	or	on-demand-

feeding, including pacing bottle-feeds.

•	 Physiologic	stomach	capacity	and	

appropriate feeding volumes. 

•	 Safe,	hygienic	preparation,	handling	and	

storage of infant formula.

I N D I C ATO R S  FO R  
B R E A S T FEED I N G  P RO B L EM S  

Mother–baby	dyads	at	risk	for	breastfeeding	

problems benefit from early identification and 

assistance.	Consultation	with	an	expert	in	lactation	

management may be helpful in situations, including 

but	not	limited	to	the	following:68

Maternal	indicators

•	 Request	for	assistance	and/or	anxiety.	

•	 Previous	negative	breastfeeding	experience.	

•	 Flat	or	inverted	nipples.	

•	 History	of	breast	surgery.	

•	 Multiple	births	(twins,	triplets,	higher-order	

pregnancies).

Infant indicators

•	 Documentation	after	the	first	few	feedings	that	

there is difficulty in establishing breastfeeding 

(e.g., poor latch, sleepy baby).

•	 Prematurity	(37	weeks	of	gestation	or	less).	

•	 Congenital	anomaly,	neurological	impairment	

or another medical condition that affects the 

infant’s ability to breastfeed. 

•	 Hyperbilirubinemia.

•	 Any	maternal	or	infant	medical	condition	

for which breastfeeding must be temporarily 

postponed or for which milk expression is 

required. 

The	Academy	of	Breastfeeding	Medicine	Protocol	Committee

“ Problems identified in the hospital 

should be addressed at that time, and 

a documented plan for management 

should be clearly communicated to both 

the parents and to the medical home.” 8 
AAP Policy Statement, Breastfeeding and the 
Use of Human Milk
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O v ercoming  B a r r ier s:  St r at egie s  for  S ucce s s

The most common concerns related to implementing Step 5 are detailed below, along with strategies for 

overcoming them (adapted, in part, from the documents listed as General References	after	the	Notes	section	at	

the end of this Step).

1. Time is limited due to staffing limitations or short hospital stays.

•	 Emphasize	counseling	and	instruction	during	the	prenatal	period.	Maintaining	close	communication	

with prenatal providers and offering prenatal classes through your facility ensures consistency of all 

breastfeeding information that families receive prenatally and during the mother’s postpartum stay.

•	 As	time	is	freed	by	implementing	rooming-in	and	other	time-saving	policies,	reallocate	staff	time	to	

focus on infant-feeding assessment and support. Arrange for group opportunities where mothers can 

come	together	to	breastfeed.	Group	instruction	and	multiple	assessments	can	then	occur	at	once,	and	

mothers will have the added benefit of mother-to-mother support. 

•	 Consider	using	peer	counselors	to	extend	your	services.	Partner	with	your	local	WIC	agency	to	see	

whether their peer counselors are available to serve as an additional resource to increase the support 

that	WIC	recipients	receive	during	their	hospital	stays	at	your	facility.	

•	 Reinforce	verbal	instruction	with	a	few	well-written	handouts.	(Some	example	materials	are	suggested	

in the Resources section of this Step.)

•	 During	the	hospital	stay,	provide	videos	through	closed	circuit	television	or	other	means.	(DSHS	-	

produced breastfeeding videos may be freely used for this purpose.)

2. Staff do not currently possess the skills or confidence to provide effective assessment and support.

• Implement Step 2 so that all staff are trained 

and current in providing breastfeeding 

support.

•	 Develop	and	distribute	pocket	guides,	short	

information	sheets,	decision	trees	and/or	

scripts to provide guidance on addressing 

common breastfeeding problems.

•	 On	each	shift,	develop	a	core	group	of	

mentors composed of staff who are current 

and competent in their lactation and patient-

counseling skills. Arrange for other staff 

to shadow these mentors, and have the 

mentors observe the other staff members with 

assessment and support. 

•	 Designate	time	for	a	resource	person	or	team	

on each shift to support other staff with 

assessment and patient support. 

•	 Be	sure	that	training	focuses	on	clinical	

experience when working with breastfeeding 

mothers and that it includes experiential 

training both with normal, effective 

breastfeeding and with common problems.
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3. Staff do not believe in the value of establishing breastfeeding in the early postpartum period or in the 

value of clear, consistent messaging.

•	 Promote	patient-centered	care,	emphasizing	that	breastfeeding	education	is	a	critical	component.	

•	 Assess	what	staff	have	been	taught	and	are	currently	doing,	then	tailor	education	around	addressing	

any identified areas of confusion or inconsistencies. 

•	 Designate	a	team	to	identify	best	practices	and	establish	standards	for	breastfeeding	education.

4. Facility does not have adequate space to store milk and breastfeeding equipment for mothers who are 

separated from their infants.

•	 Milk	storage	can	be	handled	efficiently	with	little	space.	The	only	equipment	needed	is	a	refrigerator	 

and sanitary collection containers for milk storage. Instructions for safe handling and storage  

must also be available. 

•	 If	mothers	room-in	with	their	babies	and	feed	on-demand,	the	need	for	breastmilk	storage	is	reduced.

 

Eva l u at ing  S ucce s s

Use the information in this section and the additional tools provided in the Additional Resource Documents 

section at the back of this toolkit as checkpoints to verify that you are successfully implementing Step 5. Assign 

one or two staff members with the best perspective on day-to-day operations to complete these checkpoints. 

•	 Process	changes.	When evaluating your facility’s success in implementing Step 5,	consider	the	following:

- Is a standardized assessment tool consistently being used? Does a maternal and infant lactation 

evaluation occur within the first six hours of birth? 

- Are anticipatory breastfeeding guidance and a feeding plan consistently documented in the charts?

-	 If	mothers	are	separated	from	their	infants:	

•	 When	is	breastfeeding	initiated?

•	 How	frequently	are	mothers	expressing	milk?	Has	a	hospital-grade	pump	been	offered?

•	 How	often	are	infants	fed	in	the	presence	of	the	mother?	

Facility	management	should	use	the	included	Step 5 Action Plan to assess progress on this Step.

•	 Impact	on	patient	experience.	Your	facility	should	track	data	related	to	breastfeeding	support.	Data	to	

track	may	include:

- Prevalence of nipple trauma.

-	 Prevalence	of	weight	loss	>	7	percent.

- Prevalence of hypoglycemia.

- Prevalence of jaundice requiring treatment.

- Report of consistent information received.

-	 Maternal	confidence.

- Perceived milk sufficiency.

A chart for tracking this data is provided in the Additional Resource Documents section.
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•	 Assessing	value	to	the	facility.	Use the section on facility impact included in the Step 5 Action Plan to 

assess how the measures recommended have affected your facility and to assess cost savings that may be 

attributed to the changes made. 

R e s our ce s

Texas WIC Peer Counselor Program

•	 www.dshs.state.tx.us/wichd/lactate/peeroverview.shtm

Forms and literature from the DSHS WIC Catalog: www.dshs.state.tx.us/wichd//WICCatalog/contents.shtm 

Including:

•	 Breastfeeding	Guide:	How	to	Get	Off	to	a	Great	Start

•	 Breastfeeding	Log	(I&O)	/How	Do	I	Know	Breastfeeding	is	Going	Well?	Combined	form

•	 Colostrum	Flier

•	 Making	the	Right	Amount	of	Milk

Breastmilk. Every Ounce Counts. Website for Moms

•	 www.breastmilkcounts.com	

Review of Breastfeeding Assessment Tools. Emergency Nutrition Network. Management of Acute Malnutrition 

in Infants (MAMI) Project. Technical Review: Current evidence, policies, practices and program outcomes. 

(Chapter 7) Jan 2010. 

•	 www.ennonline.net/pool/files/ife/mami-chapter-7-review-of-breastfeeding-assessment-tools.pdf

Lactation Acuity Resources

•	 Online	CE	module:	Mannel	R,	Defining	lactation	acuity.	Oral	Presentation.	International	Lactation	

Consultant	Association	International	Conference.	San	Antonio,	TX.	July	2010.	Available:	modules.ilca.org/

products/2010_ILCA_Conference_in_San_Antonio_Texas_USA/Defining_lactation_acuity_to_improve_

safety_and_outcomes_R_Mannel_2010.html

•	 Mannel	R,	Lactation	rounds:	a	system	to	improve	hospital	productivity.	J Hum Lact.	2010;	26:	393–8. 

UNICEF UK Breastfeeding Assessment Form

•	 www.unicef.org.uk/BabyFriendly/Resources/Guidance-for-Health-Professionals/Forms-and-checklists/

Breastfeeding-assessment-form/

Latching and Positioning Resources from Kellymom 

•	 www.kellymom.com/bf/start/basics/latch-resources.html

Baby-Led Latch 

•	 Baby-led	latching	recognizes	that	the	infant	is	born	with	reflexes	that	help	facilitate	breastfeeding.	The	

technique	for	this	approach	can	be	found	at:	www.breastfeeding.asn.au/bfinfo/bla.html	(Australian	

Breastfeeding	Association,	2006)

http://modules.ilca.org/index.php
www.unicef.org.uk/BabyFriendly/Resources/Guidance-for-Health-Professionals/Forms-and-checklists/Breastfeeding-assessment-form/
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Links to Breastfeeding Assessment Forms, Sample Breastfeeding Support Policies and More

•	 California	Department	of	Public	Health	Model	Hospital	Policy	Recommendations	Online	Toolkit: 

Policy	#3:	www.cdph.ca.gov/HealthInfo/healthyliving/childfamily/Pages/BFP-MdlHospToolkitPolicy3.aspx 

Policy	#6:	www.cdph.ca.gov/HealthInfo/healthyliving/childfamily/Pages/BFP-MdlHospToolkitPolicy6.aspx

Curricula and Modules 

•	 World	Health	Organization	(2009).	Infant	and	young	child	feeding:	Model	Chapter	for	textbooks	for	

medical	students	and	allied	health	professionals.	The	Model	Chapter	on	Infant	and	Young	Child	Feeding	

is intended for use in basic training of health professionals. It describes essential knowledge and basic 

skills that every health professional who works with mothers and young children should master. The 

model chapter can be used by teachers and students as a complement to textbooks or as a concise reference 

manual.	www.who.int/nutrition/publications/infantfeeding/9789241597494/en/index.html

•	 World	Health	Organization	(1993).	Breastfeeding	counseling:	A	training	course.	Participants’	manual.	

Includes	practical	information	for	supporting	breastfeeding	women,	including	Session	21	“Not	Enough	

Milk,”	for	counseling	women	who	are	concerned	that	they	do	not	have	enough	milk:	www.who.int/child_

adolescent_health/documents/who_cdr_93_3/en/index.html

•	 The	Revised	3rd	Edition	of	Wellstart’s	Lactation	Management	Self-Study	Modules,	Level	1:	www.wellstart.org	

•	 Walker	M.	(2011).	Breastfeeding	Management	for	the	Clinician:	Using	the	Evidence.	Jones	and	Bartlett	

Publishers:	Sudbury,	MA

•	 Norms	in	the	First	3	Days	of	Life,	Jones	&	Green,	2004,	from	Online	Breastfeeding	Course:	A	clinical	

introduction.	C	&	W.	Learning	and	Development.	Adapted	from	R.	Hewat,	University	of	British	Columbia	

School	of	nursing:	www.cw.bc.ca/onlinecourses/sample/bf/ext/normstable.pdf

Cultural Awareness

•	 Information	about	cultural	considerations	related	to	breastfeeding	from	the	California	Department	of	

Public	Health:	www.cdph.ca.gov/programs/breastfeeding/documents/mo-ethnicdescriptions.pdf

Journal Articles about a Hands-Off Approach to Breastfeeding Support

•	 Inch	S,	Law	S,	Wallace	L.	Hands	off!	The	Breastfeeding	Best	Start	Project	(2).	Pract Midwife.	2003;6(10):17–9.

•	 Inch	S,	Law	S,	Wallace	L.	Hands	off!	The	Breastfeeding	Best	Start	project	(1).	Pract Midwife.	2003;6(11):24–5.

•	 Weimers	L,	Svensson	K,	Dumas	L,	et	al.	Hands-on	approach	during	breastfeeding	support	in	a	neonatal	

intensive	care	unit:	A	qualitative	study	of	Swedish	mothers'	experiences.	Int Breastfeed J.	2006;1:20:	 
www.ncbi.nlm.nih.gov/pmc/articles/PMC1634844/?tool=pubmed

•	 Law	SM,	Dunn	OM,	Wallace	LM,	et	al.	Breastfeeding	best	start	study:	Training	midwives	in	a	'hands	off'	

positioning and attachment intervention. Matern Child Nutr.	2007;3(3):194–205:	www.ncbi.nlm.nih.gov/

pubmed/17539888

DSHS breastfeeding videos can be ordered from the WICGeneral@dshs.state.tx.us and may be broadcast on 

your facility’s closed circuit TV.

•	 To	Baby	With	Love:	Overcoming	Breastfeeding	Barriers:	This	is	a	very	powerful	documentary-style	

audiovisual in which breastfeeding mothers discuss common breastfeeding barriers and how they 

overcame	them.	Barriers	covered	include	pain,	milk	supply	concerns,	lack	of	support	from	family	and	

friends, breastfeeding in public and certain cultural barriers to breastfeeding. Includes a wonderful 

ethnic	mix	and	age-range	of	mothers.	Beautiful	emotional	endings	to	both	English	and	Spanish	versions.	

Available	in	English	(15	minutes)	and	Spanish	(15	minutes)	in	DVD	or	VHS	format.	2004

•	 The	Comfortable	Latch:	A	Guide	to	Successful	Breastfeeding:	This	instructional	audiovisual	introduces	

Step 5

www.who.int/child_adolescent_health/documents/who_cdr_93_3/en/index.html
www.ncbi.nlm.nih.gov/pubmed/17539888
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pregnant and breastfeeding women to the technique of chin-led (asymmetrical) latch and nipple self-

assessment. It also covers infant-hunger and satiety cues and how to tell if the breastfed baby is getting 

enough to eat. Available in English (11 minutes) and Spanish 12 minutes) in DVD or VHS format. 2006

•	 Pumping	Breast	Milk	for	Your	Premature	Infant	is	designed	to	teach	mothers	of	sick	or	premature	

newborns	how	to	establish	a	good	milk	supply	using	a	breast	pump.	2008	

DVDs available for check-out from the DSHS Library: www.dshs.state.tx.us/avlib/catalogdescrip.pdf

•	 Infant	Cues:	A	Feeding	Guide:	Non-narrated,	open-captioned	in	English	and	Spanish	with	background	music.	

Topics	included	and	demonstrated	with	several	infants	and	mothers	are:	proper	positioning	of	the	infant	for	

breastfeeding,	waiting	for	the	wide	mouth,	correct	attachment,	nursing,	coming	off	and	signs	of	satiety.

•	 May	also	be	purchased:	www.platypusmedia.com/node/51

•	 To	Baby	With	Love,	The	Comfortable	Latch	and	Pumping	for	Your	Premature	Infant	are	also	available	for	

check-out.

Online Videos and Fact Sheets from the Newman Breastfeeding Clinic & Institute

•	 www.nbci.ca/index.php

Resources to Support Mother-Baby Couplets at Risk for Breastfeeding Difficulties (DSHS Literature)

•	 Breastfeeding	Pumping	Log

•	 Mother’s	Milk	for	Premature	Babies

•	 Nursing	More	Than	One

•	 Late	Preterm	Infant	Care

•	 Order	from:	http://www.dshs.state.tx.us/wichd/WICCatalog/contents.shtm

Resources for Breastfeeding after Nipple and Breast Surgeries 

•	 The	BFAR	website	provides	information	and	support	to	mothers	who	wish	to	breastfeed	after	breast-	

reduction surgery and is a resource for healthcare providers for information about the feasibility and 

protocols	of	breastfeeding	after	breast-reduction	surgery:	www.bfar.org

•	 The	New	Hampshire	Breastfeeding	Taskforce	(2007),	A	Breastfeeding-Friendly	Approach	to	Depression	in	

New	Mothers.	Curriculum	and	Resource	Guide	for	Health	Care	Providers.	Published	online:	 

http://www.nhbreastfeedingtaskforce.org/pdf/breastfeeding_depression.pdf

•	 Gromada	K	K.	Mothering	Multiples:	Breastfeeding	and	Caring	for	Twins	or	More!	La	Leche	League	

International;	3rd	edition	(2007).	

Additional Resources

•	 Family-centered	Care-Rooming	In	[NICU]	(Paper):	Kolburg	KJS.:	www.pediatrix.com/documents/famsupp_

roomingin.pdf

•	 International	Lactation	Consultant	Association	(ILCA).	Clinical	guideline	for	the	establishment	of	exclusive	

breastfeeding.	Raleigh,	NC:	International	Lactation	Consultant	Association	(ILCA);	2005	Jun:	www.ilca.

org/files/resources/ClinicalGuidelines2005.pdf

•	 Book:	Watson	GC.	(2008).	Supporting	Sucking	Skills	in	Breastfeeding	Infants.	Jones	&	Bartlett	Publishers:	

Sudbury,	MA.	

•	 Jones	L.	(2008).	Principles	to	promote	the	initiation	and	establishment	of	lactation	in	the	mother	of	a	

preterm	or	sick	infant.	Published	online:	http://www.unicef.org.uk/Documents/Baby_Friendly/Research/

Liz_Jones_article_full.pdf?epslanguage=en

•	 Resources	from	Dr.	Jane	Morton,	Stanford	School	of	Medicine:	http://newborns.stanford.edu/Breastfeeding/ 

www.pediatrix.com/documents/famsupp_roomingin.pdf
www.ilca.org/files/resources/ClinicalGuidelines2005.pdf
http://www.unicef.org.uk/Documents/Baby_Friendly/Research/Liz_Jones_article_full.pdf?epslanguage=en
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Includes	resources	for	staff	and	patients,	including	among	others:

-	 Babies	at	Risk	(Preventive	Management	Guidelines,	including	description	of	risks,	suggested	measures	

and suggested scripts to guide patient education)

-	 Online	Videos	(a	perfect	latch,	hand-expressing	breastmilk	and	maximizing	milk	production)

•	 Engle	WA,	Tomashek	KM,	Wallman	C	and	the	Committee	on	Fetus	and	Newborn	(2007).	"Late-preterm"	

infants:	A	population	at	risk.	Pediatrics;	120	(6):	390–1401:	pediatrics.aappublications.org/cgi/content/

full/120/6/1390

•	 Academy	of	Breastfeeding	Medicine	Protocols:	www.bfmed.org/Resources/Protocols.aspx

	 See	the	following:

- Hypoglycemia

-	 Breastfeeding	the	Near-term	Infant

-	 Neonatal	Ankyloglossia	(tongue	tie)

-	 NICU	Graduate	Going	Home

-	 Analgesia	and	Anesthesia	for	the	Breastfeeding	Mother

-	 Breastfeeding	the	Hypotonic	Infant

-	 Guidelines	for	Breastfeeding	Infants	with	Cleft	Lip,	Cleft	Palate,	or	Cleft	Lip	and	Palate

-	 Use	of	Antidepressants	in	Nursing	Mothers

-	 Engorgement

-	 Breastfeeding	and	the	Drug-Dependant	Woman

-	 Jaundice

•	 Kangaroo	Mother	Care:

-	 Kangaroo	Mother	Care:	A	Practical	Guide.	World	Health	Organization,	Dept.	of	Reproductive	Health	

and	Research.	(2003).	http://www.who.int/maternal_child_adolescent/documents/9241590351/en/

-	 Kangaroo	Mother	Care	Promotions.	Dr.	Nils	Bergman	(for	the	preterm	infant):	 

www.kangaroomothercare.com

Resources Developed by Interdisciplinary Committees that Include Tools and Protocols for the Nutritional 

Support of Infants at Risk for Feeding Difficulties

•	 California	Perinatal	Quality	Care	Collaborative	Quality	Improvement	Toolkits:	www.cpqcc.org/quality_

improvement/qi_toolkits 

-	 Care	and	Management	of	the	Late	Preterm	Infant	Toolkit 

-	 Nutritional	Support	of	the	VLBW	Infant 

- Severe Hyperbilirubinemia Prevention

•	 Alberta	Health	Services/Calgary	Health	Region	Regional	Neonatal	Oral	Feeding	Guideline:	a	guideline	for	

family, staff, and physicians for the introduction and management of oral feeding for high-risk neonates 

and infants. This work is based on a combination of literature review (research and practice) and clinical 

expertise.	www.albertahealthservices.ca/5858.asp

Resources to Support the Formula-Feeding Family

•	 USDA.	2008.	Infant	Nutrition	and	Feeding:	A	Guide	for	Use	in	the	WIC	and	CSF	Programs.	Ch	4,	Infant	

Formula	Feeding.	Available:	http://www.nal.usda.gov/wicworks/Topics/FG/CompleteIFG.pdf

•	 Infant	Formula	Preparation	Checklist:	WIC	Learning	Online.	WIC	Works	Resource	System.	www.nal.usda.

gov/wicworks/WIC_Learning_Online/support/job_aids/formula.pdf

•	 Infant	Formula:	Mixing	it	Up	&	Keeping	it	Safe:	A	Nutrition	In-Service	for	Staff-Washington	State	WIC	

Nutrition	Program:	www.doh.wa.gov/cfh/WIC/materials/clinic/inservices/infantformula.pdf	

http://pediatrics.aappublications.org/content/120/6/1390.full
www.cpqcc.org/quality_improvement/qi_toolkits
www.nal.usda.gov/wicworks/WIC_Learning_Online/support/job_aids/formula.pdf
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•	 World	Health	Organization.	Guidelines	for	the	safe	preparation,	storage	and	handling	of	powdered	infant	

formula.	2007.	Also,	

-	 How	to	Prepare	Powdered	Infant	Formula	in	Care	Settings

-	 How	to	Prepare	Formula	for	Bottle-Feeding	at	Home

-	 How	to	Prepare	Formula	for	Cup-Feeding	at	Home

- Poster on preparing formula in care settings

	 www.who.int/foodsafety/publications/micro/pif2007/en/index.html

Resources from UNICEF UK Baby-Friendly Initiative

•	 Sterilizing	baby-feeding	equipment.	An	information	sheet	to	help	parents	who	have	chosen	to	bottle-feed	

their	babies	do	so	as	safely	as	possible:	www.unicef.org.uk/BabyFriendly/Resources/Resources-for-parents/

Sterilising-baby-feeding-equipment/

•	 Preparing	a	bottle-feed	using	baby	milk	powder.	An	information	sheet	to	help	parents	who	have	chosen	

to	bottle-feed	their	babies	do	so	as	safely	as	possible:	www.unicef.org.uk/BabyFriendly/Parents/Resources/

Resources-for-parents/Preparing-a-bottle-feed-using-baby-milk-powder/

•	 A	guide	to	infant	formula	for	parents	who	are	bottle-feeding.	Also	a	Health	Professional's	guide	to	the	

leaflet:	www.unicef.org.uk/BabyFriendly/Resources/Resources-for-parents/A-guide-to-infant-formula-for-

parents-who-are-bottle-feeding/

The  Fo l low ing  D o cumen t s  C a n  B e  Found  I n  t he  A ddi t ion a l  R e s our ce s  S ec t ion 

•	 Action	Plan

•	 Facility	Impact

ww.unicef.org.uk/BabyFriendly/Resources/Resources-for-parents/Sterilising-baby-feeding-equipment/
www.unicef.org.uk/BabyFriendly/Parents/Resources/Resources-for-parents/Preparing-a-bottle-feed-using-baby-milk-powder/
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Step 6
Give breastfed newborn infants no food or drink other 

than breastmilk unless medically indicated.



1.  Ensure—to the extent possible—that only breastmilk 

is given to breastfeeding babies unless:

    •  There is a recognized clinical indication, the baby is unable to 

breastfeed or there is not breastmilk available.

    •  The mother has made a fully informed choice to feed her infant other 

than by direct breastfeeding and other than with breastmilk.

2.  Protect parents against display, distribution or promotion of infant 

food or drink other than breastmilk.

Objectives
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B ackgr ound

Many	maternity	units	routinely	offer	formula,	water	or	glucose	water	to	newborns,	either	prior	to	the	first	

breastfeed	(prelacteal	feeds)	or	in	addition	to	breastfeeding	(supplemental	feeds).	One	reason	for	this	practice	

has been the perception that it reduces jaundice or prevents hypoglycemia. However, scientific literature and 

professional healthcare guidelines do not support supplementation, as these practices are associated with early 

breastfeeding cessation.

Recommended	strategies	to	avoid	hypoglycemia,	jaundice	and	dehydration	include:

•	 Encouraging	early	and	continuous	skin-to-skin	contact.

•	 Encouraging	early	and	frequent	breastfeeding.

•	 Rooming-in	to	facilitate	frequent	feeding.

•	 Encouraging	milk	expression	and	cup-feeding	as	an	expressed-breastmilk	supplement	after	direct	

breastfeeding for weak or sleepy babies.

•	 Assessing	babies	frequently	in	the	first	few	days	to	ensure	that	they	are	learning	to	suckle	well.

Other	reasons	given	for	supplementing	breastmilk	in	the	early	days	of	a	baby’s	life	are	to	help	settle	a	baby,	to	

ensure adequate feeding for a particularly sleepy baby or a baby who is having difficulty with latching, to address 

perceptions that a baby’s thirst or hunger is not relieved by breastfeeding, or because a mother is ill or needs rest.

In addition, some communities have cultural beliefs that colostrum is bad or insufficient for their infants or 

that ritual prelacteal feeds are needed to condition the infant’s gut. However, prelacteal and supplemental feeds 

interfere with establishment of milk supply, increase the risk of breast engorgement and lactation failure and 

increase the infant’s risk of infection.

In addition to offering inappropriate or unnecessary prelacteal or supplemental feeds, facilities sometimes 

offer families commercial samples of and literature about breastmilk substitutes during pregnancy or upon 

discharge	from	the	hospital.	Giving	these	free	samples—which	may	contain	bottles,	formula	samples,	artificial	

nipples or pacifiers and formula advertisements and coupons—increases the likelihood that families will use 

Step 6
Goal: to assure that breastfed infants are fed only 

breastmilk during the entire hospital stay, receiving no 
other food or drink unless medical indications for 

supplementation exist. Further, to assure that parents 
are protected against display, distribution or promotion 

of infant food or drink besides breastmilk.



Texas Ten Step Star Achiever88

these products. This practice is neither in keeping 

with the Code nor does it support the goals of Step 6. 

As the American Academy of Pediatrics states, 

“exclusive breastfeeding is the reference or normative 

model against which all alternative feeding methods 

must be measured with regard to growth, health, 

development, and all other short- and long-term 

outcomes.” 1	Exclusive	breastfeeding	means	the	infant	

receives no supplementary feedings—that is, no foods, 

fluids or nutrients other than breastmilk, with the 

exception of vitamins, minerals and medications that 

have been prescribed for medical reasons. Human 

milk provides all the nutrients and fluids necessary 

to promote optimal development and growth for 

human infants for the first six months of life.1–4

•	 No	food	or	drink	other	than	breastmilk	should	

be	given	to	breastfed	babies	unless	one	or	more	of	the	following	is	the	case:	

- There in an acceptable clinical reason the baby is unable to receive breastmilk or requires a 

supplement to breastmilk, and an appropriately trained physician or advanced practice nurse has 

made this determination, fully discussed reasons for supplementation with the infant’s parents and 

documented the reasons in the medical record.

- The mother has been encouraged to express breastmilk. 

- There is no (or insufficient amounts of) expressed breastmilk or banked donor milk available for 

supplementation.

- Parents who request supplementation are made aware of risks of formula-feeding and the impact that 

supplementation may have on subsequent breastfeeding, and the discussion is documented in the 

medical record.

- The mother has made a fully informed choice to feed her baby through methods other than directly 

from the breast and with sustenance other than breastmilk. 

•	 No	promotion	for	infant	food	or	drink	other	than	breastmilk	should	be	displayed	or	distributed	to	families	

or staff in the facility. The facility purchases infant formula and feeding devices in the same manner in 

which other food and supplies are purchased.

Wh y  St ep  6?

Extensive	research	and	global	professional	consensus	conclude	that	breastfeeding	provides	optimal	infant	

nutrition and that no food or drink other than human breastmilk is required or should be provided for the first 

six months of life. Appropriate iron-rich foods should be added to the infant’s diet to complement breastfeeding 

(complementary foods) at six months, with breastmilk continuing to provide the primary source of nutrition for 

the first one to two years of life and beyond, for as long as desired by mother and infant.5–24 There is no terminal 

age at which breastfeeding ceases to benefit the child.6, 11

Step 6
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It is expected that healthcare professionals will promote exclusive breastfeeding for the first six months of life 

and will not recommend supplementary or replacement feedings unless there is a recognized medical indication, 

as determined and ordered by a trained medical professional. Supplementary feedings, for medical indication or 

upon parental request, should only occur within the context of a fully informed decision by the mother. 

Carrying out Step 6 benefits your facility by enhancing:

1. Safety: Unless a medical indication exists for supplemental feedings, breastfeeding is the safest form of 

infant	feeding.	Breastfeeding	provides	species-specific	nutrition	that	contains	nutrients	and	immune	factors	

specific to the needs of each infant. When feeding occurs on-demand and is infant-led, it occurs at the right 

time and in the right amount for the infant.

	 Exclusive	breastfeeding	conveys	significant	health	benefits25–27 and ensures avoidance of alternate forms of 

nutrition, which are documented to pose significant health risks.28–36	Breastmilk	substitutes	also	may	be	

impacted by manufacturing errors,37 contamination by bacteria or environmental pollutants,38–41 and unsafe 

handling and misuse.42–46 

 In a natural or man-made emergency, supplies of infant formula may be diminished or inaccessible. Safe 

water for reconstitution of infant formula may be scarce or completely unavailable, and methods to sterilize 

water,	bottles	and	artificial	nipples	may	also	be	inadequate.	Mother’s	milk	may	be	the	only	safe	food	available	

for infants during emergencies and may be life-saving in dire situations.47, 48

2. Effectiveness: The adequacy, sufficiency and optimal duration of exclusive breastfeeding is well 

established.11, 24, 49, 50 Additional fluids are not needed, even in hot climates.51–54 Studies have shown that 

infants who are allowed to regulate their own intake receive gradually increasing amounts of colostrum, 

and then mature milk, to meet their needs.55–57	Exclusive	breastmilk	feeding	during	the	newborn’s	entire	

hospital	stay	is	a	National	Quality	Forum-endorsed	voluntary	consensus	standard	for	hospital	care	and	has	

been	adopted	by	the	Joint	Commission	as	one	of	five	core	measures	for	perinatal	care.	Eliminating	non-

medically indicated supplemental feedings for the breastfed infant increases the frequency and effectiveness 

of breastfeeding, ensures timely establishment of an abundant milk supply, reduces the risk of engorgement, 

and improves maternal and infant health outcomes.

3. Patient-centeredness: Promoting and supporting exclusive breastfeeding in the context of informed 

decision-making helps women to confidently work toward achieving their own breastfeeding goals. 

Eliminating	non-medically	indicated	supplemental	feedings	removes	unnecessary	barriers	to	the	

establishment and continuation of breastfeeding.

4. Timeliness: Use of artificial feedings requires delays in responding to an infant’s early hunger cues. 

The feeding product and feeding system have to be obtained, distributed, and delivered. Additionally, 

handling and preparation are required prior to the feeding. In contrast, exclusive breastfeeding ensures 

timely infant feeding as long as mothers and infants are kept together in continuous close proximity 

(e.g., rooming-in, Step 7) and mothers are instructed in the principles of feeding on-demand (Step 8). 

5. Efficiency: Avoiding supplemental feedings for newborns and eliminating distribution of formula sample 

packs	frees	up	facility	resources	and	reduces:

•	 Staff	time	spent	stocking,	logging,	maintaining	and	distributing	breastmilk	substitutes	and	feeding	supplies.

•	 Expenditures	on	bottles,	nipples,	breastmilk	substitutes,	sterile	water	and/or	glucose	water.

•	 Space	required	for	storage	of	formula,	nipples,	bottles	and	discharge	packs.

•	 Amount	of	waste	generated.	

•	 Conflict	of	interest,	ethical	and	liability	concerns	related	to	accepting,	maintaining	or	distributing	

commercial discharge packs, or other commercial marketing materials.
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6. Equity: Promoting exclusive breastfeeding can help to significantly reduce disparities in health outcomes. 

Breastfeeding	allows	all	infants	access	to	the	same	quality	of	nutrition	and	immune	protection,	regardless	

of social and economic resources. In addition, the risk for diseases and conditions disproportionally 

impacting low-income and minority populations is greatly reduced by exclusive breastfeeding. 

Ev idence  for  Effic ac y

Supports Duration and Exclusivity of Breastfeeding and Avoids Early Weaning

•	 Supplementation	negatively	impacts	breastfeeding	duration	and	subsequent	exclusivity,	regardless	of	what	

method (cup or bottle) is used to deliver the supplemental feedings.58

•	 Prelacteal	feeds	are	associated	with	a	greater	likelihood	of	never	breastfeeding,	delayed	breastfeeding	

initiation, higher rates of subsequent supplementation and early weaning.59, 60

•	 Routine	formula	supplementation	in	the	hospital	decreases	duration	and	subsequent	exclusivity	of	

breastfeeding.61–73	Hospital	routines	significantly	impact	the	rate	of	formula	supplementation.	For	example,	

a	recent	study	demonstrated	that	the	time	infants	are	most	likely	to	receive	a	supplement	is	between	7	p.m.	

and 9 a.m., regardless of the time of birth.74

•	 In-hospital	supplementation	is	a	risk	factor	for	early	weaning,	independent	of	maternal	intentions,	with	

breastfeeding ending before mothers are able to achieve their own breastfeeding goals.66,	75,	76	

•	 One	large	study	in	a	low-income	urban	population	in	the	United	Kingdom	found	that	supplementary	

feedings during the hospital stay were associated with a tenfold increase in the odds of giving up 

breastfeeding	by	time	of	discharge.	Further,	the	study	found	that	infants	not	breastfeeding	at	hospital	

discharge had 50 percent more family doctor contacts up to four months of age.77

•	 Commercial	discharge	packs	provided	by	hospitals	shorten	the	duration	of	exclusive	breastfeeding.78,	79
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Reduces the Risk of Developing Breastfeeding Problems

•	 One	study	found	that	infants	who	receive	formula	or	pacifiers	in	the	first	days	of	life,	regardless	of	how	

well they nursed, were three times more likely to have problems breastfeeding by the third through 

seventh days.80 

•	 The	“supply	and	demand”	mechanism	of	milk	production	can	be	disrupted	when	babies	receive	

supplemental feeds, ultimately reducing milk production overall.81,	82 

•	 The	sharpest	decline	in	breastfeeding	rates	occurs	within	the	first	couple	of	weeks	postpartum,	with	

insufficient milk production and problems with latch and attachment the most commonly cited reasons for 

early weaning.83–85

Supports Optimal Health Outcomes for Mother and Baby

•	 Exclusive	and	continued	breastfeeding	is	associated	with	improved	short-	and	long-term	health	outcomes	

for infants and their mothers.23,	26,	86	

•	 One	control	study	found	that	infants	who	were	exclusively	breastfed	in	the	hospital	lost	more	birth	weight	

(6.4 percent vs. 4.6 percent) initially but took in greater volumes of breastmilk and regained birth weight 

more quickly than breastfed infants who received routine supplementation in the hospital. In addition, 

exclusively breastfed infants were breastfed significantly longer than infants who received routine in-

hospital formula supplementation.62

•	 There	are	significant	risks	associated	with	the	use	of	breastmilk	substitutes,87 including increased risk 

of diabetes,88 cow’s milk intolerance and allergy,89–91 and infection,25,	26,	92–103 including diarrhea, neonatal 

sepsis and meningitis. Supplemental feedings can also cause reactive hypoglycemia.31 Additional 

risks associated with the use of infant formula include manufacturing errors, mixing mistakes and 

contamination during preparation. 42-46,	103-105

•	 For	newborns,	providing	any	supplementation	disrupts	a	major	benefit	of	breastfeeding—the	development	

of immunological mechanisms through intake of the mother’s colostrum.34,	106–127

Empowers Mothers to Breastfeed Confidently

•	 One	research	study	indicates	that	the	reason	for	supplementation	may	impact	subsequent	outcomes,	with	

better long-term success of breastfeeding occurring if supplementation was for a medical indication. 

This finding suggests that routine supplementation in the hospital for non-medical reasons may impact 

maternal confidence.65 

•	 Supplementation	by	hospital	staff	to	settle	a	crying	baby	may	reduce	the	mother’s	breastfeeding	confidence.	

Furthermore,	supplementation	by	hospital	staff	can	establish	a	precedent	for	continued	supplementation	

for settling the baby when the mother is discharged home.128 

•	 A	mother’s	lack	of	confidence	in	her	ability	to	breastfeed	at	day	one	or	two	postpartum	is	significantly	

associated with breastfeeding cessation by two weeks postpartum.83 

Saves Money, Resources and Lives

•	 If	the	U.S.	six-month	exclusive	breastfeeding	rate	could	increase	from	current	levels	to	90	percent,	the	U.S.	

would annually save $13 billion and prevent more than 900 excess deaths, nearly all of which would be in 

infants	($10.5	billion	and	741	deaths	per	year	at	80	percent	compliance).28
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I mpl emen tat ion  St r at eg y

Preparation: Getting Ready to Support Exclusive Breastfeeding 

Action steps for implementing Step 6 include:

1.	Collecting	and	examining	a	variety	of	data	in	your	facility	about	the	incidence	and	context	of	

supplementation:

•	 When,	why	and	how	is	supplementation	being	used?	What	are	the	patterns	and	trends	over	time?	What	

might be the contributing factors? 

•	 Assess	staff	and	patient	attitudes	and	beliefs	related	to	infant	feeding	in	general	and	exclusive	breastmilk-

feeding specifically. 

•	 Examine	your	physical	environment	for	the	display	and	marketing	of	breastmilk	substitutes	(e.g.,	the	

California	Perinatal	Quality	Care	Collaborative	scavenger	hunt	available	in	the	Resource	section	of	this	

Step) or other physical constraints to the promotion of exclusive breastfeeding. 

2.		Assembling	a	literature	review	committee.	Include	medical	staff	and	staff	from	your	hospital	ethics	

committee. Address issues such as risk management and quality improvement. Review and collect 

information	about	the	following:

•	 The	sufficiency	and	benefits	of	exclusive	breastfeeding.

•	 The	properties	of	human	milk.

•	 The	risks	of	breastmilk	substitutes.

•	 Contraindications	to	breastfeeding	and	indications	for	supplementary	feedings.

•	 WHO	International	Code	of	Marketing	for	Breastmilk	Substitutes.	

•	 The	impact	of	formula	promotion	or	formula	discharge	packs	by	healthcare	providers.

3.		Examining	policies	concerning	the	use	of	breastmilk	substitutes,	including	hypoglycemia,	jaundice	and	

“reluctant	feeder”	policies	or	protocols.	Be	sure	that	policies	align	with	the	WHO/UNICEF	list	of	“acceptable	

medical reasons for supplementation.”

4.	 	Verifying	that	your	facility	has	put	into	place	the	steps	that	support	exclusive	breastfeeding,	including	steps	that:

•	 Reduce	separation	of	mother	and	baby	and	support	responsiveness	to	the	infant’s	hunger	cues	 

(Steps 4, 7, 8 and 9) so that breastfeeding frequency and effectiveness are maximized.

•	 Increase	competency	with	breastfeeding	skills	for	staff	and	parents	(Steps 2, 3 and 5). 

   To build support for the establishment of an abundant milk supply, educate staff about how these steps  

work together.

5. Allocating budget and staff time for training.

6.  Promoting and marketing the training of knowledge and skills as well as their application. This initiative 

should be carried out by using key staff members and a hospital-wide communications strategy (e.g., Star 

Achiever posters promoting your facility’s implementation of the Ten Steps).
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Implementation: Best Practices for Success

Put Breastfeeding Support in Place Before Eliminating Supplements

The success of promoting exclusive breastfeeding and avoiding supplementation is interdependent with the success 

of most of the other steps outlined in this program. If the other steps are not fully and successfully implemented, 

there is a much greater likelihood that inappropriate supplementation will occur.

It is tempting to make Step 6 the first step to tackle, both because it is among the most highly visible and measured 

hospital	breastfeeding	indicator	and	because	it	is	the	only	measure	assessed	by	the	Joint	Commission.	However,	

neglecting other steps and addressing only Step 6 would pose critical risks to mothers and babies. To avoid 

compromising infant safety, policies and training must first be in place to adequately support breastfeeding, thereby 

reducing reliance on and need for supplemental feedings.

Step 1: A written and communicated breastfeeding policy that addresses all of the Ten Steps and the Code provide 

the foundation for all other actions, including implementation of Step 6.

Step 2: The importance of staff training cannot be overstated. Staff should have confidence and some 

experience with supporting normal infant feeding. It is essential that staff have the necessary skills to help 

families prevent or resolve breastfeeding difficulties without resorting to supplementation. Staff education 

should include information on the health implications of inappropriate supplementation and training on 

how to support optimal breastfeeding. 

Step 3: Parents who receive prenatal education about the risks of supplemental feedings and the importance of 

exclusive breastfeeding are less likely to expect or request formula in the hospital and are better equipped 

to	successfully	breastfeed.	For	example,	one	study	found	that	babies	of	mothers	who	received	no	prenatal	

breastfeeding instruction were nearly five times more likely to be given formula than babies whose mothers 

had attended a breastfeeding class.132

Step 4: Placing and keeping infants in skin-to-skin contact with their mothers immediately after birth ensures 

that the majority of babies have an early, effective breastfeeding, paving the way for successful breastfeeding 

throughout	the	hospital	stay.	One	study	found	that	infants	who	were	breastfed	in	the	first	hour	of	life	were	

“protected” from the use of a formula supplement for up to ten hours of age.74

Step 5: Staff who are trained and highly skilled in teaching mothers positioning, attachment and hand 

expression will increase the odds that breastfeeding will be effective, reducing the need for supplements. 

Steps 7 and 8: When rooming-in and demand-feeding are encouraged and facilitated, timely breastfeeding 

occurs in response to infant needs, and supplemental feedings are less likely to occur.

Step 9: When artificial nipples and pacifiers are discouraged, frequent and effective breastfeeding is more likely 

to occur, and supplemental feedings are more likely to be avoided.

The American Academy of Pediatrics and American College of 

Obstetricians and Gynecologists Guidelines for Perinatal Care129 and 

the Academy for Breastfeeding Medicine Guidelines for Supplementing 

Feedings in Healthy130 and Hypoglycemic 131 neonates each recommend 

against routine supplementation with formula, glucose water or water.
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Inform Families of the Risks of Formula Supplementation 

—Especially in the Early Days Before Milk Supply 

Is Established—and Suggest Alternatives to 

Supplementation

It is not uncommon for mothers to ask for supplements to 

soothe a fussy newborn, either because they believe their 

milk supply is inadequate or because they are having 

difficulty breastfeeding. While staff must be responsive 

to the mother’s requests, it is also the responsibility of 

facility staff to thoroughly inform her and her family 

about the risks of and alternatives to supplementation. 

Families	will	be	best	prepared	to	make	informed	decisions	

about infant feeding—thus avoiding unnecessary supplementation—if they receive reassurance about what to 

expect in the first days of their baby’s life and assistance with breastfeeding positioning and technique. 

Counsel	mothers	who	plan	to	feed	their	infants	both	breastmilk	and	infant	formula	to	delay	the	introduction	of	

formula until the breastfeeding process is well-established. Inform the breastfeeding mother that even if she 

chooses to use supplementation, her breastmilk will continue to benefit her infant and will enhance her own health 

during the period of complementary feeding and for as long as she and her baby want to continue breastfeeding. 

Inform all mothers that solid foods and other drinks should not be introduced before age six months.

Protect At-Risk Babies from Unnecessary Supplementation

Sound policies and clear protocols for “infants of concern” (e.g., preterm or early-term infants, infants with 

hypoglycemia, jaundice or excessive weight loss, and other “reluctant feeders”) are necessary in order to 

determine appropriate indications for supplemental feedings and appropriate management for maximizing 

breastfeeding and minimizing risk. Proactive management, including teaching all mothers hand expression, 

can be very effective in reducing supplementation rates. 

Provide Supplementation Only When Medically Indicated 

Breastfed	infants	should	be	given	only	breastmilk	unless	specifically	ordered	by	a	healthcare	provider	because	of	a	

medical indication and only with the mother’s informed consent.

•	 Educate	staff	about	the	short-	and	long-term	risks	of	supplementation	and	about	how	to	educate	parents	

about	supplemental	feeding	so	they	can	make	an	informed	choice	before	consenting.	Consent	given	for	a	

supplemental feeding does not imply consent for use of bottles or artificial nipples.

•	 When	supplemental	feedings	are	given,	the	feeding	volume	should	not	exceed	the	physiologic	capacity 

of	the	newborn	stomach.	In	the	first	few	days	of	life,	volumes	of	under	20cc	should	be	given	at	each	

feeding.132,	135 (See Newborns’ Stomach Capacity in this Step’s Resources section.)

•	 When	supplementation	is	medically	indicated,	the	infant’s	nutritional	status	should	be	continually	

assessed, and breastmilk should be used whenever possible. 

•	 Be	sure	that	staff	understand	it	is	important	both	to	avoid	supplementing	breastmilk	with	any	other	food	

(e.g., formula) and to avoid using a pacifier to soothe the baby during the infant’s hospital stay. All of a 

healthy newborn’s sucking needs should be met at the breast. 

If a Supplement Is Indicated, What Type of Supplement Should Be Used?

The first choice for infant feeding is always the mother’s own milk directly from the breast. If this choice is not 

possible,	the	following	list	presents	choices	for	supplementation,	from	the	most	desirable	choice	to	the	least:

•	 The	baby’s	own	mother’s	milk	expressed	and	fed	to	the	baby	by	cup,	tube	or	bottle.

•	 Breastmilk	from	a	milk	bank.	In	the	U.S.,	milk	banks	meeting	the	standards	of	the	Human	Milk	Banking	

D I S P EN SI N G  FO R M U L A  S A FELY

Tracking the dispensing of formula is a 

significant safety issue. Records should 

be maintained documenting lot numbers 

for all formula distributed so that there 

is adequate documentation in the event 

of a recall. This includes formula used on 

the ward and any formula distributed to 

patients for their use after discharge.
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Association	of	North	America	carefully	and	extensively	screen	donors,	and	the	milk	is	pasteurized	and	

tested for microorganisms. It is made available by prescription for ill or at-risk babies.

•	 If	no	banked	donor	milk	is	available,	formula	is	the	next	choice.	Infant	formula	is	another	animal’s	milk	

or a soy-bean based formulation that has been processed for consumption by human babies. All infant 

formulas are similar to each other and must meet the same minimal nutritional standards set by the U.S. 

Food	and	Drug	Administration.	

Also see WHO/UNICEF Acceptable Medical Reasons for Use of Breastmilk Substitutes and the Academy of Breastfeeding 
Medicine’s Clinical Protocol #3: ABM Clinical Protocol Number 3—Hospital Guidelines for the Use of Supplementary 
Feedings in the Healthy Term Breastfed Neonate.	Both	are	listed	in	the	Resources	section	of	this	Step.

O v ercoming  B a r r ier s:  St r at egie s  for  S ucce s s

The most common concerns related to implementing Step 6 are detailed below, along with strategies for overcoming 

them (adapted, in part, from the documents listed as General References	after	the	Notes	section	at	the	end	of	this	Step).

1. Hospital routinely gives supplemental feedings, regardless of acceptable medical indication. Whether 

out of convenience or routine, it is common for facilities to give breastfeeding newborns supplemental 

feedings—even	when	supplementation	is	not	medically	indicated.	Misinformation	and	incomplete	knowledge	

about breastfeeding and lactation physiology may result in staff hesitance to fully back a policy that 

supports exclusive breastfeeding. In addition, some personnel may believe that the resources required to 

support exclusive breastfeeding are too expensive and time-consuming. 

To	mitigate	these	concerns:

•	 Create a team to review and assess current and new professional policy and position statements about 

breastmilk supplements.

•	 Ensure	that	the	other	steps,	which	support	exclusive	breastfeeding,	on-demand-feeding	and	rooming-

in, are successfully in place.

•	 Provide	focused	trainings	on	breastfeeding-specific	issues	such	as	lactation	physiology,	how	to	

support	breastfeeding	in	the	first	24	hours,	understanding	proper	use	of	supplements,	etc.

•	 Emphasize	the	cost-savings	associated	with	minimizing	the	supplies	and	resources	dedicated	to	

supplementation.

•	 Highlight	health	benefits	to	neonates	and	the	associated	savings	to	facilities	that	support	exclusive	

breastfeeding.

2. Misconceptions about when breastfeeding is not possible or indicated. Often	staff	and	families	

misunderstand the relatively rare circumstances in which a mother who wishes to breastfeed her infant 

cannot do so. To overcome this barrier, facility staff should both understand these circumstances and be 

skilled in helping families to manage the feeding plans for their infants.

 Sometimes an infant’s mother cannot or should not breastfeed or provide her own breastmilk. If this is a 

possibility, it should first be confirmed with a physician, advanced practice nurse or pharmacist that the 

mother’s milk should not be used or could not be expressed for her baby and fed with an alternate method. 

If	so,	donor	breastmilk	should	be	sought	before	considering	breastmilk	substitutes.	Consider	also	whether	

a replacement for the mother’s own milk may be only temporary. If this is the case, be sure to support the 

mother who wants to produce milk and maintain her milk supply.

 To help support breastfeeding mothers who may require medication, it is good practice to have the facility 

pharmacist compile a resource list of drugs known to be compatible and incompatible with breastfeeding.
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P OT EN T I A L  B A R R I ER S  TO  B R E A S T FEED I N G  A N D  R ECO M M EN D ED  SO LU T I O N S

If the mother  Then

Is deceased or away from baby •	 Seek	banked	donor	human	milk.

Is weak or ill •	 Explain	the	benefits	of	continuing	to	breastfeed	during	illness.

•	 Maintain	close	contact	through	skin-to-skin	and	rooming-in.	

•	 Assist	mother	with	comfortable	positioning.

•	 Provide	extra	breastfeeding	support	as	needed	during	and	after	the	

mother’s illness to ensure establishment and maintenance of milk 

supply. 

Is ill with infections such as 

flu, GI infection, respiratory 

infection, bacterial infection, 

mastitis, Hepatitis B, etc.

•	 Encourage	her	to	breastfeed	as	usual	and	to	consume	extra	fluids	

to stay hydrated. These illnesses are not contraindications for 

breastfeeding.

•	 MOST	medications	are	safe	for	nursing	mothers.	However,	a	small	

number	of	medications	are	not	compatible	with	breastfeeding.	Check	

medications in a current lactational pharmacology drug reference 

manual, and select the medication with the lowest-risk profile. 

Observe	the	infant	for	side	effects	such	as	drowsiness	and	adjust	

medications as necessary to allow breastfeeding to continue. 

•	 Facility	staff	should	have	knowledge	and	resources	to	determine	

medications and treatments compatible with breastfeeding.

Has been using tobacco  

or alcohol

•	 Encourage	her	to	breastfeed	as	usual	while	educating	and	

supporting her to minimize any substance use that will harm  

her baby.

Is infected with HIV •	 She	should	avoid	all	breastfeeding.	HIV	is	considered	a	

contraindication to breastfeeding in the U.S. Seek donor breastmilk 

for her infant. 

Is an IV drug user •	 Breastfeeding	is	not	indicated.	Seek	donor	breastmilk	for	her	infant.

If the infant  Then

Is weak, premature, ill, has 

low birth weight, sucking 

difficulties or oral anomalies

•	 Give	the	baby	expressed	breastmilk	if	nursing	at	the	mothers’	breast	

is	not	an	option.	Feeding	by	cup,	spoon	or	tube	may	be	helpful.

•	 Feedings	that	include	calorie-rich	hindmilk	are	particularly	valuable	

for premature and low-birth-weight babies.

Is dehydrated •	 Assess	the	reason	for	dehydration.	

•	 If	the	infant	is	otherwise	healthy,	assess	feeding	to	assure	adequate	

milk exchange. If additional feedings are needed, use expressed 

breastmilk.

•	 Dehydration	can	be	avoided	with	twice-daily	assessments	of	feedings	

and the provision of skilled lactation support. 

Has a metabolic disorder 

such as galactosemia or 

phenylketonuria

•	 The	baby	will	need	an	individualized	feeding	plan,	which	may	

require partial supplementation or full replacement of breastmilk 

with formulas made specifically for the baby’s needs.
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3. Belief that the mother’s milk is not sufficient or that prelacteal feedings are necessary.  

Some families and healthcare providers believe that newborns need prelacteal feedings or supplements 

before the mother’s milk “comes in.” This practice displaces species-specific nutrition and immune protection 

and potentially exposes infants to pathogens and allergens. Providing prelacteal feedings or non-indicated 

supplements also puts mother-baby dyads on a path toward failure to breastfeed. Unnecessary use of 

supplements not only deemphasizes the value of colostrum and reduces a mother’s confidence in her body’s ability 

to meet her infant’s nutritional needs through exclusive breastfeeding but also misleads families with inaccurate 

information about what their babies’ nutritional needs are. 

	 Families	and	staff	should	be	taught	that:

•	 Effective	breastfeeding	leads	to	sufficient	milk	production.

•	 Even	malnourished	mothers	produce	enough	milk	for	their	infants,	provided	that	feeding	 

is available on-demand.

•	 Newborns	need	colostrum	in	the	early	hours	

of life, rather than supplements or other 

milk. (Provide information about the benefits 

of colostrum and about normal infant weight 

changes in the first week of life.)

•	 Infant	stomach	capacity	is	very	small.	

•	 Supplements	are	only	indicated	in	a	

few circumstances, and many common 

challenges, such as a baby’s fussiness, do 

not indicate the need for supplementation. 

 Promote the importance of colostrum, and ensure 

that mothers receive breastfeeding support and 

instruction to recognize effective feeding so that 

they do not feel a need to provide supplemental 

feedings. Provide staff with training, role-

playing opportunities, case studies and scripts 

to help them in counseling mothers who request 

supplements.	Even	when	cultural	preferences	

exist, effective policies and training can address 

cultural constraints and significantly increase 

exclusive breastmilk-feeding in the hospital. 

4. Concern that exclusive breastfeeding may 

lead to dehydration or hypoglycemia. In 

healthy neonates, hypernatremic dehydration or 

hypoglycemia typically result from underfeeding. 

Assessment by trained staff twice daily for the first 

48 hours will detect feeding difficulties and prevent 

healthy babies from developing these conditions. 

 Increasing staff knowledge (through training 

and/or	staff-conducted	literature	reviews)	

about the adequacy and sufficiency of exclusive 

R E A SO N S  TO  AVO I D  SU P P L EM EN T S

Supplements	may:

•	 Replace	optimal	species-specific	nutrition	

and immune protection.

•	 Introduce	harmful	microbes	or	allergens	

to the infant.

•	 Create	nipple	confusion	or	flow	if	received	

via bottles.

•	 Result	in	engorgement	of	the	mother’s	

breasts.

•	 Interfere	with	establishing	milk	supply.

•	 Reduce	milk	supply.

•	 Reduce	breastfeeding	duration.

•	 Add	unnecessary	cost	to	infant	feeding.

•	 Undermine	the	mother’s	confidence	in	

breastfeeding and in her infant-care skills.

SU P P L EM EN TA L  “ TO P- O FF S”:  

H EL P FU L  O R  N OT ?

A supplemental “top-off” to help settle a baby 

undermines the mother’s confidence in nursing 

and caring for her baby. Help her to distinguish 

between hunger cues and fussiness for other 

reasons. Teach her ways to calm a fussy baby, 

such as skin-to-skin contact and rocking.
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breastfeeding and increasing staff skills for 

providing effective breastfeeding support and 

assessment can increase staff confidence and 

reduce reliance on supplements. Staff should also 

be aware that if additional feeding is indicated for 

a baby at risk for dehydration or hypoglycemia, 

direct breastfeeding can be supplemented with 

expressed milk.

5. Commercial influences and perceived  

high value of formula samples and discharge 

packs.	Facility	staff,	patients	and	their	families	

may be influenced by commercial marketing or 

may feel that patients will be denied an expected 

gift if a commercial discharge pack or other 

samples are not available.

•	 Consider	offering	a	facility-sponsored	

discharge pack that contains items 

promoting breastfeeding that are in 

compliance with the Code, such as free 

breastfeeding materials from the Texas 

Department	of	State	Health	Services.	Note	

that a discharge pack is not required.

•	 Unless	indicated,	keep	breastmilk	substitutes	

out of patient rooms as well as out of patient-

care and public areas.

•	 Assess	your	facility	for	marketing	materials	

and displays of formula.

•	 Limit	the	physical	access	that	sales	

representatives and vendor educators have to 

patient-care areas.

•	 Implement	policies	to	bring	the	facility	and	

staff into compliance with the Code. 

6. Mothers request supplements for their infants. A mother’s request for supplements is often tied to 

difficulties with breastfeeding or with adjusting to the new baby. Strong support and education practices by 

facility staff can help families avoid supplementing their infants’ diets.

 Due to the established risks and downsides of supplementation discussed elsewhere in this Step, it is well worth 

the	staff’s	time	to	help	mothers	overcome	difficulties	with	breastfeeding.	Furthermore,	prenatal	breastfeeding	

education (Step 3) gives parents an early start on preventing breastfeeding challenges and prepares them to 

make fully informed decisions about infant nutrition.

B R E A S T FEED I N G  FO R  I L L  M OT H ER S

An ill or weak mother can typically continue 

breastfeeding, which benefits both herself and 

her	baby	in	the	following	ways:

•	 The	antibodies	she	produces	in	response	

to illness are provided to her baby 

through the breastmilk.

•	 She	will	avoid	side	effects	of	abrupt	

weaning, such as possible sore breasts or 

a fever.

•	 She	will	avoid	the	baby’s	signs	of	

distress (e.g. crying) that may develop if 

breastfeeding ceases abruptly.

•	 Milk	production	will	be	maintained.	

•	 The	baby	will	not	be	exposed	to	

the health risks associated with 

supplemental feedings.

•	 Breastfeeding	is	easier	for	the	mother	

to maintain than supplemental feedings 

since she can remain in bed and does not 

need to clean and prepare bottles.

•	 Mother	and	baby	may	maintain	skin-to-

skin contact and rooming-in.

Some mothers, especially those with a chronic 

illness or recovering from a complicated 

delivery, may need additional support to 

establish and maintain breastfeeding. 
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Eva l u at ing  S ucce s s

Use the information in this section and the additional tools provided in the Additional Resource Documents section 

at the back of this toolkit  as checkpoints to verify that you are successfully implementing Step 6. Assign one or two 

staff members with the best perspective on day-to-day operations to complete these checkpoints. 

•	 Process	changes.	When evaluating your facility’s success in implementing Step 6,	consider	the	following:

-	 Number	of	policy	changes	related	to	supplemental	feedings.

-	 Number	of	physical	changes	to	display	or	distribution	of	formula.

-	 Number	of	other	steps	that	are	known	to	impact	exclusive	breastfeeding	that	have	already	been	

implemented. 

Facility	management	should	use	the	included	Step 6 Action Plan to assess progress on this Step.

•	 Impact	on	patient	experience.	Your	facility	should	track	data	about	exclusive	breastfeeding	and	

supplementation	of	breastfed	babies.	Data	to	track	include:

-	 Exclusive	breastfeeding	rate	during	hospital	stay.

- Proportion of breastfed babies receiving supplemental feedings.

- Proportion of babies receiving prelacteal feedings.

- Differences in exclusive breastfeeding, supplementation and prelacteal feeding rates among different 

sub-populations	(e.g.,	race/ethnicity,	age,	income,	Cesarean	vs.	vaginal	delivery).

•	 Assessing	value	to	the	facility.	Use	the	Facility	Impact	chart	to	assess	how	the	recommended	measures	have	

affected your facility and to assess cost savings that may be attributed to the changes made.

R e s our ce s

Staff Handout

•	 WHO/UNICEF	Acceptable	Medical	Reasons	for	Use	of	Breastmilk	Substitutes:	 

www.who.int/maternal_child_adolescent/documents/WHO_FCH_CAH_09.01/en/index.html

•	 California	Perinatal	Quality	Care	Collaborative.	Office	and	Hospital	Marketing	Materials	Scavenger	

Hunt.	Appendix	4I	of	Nutritional	Care	of	the	VLBW	Infant	Toolkit	(Revised	2008):	www.cpqcc.org/quality_

improvement/qi_toolkits/nutritional_support_of_the_vlbw_infant_rev_december_2008

•	 Relevant	resources	from	the	California	Department	of	Public	Health	Model	Hospital	Policy	

Recommendations	Online Toolkit:

-	 Multiple	resources	related	to	Step 6, including educational handouts and informed consent 

forms	for	supplementation:	www.cdph.ca.gov/HealthInfo/healthyliving/childfamily/Pages/BFP-

MdlHospToolkitPolicy8.aspx

-	 Additional	resources,	including	patient	handouts:	www.cdph.ca.gov/HealthInfo/healthyliving/

childfamily/Pages/BFP-MdlHospToolkitPolicy4.aspx

•	 Scripts	for	mothers	who	have	decided	to	combination	feed	and	mothers	who	are	supplementing	for	

medical	reasons,	from	Stanford	School	of	Medicine:	newborns.stanford.edu/Breastfeeding/PMGs.

html#supplemented

www.cpqcc.org/quality_improvement/qi_toolkits/nutritional_support_of_the_vlbw_infant_rev_december_2008
www.cdph.ca.gov/HealthInfo/healthyliving/childfamily/Pages/BFP-MdlHospToolkitPolicy4.aspx
http://newborns.stanford.edu/Breastfeeding/PMGs.html#supplemented
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•	 Outcomes	of	Breastfeeding	vs.	Formula	Feeding	(literature	review),	by	Ginna	Wall,	MN,	IBCLC	:	 

www.llli.org/cbi/Biospec.htm

•	 Fact	Sheet:	“Just	One	Bottle	Won’t	Hurt”—or	Will	It?	:	Supplementation	of	the	Breastfed	Baby	by	Marsha	

Walker:	www.health-e-learning.com/articles/JustOneBottle.pdf

•	 Breastfeeding:	Baby’s	First	Immunization	Poster,	American	Academy	of	Pediatrics	Childhood	

Immunization	Support	Program	and	Breastfeeding	Promotion	in	Physicians’	Office	Practices	Program,	

Phase	III,	2007	(available	from	the	AAP	Curriculum	Resource	Guide:	www.aap.org/breastfeeding/

curriculum/references_resources.html):	www.aap.org/breastfeeding/curriculum/documents/pdf/

BFIZPoster.pdf

Patient Handouts

•	 From	TX	Department	of	State	Health	Services	WIC—Colostrum	fact	sheet:	 

English:	www.onlineordersff.com/images/pdfs/6557.pdf 

Spanish:	www.onlineordersff.com/images/pdfs/7836.pdf 

To	order	copies	free	of	charge,	visit:	www.dshs.state.tx.us/wichd/WICCatalog/contents.shtm

•	 From	California	Department	of	State	Health	Services	WIC—How	does	formula	compare	to	breastmilk?:	

www.cdph.ca.gov/programs/breastfeeding/Documents/MO-HowDoesForWAFBF-Eng.pdf

•	 Flyers	and	Brochures	from	the	Breastfeeding	Task	Force	of	Greater	Los	Angeles:	http://www.

breastfeedingtaskforla.org/resources/for-parents/91-flyers-and-brochures

•	 From	Massachusetts	Breastfeeding	Coalition	(“Both	Breast	and	Bottle?	No!”):	massbreastfeeding.org/index.

php/handouts/

Implementing TJC Core Measure on Exclusive Breastmilk Feeding

•	 The	United	States	Breastfeeding	Committee’s	guidance	on	implementing	the	Joint	Commission	measure:	

www.usbreastfeeding.org/AboutUs/PublicationsPositionStatements/tabid/70/Default.aspx

Lactational Pharmacology References

•	 Infant	Risk	Center,	Texas	Tech	University:	www.infantrisk.com/	

•	 Hale	T.	(2012)	Medications and Mother’s Milk.	Hale	Publishing,	L.P.:	Amarillo,	TX.

•	 Briggs	G,	Freeman	R,	Yafe	S.	(2008).	Drugs in Pregnancy and Lactation: A Reference Guide to Fetal and 
Neonatal Risk.	Lippincott,	Williams	&	Wilkins:	Philadelphia,	PA.	

•	 National	Library	of	Medicine.	LactMed:	Drugs	and	Lactation	Database:	www.toxnet.nlm.nih.gov

Newborns’ Stomach Capacity

•	 The	Size	of	a	Newborn’s	Belly,	Texas	Department	of	State	Health	Services:	www.dshs.state.tx.us/wichd/

lactate/TTSteppercent20Newsletter/pdf/BellyBalls.pdf

•	 Stomach	capacity	references	from	the	California	Department	of	Public	Health:	www.cdph.ca.gov/programs/

breastfeeding/Documents/MO-StomachCapacityReferences.doc

Human Milk Banking

•	 Human	Milk	Banking	Association	of	North	America:	www.hmbana.org/

•	 Mothers’	Milk	Bank	at	Austin:	www.milkbank.org

•	 Mothers’	Milk	Bank	of	North	Texas:	www.texasmilkbank.org

Position Statements and Protocols

•	 Academy	of	Breastfeeding	Medicine: Clinical Protocol #1: Guidelines for Glucose Monitoring and Treatment of 

www.aap.org/breastfeeding/curriculum/references_resources.html): www.aap.org/breastfeeding/curriculum/documents/pdf/BFIZPoster.pdf
http://www.breastfeedingtaskforla.org/resources/for-parents/91-flyers-and-brochures
http://massbreastfeeding.org/index.php/handouts/
www.dshs.state.tx.us/wichd/lactate/TTSteppercent20Newsletter/pdf/BellyBalls.pdf
www.cdph.ca.gov/programs/breastfeeding/Documents/MO-StomachCapacityReferences.doc
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Hypoglycemia in Term Breastfeeding Neonates.	Lenexa,	KS:	The	Academy	of	Breastfeeding	Medicine	Protocol	
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Step 7
Practice rooming-in by allowing mothers and  

infants to remain together 24 hours a day.



1. Facilitate rooming-in.

2. Encourage skin-to-skin contact between mother and baby.

3. Teach mothers about early feeding cues.

Objectives
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B ackgr ound

When	the	number	of	in-hospital	births	increased	during	the	early	part	of	the	20th	century,	the	practice	of	

nursery	care	for	newborns	was	adopted.	Cross-infection	increased	as	a	consequence	of	this	practice,	 

resulting in increased morbidity and mortality among newborns.2, 3	More	recently,	many	hospitals	have	

instituted rooming-in and have realized multiple benefits, including cost savings and a reduction in nosocomial 

infection. 

Still, many facilities—including private hospitals—continue to use nurseries for administering care to healthy 

newborns.	Other	facilities	practice	partial	rooming-in,	keeping	mothers	and	infants	together	during	the	day	

but moving the babies to the nursery at night or for routine care.

Wh y  St ep  7 ?

Carrying out Step 7 benefits your facility by enhancing:

1. Safety: Soon	after	birth,	a	normal	and	natural	process	occurs:	the	infant’s	nasopharynx	and	the	mother’s	

milk ducts are colonized by bacteria, some of which can be pathogenic. When a mother and her baby remain 

close after delivery, the 

mother transfers her own 

strain of organisms to her 

infant, which grow and 

accumulate in the infant’s 

skin, digestive tract and 

respiratory tract. This 

process, called bacterial 

interference, limits the 

growth of pathogenic 

bacteria and has been 

used to curb and avoid 

more serious outbreaks of 

infection.11,	12

Step 7
Goal: To assure that mother-infant contact is 

maximized to facilitate frequent skin-to-skin contact 
and responsiveness to feeding cues.1

C L I N I C A L  N OT E S

Rooming-in care is promoted by the 

American	Academy	of	Pediatrics;	the	

American	College	of	Obstetricians	

and	Gynecologists;	the	Association	

of	Women’s	Health,	Obstetric	and	

Neonatal	Nurses;	the	International	

Lactation	Consultant	Association;	the	

Academy	of	Breastfeeding	Medicine	

and other health organizations.4–10
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 Infection is also kept under control by the more 

frequent breastfeeding that occurs with rooming-

in. A mother provides her baby with antibodies 

and local immunity to the pathogens in the 

environment through her breastmilk. Without the 

practice of rooming-in, a mother will not produce 

antibodies to the pathogens in her baby’s separate 

environment (e.g., the nursery), and protection 

will not be imparted.

 Rooming-in further reduces exposure to 

pathogenic bacteria since the newborn is not 

being kept in close proximity to other infants 

and is handled less by hospital staff.13–15

 Rooming-in also facilitates frequent skin-to-skin 

contact. Skin-to-skin contact helps with regulation 

and maintenance of infant temperature and blood 

glucose levels. It is also associated with more 

effective feeding and less crying.16 

2. Effectiveness: Rooming-in day and night is 

positively associated with breastfeeding duration, 

exclusivity and the establishment of an abundant 

milk supply. Twenty-four-hour rooming-in care 

results in more frequent feedings, greater milk 

intake and establishment of a strong milk supply. 

Infants who room-in expend less energy from 

crying, gain more weight, are exposed less to 

formula supplementation and have a reduced risk 

of jaundice.10,	17–27

	 Frequent	feeding	assures	the	development	of	

prolactin receptors—which are required for the 

production of a full milk supply—in the mother’s 

breasts. Rooming-in also promotes lactation 

because the sight or sound of the child often causes 

the “let down” reflex to occur before suckling 

begins.	Frequent,	unrestricted	feedings	day	and	

night also reduce the likelihood and severity of 

engorgement.

	 Nursery	care	interferes	with	on-demand-

feeding and increases the likelihood of feeding 

complications. While infants are often brought 

from the nursery to the mother’s room, the timing 

of infant feeds may not coincide with the infant’s 

readiness for effective feeding. In addition, babies 

may be given pacifiers, formula or water while 

in	the	nursery.	Because	rooming-in	enables	

Exclusive breastfeeding for 

six months and continued 

breastfeeding for the first one to 

two years and beyond yields lifetime 

benefits for both mom and baby.

T I P S  FO R  M O M 

Infant Hunger Cues

It’s a lot less difficult to get an infant to 

latch on when the baby is first starting to 

feel hungry, rather than when the baby is 

distressed and screaming due to intense 

hunger. Teach mothers about their infants’ 

early hunger cues, and you’ll make things a 

lot easier for both of them.

Infant Early Hunger Cues

•	 Sucking	on	tongue,	lips,	hands	or	

fingers when asleep or awake.

•	 Moving	the	arms	and	hands	toward	 

the mouth.

•	 Restless	movements	while	asleep.

•	 Rapid	eye	movements	under	eyelids.

•	 Opening	the	mouth	when	the	lips	are	

touched.

•	 “Rooting”	or	searching	for	your	nipple.

•	 Making	small	sounds.

Infant Late Hunger Cues/Distress Cues

•	 Crying.

•	 Fussing.

•	 “Shutting	down”	to	conserve	energy	

after a period of distressed crying.
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unrestricted and on-demand-feeding, fewer feeding 

opportunities are missed and the feedings occur 

more frequently.

 Rooming-in is an essential element in enabling 

parents to respond to their babies and feed them 

whenever they are hungry, without restriction. It 

allows parents to learn cues such as wakefulness, 

rooting and mouthing, which indicate that their babies 

are ready for a feeding. (See Step 8.)

	 Optimal	feedings	occur	when	infants	give	early	

hunger cues such as mouthing and hand-to-mouth activity.28	Crying	is	a	late	sign	of	hunger	or	a	

distress cue. With rooming-in, parents are able to recognize and respond to their babies’ hunger cues. 

Because	parents	are	able	to	quickly	respond	to	these	cues,	feeding	occurs	when	the	infants	are	most	

organized and ready to feed, so the feedings are more effective and crying is reduced.

3. Patient-centeredness: Regardless of feeding decisions, all healthy mothers and babies benefit from 

rooming-in. Rooming-in is a component of family-centered maternity care that provides maximum 

opportunities for new parents to interact with and learn how to care for their baby before going home as 

well as how to incorporate the baby into the family unit. Patients report greater satisfaction with a system 

of rooming-in care.

	 Mothers	who	room-in	with	their	infants	are	

reassured by the fact that they can keep an eye 

on their babies and see that they are well. While 

together, parents quickly learn their babies’ 

patterns of behavior and feeding and they discover 

how best to care for and soothe their newborns. 

With frequent interaction and rooming-in, parents 

are able to care for their babies with greater  

self-confidence.30, 31

 Rooming-in may also provide long-term emotional 

benefits	for	families	and	their	babies.	For	example,	

research shows that mothers who remain close to 

their newborns for extended amounts of time during 

the postpartum period are less likely to abuse, 

neglect or abandon their children.32,	33

	 Babies	use	their	senses	to	get	to	know	their	mothers	

and can recognize their mother’s scent soon after birth. 

Infants feel safest when they can feel, hear and smell 

their mothers, and being near mom makes it easier for 

them to adapt to life outside the womb. 

 The bright lights and frequent disturbances 

in nurseries can upset an infant’s physiologic 

regulation. In contrast, rooming-in and skin-to- 

skin contact helps babies regulate their sleep  

cycles, heart rates, body temperatures and other 

internal rhythms.34

“ Appropriate initiation of 

breastfeeding is facilitated by 

continuous rooming-in throughout 

the day and night.” 6 
American Academy of Pediatrics 

FO R  YO U R  FAC I L I T Y  

One	cost	analysis,	completed	in	a	large	

urban	hospital	in	Manila,	Philippines,	found	

that instituting a rooming-in policy and 

eliminating the newborn nursery resulted in 

a cost savings equivalent to eight percent of 

the hospital’s entire budget.29 

Creative Ways to Minimize Costs 

•	 Incorporate	education	on	rooming-in	

into prenatal care.

•	 Reassign	staff	from	the	normal	newborn	

nursery	to	provide	bedside	mother/baby	

care in the postpartum unit.

•	 Organize	volunteers	to	provide	one-on-

one breastfeeding counseling to mothers 

in the postpartum unit, or ask a local 

mother-support organization to provide 

this service. 

•	 Teach	mothers	who	are	staying	in	the	

hospital to be close to their preterm or 

sick babies and how to help provide care 

for their infants.
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 Studies have shown that babies who remain in the 

same room as their mothers cry less and that the 

mothers get just as much—and better quality—sleep as 

when the babies are kept in a separate room.35, 36 Infants 

who room-in cry and move less, have more organized 

cries, startle less easily, soothe more quickly and spend 

more	time	quietly	sleeping.	Because	of	this,	they	expend	

less energy and have more stable blood glucose levels.27,	36

	 Mothers	who	are	with	their	babies	for	longer	periods	

of time, including during the night, score higher on 

tests of maternal attachment.37–39 A baby’s attachment 

instinct is highest during the first days of life, and 

early attachment has a positive effect on a baby’s 

brain development.40 Rooming-in, then, enhances the 

emotional well-being of the newborn.41 

4. Timeliness:	Because	routine	care	during	rooming-

in occurs at the bedside, the continuity of care is 

enhanced and families become better informed about 

how to care for their infants.42 Timeliness is enhanced 

because staff can simultaneously educate families 

while performing assessments and infant-care 

routines, and parents can receive immediate feedback 

on the care that their infant is receiving. 

5. Efficiency: Rooming-in requires minimal costs and 

presents a significant opportunity for cost savings.43 

It	promotes	the	following	benefits:	

•	 Frees space, staff and budget for equipment by 

eliminating the need for a traditional newborn 

nursery.

•	 Improves	workflow	efficiency,	as	less	time	and	

effort is put into transporting infants to and 

from the nursery.

•	 Families	are	directly	responsible	for	the	care	of	

their babies.

•	 Personnel	spend	less	time	responding	to	

hard-to-soothe infants, hypothermia, 

hypoglycemia, jaundice and excessive  

weight loss.

•	 Personnel	spend	less	time	responding	to	

mothers’ breastfeeding concerns such as breast engorgement or nipple pain.

•	 Hospital	stays	are	shorter,	so	bed	space	is	increased	and	there	is	less	need	for	follow-up	services.44

6. Equity: All families, regardless of their socioeconomic characteristics or chosen infant-feeding methods, 

should experience rooming-in care. Rooming-in is evidence-based, family-centered care that increases 

parental	confidence,	parental	skills	and	newborn	safety.	For	breastfeeding	families,	rooming-in	care	

improves breastfeeding outcomes.

Step 7

 “ Rooming-in allows the mother 

to begin recognizing her infant’s 

hunger cues. Rooming-in and 

promoting skin-to-skin contact 

have numerous advantages for 

both the infant and mother. Infants 

cry less, sleep more and become 

adept at breastfeeding sooner. 

Mothers also sleep better and 

have increased milk production. 

Separation of a breastfeeding 

woman and newborn should be 

avoided whenever possible.”7 
American College of Obstetricians  
and Gynecologists 
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Ev idence  for  Effic ac y

Rooming-in also positively impacts maternal attitudes about breastfeeding. 

•	 One	quasi-experimental	study	revealed	a	strong	correlation	between	rooming-in	and	a	mother’s	intent	to	

breastfeed after being discharged from the hospital, even when controlling for prenatal care and feeding 

instructions in the hospital.45

•	 Infants	who	room-in	breastfeed	more	frequently,	gain	more	weight	per	day	and	experience	clinical	

jaundice less frequently than infants who do not room-in.26

•	 The	production	of	mature	breastmilk	begins	earlier	under	rooming-in	conditions	than	when	infants	are	

placed under nursery care.25

•	 Regardless	of	feeding	method,	rooming-in	results	in	fewer	cases	of	abuse	and	neglect,	higher	maternal	

attachment and lower rates of in-hospital infant abandonment.33, 38, 46

•	 Babies	who	are	bathed	by	their	mothers	and	held	against	their	skin	are	able	to	regulate	their	temperatures	

just as effectively as babies who are bathed in the nursery and placed in warmers.47 

•	 Infants	undergoing	phototherapy	while	rooming-in	are	significantly	more	likely	to	breastfeed	longer	than	

infants who are separated for phototherapy.48 

I mpl emen tat ion  St r at eg y

Preparation: Getting Ready for Rooming-In

Action steps for implementing Step 7 include:

•	 Modifying	the	physical	facility	as	required.	

•	 Discontinuing	the	traditional	newborn	nursery.	

•	 Making	adjustments	outlined	in	Step 7 to improve the comfort, hygiene and safety of mother and baby.

•	 Requiring	nursery	and	postpartum	personnel	to	cross-train	so	that	they	all	have	the	skills	to	care	for	both	

baby and mother. (See Step 2.)

•	 Encouraging	parents	to	attend	informational	sessions	on	postpartum	care	and	institute	information	from	

those sessions. (Sessions should include information on how to care for babies who are rooming-in.)29

Implementation: Best Practices for Success

The practices below have been shown to significantly increase rates of breastfeeding success.

Consistent Promotion of Rooming-In 

•	 Rooming-in	should	be	practiced	throughout	the	facility.

•	 Mothers	who	request	separation	from	their	babies	should	receive	information	about	the	rationale	

for rooming-in.1 Refer to the handout Rooming-in with Your Baby, available in the Additional Resource 

Documents section at the back of this toolkit.

•	 Mothers	and	infants	should	remain	together	throughout	their	hospital	stay	unless	there	is	a	justifiable	

reason for separation. Parents should be encouraged to hold their infant in skin-to-skin contact. If the 

infant is placed in a bassinet, the bassinet should be positioned within arms reach of the mother so that the 

mother can easily see, reach and respond to her baby.
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 Skin-to-Skin Contact

•	 Encourage	frequent	skin-to-skin	contact.	

Rooming-In Initiated as Soon as Possible

•	 Begin	the	practice	of	rooming-in	as	soon	as	the	

mother is able to care for her baby. 

•	 Each	baby	should	be	allowed	to	stay	in	the	same	

room as the mother, either in the bed with her or 

in	a	bassinet	beside	her	bed,	24	hours	a	day.

•	 There	should	be	no	routine	delays	between	birth	

and the initiation of continuous mother-baby 

contact.

Post-Delivery Care Administered at the  

Bedside Whenever Possible

•	 After	delivery,	transfer	mother	and	baby	to	the	

postnatal ward together. If a mother has had a 

Cesarean,	make	arrangements	for	someone	to	be	

present to assist her.

•	 Most	post-delivery	procedures	can	be	conducted	

at the bedside or during skin-to-skin contact.5 

This provides teaching opportunities for 

the parents and better allows for maternal 

comforting when the baby becomes upset. 

•	 Separation	of	mother	and	infant	should	only	

occur for an individual clinical need that must 

occur elsewhere.

To track these measures, use the checklist, Postnatal 

Rooming-in	Checklist, in the Additional Resource 

Documents section at the back of this toolkit.
C L I N I C A L  N OT E S

Rooming-in Pearls:49

•	 Encourage	all	moms,	including	

formula-feeding moms, to practice 

skin-to-skin contact and rooming-in.

•	 Cite	rooming-in	as	a	quality	standard	

in maternity care.

•	 Rename	the	nursery	“Neonatal	

Observation	Unit.”

•	 Begin	by	closing	the	nursery	from	 

10	a.m.	to	2	p.m.

•	 Use	a	portable	scale	for	daily	weights.

•	 Avoid	weighing	babies	at	midnight;	let	

moms know you will return to weigh 

their babies when they next wake up.

Numerous studies show that 

rooming-in can greatly improve 

breastfeeding outcomes, both in 

duration and exclusivity. 17–27
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O v ercoming  B a r r ier s:  St r at egie s  for  S ucce s s

The most common concerns related to implementing 

Step	7	are	detailed	below,	along	with	strategies	

for overcoming them (adapted, in part from the 

documents	listed	as	General	References	after	the	

Notes	section	at	the	end	of	this	Step).

1. Separation due to medical necessity. If a 

mother and infant must be separated due to 

a need for medical attention, be sure to note 

the reason for separation in the patient’s chart. 

Review and monitor the need for separation in 

order to ensure that rooming-in begins as soon 

as	medically	possible.	Encourage	the	mother	to	

see and hold her baby whenever possible during 

separation and take the baby to her or help her 

go to the baby for feedings. In addition, the 

mother should be encouraged and taught to 

express her breastmilk with use of a provided 

hospital-grade breast pump for any missed 

feedings.

2. Mother’s request for rest. A mother may 

sometimes ask nursery staff to take care of her 

baby	during	the	day	or	night;	however,	the	staff	

should explain the benefits of rooming-in and 

of using the time to get to know her newborn. 

Be	sure	to	discuss	why	the	mother	would	like	

the separation and determine whether there 

is a better solution. If the mother continues to 

request separate care, document the reason in 

her chart. 

	 Mothers	and	newborns	are	typically	quite	

alert after delivery and should initiate bonding 

behaviors as quickly as possible by being in 

close contact with one another. After this period, 

they will be able to rest well together. Research 

demonstrates that rooming-in does not negatively 

affect the amount or quality of sleep for mothers or 

infants, regardless of infant feeding method.35, 36, 50

	 Concerns	about	maternal	rest	can	be	better	addressed	through	unit	routines.	For	example,	cluster	routine	

care and regulate hours for visitation, cleaning, medical rounds, etc. In addition, labor and delivery 

practices may be assessed to determine whether inappropriate use of medical intervention, lack of 

nourishment during labor or stressful conditions may increase patient fatigue or discomfort. 

FO R  YO U R  FAC I L I T Y

What’s the Norm in Your Facility?

•	 How	does	the	staff	present	rooming-in	to	

mothers and families?

•	 Do	infants	typically	remain	with	their	

mothers unless there is a medical reason 

for separation? 

•	 Are	mothers	expected	to	request	that	their	

infants remain with them throughout the 

entire hospital stay?

•	 Does	the	staff	imply	that	it	is	normal	for	

infants to be placed in the nursery or in a 

bassinet in the mother’s room even when 

the mother is awake?

T I P S  FO R  M O M

Messages for Mom 

•	 Keep	your	baby	near:	Room-in!

•	 When	you	and	your	baby	stay	close	

together, you learn how to recognize 

when your baby is hungry and when  

your baby wants to cuddle. 

•	 Feeding	is	easier	when	your	baby	is	 

not crying while on the way from the 

nursery to you. 

•	 Your	baby	is	less	likely	to	get	infections	

from other people if your baby stays  

with you. 

•	 You	will	be	more	confident	about	caring	 

for your baby when you go home.

•	 You	will	have	better	sleep	with	your	baby	

close by.
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3. Requests for professional infant 

observation.	New	parents	sometimes	request	

that their infant be monitored in the newborn 

nursery to ensure the infant’s health during the 

first hours of life. However, most new parents 

are very good at observing their own infant, and 

they often notice changes before the nurses do. 

While rooming-in, parents will also learn how to 

provide continuous care for their infant, and they 

will be better prepared and more confident in their 

abilities when it is time to take the infant home. 

 Periodic checks and the availability of staff to 

respond to a mother’s needs are all that are 

necessary for routine newborn care. Portable 

equipment for weighing and bathing the 

baby facilitate these procedures at the bedside. 

Institute role-playing activities to prepare 

staff for responding to a mother’s requests for 

separate care. 

4. Space constraints in the postpartum unit. 

The desire to conserve space can often be 

addressed when administrators are educated 

on the importance of rooming-in and on 

the cost savings made possible by reducing 

or eliminating newborn nursery care. 

Rooming-in requires minimal space, minimal 

equipment and no additional personnel. 

 T I P S  FO R  M O M

Healthy Infant Sleep Patterns

Many	mothers	expect	their	infants	to	sleep	

through the night long before they are 

physiologically ready to do so. This can create 

conflict between a mother’s beliefs and her 

infant’s behavior. Prolactin levels are higher at 

night, and night feedings contribute to milk 

production. Periods of infant arousal, including 

during nighttime hours, are important to 

physiologic regulation and also guard against 

sudden infant death syndrome (SIDS).51	Explain	

the	importance	of	normal	sleep/wake	cycles	and	

of nighttime feedings and stress that they are a 

normal and healthy pattern for the infant.

The practice of rooming-in is 

more effective and, in terms 

of resources, more efficient by 

providing staff more time to 

attend to other duties.
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Eva l u at ing  S ucce s s

Use the information in this section and the 

additional tools provided in the Additional 

Resource Documents section to serve as 

checkpoints to verify that you are successfully 

implementing Step 7. Assign one or two staff 

members who have the best perspective on day-

to-day operations the task of completing these 

checkpoints. 

•	 Process	changes.	When evaluating your 

facility’s success in implementing Step 7, 
consider	the	following:

- How are maternal requests for nursery  

time handled?

- How have procedures routinely performed 

in the nursery been modified?

- How are mothers encouraged to room-in 

and to learn early hunger cues?

Facility	management	should	use	the	included	Postnatal	Rooming-in	Checklist	and	the	Action	Plan	found	

in the Additional Resource Documents section to assess progress on this Step.

•	 Impact	on	patient	experience.	Your	facility	should	track	data	about	the	experience,	knowledge	and	

confidence levels of women as they conclude their hospital stays and prepare to care for their babies at 

home.

Use the included Postnatal Rooming-in Patient Survey to assess the degree to which rooming-in is 

successfully implemented. 

To	help	families	take	what	they’ve	learned	about	rooming-in	home,	a	handout—Rooming-in	with	Your	

Baby—outlines	benefits	of	and	tips	for	rooming-in.	

•	 Assessing	value	to	the	facility.	Use	the	Postnatal	Rooming-in	Facility	Impact	chart	included	in	the	

Additional Resource Documents section to track your facility’s time and money spent on the measures 

recommended and to assess cost savings that may be attributed to the changes. 

In	addition,	you	may	want	to:

- Track staff time spent in non-clinical newborn care.

- Track time spent by the physician in examination of the infant and communication with parents when 

examinations	occur	in	front	of	the	mother/parents	rather	than	in	the	newborn	nursery.

C L I N I C A L  N OT E S

NICU Graduates Benefit from Rooming-In.

The	Academy	of	Breastfeeding	Medicine	

strongly recommends a few days of 

rooming-in	for	parents	and	NICU	graduates	

prior to discharge. This time allows parents 

to learn the rhythms of their baby and helps 

them	to	feel	confident	in	their	ability	for	24-

hour care prior to transitioning home.52
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R e s our ce s

•	 Safer	Sleep	for	Babies-Precautions	for	all	Parents	and	Infants	and	other	DSHS	Sleep	Resources:	 

http://www.dshs.state.tx.us/mch/#safesleep2

•	 Mother’s	Nap	Time	sign	from	the	DSHS	Texas	Ten	Step	Program:	

-	 English:	http://texastenstep.org/wp-content/uploads/2012/08/Nap_Time_Door_Sign_Eng.pdf

-	 Spanish:	http://texastenstep.org/wp-content/uploads/2012/08/Nap_Time_Door_Sign_Span.pdf

•	 Academy	of	Breastfeeding	Medicine	Protocol	#6	–	Guideline	to	Co-sleeping	and	Breastfeeding:	http://www.

bfmed.org/Media/Files/Protocols/Protocol_6.pdf

•	 Pediatrics	Article	-	Volume	and	Frequency	of	Breastfeeding	and	Fat	Content	of	Breastmilk	Throughout	the	

Day:	http://pediatrics.aappublications.org/content/117/3/e387.full

•	 Article:	Nighttime	Breastfeeding	and	Maternal	Mental	Health:	http://www.scienceandsensibility.

org/?tag=sleep

•	 DSHS	Publications,	Available	from	the	WIC	Catalog	(www.dshs.state.tx.us/wichd//WICCatalog/contents.

shtm):	

-	 Making	the	Right	Amount	of	Milk

-	 Breastfeeding	Guide:	How	to	Get	Off	to	a	Great	Start

•	 Sample	rooming	in	policy	from	UNICEF	UK	Baby	Friendly	Initiative:	http://www.unicef.org.uk/

BabyFriendly/Health-Professionals/Going-Baby-Friendly/Maternity/Ten-Steps-to-Successful-Breastfeeding/

Step-7---Practice-rooming-in/

•	 Sleep	resources	from	UNICEF	UK	Baby	Friendly	Initiative:

-	 Pamphlet:	Caring	for	Your	Baby	at	Night:	http://www.unicef.org.uk/BabyFriendly/Parents/Resources/

Resources-for-parents/Caring-for-your-baby-at-night/

-	 Health-Care	Provider	Guide	to	Caring	for	Your	Baby	at	Night:	http://www.unicef.org.uk/Documents/

Baby_Friendly/Leaflets/HPs_Guide_to_Coping_At_Night_Final.pdf

-	 Infant	Sleep	Information	Source:	Website	for	parents	and	healthcare	professionals	about	normal	infant	

sleep:	http://www.isisonline.org.uk/

The  Fo l low ing  D o cumen t s  C a n  B e  Found  I n  t he  A ddi t ion a l  R e s our ce s  S ec t ion 

•	 Action	Plan

•	 Facility	Impact

•	 Rooming-In	with	your	Baby

•	 Postpartum	Rooming-In	Checklist

•	 Postpartum	Infant	Feeding	Patient	Survey

http://www.bfmed.org/Media/Files/Protocols/Protocol_6.pdf
www.dshs.state.tx.us/wichd//WICCatalog/contents.shtm
http://www.scienceandsensibility.org/?tag=sleep
http://www.unicef.org.uk/BabyFriendly/Health-Professionals/Going-Baby-Friendly/Maternity/Ten-Steps-to-Successful-Breastfeeding/Step-7---Practice-rooming-in/
http://www.unicef.org.uk/BabyFriendly/Parents/Resources/Resources-for-parents/Caring-for-your-baby-at-night/
http://www.unicef.org.uk/Documents/Baby_Friendly/Leaflets/HPs_Guide_to_Coping_At_Night_Final.pdf
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Step 8
Encourage breastfeeding on demand. 

Teach mothers cue-based feeding regardless of feeding method.



1.  Educate families to understand the baby’s cues for feeding readiness  

and satiety.

2.  Educate families about the baby’s ability to self-regulate appetite 

and to optimize the mother’s milk supply.

3.  Empower mothers to establish infant-feeding rhythms and patterns 

driven by their and their infants’ needs.

4.  Provide unlimited, 24-hour opportunities for babies to learn to suckle 

at the breast effectively.

Objectives
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Goal: To assure responsiveness to babies’ signs  
for feeding readiness as well as the mother’s need  
for breast comfort and to promote establishment  

of maximal milk supply. 

B ackgr ound

Fixed	feeding	schedules	were	developed	at	the	beginning	of	the	20th	century	based	on	theoretical	(and	

since disproven) assumptions about gastric emptying, infant development and avoidance of breastfeeding 

problems.1–3	Current	literature	solidly	indicates	that	restricted	or	scheduled	feedings	can	be	problematic	and	

that demand-feeding results in improved outcomes. However, there are often gaps between policy and practice. 

Misconceptions	are	pervasive	about	appropriate	feeding	intervals	and	length	of	feedings,	and	many	parents	and	

healthcare providers favor scheduled baby-care routines and limited or “measured” feedings.

In	contrast	to	measured	feeding,	demand-feeding—also	known	as	‘‘unrestricted,”	‘‘baby-led’’	or	‘‘cue-based”	

feeding—is the practice of feeding an infant either whenever the infant signals hunger or the need to suckle or 

whenever a mother desires to feed the baby. Under conditions of demand-feeding, it is normal for infants to feed 

eight	to	twelve	times	or	more	in	a	24-hour	period.	Feedings	occur	at	irregular	intervals	and	last	for	varying	

lengths	of	time.	A	typical	feeding	lasts	from	15	to	20	minutes,	although	lengths	of	feedings	vary	from	feeding	

to feeding as well as from infant to infant. It is common for infants to cluster-feed, with many frequent and 

closely spaced feedings during some parts of the day in combination with longer inter-feeding intervals in other 

parts of the day. Length of feeding should not be limited or prescribed. 

Step 8
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Wh y  St ep  8?

Carrying out Step 8 benefits your facility by enhancing:

1. Safety: Demand-feeding is the safest and healthiest way 

to feed an infant. Restricting, limiting or scheduling 

feedings	may	result	in:

•	 Less	intake	of	nutrient-	and	immunity-rich	

colostrum. 

•	 Higher	rates	of	jaundice.

•	 Delay	and	reduction	in	weight	gain.

•	 Delay	and	reduction	in	development	of	a	full	 

milk supply.  

•	 Increased	risk	of	maternal	engorgement,	mastitis,	

sore nipples and lactation failure.

•	 Increased	introduction	of	formula	and	other	

supplemental feedings.

•	 Early	weaning	from	the	breast.

•	 Increased	lifetime	health	risks	associated	with	 

non-exclusive breastfeeding.

2. Effectiveness: The evidence supporting demand-

feeding, which can occur only in an environment of 

24-hour	rooming-in,	is	well	established.	Demand-

feeding supports the physiologic needs of the infant as 

well as the physiologic requirements for establishing 

and sustaining lactation. In the first few weeks, the 

upper limit of milk production and the milk supply are established by proliferation of prolactin receptors 

and secretion of prolactin. This occurs in response to suckling and stimulation of the breasts and by 

local effects of milk removal.5–9 The more milk that is removed from the breast, the more that milk will 

be	produced.	Because	prolactin	levels	are	higher	at	night,	night	feedings	and	rooming-in	are	especially	

critical for maximizing milk supply. 

 Allowing milk supply to be regulated physiologically through demand-feeding ensures that a sufficient 

supply is established to meet the baby’s needs for growth and that milk is emptied from the breasts 

sufficiently to ensure maternal comfort and breast health. In contrast, restricting frequency and duration 

of feedings may interfere with the symbiotic process of milk supply regulation, limit infant growth and 

contribute to breast engorgement, insufficient milk production and other problems.

3. Patient-centeredness: Providing an environment supportive of demand-feeding provides patient-centered 

care	for	families	and	their	babies	because:

•	 Families	are	empowered	to	learn	to	competently	care	for	and	respond	to	their	babies’	needs.

•	 Babies	have	their	needs	met	in	a	timely	manner,	so	they	cry	less,	conserve	energy	and	maintain	more	

consistent blood sugar levels. 

•	 The	temptation	to	supplement	with	formula	is	decreased	since	babies	are	more	content	 

and cry less.

•	 Mastery	of	breastfeeding	and	establishment	of	a	full	milk	supply	occur	more	quickly	and	with	 

fewer difficulties. 

“ During the early weeks of 

breastfeeding, mothers 

should be encouraged to 

have eight to twelve feedings 

at the breast every 24 hours, 

offering the breast whenever 

the infant shows early signs 

of hunger, such as increased 

alertness, physical activity, 

mouthing or rooting. Crying is 

a late indicator of hunger.” 4 

American Academy of Pediatrics



Texas Ten Step Star Achiever 121Step 8

•	 Infants	who	are	allowed	to	control	the	

frequency and duration of a feeding learn 

to recognize their own signs of hunger and 

satiety. This ability to self-regulate appetite 

may be related to the lower rates of obesity in 

children who were breastfed.

4. Timeliness: Promotion of demand-feeding 

ensures timely care. When demand-feeding 

occurs:

•	 Infants	experience	little	or	no	delay	in	eating	

each time they are hungry. 

•	 Infant	weight	gain	is	not	delayed	because	

infants are fed when they are most prepared 

to eat effectively. 

•	 Mothers	have	less	need	to	wait	for	staff	

assistance with feedings because feedings 

are easier when they occur at times when 

infants are most ready and responsive  

to eating. 

•	 Mothers	have	faster	development	of	a	full	

and abundant milk supply. 

5. Efficiency: Despite the changes in traditions and routines needed to support an environment in which on-

demand-feeding can occur, demand-feeding is more efficient than scheduled or restricted feeding for many of the 

reasons	already	mentioned.	In	addition:

  Time at the facility is saved. Less staff and patient time is needed to address feeding complications, waking 

sleepy babies (e.g., babies who may have fallen asleep to conserve energy after crying), comforting fussy 

babies and attending to maternal and infant health complications such as engorgement, sore nipples, poor 

weight gain or jaundice. 

   Space at the facility is saved. Less space and other resources are needed to purchase and store formula and 

feeding systems that may otherwise be used for supplemental feedings.

  Families can better address infants’ other needs. Parents are empowered, both in the hospital and after 

discharge, to attend to the routine needs of their infants. 

6. Equity: Demand-feeding should be the standard of care for all families, regardless of feeding type. Demand-

feeding assures that feeding spacing, duration and volume is matched to the infants’ physiologic needs. 

Facilitating	infants’	self-regulation	of	appetite	is	a	key	strategy	for	establishing	healthy	patterns	of	eating	

and reducing the risk of obesity. 

 Demand-feeding promotes health equity by enabling more families to successfully establish breastfeeding 

with fewer complications. Along with the type of delivery and rooming-in, demand-feeding is a more 

important determinant of exclusive breastfeeding than sociodemographic parameters.11 Poor previous 

breastfeeding experiences, perceptions that breastfeeding would be too hard and lack of confidence in 

their baby’s ability to breastfeed are leading reasons that low-income Texans give for never initiating 

breastfeeding. Insufficient milk supply is the most common reason low-income Texas women report as 

a cause for early weaning.12	Each	of	these	determinants	for	sub-optimal	breastfeeding	could	be	addressed	

through education, promotion and support of demand-feeding.

“ Infants who are breastfeeding 

well will feed eight to twelve 

times or more in 24 hours, for a 

minimum of eight feedings every 

24 hours. Limiting the time at the 

breast is not necessary and may be 

harmful to the establishment of a 

good milk supply. Infants usually 

fall asleep or release the breast 

spontaneously when satiated.” 10 

Academy of Breastfeeding Medicine
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Ev idence  for  Effic ac y

The benefits of demand-based, 

unrestricted breastfeeding, when 

compared to scheduled feeding routines, 

include:

•	 Better	establishment	of	exclusive	

breastfeeding and milk sufficiency.

•	 Support	of	ideal	infant	nutrition	

and health.

•	 Rapid	clearance	of	bilirubin	from	the	

infant’s system.

•	 Health	benefits	for	the	breastfeeding	

mother.

When no restrictions are placed on 

feedings, frequency and length of 

feedings vary widely.13–17 Daily milk 

intake does not correlate to frequency 

or duration of feedings.13, 15	Breastmilk	

fat content increases over the duration 

of a breastfeeding, with the most 

nourishing milk excreted toward the 

end of a feeding. Restricting length 

of breastfeeding or interrupting the feeding on one breast to switch to the other may result in limiting the 

infant’s caloric intake as well as the mother’s ability to produce a sufficient milk supply.13, 18 Total time spent 

breastfeeding is correlated with infant weight gain.19 

Demand-feeding fosters exclusive breastfeeding and milk supply establishment 
by enabling:

•	 More	frequent	feedings.20,	21 

•	 Increased	infant	milk	intake.8,	22

•	 Earlier	establishment	of	breastmilk	supply	and	flow.22–24

•	 Increased	duration24–28 and exclusivity of breastfeeding.11,	25,	29

Attention to early feeding cues facilitates correct latch-on and effective suckling, thereby reinforcing the 

mother’s response to her infant.30

“ The most common cause of low milk supply is ineffective suckling and/

or infrequent feeding routines that do not adequately stimulate milk 

production and milk removal.” 31
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Demand-feeding supports ideal infant 
nutrition and health by:

•	 Supporting	nutritional	homeostasis.	One	study	

found that infants allowed to feed according 

to their natural nutritional patterns  have 

a predictable pattern of weight loss that is 

accompanied by hormonal and metabolic 

changes and mobilization of stored fat. Weight 

loss of 6 percent or more, but less than 10 percent, 

is accompanied by an increased drive to eat, with 

increased frequency of eating between days one 

and two.  This is followed by weight gain and 

restoration of fuel stores beginning on day three, 

and establishment of an anabolic hormonal and 

metabolic state supporting growth.33 

•	 Resulting	in	decreased	maximal	weight	loss22 

and increased weight gain.8,	25 

•	 Contributing	to	earlier	passage	of	meconium,22,	34 

a lower level of serum bilirubin20 and decreased incidence of hyperbilirubinemia.20,	22 In fact, restrictions 

placed on frequency and duration of feeding may inhibit the normal processes that clear bilirubin from the 

infant’s	body.	One	study	found	that	30	to	36	breastfeedings	in	the	first	72	hours	of	life	is	associated	with	

decreased	hyperbilirubinemia,	compared	to	infants	with	24	to	29	feedings.35 

•	 Stabilizing	neonatal	serum	glucose	levels.36,	37 

•	 Allowing	infants	to	control	the	frequency	and	duration	of	a	feeding,	thus	learning	natural	hunger	and	

satiety cycles, which may reduce risk for later obesity.38 Demand-fed infants do not empty the breast when 

breastfeeding but leave approximately 30 to 40 percent of the beginning volume of milk in the breast. This 

indicates that infants allowed to feed on demand are able to self-regulate their intake and stop feeding 

when satiated.9

Demand-feeding supports maternal health and well-being by:

•	 Helping	mothers	to	meet	personal	breastfeeding	goals.39

•	 	Preventing	pathologic	engorgement.40, 41

Other	relevant	findings	show	that:

•	 Nipple	soreness	does	not	increase	with	more	frequent	feeding	associated	with	demand-feeding.21,	42,	43

•	 Nipple	soreness	is	usually	caused	by	poor	attachment	at	the	breast	and	is	not	related	to	duration	of	

suckling.25,	44

Restriction of the frequency and length of feeding has been associated with:

•	 Poor	infant	weight	gain.

•	 Insufficient	milk	supply.

•	 Sore	nipples.	

•	 Breast	engorgement.

•	 Introduction	of	formula	feeds.

•	 Cessation	of	any	or	exclusive	breastfeeding.25,	45,	46

“ There is no evidence that long 

inter-feed intervals adversely affect 

healthy newborns who are kept 

warm and who are breastfed when 

they show signs of hunger. An infant 

who shows no signs of hunger or 

who is unwilling to feed should  

be examined to exclude  

underlying illness.” 32 

World Health Organization.
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I mpl emen tat ion  St r at eg y

Preparation: Getting Ready for On-Demand, or “Baby-Led” Feeding

Action steps for implementing Step 8 include:

1.		Assessing	your	facility’s	policies,	which	should:

•	 Provide	guidance	for	on-demand-feeding	for	all	healthy,	term	babies.	

•	 Include	information	and	education	to	families	about	the	importance	of	demand-feeding	as	well	as	

information about how to recognize and respond to infant hunger and satiety cues and how to assess 

effective feeding. 

•	 Prioritize	demand-based	infant	feeding	over	other	non-emergent	tasks.	

•	 Examine	routine	policies	concerning	infant	procedures	(e.g.,	phlebotomy,	physical	examination,	weighing,	

bathing, circumcision, housekeeping, photography, hearing screenings, birth certificates, visitor policies, etc.) 

that	separate	or	interrupt	mother	and	baby;	assess	the	timing	of	these	procedures	and	their	impact	on	infant	

feeding, and conduct maternal and infant-care procedures at the bedside whenever possible. 

•	 Discourage	setting	time	limits	on	feedings,	such	as	feeding	for	15	minutes	on	each	side.	

•	 Assess	staff	training	and	competency	related	to	the	support	of	exclusively	breastfed	infants,	the	ability	to	

recognize and to teach hunger and satiety cues, and the ability to assess the efficacy of a breastfeeding. 

2.		Planning

•	 A	policy	of	24-hour	rooming-in	must	be	in	place	and	fully	implemented	prior	to	implementing	a	demand-

feeding policy. It is impossible for a mother to respond to her infant’s early hunger cues when the infant does 

not remain in close proximity to herthroughout her entire hospital stay. 

•	 Ensure	that	staff-training	needs	related	to	implementation	of	Step 8 are met for all levels of staff throughout 

the facility.

•	 Develop	a	system	for	tracking	

and addressing lapses in 

policy.

•	 Develop	indicators	for	

evaluating the impact of 

actions taken to support  

Step 8.

•	 Review	and	adapt	or	develop	

educational materials for 

patients to reinforce teaching 

about demand-feeding.

•	 Work	with	prenatal	care	

professionals and childbirth 

educators and with those 

responsible for prenatal 

hospital tours to inform 

patients about demand-feeding. 
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3.  Implementing

•	 Inform	all	staff	of	the	importance	of	Step 8 for 

accomplishing quality improvement goals.

•	 Adhere	to	24-hour	rooming-in	policies.	

•	 Educate	all	parents	about	demand-feeding,	and	

reinforce teaching throughout the entire hospital stay. 

•	 Implement	a	system	for	monitoring	policy	adherence.

•	 Implement	a	system	for	addressing	policy	lapses.

•	 Evaluate	the	impact	of	Step 8. 

Implementation: Best Practices for Success

Demand-feeding is fundamental to the successful 

establishment and maintenance of exclusive breastfeeding. 

Parents should be informed and encouraged to breastfeed on 

demand, with no restrictions placed on frequency or length 

of	feeding	unless	clinically	indicated.	Each	baby’s	pattern	

of feeding should be decided by physiological rhythms 

of the mother-baby dyad and not restricted by a schedule 

based on assumptions or bell curve averages. Demand-

feeding during the postpartum hospital stay ensures that 

maximal milk supply will be established, the baby’s needs for 

nourishment will be fully met and that mother and baby will 

have ample opportunity to practice positioning, attachment 

and responsive interaction. Demand-feeding also means that 

intake is self-regulated and that overfeeding does not occur.

Criteria for On-Demand, or “Baby-Led” Feeding

Though demand-feeding is well established in the literature as the best practice for infant feeding, the scheduled 

feeding	and	rigidly	structured	infant-care	regimens	popular	through	much	of	the	20th	century	are	still	pervasive	

in popular culture. Parents and health professionals alike require information about the principles and physiologic 

importance of demand-feeding. This applies to multiparous mothers as well as first time mothers and their families.

When	the	environment	supports	demand-feeding:

•	 Mothers	learn	and	respond	to	early	infant	hunger	cues	(rooting,	sucking,	head	and	limb	movements,	etc.)	

instead	of	waiting	for	the	infant	to	become	fussy	or	agitated	or	to	cry	before	feeding.	Crying	is	a	sign	of	

distress and is a very late sign of hunger. 

•	 Mothers	begin	a	feeding	in	response	to	the	infant’s	early	hunger	cues	and	end	when	the	baby	stops	suckling	and	

shows signs of satiation. 

•	 The	baby	is	kept	very	close	to	parents—day	and	night—so	they	can	respond	to	early	hunger	cues.	Mothers	

who	have	had	Cesarean,	or	otherwise	complicated	deliveries,	or	who	are	ill	may	need	extra	help	at	first	with	

identifying cues and positioning the baby.

Criteria for Mother-Led Demand-Feeding  

Frequent	feeding,	based	on	the	signals	of	the	mother’s	body	and	the	baby’s	hunger,	helps	establish	an	abundant	

milk supply and reduces complications such as engorgement, plugged ducts or mastitis. If a mother’s breasts 

feel full or if her milk lets down in anticipation of a feeding, she does not have to wait for her baby’s signals to 

offer the breast.

Principles of demand-feeding 

include promoting close, 

uninterrupted maternal-

infant contact and learning 

and responding to infant’s 

feeding cues. These principles 

have value for all families and 

apply equally to breastfeeding 

families and families who are 

using formula. Responsive, 

baby-led feeding sets patterns 

for healthy eating throughout a  

child’s lifetime.
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Guidance for Parents for Successful Demand-Feeding

•	 Provide	anticipatory	guidance	about	normal	infant-

state behavior. When parents are equipped to 

understand and anticipate normal behavior, it helps 

ensure that they will recognize when a baby is not 

behaving normally and to seek help when needed. 

•	 Teach	mothers	the	signs	of	milk	exchange	and	cues	

of infant satiety to build their confidence in effective 

feeding and to help them learn to detect situations 

that may require more help. 

•	 Tell	mothers	not	to	limit	the	lengths	of	feedings.	

While both short and very long feedings can be 

normal, staff and mothers should be made aware 

that persistently widely spaced, very brief feedings or persistently frequent and prolonged feedings may 

indicate ineffective attachment or ineffective milk exchange. Skilled assessment and help, if indicated, 

should be sought in these instances.

Sleepy Babies and Reluctant Feeders

It is important to have policies specific to reluctant feeders, or to those infants who are unable to demand feedings 

on their own in the early days postpartum. There are many reasons—including prematurity, traumatic birth or 

illness—that	an	infant’s	normal	hunger	cues	may	be	blunted	in	the	early	days	after	birth.	Evidence-based	labor	

and delivery policies can reduce birth practices that may negatively impact infant feeding. Policies that support 

early contact and feeding, rooming-in and anticipatory guidance can optimize feeding outcomes for infants at 

risk for poor feeding. 

In addition to the standard recommendations for encouraging demand-feeding, procedures should be in place 

to identify sleepy babies and reluctant feeders and to encourage mothers to feed them frequently. The needs of 

these	infants	can	be	addressed	through	the	following	practices:

•	 By	teaching	mothers	to	play	a	proactive	role	in	timing	feedings	if	the	baby	is	particularly	sleepy	or	is	a	

“reluctant feeder.” 

•	 By	teaching	parents	how	to	wake	a	sleepy	baby,	how	to	increase	state	organization	and	avoid	overstimulation	

for disorganized infants, and how to identify subtle hunger cues or feeding opportunities. 

•	 Mothers	can	be	taught	to	entice	reluctant	feeders	with	skin-to-skin	contact	and	to	increase	milk	production	

with regular and effective stimulation of the breasts (e.g., through hand expression and, if indicated, 

pumping).	Frequent	skin-to-skin	contact	and	proactive	hand	expression	of	breastmilk	can	maximize	intake	

and milk production and avoid the need for supplemental feedings. 

For	infants	who	require	a	structured	feeding	

regimen while in the hospital because they 

are weak, premature or ill, counsel parents to 

understand their infant’s current condition and 

the rationale for the current feeding regimen 

as well as the time frame during which the 

regimen will be in effect. Let them know 

that demand-feeding is the goal and that the 

regimen is intended only to address the infant’s 

needs until the infant can demand feedings on 

his or her own. 

Each baby has different needs 

that should be respected and 

responded to. Demand-feeding 

allows all babies, regardless of 

feeding method, to regulate 

their individual appetites.

Important points of patient education 

include recognizing:

• Signs of hunger

• Signs of satiety

• Normal infant feeding patterns

•  Signs that breastfeeding is going well
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O v ercoming  B a r r ier s:  St r at egie s  for  S ucce s s

The most common concerns related to implementing 

demand-feeding are detailed below, along with 

strategies for overcoming them (adapted, in part 

from	the	documents	listed	as	General	References	

after	the	Notes	section	at	the	end	of	this	Step).

1. Belief that infant care and feeding should 

occur on a predictable schedule. Many	

grandparents, new parents and healthcare 

professionals today are still influenced by child 

rearing recommendations based on “scientific 

child raising.” 47 Hospital routines, which 

frequently focus heavily on schedules and precise 

measurement, may reinforce these expectations. 

 Implementation of demand-feeding requires both 

staff	and	parents	to:

•	 Trust	breastfeeding	and	believe	that	it	is	

normal, desirable and achievable. 

•	 Learn	the	“language”	of	babies	and	be	aware	that	infants	are	born	competent	and	able	to	effectively	

judge and communicate their own physiologic needs. 

•	 Replace	highly	regimented	schedules	and	routines	with	a	more	flexible,	responsive	style	of	care.	A	

knowledge, attitude and paradigm shift may be required to reinforce the idea that it is all right for 

feeding patterns to be irregularly spaced, clustered, frequent and of differing lengths. 

 If infants are exceptionally drowsy from the effects of maternal analgesia or for other reasons, instruct 

mothers to initiate the feedings until their babies can demand feedings on their own. Teach parents how 

to recognize very subtle hunger cues and how to gently wake a sleeping baby. These families should be 

counseled that they should anticipate and allow a transition from parent-led to infant demand-led feeding 

once the infant is more stable. 

	 Facility	staff	should:

•	 Understand	why	demand-feeding	is	important	and	how	to	communicate	the	concept	of	demand-feeding	to	

parents. Role-playing with staff to address the question, “How often should I feed my baby?” may help. 

•	 Encourage	demand-feeding	for	all	babies,	regardless	of	feeding	type,	unless	clinically	indicated.	

•	 Ensure	that	families	understand	the	principles	of	demand-feeding,	including	infant	states,	infant	

hunger and satiety cues, the acceptability of waking an infant to feed for the mother’s own comfort, 

and how to assess feeding efficacy. 

•	 Educate	parents	prenatally	about	demand-feeding	and	reinforce	throughout	the	hospital	stay	and	at	

the postpartum follow-up. 

•	 Educate	parents	that	babies	feed	a	minimum	of	eight	times	in	a	24-hour	period,	with	ten	to	twelve	

times	or	more	in	a	24-hour	period	being	more	typical.	The	importance	of	nighttime	feeding	for	milk	

production should be explained.

H U N G ER  A N D  S AT I E T Y  C U E S  

Hunger cues include rooting, suckling, 

and head and limb movement.

Satiety cues include stopping suckling, 

letting go of the breast or turning away, 

paired with relaxation of the hands  

and body.

For	detailed	information	and	visuals,	

consult the DSHS Infant Feeding Cues: 
A Feeding Guide lesson plan: www.dshs.

state.tx.us/wichd/nut/bflessons-nut.shtm.	

Additional resources are available at the 

end of Step 8.

www.dshs.state.tx.us/wichd/nut/bflessons-nut.shtm
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•	 Inform	mothers	that	demand-feeding	is	responsive	

not only to babies’ hunger cues but also to the 

mother’s	physical	needs.	Encourage	them	to	wake	

the baby for a feeding if their breasts feel overfull.

•	 Facility	staff	should not instruct parents to feed 

infants every two to three hours (or any other 

time intervals), as feeding should not occur in 

regular time intervals. 

•	 Facility	staff	should not instruct mothers to nurse 

for specified lengths of time on each breast and 

then switch. Studies demonstrate that the baby’s 

appetite should determine the length of time at 

each breast as well as whether feeding occurs at 

both breasts during a given feeding session.48, 49 

Switching breasts at specified intervals, rather 

than allowing the baby’s appetite to determine 

length of the feeding, may be associated with 

the increased likelihood of maternal breast 

engorgement and infant colic.48 The baby should 

lead the feeding and nurse as long as he or she 

needs to on a given breast. The other breast can 

then be offered, though the baby may not take it.

•	 Be	sure	that	staff	members	are	trained	in	both	

recognizing and teaching how to assess a 

breastfeeding.

•	 Ensure	that	there	is	consistency	in	messaging.	

•	 Ensure	that	all	educational	materials	support	

demand-feeding and don’t provide instruction for 

scheduled or limited feedings. 

•	 Feeding	logs	should	be	geared	toward	demand-feeding.	

•	 Staff	should	not	emphasize	length	of	feedings,	but	should	teach	parents	to	assess	the	efficacy	of	

feedings.

2. Lack of awareness by parents of early infant feeding cues. Because	of	old	infant-care	regimens,	many	

families and healthcare professionals believe that infants signal a need to eat by crying. In fact, crying is a 

sign of distress that occurs when parents or caregivers have not responded to earlier signs of hunger. While 

early hunger cues such as rooting, licking and hand-to-mouth behavior indicate readiness to feed, a crying 

infant has moved past readiness and must be calmed before he or she is able to suckle. When feeding occurs 

at early signs of hunger, infants feed most effectively, contributing to physical growth and the establishment 

of an abundant milk supply.

	 Educate	staff	to:	

•	 Understand	infant	state	behaviors.	

•	 Recognize	signs	of	hunger	and	satiety.

•	 Teach	families	about	feeding	cues.

•	 Assess	effectiveness	of	a	breastfeeding.

The ideal of “scientific child 

raising” became popular at 

the turn of the 20th century. 

Experts recommended strictly 

scheduled feedings and 

discouraged rocking, holding, 

cuddling, etc. for fear that 

doing so would weaken the 

child’s constitution or spoil 

the child.4 7 These ideals were 

pervasive until the 1960s 

when concepts of child socio-

emotional development, such 

as Erik Erickson’s Eight Stages of 

Development, began to emerge.
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Discourage parents from focusing on the timing and 

length of feeds. Instead, educate and encourage parents—

prenatally	and	throughout	the	hospital	stay—to:

•	 Recognize	hunger	and	satiety	cues.

•	 Notice	the	number	of	feedings	in	a	24-hour	period.

•	 Allow	their	baby,	rather	than	the	clock,	to	 

guide timing and duration of feedings. 

•	 Assess	effectiveness	of	a	breastfeeding.

3. Babies not near their mothers when they are most 

ready to eat. For	families	to	be	able	to	learn	and	respond	

to their infant’s feeding cues, they must be physically 

close to their infants and be relatively free from distraction.  

It may be necessary to restructure hospital policy to facilitate this.

	 Some	policies	that	may	need	revision	or	clarification	include:

 Rooming-In

	 Demand-feeding	is	only	feasible	when	a	24-hour	rooming-in	policy	(Step 7) is implemented. Infants should 

be	routinely	kept	in	the	mother’s	room	24	hours	a	day,	and	procedures,	exams,	lab	tests,	measurements	

and physician rounds should be held at the bedside whenever possible. This saves time in transport and 

allows opportunities for education and the answering of questions at the same time clinical routines occur. 

Schedule procedures that must occur outside of the room around feedings, and encourage mothers to 

accompany the baby so that breastfeeding can occur as needed. 

 Instruct staff not to supplement infants if separated from the mother for a procedure. Instead, train them to 

recognize feeding cues so that they can summon the mother for a feeding when needed.

 Visitation Policies

	 Between	social	visitation,	phone	calls	and	hospital	routines,	the	number	of	interruptions	for	a	new	mother-baby	

dyad	can	be	overwhelming.	Mothers	and	their	families	may	use	tremendous	amounts	of	energy	entertaining	

guests and taking phone calls, and mothers may be embarrassed to breastfeed in front of visitors. 

	 One	observational	study	in	a	tertiary-level	university	hospital	observed	frequency	and	duration	of	

interruption, including visitors, phone calls and healthcare staff. This study found that an average of 54 

“ In the early weeks after birth, 

non-demanding babies should 

be aroused to feed if four 

hours have elapsed since the 

beginning of the last feeding.” 4 

American Academy of Pediatrics
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interruptions,	typically	lasting	17	minutes	in	length,	occured	per	dyad	between	the	hours	of	8	a.m.	and	8	

p.m.	in	the	first	24	hours	after	birth.50	On	average,	dyads	had	24	episodes	of	uninterrupted	time,	and	half	of	

these were less than or equal to nine minutes, with most lasting only one minute. When these interruptions 

are taken as a whole, it is easy to see that prioritizing feeding on demand and providing opportunities for 

mother and baby to rest and recover may be difficult. Too frequently, well-meaning care providers suggest 

taking the infant to the nursery to allow an exhausted mother to rest rather than reducing the number of 

demands placed on the new dyad. 

 It is normal for close family and friends to want to support a new family and welcome a new baby into the 

world.	Below	are	some	suggestions	for	how	to	meet	the	needs	of	the	new	families	and	of	the	people	who	care	

about	them:

•	 Shorten	and	enforce visiting hours, with families designating one or two immediate support people 

who may “break the rules” and remain with the mother-baby dyad outside of visiting hours. Another 

way to approach limiting visiting hours is to institute regular rest periods or quiet hours during 

which time visitors are restricted.

•	 Provide	families	with	signs	they	can	place	on	the	door	to	notify	visitors	not	to	disturb	the	family.	The	sign	

can list other things the visitor can do to support the new family, such as bring food, do laundry, run 

errands, etc. 

•	 Ask	prenatal	care	providers	and	childbirth	educators	

to educate families about uninterrupted time in the 

hospital. Provide families with realistic expectations 

for usual hospital routines, information about 

important postpartum tasks of the new baby and 

family (e.g., learning about each other, establishing 

feeding, recovery and rest) and explain the importance 

of limiting visitors and phone calls. The hospital can 

provide expectant parents with a template for an 

e-mail or letter to extended families and friends about 

the importance of limiting visitors in the early days, 

hospital policies about visitation and suggestions for 

how people can help celebrate and support the birth 

while also providing the family with needed privacy 

and time. 

•	 As	part	of	admission	and	orientation	to	the	unit,	

reinforce the importance of limiting visitors, and 

post signs around the unit to remind staff, patients 

and visitors about the importance of frequent, 

uninterrupted mother-baby time. 

 Maternal-Infant Proximity and Skin-to-Skin Contact

	 For	mothers	to	learn	about	their	babies	and	observe	early	

signs of hunger, they should be physically close and 

engaged in frequent skin-to-skin contact, even when 

mother	and	baby	room-in	24	hours	a	day	and	external	

distractions are minimized. Ideally, mother and baby will be 

in frequent skin-to-skin contact from the first hours or two of 

postpartum through the remainder of their hospital stay and 

continuing after discharge.

The time of birth is associated 

with the frequency of suckling 

during the first 24 hours of 

the hospital stay. Infants born 

between midnight and  

six a.m. were nursed more 

frequently than infants born 

between one p.m. and 

midnight.22 This may reflect 

hospital practices related to 

rooming-in and night feeding. 

The practice of removing 

babies to the nursery the first 

night after birth limits the 

suckling of infants born in the 

afternoon and in the evening.
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 Hospital staff should encourage unrestricted 

skin-to-skin contact to maximize feeding 

opportunities and to support maternal-infant 

bonding and the infant’s physiologic stability and 

state	organization.	Fathers	or	other	caregivers	

and babies can also be encouraged to spend time 

skin-to-skin. When babies are not in skin-to-skin 

contact or being held, they should be placed on 

their backs in a bassinet close to the mother’s 

bed, within arm’s reach and in clear face-to-face 

view	of	the	mother.	Babies’	hands	should	be	left	

free (e.g., not swaddled), and pacifiers should be 

avoided so that babies may clearly signal hunger. 

4. Parents or staff are unsure if mother’s colostrum 

or milk sufficiently meets the newborn’s needs. 

A focus on precisely measuring feeding volumes—

as with strictly scheduled feeding regimens—is a legacy of the “scientific child-rearing” period. Precise 

measurement, including input and output, is also central to the training of every healthcare professional. It is 

not uncommon for staff or family members to doubt the sufficiency of a mother’s milk unless its volume can 

be	physically	measured	and	documented.	Many	may	require	a	paradigm	shift	to	trust	in	the	adequacy	and	

sufficiency of exclusive breastfeeding. 

Fortunately,	the	adequacy	and	sufficiency	of	colostrum	and	breastmilk	is	well	documented,	and	tools	for	

their measurements do exist.51–53

•	 Feeding	should	be	assessed	twice	daily	to	check	efficacy	of	attachment	and	milk	exchange,	rather	than	

measuring milliliter marks on a bottle as is done for formula. 

•	 Data	should	be	collected	to	measure	the	number	of	breastfeedings	in	a	24-hour	period,	infant	output	

(especially number of stools) as indicators of input and infant weight status as an indicator of sufficient 

hydration. 

Staff and family members should be educated about 

the physiologic stomach capacity of a newborn 

infant, and this information should be regularly 

reinforced. A newborn infant’s physiologic stomach 

capacity	is	estimated	to	be	an	average	of	only	7	mL,	

or	2	mL/kg.	By	day	two,	the	stomach	capacity	is	

estimated	to	be	an	average	of	only	13	mL,	or	4	mL/kg	

body weight.54 The volume of a mother’s colostrum 

is	well	matched	to	this	capacity.	Explaining	the	

small size of a baby’s stomach can also reinforce why 

frequent feedings are needed—the infant’s stomach 

fills quickly, and breastmilk is easily, comfortably 

and efficiently digested. The stomach empties 

quickly, and the baby will likely be ready to eat 

again shortly after this. Unrestricted frequent and 

effective breastfeedings help larger volumes of milk 

to come in more quickly than do restricted feedings, 

so the mother’s milk volume will continue to keep 

pace with the growth of the infant’s stomach. 

Unrestricted demand-feeding 

cannot occur without true 24-

hour rooming-in as well as a 

clear policy for staff to prioritize 

infant demand-feeding over other 

routine tasks. Feedings should not 

be interrupted or delayed for the 

convenience of staff or physicians. 



Texas Ten Step Star Achiever132 Step 8

To help staff and families gain confidence in 

the	adequacy	of	exclusive	breastfeeding:	

•	 Assure	families	that	frequent	feeding	

in the early days is beneficial—as it 

stimulates milk production—and that 

the baby will have more efficient, less-

frequent feedings once breastfeeding is 

well established.

•	 Use	visual	cues	such	as	belly	balls,	

balloons filled with fluids or other means to demonstrate the small size of an infant’s stomach at days 

one and two. 

•	 Remind	staff	that,	though	an	infant	may	have	the	ability	to	take	in	greater	volume	through	bottle-feed	

boluses,	excess	fluid	may	cause	discomfort,	vomiting	and	stretching	of	the	infant’s	stomach.	Families	

that use formula should be taught to pace bottle-feeds and be encouraged to pour out formula that is in 

excess of their infant’s physiologic stomach capacity. Urging infants to empty a bottle is common, and 

bottle-emptying behavior has been linked to a risk for excess weight gain.55 

•	 Teach	mothers	to	hand	express	milk	so	that	they	can	have	visual	evidence	of	the	presence	of	their	

colostrum.	Educate	families	about	the	potency	of	this	“liquid	gold”	and	how,	though	small	in	volume,	

colostrum provides infants with everything they need to have the very best start in life. 

•	 In	addition	to	teaching	hunger	cues,	teach	families	to	recognize	signs	of	infant	satiety.	Teach	them	how	

to	assess	a	breastfeeding	by	describing	signs	of	oxytocin	release/let-down	and	milk	exchange.	Knowing	

these signs will provide the family with tangible ways to “measure” that their baby is getting plenty to 

eat and will increase their confidence in their ability to care for their infant. Praise families for their 

competence in responding to their infants and in meeting their babies’ needs through breastfeeding.

5. Settling a crying baby. Though crying is often normal, families sometimes interpret a baby’s cries as 

indicative	that	the	mother’s	milk	is	insufficient	or	is	“not	good.”	For	the	mother,	difficulty	comforting	a	baby	

can cause anxiety and reduce her confidence. 

If	a	baby	cries	frequently,	look	for	a	cause.	Observe	a	breastfeeding,	listen	to	the	mother	and	examine	the	

baby.	There	may	be	a	medical	reason	or	pain	that	is	causing	the	baby	to	cry;	or	the	baby	may	be	crying	due	

to hunger, but may also be crying due to discomfort, loneliness, fatigue, overstimulation, boredom or other 

reasons. 

Listen	to	the	parents’	concerns	and	reinforce	what	is	working	well.	Offer	practical	solutions	that	can	

address any identified needs and that can help parents feel competent in caring for their baby. Skin-to-skin 

contact and holding the baby close while singing and rocking may be possible strategies. Involve other 

family members so that they all understand what is normal, why supplemental feedings are often not the 

most effective solution and how to help comfort the baby.

Consider limiting general visiting hours 

from four to eight p.m., limiting the 

number of visitors at one time and 

encouraging mothers to turn off the 

ringers on their phones.
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Eva l u at ing  S ucce s s

Use the information in this section and the additional tools provided in the Additional Resource Documents 

section at the back of this toolkit as checkpoints to verify that you are successfully implementing Step 8. Assign 

one	or	two	staff	members	with	the	best	perspective	on	day-to-day	operations	to	complete	these	checkpoints:

•	 Process	changes.	When evaluating your facility’s success in implementing Step 8,	consider	the	following:

-	 Are	24-hour	rooming-in	policies	implemented?	

- Have staff members been educated in principles that support demand-feeding?

- Do staff knowledge, attitudes and practices support demand-feeding? 

- Are visitation procedures in place?

- Are procedures in place that protect and promote demand-feeding in relation to the timing and location 

of routine clinical care? 

- Do educational materials support principles of demand-feeding?

- Do charting forms and patient feeding logs support principles of demand-feeding?

- Do all policies, procedures and standing orders support principles of demand-feeding for healthy, term 

infants who are able to signal hunger cues?

-	 Do	mothers	report	that:

•	 No	restrictions	have	been	placed	on	the	frequency	or	duration	of	feeding	their	babies?

•	 They	have	been	instructed	to	breastfeed	whenever	and	for	as	long	as	their	baby	wants?

•	 They	have	been	instructed	to	wake	their	infant	from	a	light	sleep	as	needed	for	feeding?	

•	 They	have	had	infant	feeding	cues	described	to	them?	

Facility	management	should	use	the	included Step 8 Action Plan to assess progress on this Step.

•	 Determine	impact	on	patient	experience.	Your	facility	should	track	data	about	on-demand	breastfeeding.	

Data	to	track	include:

-	 Percentage	of	mothers	who	report	breastfeeding	eight	to	twelve	or	more	times	a	day	in	a	24-hour	period.

- Percentage of mothers who report confidence identifying early and active signs of hunger, signs of 

effective feeding and signs of satiety.

- Average percentage of infant weight loss.

- Average onset of weight gain.

- Average time of onset of lactogenesis II.

- Average length of time for regaining of birth weight.

- Percentage of women experiencing engorgement.

- Percentage of breastfed infants receiving supplemental feedings.

•	 Assess	value	to	the	facility.	Use	the	chart	titled	“Facility	Impact	–	Demand-feeding”	included	in	the	

Addtional Resource Documents section to track your facility’s time and money spent on the measures 

recommended	and	to	assess	cost	savings	that	may	be	attributed	to	the	changes	made.	Include:

- Staff time spent in restructuring infant-care routines.

- Reported patient satisfaction. 

- Staff time spent on soothing fussy babies. 

- Staff time spent waking sleepy babies. 
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R e s our ce s

Anticipatory Guidance Resources on Infant State and Breastfeeding Norms in the Early Postpartum Period

•	 Norms	in	the	First	Three	Days	(from	Jones	&	Green,	2004,	from	On-Line	Breastfeeding	Course:	A	clinical	

introduction.	C	&	W.	Learning	and	Development.	Adapted	from	R.	Hewat,	University	of	British	Columbia	

School	of	nursing	(	www.cw.bc.ca/onlinecourses/sample/bf/ext/normstable.pdf)	:	www.cdph.ca.gov/

HealthInfo/healthyliving/childfamily/Documents/MO-NormsFirst3Days.pdf

•	 Understanding	the	Behavior	of	Term	Infants.	White Plains, NY: March of Dimes Birth Defects Foundation:	
www.marchofdimes.com/nursing/modnemedia/othermedia/states.pdf

•	 Handouts	for	parents,	including:	How to Handle a Fussy Baby	
http://www.breastfeedingtaskforla.org/resources/for-parents/91-flyers-and-brochures

•	 California	WIC	California	Baby	Behavior	Campaign	http://www.cdph.ca.gov/programs/wicworks/Pages/

WICCaliforniaBabyBehaviorCampaign.aspx

Infant Cues

•	 Infant	Feeding	Cues:	A	Feeding	Guide	DVD:	Available	for	purchase	from	Platypus	Media.	Also	available	for	

check-out	from	the	DSHS	Audio	Visual	Library:	http://www.dshs.state.tx.us/avlib/default.shtm		

•	 Infant Feeding Cues: A Feeding Guide lesson plan:	http://www.dshs.state.tx.us/wichd/nut/bflessons-nut.shtm	

•	 Hunger	Cues:	www.kellymom.com/bf/start/basics/hunger-cues.html

•	 Reading	Baby’s	Cues:	www.azdhs.gov/azwic/documents/LATCH_handouts/READINGBABYCUEShandoutB10-08.pdf

•	 Baby's	Cues:	http://breastmilkcounts.com/babys-cues.php

Breastfeeding Guide: How to Get Off to a Great Start

•	 Breastfeeding	guide	discusses	position,	latch-on,	milk-transfer	signals,	engorgement,	hunger	and	satiety	

cues,	growth	spurts,	nipple	soreness	and	sleepy	babies.	Tells	when	and	who	to	call	for	help	and	how	to	tell	if	

a	baby	is	getting	enough	to	eat.	Hospitals	can	order	from	the	WIC	catalog.	

www.dshs.state.tx.us/wichd/WICCatalog/contents.shtm

Newborn’s Stomach Capacity

•	 The	Size	of	a	Newborn’s	Belly:		

www.dshs.state.tx.us/WorkArea/DownloadAsset.aspx?id=14977

•	 Stomach	capacity	references	from	the	California	Department	of	Public	Health:		

www.cdph.ca.gov/programs/breastfeeding/Documents/MO-StomachCapacityReferences.doc

Breastfeeding Crib Cards

•	 Crib	cards	are	available	for	girls	and	boys.	These	crib	cards	are	breastfeeding-friendly.	Inside	each	card	is	a	

graphic	that	illustrates	the	size	of	a	newborn’s	belly	on	the	first	and	third	days	of	life.	It	includes	an	explanation	

about	the	importance	of	colostrum	and	frequent	feeding	to	establish	a	good	milk	supply.	Local	agencies	

are	encouraged	to	share	these	crib	cards	with	hospitals	in	the	community,	as	well	as	order	them	for	clients.	

Hospitals	can	also	order	them	from	the	WIC	catalog:	www.dshs.state.tx.us/wichd/WICCatalog/contents.shtm

•	 Breastfeeding	Crib	Cards	for	boys	and	girls	can	also	be	downloaded	for	print	from	the	Centers	for	Disease	

Control	and	Prevention:	http://www.cdc.gov/breastfeeding/promotion/healthcare.htm

www.cdph.ca.gov/HealthInfo/healthyliving/childfamily/Documents/MO-NormsFirst3Days.pdf
www.cdph.ca.gov/HealthInfo/healthyliving/childfamily/Documents/MO-NormsFirst3Days.pdf
http://www.cdph.ca.gov/programs/wicworks/Pages/WICCaliforniaBabyBehaviorCampaign.aspx
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Feeding Log

•	 How	Do	I	Know	–	Combined	Form	“How	Do	I	Know	Breastfeeding	is	Going	Well”	is	an	instructional	guide	

that	informs	new	moms	when	they	should	call	for	breastfeeding	assistance.	The	reverse	side	of	the	form	

provides	a	breastfeeding	log	that	gives	women	the	opportunity	to	track	their	breastfeeding	progress.	

	 Download	English:		

http://www.supportfromdayone.org/resources/details/combined-form-how-do-i-know-breastfeeding-is-going-

well-and-feeding-log-english

	 Download	Spanish:		

http://www.supportfromdayone.org/resources/details/combined-form-how-do-i-know-breastfeeding-is-going-well-

and-feeding-log-spanish

Supporting Demand-feeding with “Sleepy Babies” or “Reluctant Feeders”

•	 Breast Compression by	Jack	Newman	MD,	FRCPC,	IBCLC	and	Edith	Kernerman,	IBCLC,	2008,	2009:		

www.nbci.ca/index.php?option=com_content&view=article&id=8:breast-compression&catid=5:information&I

temid=17

•	 Help — My Baby Won’t Nurse!	(from	kellymom.com):	www.kellymom.com/bf/concerns/baby/back-to-breast.html

Protocols and Guidelines

•	 Academy	of	Breastfeeding	Medicine	Protocols:	www.bfmed.org/Resources/Protocols.aspx

-	 Wight	N,	Marinelli	KA;	Academy	Of	Breastfeeding	Medicine	Protocol	Committee	ABM	Clinical	Protocol	

#1:	Guidelines	for	Glucose	Monitoring	and	Treatment	of	Hypoglycemia	in	Breastfed	Neonates.	Breastfeed	

Med.	2006;1(3):178–84.	

-	 Academy	Of	Breastfeeding	Medicine	Protocol	Committee.	Protocol	#10:	Breastfeeding	the	near-term	

infant	(35	to	37	weeks	gestation).	

-	 Academy	of	Breastfeeding	Medicine	Protocol	Committee.	ABM	clinical	protocol	#22:	guidelines	for	

management	of	jaundice	in	the	breastfeeding	infant	equal	to	or	greater	than	35	weeks'	gestation.	

Breastfeed	Med.	2010	Apr;5(2):87–93.

•	 Management	of	Hyperbilirubinemia	in	the	Newborn	Infant	35	or	More	Weeks	of	Gestation	Clinical	

Practice	Guideline,	American	Academy	of	Pediatrics,	2004.	aappolicy.aappublications.org/cgi/reprint/

pediatrics;114/1/297.pdf

•	 World	Health	Organization.	Hypoglycaemia	of	the	newborn,	1997.	www.who.int/child_adolescent_health/

documents/chd_97_1/en/index.html

•	 UNICEF/UK	Baby	Friendly	Hospital	Initiative	Guidance	on	the	development	of	policies	and	guidelines	for	

the	prevention	and	management	of	Hypoglycaemia	of	the	Newborn:	www.babyfriendly.org.uk/pdfs/hypo_

policy.pdf

•	 California	Perinatal	Quality	Care	Collaborative	Care	and	Management	of	the	Late	Preterm	Infant	Toolkit:		

www.cpqcc.org/quality_improvement/qi_toolkits/care_and_management_of_the_late_preterm_infant_	

toolkit_rev_april_2007

The  Fo l low ing  D o cumen t s  C a n  B e  Found  I n  t he  A ddi t ion a l  R e s our ce s  S ec t ion 

•	 Action	Plan

•	 Facility	Impact

•	 The	Size	of	the	Newborn’s	Belly
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http://pediatrics.aappublications.org/site/aappolicy/index.xhtml
www.who.int/child_adolescent_health/documents/chd_97_1/en/index.html
www.babyfriendly.org.uk/pdfs/hypo_policy.pdf
www.cpqcc.org/quality_improvement/qi_toolkits/care_and_management_of_the_late_preterm_infant_toolkit_rev_april_2007
http://www.supportfromdayone.org/content/resources/F13-06-13104_BF_Self_Assessment_Form_final_10_11_E.pdf
http://www.supportfromdayone.org/content/resources/F13-06-13104A_How_Do_I_Know_BF_is_Going_Well_prepress_Spanish.pdf
www.nbci.ca/index.php?option=com_content&view=article&id=8:breast-compression&catid=5:information&Itemid=17
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Step 9
Give no artificial nipples or pacifiers  

to breastfeeding infants.



Objectives

1. Avoid using pacifiers and artificial nipples during the maternity stay.

2. Reduce interference with establishment of maximal milk supply.

3. Maximize opportunities for babies to learn to suckle at the breast.

4.  Use alternative infant-feeding methods (finger- or cup-feeding, etc.) 

when supplemental feeding is necessary.

5.  Support and promote parents’ understanding of and responsiveness 

to babies’ cues.
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B ackgr ound

Images of baby bottles and pacifiers, pervasive and deeply embedded in our culture, are nearly synonymous with the 

concept of “new baby.” Pacifiers (also known as “dummies” or “soothers”) are used worldwide, and many healthcare 

professionals and parents consider their use to be normal, useful and even necessary. Likewise, bottles with 

artificial nipples (or “teats”) are widely considered to be the normal way to feed infants. 

Even	in	the	context	of	breastmilk-feeding,	bottles	are	often	considered	to	be	the	only	way	to	feed	infants	when	

direct breastfeeding is not possible. However, the use of either pacifiers or artificial nipples in the early weeks 

postpartum may come with risks, including reduced suckling at the breast and interference with demand-

feeding (Step 8). In addition, the use of artificial nipples (bottle-feeding) during the postpartum stay does not 

allow for full implementation of exclusive breastfeeding (Step 6) and is not compliant with the Code (Step 1), which 

restricts promotion of artificial nipples to the public. 

Wh y  St ep  9?

Use of pacifiers and artificial nipples with neonates can interrupt or reduce the frequency of breastfeeding 

sessions, can indicate that the mother or baby is having problems with nursing and can interfere with 

establishing the mother’s milk supply. Therefore, research and clinical experience support avoidance of 

pacifiers and artificial nipples or bottles for breastfeeding infants until after nursing and the milk supply are 

well-established, typically around four to six weeks after birth. In addition, avoidance of pacifiers and artificial 

nipples supports babies’ efforts to communicate their hunger, need for oral stimulation and bonding. It also 

encourages parents’ understanding of their baby’s “language” and promotes responsiveness to their baby’s needs. 

Carrying out Step 9 benefits your facility by enhancing:

1. Safety: Instituting policies to eliminate routine, non-medical use of pacifiers and artificial nipples during 

the	hospital	stay	increases	your	patients’	safety.	Early	use	of	pacifiers	and	artificial	nipples	has	been	

associated with ineffective breastfeeding, nipple pain and trauma, reduced feeding intensity, insufficient 

weight gain, reduced establishment of milk supply, and early weaning. 

 Pacifier use has been associated with reduced feeding intensity. When an infant suckles, the hormone 

cholecystokinin	is	released	in	the	baby’s	gut,	signaling	satiety	and	causing	drowsiness.	Babies	who	have	

Step 9
Goal: To maximize opportunities for babies to learn  
to suckle at the breast and to reduce interference  

with the establishment of a maximal milk supply.
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their suckling needs met with a pacifier rather than at the mother’s breast may be less likely to demand 

feedings at the breast.1 This may negatively impact infant weight gain as well as a solid establishment of 

milk supply. In addition, poor emptying of the breasts associated with pacifier use has been implicated as a 

risk factor for mastitis.2

 To reduce risk of infection and to optimize breastfeeding outcomes, routine use of pacifiers and artificial 

nipples should be avoided during the maternity stay. If an infant requires supplementation, give the parents 

instructions on the appropriate use of alternate feeding methods that do not require artificial nipples, such 

as cup-feeding.

	 A	statement	by	the	American	Academy	of	Pediatrics	(AAP)	Task	Force	on	sudden	infant	death	syndrome	

(SIDS) recommends considering pacifier use when placing the infant down for sleep as a possible risk-

reduction strategy for sudden infant death syndrome. It recommends, however, that pacifier introduction be 

delayed for breastfeeding infants until 1 month of age to ensure that breastfeeding is well established.3 This 

is	consistent	with	the	WHO/UNICEF	recommendation,	

which advises limiting the use of pacifiers and 

artificial nipples during the maternity stay. It is 

important to inform families that breastfeeding 

significantly reduces the risk of SIDS.4, 5

	 Because	pacifiers	can	be	detrimental	to	the	

establishment of breastfeeding, use should be limited 

to infants for whom the benefit of use outweighs 

the	risk.	For	example,	the	use	of	pacifiers	with	

premature infants may facilitate gastrointestinal 

development. It may also be appropriate to use 

pacifiers during painful procedures in which skin-

to-skin contact or breastfeeding cannot be feasibly 

used for pain management. In these instances, 

pacifier use is appropriate, and policies restricting 

pacifier use should incorporate this information. 

When used for procedural pain relief, pacifiers 

should be promptly discarded immediately following 

the procedure.

2. Effectiveness: Insufficient milk supply6 is the most 

commonly cited reason that Texas women report 

for	early	weaning.	Frequent	demand-based	feeding	

ensures establishment and maintenance of a good 

milk supply. This type of feeding has been shown to 

decrease with the use of pacifiers or artificial nipples. Thus, it is important to avoid the routine use of pacifiers 

and artificial nipples, an evidence-based strategy to encourage feeding on demand. 

3. Patient-centeredness: Though it is not recommended or supported by research, frequent use of pacifiers 

and bottles is often a part of infant care. When systems are not set up to promote family-centered care, it may 

seem expedient and convenient for staff to use artificial means to pacify a baby. However, use of pacifiers and 

artificial nipples can negatively impact the care experience for both parents and infants.

 Use of pacifiers during the maternity stay may interfere with the parents’ ability to learn to recognize infant 

hunger cues, causing delays in parental responsiveness and demand-feeding.7, 8

“ Pacifier use in the neonatal period 

should be avoided. Research 

shows that pacifier use in the 

neonatal period was detrimental 

to exclusive and overall 

breastfeeding. These findings 

support recommendations to 

avoid exposing breastfed infants 

to artificial nipples in the neonatal 

period.” 10 

 Academy of Breastfeeding Medicine
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- If a hungry baby is given a pacifier instead of 

a feeding, the baby may take less milk and not 

grow as well.9

- If pacifiers or artificial nipples and bottle-

feeding are used to placate a baby who is 

fussy for reasons other than hunger, the 

infant’s true need (e.g., need to be held, 

gassiness, wet or dirty diaper, etc.) may not 

be addressed in a timely manner. 

- The use of pacifiers, artificial nipples and 

bottles has been shown to significantly 

reduce the likelihood that women will 

achieve their own breastfeeding goals.11 

- In addition to interfering with normal 

establishment of breastfeeding, the use of 

pacifiers may also be a marker for problem 

breastfeeding, a lack of confidence with 

breastfeeding or an attempt to space 

and delay feedings.7, 12–14	Early	lack	of	

breastfeeding confidence is associated with 

early weaning.15 In the context of family-centered care, hospital staff can explore pacifier use with 

families, assess feeding efficacy and sufficiency, and provide  

anticipatory guidance and support. 

4. Timeliness: Timeliness for fulfilling an infant’s need to suckle on demand at the breast can be facilitated by 

practices such as skin-to-skin contact and rooming-in. Pacifiers and artificial nipples should not be used to 

delay an infant’s need to suckle at the breast. 

	 Establishing	successful	feeding	and	learning	social	interaction	with	their	primary	caregivers	are	critical	

to an infant’s primary tasks of survival and growth.16	Often,	pacifiers	or	artificial	nipples	are	used	by	

healthcare staff to placate an infant who is demanding to suckle or to be fed but is separated from the 

mother (e.g., in the nursery) or to free the staff member to prioritize other tasks (e.g., assessment, hearing 

screen, etc.) over the infant’s need to breastfeed. Routine use of pacifiers and artificial nipples interferes with 

demand-feeding and with the establishment of optimal milk supply. Timeliness for fulfillment of an infant’s 

need to suckle on demand at the breast can be facilitated by skin-to-skin contact and rooming-in care.

5. Efficiency: Pacifier	and	artificial	nipple	use	results	in	inefficiencies:

- Pacifiers and bottle-feeding supplies require more storage space than other alternate feeding systems, 

such as cups, syringes and tubing. 

-	 Excess	staff	time	is	spent	correcting	disordered	feeding	that	results	from	pacifier	and	artificial	nipple	use.	

- Interrupting or reducing breastfeeding increases the need for infant formula, which is costly to families 

(even when it is provided by formula manufacturers at no direct cost to the hospital), as are the potential 

health risks associated with its use.

6. Equity: Socially disadvantaged groups appear to use pacifiers more frequently than other groups. Pacifier 

use is associated with increased morbidity and shortened breastfeeding duration, even when controlling for 

socioeconomic status.17 Use of artificial nipples also reduces breastfeeding exclusivity and duration across 

socioeconomic groups. Through reduced risk for illness, increased breastfeeding has the potential to equalize 

health status across the range of socioeconomic groups.19 

C L I N I C A L  N OT E S

“Pacifier use is best avoided during the 

initiation of breastfeeding and used only after 

breastfeeding is well-established. 

•	 In	some	infants,	early	pacifier	use	may	

interfere with establishment of good 

breastfeeding practices, whereas in 

others it may indicate the presence of 

a breastfeeding problem that requires 

intervention.

•	 This	recommendation	does	not	

contraindicate pacifier use for non-

nutritive sucking and oral training of 

premature infants and other special 

care infants.” 18

American Academy of Pediatrics
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Ev idence  for  Effic ac y

Studies demonstrate that the sucking and feeding that occur with pacifiers and artificial nipples can be detrimental 

to the establishment of a breastfeeding practice and that reducing or eliminating their use with healthy term 

infants in the hospital setting can improve breastfeeding outcomes. 

Pacifier Use

•	 The	mechanics	involved	in	sucking	on	a	pacifier	differ	from	the	way	in	which	a	baby	suckles	at	the	breast.20–21 

•	 The	use	of	pacifiers	during	the	maternity	stay	is	associated	with	breastfeeding	problems	such	as	poor	

suckling technique, sore nipples and nipple trauma.22–25

•	 Infants	who	use	pacifiers	may	feed	less	often	and	for	shorter	periods	in	a	24-hour	period	than	infants	 

who do not.26 

•	 Use	of	pacifiers	during	the	period	in	which	milk	supply	is	being	established	may	reduce	suckling	at	the	

breast and interfere with the body’s adjustment of milk supply to the baby’s requirements, resulting in 

insufficient milk supply.24,	26,	27

•	 Use	of	pacifiers	during	the	period	in	which	milk	supply	is	being	established	is	associated	with	shorter	

duration of breastfeeding and reduced exclusivity of breastfeeding.8,	9,	11,	26–37

Artificial Nipple and Bottle Use for Infant Feeding

Although most available research has failed to differentiate between feeding types (e.g., breastmilk vs. formula) and 

feeding delivery methods (e.g., breast vs. bottle), some evidence demonstrates that the use of artificial nipples while 

establishing milk supply may negatively impact breastfeeding outcomes. 

•	 The	mechanical	and	dynamic	sucking	processes	of	an	infant	feeding	from	an	artificial	nipple	differ	from	

suckling that occurs during breastfeeding.20,	21,	38–41 

•	 Use	of	artificial	nipples	and	bottles	during	the	time	that	breastfeeding	is	being	established	may	interfere	

with a baby’s ability to learn to effectively suckle 

at the breast and is associated with shorter 

duration of breastfeeding.24,	31,	42

•	 A	Cochrane	review	of	the	literature	examining	

cup-feeding versus bottle-feeding found that cup-

fed infants were more likely to leave the hospital 

exclusively breastfed, and it found no difference in 

weight gain between the two groups.43 

The	Cochrane	review	examining	cup-feeding	versus	

bottle-feeding found there was poor compliance with 

the cup-feeding regime, with a large percentage of the 

randomized cup-feeding group also receiving bottles. 

One	study	included	in	the	review	reported	longer	

hospital stays for the cup-feeding group due to policies 

that infants were not allowed to be discharged until 

cup-feeding was discontinued. Therefore, policies should 

be developed to support successful cup-feeding and 

facilitate timely discharge from the hospital.
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Health Outcomes Associated with Pacifier or Artificial Nipple Use

Infections

Pacifiers are a potential medium for transmission of nosocomial infections in the hospital setting.44–46 The use of 

artificial nipples and bottle-feeding is associated with increased risk of otitis media,47 and pacifier use is associated 

with	the	increased	risk	of	otitis	media,	gastrointestinal	infection,	infection	with	Candida	species	and	other	

morbidities.17,	44–56

Dental Problems

The use of pacifiers and other artificial nipples is associated with malocclusion57–62 and the development of  

dental caries.63, 64

Feeding and Nutrition Problems

Bottle-feeding	may	interfere	with	the	baby’s	ability	to	self-regulate	nutritional	intake.	This	may	negatively	impact	

appetite regulation, eating habits and appropriate weight maintenance later in life.65 

Developmental Problems 

Some research suggests an association between pacifier use and poor intellectual development.66,	67 Research also 

indicates that bottle-feeding early in life may interfere with the physiologic coordination of suck-swallow-breathe 

and be associated with prolonged expiration, uncoordinated swallowing, reduced breathing frequency and reduced 

oxygenation.68–71

Safety Concerns

Unsafe handling and poor hygiene practices of artificial nipples and bottles are common,72 increasing the risk of 

contamination.

Bottle	nipples	and	pacifiers	can	pose	a	choking	hazard	when	not	used	correctly	or	when	not	properly	disposed	of,	

and both have been subject to consumer recalls for a variety of reasons.73,	74

Maternal Health Concerns

Their use can result in early return of menstruation in the mother, resulting in decreased iron stores and increased 

risk of a closely spaced subsequent pregnancy.75 

I mpl emen tat ion  St r at eg y

Preparation: Eliminating Non-Indicated Use of Pacifiers and Artificial Nipples 

Action steps for implementing Step 9	include:

Assessing 

1.	Assessing	your	facility’s	policies,	which	should	define:

•	 Alternative	infant-feeding	methods	other	than	bottles	and	artificial	nipples.

•	 Staff	use	of	bottles	or	artificial	nipples	and	pacifiers.

•	 Informed	consent	for	use	of	bottles	or	artificial	nipples	and	pacifiers.

•	 How	to	discourage	families	from	bringing	pacifiers	or	feeding	bottles	with	artificial	nipples	to	the	hospital.	
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•	 How	nipple	shields	should	be	initiated	by	and	used	

only under the care of skilled practitioners (e.g., 

IBCLCs	or	nurses	specially	trained	in	the	use	of	

nipple shields) in conjunction with a feeding plan 

— and then only when clinically indicated and in 

an environment of informed consent.

2.		Developing	staff	training	and	competencies	that	

support:

•	 Exclusive	breastfeeding	when	clinically	feasible.

•	 Knowledge	of	the	impact	of	pacifiers	and	artificial	

nipples on breastfeeding.

•	 Skills	development	in	using	alternate	feeding	

methods (e.g., cup-, tube- or syringe-feeding).

Planning

3.  Secure high-level administrative support for 

implementation of Step 9.

4.  Develop systems to track and address lapses in policy 

and evaluate impact.

5.  Review and adapt or develop educational materials 

for patients to reinforce teaching about pacifier and 

bottle or artificial nipple use.

6.  Determine protocol and develop materials for 

documenting both patient education and informed 

consent related to Step 9.

7.		Purchase	any	needed	alternate-feeding	supplies	(e.g.,	

cups,	tubing	and/or	syringes)	for	cases	in	which	

supplemental feedings are medically indicated. 

Implementing

8.		Ensure	that	staff	training	needs	related	to	

implementation of Step 9 are met. 

9.  Inform all staff of the importance of Step 9 for 

accomplishing quality improvement goals.

10.  Reposition supply bins for bottles or artificial 

nipples and pacifiers.

11.  Post reminders about policies related to Step 9 in 

high-traffic areas.

12.		Work	with	prenatal	care	professionals	and	

childbirth educators and with those responsible 

for prenatal hospital tours to inform patients about 

policies related to pacifier and bottle or artificial nipple use. 

13.  Implement systems for monitoring policy adherence and addressing policy lapses.

14.		Evaluate	impact	of	Step 9.

“Because introduction of a pacifier 

or bottle has the potential to 

disrupt the development of 

effective breastfeeding behavior, 

their use should be minimized until 

breastfeeding is well established. 

It is important to help mothers 

understand that substituting for 

or delaying breastfeedings may 

ultimately reduce milk supply 

because of the reduction in 

stimulation derived from infant 

suckling. Encouraging good 

breastfeeding practices should be 

the primary focus of counseling 

along with increasing the mother’s 

understanding that the use of 

pacifiers and bottles often has 

been associated with reduced 

breastfeeding.” 76
 

American College of Obstetricians 
and Gynecologists



Texas Ten Step Star Achiever 145Step 9

Implementation: Best Practices for Success

Breastfeeding mothers should be counseled regarding the reasons to avoid using pacifiers and bottles during the 

time they and their babies are learning to breastfeed and at least until the time breastfeeding is well-established. 

Hospital staff should not give a breastfed infant a pacifier or a bottle unless there is a clinical indication and then 

should do so only after parents have been counseled, have made a fully informed choice and have given their 

informed consent for each instance of use.

Use of Feeding Bottles and Artificial Nipples

Legitimate uses of alternative feeding methods include a clinically indicated need for a supplementary feeding or a 

request by a mother who has made an informed choice. 

Staff should be aware that a request for use of a bottle often signals need for support. The mother may be having 

difficulties with feeding or with other aspects of her or her infant’s care. Support provided by trained staff (Step 2) 
can help mothers address their underlying needs and avoid the use of alternative feeding methods. 

Mothers who request that their baby be given a bottle 

should be counseled not only about the potential risks 

of formula and the benefits of exclusive breastfeeding 

(Step 6) but also should be separately counseled about 

the potential risks related to the use of a bottle and 

artificial nipple, including flow preference and “nipple 

confusion.” They should also be presented with 

recommended alternative feeding methods such as 

cup-feeding. 

Alternatives to bottle or artificial nipple use for 

supplementary feedings in the hospital include:

•	 Direct	expression	of	breastmilk	into	the	baby’s	

mouth.

•	 Tube-	or	finger-feeding.

•	 Use	of	syringe	or	dropper.

•	 Spoon-feeding.

•	 Cup-feeding.

Mothers should also be counseled that while 

bottles and artificial nipples may interfere with 

some babies learning how to breastfeed during the 

time breastfeeding is being established, the use of 

artificial nipples and pacifiers does not appear to be 

problematic once breastfeeding is well-established. 

For most infants, this is after four to six weeks. Once 

breastfeeding is established, the use of bottles or 

artificial nipples is appropriate for use during periods 

of separation, such as after return to work.

Only staff members who have been sufficiently trained 

in their use should implement alternative feeding 

techniques. If a bottle is used, pacing bottle-feeds may 

The AAFP recommends that physicians 

“educate mothers about the risks of 

unnecessary supplementation and pacifier 

use,” and “encourages that hospital staff 

respect the decision of the mother who 

chooses to breastfeed exclusively by not 

offering formula, water or pacifiers to an 

infant unless there is a specific physician 

order.” 77

—American Academy of Family Physicians 
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help the baby control the flow of the feed, reducing both 

the	flow	preference	and	overfeeding.	Full	consent	should	

be separately obtained for use of the bottle or artificial 

nipple and the use of formula — and the discussion 

should be documented. If the bottle will be used for 

feeding expressed breastmilk, only consent for use of the 

bottle or artificial nipple is needed. 

The	use	of	artificial	nipples	or	pacifiers	may:	

•	 Interfere	with	the	baby	learning	to	breastfeed.	

•	 Reduce	number	of	breastfeeds.

•	 Negatively	affect	milk	production.

•	 Negatively	affect	maternal	and	infant	health.	

•	 	Indicate	the	mother	or	healthcare	professional	finds	it	difficult	to	care	for	the	baby	and	needs	assistance.

See the Resources section at the end of this Step for more information on alternate feeding methods.

Use of Pacifiers

Facility	staff	should	use	pacifiers	only	when	it	is	clinically	indicated	and	only	after	informed	consent	has	been	

obtained.	Just	as	a	request	for	a	bottle	may	indicate	a	problem	with	breastfeeding	or	other	aspects	of	infant	care,	

so might the use of a pacifier. Pacifiers are often used to settle a baby who is experiencing discomfort, including 

discomfort due to ineffective feeding. Their use, however, may mask hunger cues and reduce the frequency 

of	feedings	that	would	normally	occur.	For	optimal	breastfeeding	outcomes,	all	of	an	infant’s	suckling	needs	

should be satisfied at the breast during the time that breastfeeding is being established.

Support from trained staff is needed to assess and address any underlying difficulties and to ensure that 

parents are comfortable with breastfeeding management and have been informed of the risks of routine 

pacifier use prior to the establishment of breastfeeding. As part of informed decision-making, parents should be 

notified that, while there are some clinical indications for short-term, temporary use of pacifiers (e.g., pain relief 

during a painful procedure), sustained use has the potential to interfere with breastfeeding. Pacifiers should 

be disposed of once clinical indications have resolved. The mother’s ability to provide comfort to the infant, 

including through breastfeeding, should be reinforced. Parents should also be told about alternatives to the use 

of pacifiers during procedures when feasible (e.g., direct breastfeeding or skin-to-skin contact) and that their 

use should be restricted to times when other alternatives do not exist.

The American Academy of Pediatrics (AAP) recommends pacifier use when placing an infant down to sleep, 

once breastfeeding is well established (after four to six weeks), because of possible risk reduction for sudden 

infant	death	syndrome	(SIDS).	For	more	information,	see	“Later	pacifier	use	is	recommended	for	prevention	of	

sudden infant death syndrome (SIDS),” addressed later in Step 9.  See the Resources section at the end of this Step for 

more information on pacifier use.

No alternative feeding method 

should be undertaken until proper 

training in the safe use of the 

method has occurred.
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How Is Step 9 Related to the Other Steps? 

Step 1: A written policy standardizes care. Staff 

members are expected to follow the policy, which 

includes limiting the use of artificial nipples and 

establishing a process for informed consent.

Step 2: Staff members who are trained to support 

breastfeeding mothers are equipped to implement 

Step 9 because	they	are	knowledgeable	about:

•	 The	potential	negative	effects	of	the	use	of	artificial	nipples	and	pacifiers	on	breastfeeding.	This	

knowledge helps ensure that parents are fully informed. 

•	 Breastfeeding	management	and	supporting	families	with	breastfeeding,	thereby	decreasing	reliance	on	

alternatives to breastfeeding.

•	 Alternatives	to	the	use	of	pacifiers	and	bottles	or	artificial	nipples	in	cases	in	which	their	use	may	be	

clinically indicated.

Step 3: Prenatal education that includes information about Step 9 prepares parents to examine expectations 

about the use of pacifiers and artificial nipples in the early postpartum period and facilitates informed 

decision-making. 

Step 4: Early	contact	and	early	breastfeeding	increases	bonding,	infant	stability,	infant	state	organization	and	

breastfeeding success and reduces dependence on supplemental feedings or settling of the infant with a pacifier. 

Step 5: Reliance on pacifier and artificial nipple use is reduced when mothers are supported in basic 

breastfeeding management, including in recognizing their babies’ hunger cues and effectively positioning 

and attaching their infants at the breast.

Step 6:	Elimination	of	non-medically	indicated	routine	supplements	reduces	the	use	of	artificial	nipples.	

Step 7: Rooming-in increases breastfeeding success and parental confidence, reduces infant distress, and 

facilitates frequent, effective baby-led breastfeedings. This reduces the use of supplemental feedings and the 

need to pacify fussy babies. 

Step 8: When baby-led feeding is taught and supported, infants’ suckling needs are met at the breast each time 

they have a need to suckle. This reduces dependence on supplemental feedings or settling of the infant  

with a pacifier. 

Step 10: Follow-up	care	and	ongoing	support	helps	to	address	concerns	or	difficulties	with	breastfeeding	that	

may otherwise result in reliance on the use of artificial nipples or pacifiers. 

O v ercoming  B a r r ier s:  St r at egie s  for  S ucce s s

The most common concerns related to implementing Step 9 are detailed below, along with strategies for overcoming 

the (adapted, in part, from the documents listed as General References	after	the	Notes	section	at	the	end	of	this	Step).

1. Concern that pacifiers are needed to soothe babies. Pacifiers are widely used to comfort fussy babies 

and are also used as a tool to help space feedings in the mother’s absence or to enforce a feeding schedule. 

Without learning the basics of infant state organization and principles of baby-led feeding, parents and other 

caregivers—including healthcare professionals—may feel ill equipped to care for a fussy baby without a 

pacifier. Without systems in place that support family-centered responsive care, healthcare professionals 

may use pacifiers as a substitute for maternal care. 

The breast both pacifies and 

nourishes the baby. All of baby’s 

suckling needs can and should be 

satisfied at the breast. 
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 To support the successful implementation of Step 9,	policies	and	staff	trainings	should:

•	 Enable	skin-to-skin	contact,	rooming-in	and	on-demand	infant	feeding.

•	 Teach	parents	about	the	many	ways	their	infant	communicates	with	them	and	how	to	explore	the	

reasons their infant may be fussy.

•	 Inform	parents	of	alternative	ways	to	comfort	a	baby,	including	offering	the	breast	and	skin-to-skin	

contact, adjusting the level and type of stimulation, changing dirty diapers, etc. 

•	 Educate	parents	about	the	importance	of	frequent	suckling	to	maximize	milk	supply,	the	range	of	

infant needs met through suckling, the normalcy of cluster-feeding and the importance of encouraging 

frequent suckling.

2. Disbelief that pacifiers are problematic. Pacifier use is so pervasive in our culture that it is difficult for 

many	to	believe	that	it	can	be	harmful	in	the	early	weeks.	Families	may	have	to	adjust	their	perceptions	that	

pacifier use is a normal part of new parenthood. Personnel who have become reliant on pacifier use as part of 

their routine care may have a difficult time adjusting their habits and may benefit from completing a literature 

review about pacifier use during the maternity stay and presenting it to other members of the healthcare team. 

 To support the implementation of Step 9 and encourage avoidance of pacifiers, staff training should include 

information	about:

•	 The	impact	of	pacifier	use	on	breastfeeding.

•	 Problems	with	oro-facial	development.

•	 Oral-motor	coordination.	

•	 Risk	of	infection	related	to	pacifier	use.	

Facility	policies	could	be	enhanced	by:

•	 Signs	in	highly	visible	places	stating	the	policy	regarding	the	limiting	of	pacifier	use,	along	with	

rationale.

•	 Scripts	for	staff	discussing	risks	of	pacifier	use	with	breastfeeding	mothers	as	well	as	written	informed	

consent forms. 

3. Later pacifier use is recommended for possible prevention of sudden infant death syndrome (SIDS).3 

Parents and healthcare professionals may feel conflicted about limiting pacifier use in the hospital when 

aware	that	the	use	of	pacifiers	may	be	associated	with	risk	reduction	of	SIDS.	Educating	both	staff	and	

parents about the recommendation, as appropriate, can assist with overcoming this conflict. The AAP 

recommendation states that pacifier use should be delayed until breastfeeding is well-established. The risk of 

SIDS	is	greatest	between	two	to	three	months,	after	breastfeeding	is	established.	Once	initiated,	pacifier	use	

is recommended only when placing the infant down for sleep and should not be reinserted once the infant 

falls asleep. 

	 Regardless	of	the	feeding	method,	it	is	also	important	to	inform	the	family	that:

•	 Breastfeeding	is	greatly	associated	with	reduced	risk	of	SIDS.	

•	 Use	of	pacifiers	is	not	indicated	with	babies	who	are	awake.

•	 It	is	important	to	respond	to	hunger	cues	and	not	to	use	pacifiers	to	space	feedings.	

•	 There	is	never	an	indication	to	force	a	baby	to	take	a	pacifier	if	the	baby	refuses	to	take	it.	

	 For	further	information	on	safe	sleep	and	SIDS	resources,	refer	to	the	Texas	Department	of	State	Health	

Services	information	on	safe	sleep	for	babies	at:	www.dshs.state.tx.us/mch/#safesleep2.
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4. Alternative supplemental feeding methods are cumbersome. Staff and parents may feel comfortable 

with	bottle-feeding	because	it	is	familiar.	Other	supplemental	feeding	methods	may	feel	foreign,	unsafe	and	

cumbersome because they are unfamiliar. Any supplemental feeding methods, including bottle-feeding, can 

be unsafe or detrimental if they are not used correctly. 

•	 Risks	of	bottle	and	artificial	nipple	use	should	be	discussed	and	reinforced.	

•	 Staff	should	be	offered	hands-on	training,	and	their	skills	should	be	assessed	for	use	of	alternate	

feeding methods, including bottles. 

•	 The	ability	of	staff	to	teach	alternate	feeding	methods	to	families	should	also	be	assessed.	

•	 Regular	skills	review	and	reinforcement	with	a	variety	of	teaching	techniques	(videos,	demonstration	

and return-demonstration, photos, case studies, etc.) should be implemented to increase comfort, 

competency and familiarity.

Eva l u at ing  S ucce s s

Use the information in this section and the additional tools provided in the Additional Resource Documents 

section at the back of this toolkit as checkpoints to verify that you are successfully implementing Step 9. Assign 

one or two staff members who have the best perspective on day-to-day operations to complete these checkpoints. 

Facility	management	should	use	the	included Step 9 Action Plan to assess progress on this Step.

•	 Process	changes.	When evaluating your facility’s success in implementing Step 9,	consider	the	following:

- What policies and resource materials about pacifier and artificial nipple use have been developed? 

- Have patient education materials and strategies been developed to address the risks of pacifiers and artificial 

nipples?

-	 Can	you	document	through	chart	audits	

and other documentation that the risks of 

pacifiers and artificial nipples have been 

discussed with breastfeeding families? 

- How knowledgeable are personnel about the 

risks of pacifiers and artificial nipples and the 

appropriate use of alternatives?

•	 Impact	on	patient	experience.	Your	facility	

should track data about the use of pacifiers 

and artificial nipples as well as that of other 

alternative feeding methods. Data to track 

include:

-	 Number	of	infants—observed	through	room	

checks—who have a hospital-provided or 

patient-owned pacifier in use or at the bedside.

-	 Number	of	supplements—checked	through	

chart audit—given via bottles and artificial 

nipples.

- Use of nipple shields (number used, initiated 

appropriately, plan established, etc.).



Texas Ten Step Star Achiever150 Step 9

- Number, type and acuity of breastfeeding difficulties.

- Average number of breastfeedings in a 24-hour period. 

- Exclusive breastfeeding rates at hospital discharge.

•	 Assessing	value	to	the	facility.	Use the Facility Impact chart included in the Additional Resources section to 

track your facility’s time and money spent on the measures recommended and to assess cost savings that may 

be attributed to the changes made. 

- Track expense of supplies (pacifiers, bottles, nipples, cups, feeding syringes and feeding tubing).

- Track space used for storage of supplies. 

•	 Handout	on	pacing	a	bottle-feeding:  

https://www.breastfeeding.asn.au/bfinfo/caregivers.html

R e s our ce s

•	 A	document,	Suitable Indications for Dummy / Soother or bottle and teat use, is available from the UNICEF UK 

Baby Friendly Initiative’s website: http://www.unicef.org.uk/Documents/Baby_Friendly/Research/dummy_

teat_use.pdf?epslanguage=en

•	 Documents	from	the	World	Health	Organization	that	include	information	on	alternative	feeding	procedures:	

World	Health	Organization,	Department	of	Reproductive	Health	and	Research.	(2003)	Managing newborn 
problems: a guide for doctors, nurses, and midwives.	World	Health	Organization:	Hong	Kong.	 

www.searo.who.int/LinkFiles/Making_Pregnancy_Safer_MNP.pdf 

•	 Handout	on	pacing	bottle-feeds:	www.breastfeeding.asn.au/bfinfo/CaregiverGuide06.pdf

•	 Webpages	by	Kelly	Bonyata,	BS,	IBCLC:	

 - What should I know about giving my breastfed baby a pacifier?: www.kellymom.com/bf/start/ 

 concerns/pacifier.html

 - Alternative Feeding Methods www.kellymom.com/bf/pumping/alternative-feeding.html

•	 Handouts	for	parents,	including	How to Handle a Fussy Baby: 

http://www.breastfeedingtaskforla.org/resources/for-parents/91-flyers-and-brochures

•	 Ban	the	Bags:	banthebags.org

The  Fo l low ing  D o cumen t s  C a n  B e  Found  I n  t he  A ddi t ion a l  R e s our ce s  S ec t ion 

•	 Action	Plan

•	 Facility	Impact

http://www.unicef.org.uk/Documents/Baby_Friendly/Research/dummy_teat_use.pdf?epslanguage=en
www.kellymom.com/bf/start/concerns/pacifier.html
http://banthebags.org
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Step 10
Foster the establishment of breastfeeding support groups and 

refer mothers to them on discharge from hospital or clinic.



Objectives

1. Foster development and success of infant feeding support resources.

2. Identify and maintain an active directory of recommended resources.

3. Refer mothers and their families to support resources.

4. Follow up with families after discharge to ensure continuity of care.
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Goal: To assure that mothers are prepared for 
discharge, are linked to ongoing breastfeeding support 

and are informed about available resources for the 
establishment and maintenance of breastfeeding. 

B ackgr ound

In the weeks or months after a baby’s birth, there is often a sharp decline in exclusive breastfeeding. While 80 

percent	of	infants	born	in	Texas	in	2009	initiated	breastfeeding,	only	51	percent	were	breastfed	at	6	months	of	

age,	and	only	26	percent	were	breastfed	for	a	full	year.	Exclusive	breastfeeding	rates	are	even	lower,	with	only	

36 percent of infants exclusively breastfeeding at three months postpartum, and only 14 percent of infants 

exclusively breastfeeding at six months.1 The main reason given by Texas mothers for introducing supplements 

or	for	stopping	breastfeeding	is	a	belief	that	they	are	not	producing	enough	milk.	Because	most	mothers	are	

physiologically equipped to produce sufficient amounts of milk to meet the demands of their infants,2 it is likely 

that	a	lack	of	appropriate	ongoing	support	is	a	more	common	underlying	factor.	Other	leading	reasons	for	

supplementation or cessation of breastfeeding include difficulty or discomfort with feeding and return to work 

or school.

Continued	breastfeeding	support	may	be	provided	in	a	variety	of	ways.	Many	mothers	will	not	seek	help	for	

difficulties	with	breastfeeding	from	formal	healthcare	services	but	will	turn	to	their	communities	for	support.	For	

many, a woman’s family and loved ones give her the support she needs, although sometimes the assistance she 

is	given	does	not	optimally	support	breastfeeding.	For	women	who	don’t	have	a	strong	extended	family	network,	

the support from healthcare workers, from friends who are also mothers and from the child’s father become more 

important.	Mother-to-mother	support	groups,	peer	counselors	and	other	forms	of	informal	support	have	also	

been instrumental in many communities for breastfeeding promotion.

Wh y  St ep  1 0?

It’s difficult to ensure that mothers will continue to breastfeed exclusively after they leave the birthing facility. 

Mothers	are	commonly	discharged	one	or	two	days	after	delivery,	before	the	establishment	of	breastfeeding.	

During	this	small	window	of	time,	it	is	important	to	consider	what	mothers	will	do	after	discharge.	Fostering	

support networks for breastfeeding and linking families to those networks at hospital discharge facilitates 

successful transition from the hospital to the community. 

Protection and promotion of breastfeeding in the birthing facility are critical for achieving recommended 

infant-feeding outcomes. Steps 1 through 9 help ensure that families get off to a solid start with breastfeeding. 

But	commitment	to	fostering	community	networks	is	equally	critical	to	ensure	that	every	mother	who	plans	

Step 10
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to breastfeed will have ready access to the support 

she needs to achieve her personal breastfeeding 

goals and to breastfeed her baby for as long as she is 

able or wishes.4, 5 Step 10 is instrumental for helping 

breastfeeding families make a smooth transition from 

the hospital into the community and for sustained 

breastfeeding.

Step 10 helps families gain the support to confidently 

navigate common challenges that may arise in the 

normal course of parenthood, such as adjusting 

to a new family structure and life with a newborn, 

handling well-meant but inaccurate or misplaced 

advice from family or friends, establishing and 

maintaining a copious milk supply, cluster-feeding 

and growth spurts, maternal or infant illness, 

fussiness, teething, spitting up, breastfeeding in public, 

combining breastfeeding and work, introducing a bottle, 

introducing complementary foods and so on. Step 10 

also increases the likelihood that issues requiring more 

intensive help will be detected and promptly addressed in 

order to avoid poor outcomes. 

Carrying out Step 10 benefits your facility by enhancing:

1. Safety:	Counseling,	demonstration	and	education	can	often	easily	correct	inadequate	milk	exchange	(baby	

not getting enough breastmilk) due to poor latch or positioning or insufficient breastfeeding opportunities. 

Difficulties resulting from an underlying physiological problem of either mom or baby may require more 

intensive intervention. Regardless of the reasons for problems when they occur, consequences of ineffective 

breastfeeding can be significant if left uncorrected and include hyperbilirubinemia, hypernatremic 

dehydration and failure to thrive.6 The impact of these outcomes of poor infant feeding can be averted or 

reduced with early postpartum follow-up.7–13 

	 Mastitis,	an	infection	of	the	breast	related	to	ineffective	emptying	of	the	breast,	can	almost	always	be	

prevented	with	skilled	help	and	appropriate	follow-up	support.	Early	detection	and	treatment	of	mastitis	can	

prevent a more serious infection such as breast abscess.14 

	 Failed	lactation	and	early	weaning,	which	may	be	averted	by	appropriate,	accessible	postpartum	support,	 

are	significant	safety	concerns.	For	example,	a	recent	cost	analysis	of	sub-optimal	breastfeeding	in	the	

United States conservatively estimated that $13 billion and more than 900 lives could be saved per year 

if exclusive six-month breastfeeding rates increased to 90 percent from current status.15 Reassurance, 

reinforcement, access to accurate information and ongoing support can go a long way to increase exclusive 

breastfeeding rates. 

	 Beyond	detecting	feeding	problems	that	may	occur	in	the	early	postpartum	period,	ongoing	support	can	

detect and remediate other issues that may negatively impact breastfeeding and infant health outcomes, 

including maternal depression, poor social support, and unsafe handling or administration of infant 

formula if weaning or replacement feeding has begun. Labiner-Wolfe and colleagues reported in a large 

survey about infant-feeding practices in the United States that more than half of mothers engaged in 

unsafe practices when handling infant formula.16

Digirolamo and colleagues found 

that among mothers who intended 

prenatally to breastfeed for at least 

two months and who initiated 

breastfeeding, those who did not 

receive information about  

breastfeeding support groups or 

services prior to discharge had 

increased odds of discontinuing 

breastfeeding prior to six weeks 

postpartum.3
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2. Effectiveness:	Fostering	and	linking	patients	to	postpartum-support	systems	in	the	community	is	evidence-

based	care.	Numerous	studies	demonstrate	that	postpartum	support	for	breastfeeding	can	 

have a significant impact on breastfeeding duration and exclusivity. 

3. Patient-centeredness: Assess each patient’s infant-feeding needs and available support system prior to 

discharge, involving key family members in the assessment when possible. Doing this, along with facilitating 

access to quality, culturally relevant professional and peer support upon discharge, maximizes the 

likelihood that families will have their individual needs met, including achievement of their personal infant-

feeding goals. 

4. Timeliness: Timeliness is not just a matter of convenience with postpartum breastfeeding support. Access to 

timely support can avert a range of problems, from unnecessary discomfort related to poor latch or engorgement 

to urgent medical conditions requiring immediate re-hospitalization. Timely support can also mean the 

difference between the establishment of an abundant milk supply and failed lactation. When facilities are actively 

engaged in developing postpartum breastfeeding support groups and services, they are better able to promote 

linkages between their patients and these services, increasing timeliness. 

5. Efficiency:	Continuity	of	care,	as	well	as	effectiveness,	is	enhanced	when	support	begins	in	the	prenatal	

period	and	is	continued	through	the	postnatal	period.	Continuity	is	also	enhanced	by	establishing	

communication and systems of referral and counter-referral among the different support programs available 

in a community. When patients know how to access care in a timely manner, problems are less severe and 

fewer resources (e.g., time, medications, human resources) are needed to resolve them. 

6. Equity: Increasing access to relevant postpartum support is an important strategy for closing 

socioeconomic gaps in breastfeeding rates. Peer support, including mother-to-mother support groups and 

peer counseling, can be individually tailored to address the diverse needs of populations in a culturally 

competent	way.	For	example,	peer	counseling	programs	have	been	effective	in	a	variety	of	settings	to	close	

gaps in breastfeeding duration and exclusivity in populations with breastfeeding disparities.17–23 

Ev idence  for  Effic ac y

Numerous	studies	have	found	that	support	after	discharge	can	be	effective	in	sustaining	duration	and	

exclusivity of breastfeeding.24–27	

•	 The	Centers	for	Disease	Control	and	Prevention	(CDC)	recognizes	peer	and	professional	support	as	

evidence-based interventions that are important strategies for improved breastfeeding outcomes.28 

•	 In	their	National	Survey	of	Maternity	Practices	in	Infant	Nutrition	and	Care	(mPINC),29	the	CDC	includes	

active follow-up after discharge as a key hospital practice supportive of breastfeeding.

•	 Based	on	a	systemic	evidence	review	and	meta-analysis,	the	US	Preventive	Services	Taskforce	

recommends combining multiple strategies for the promotion of breastfeeding, including formal 

education for mothers and families, direct breastfeeding support, breastfeeding training for healthcare 

professionals and peer support.24

•	 Interventions	that	begin	prenatally	and	continue	into	the	postnatal	period	after	hospital	discharge	were	

found to be most successful at increasing breastfeeding duration.24 

•	 Face-to-face	support	appears	to	be	more	effective	than	phone	support.25
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I mpl emen tat ion  St r at eg y

Postpartum support is needed to:

•	 Maintain	exclusive	and	continued	

breastfeeding.

•	 Teach	alternate	methods	of	feeding	when	

breastfeeding is not possible.

•	 Introduce	appropriate	complementary	feeding	

after the child is 6 months old.

Different types of support are more feasible and 

effective in some communities than others. This 

Step may be interpreted to include all forms of 

ongoing support that may be available or that can 

be developed to address the community-specific 

needs of breastfeeding families. 

Few	things	impact	health	behaviors	and	outcomes	

more	than	the	environments	in	which	people	live,	work	and	play.	Continued	day-to-day	support	for	the	

breastfeeding mother within her home and community is key to successful breastfeeding.

Skilled support might be needed to continue feeding an ill child. This support can be provided by the pediatric 

department	of	the	hospital,	the	mother’s	primary	care	facility,	a	community-based	International	Board	Certified	

Lactation	Consultant,	and	by	a	variety	of	other	trained	healthcare	workers	in	the	community.	

Supporting feeding at every opportunity should be a goal of all healthcare workers who come into contact with 

a new mother. This needs to be continuous from pregnancy through early childhood and should not be directed 

solely toward the mother but toward family members as well. Throughout the process, staff should show 

respect for the mother’s and family’s beliefs and ideas. 

Preparation: Getting Ready to Prepare Mothers for Discharge

Action steps for implementing Step 10	include:

1.	Fostering	their	development	and	success.

•		 Actively	work	to	develop,	foster	and/or	coordinate	with	community	services	that	provide	support	for	infant	

feeding.	Include:

- Trained healthcare professionals.

- Professionals offering home visits. 

-	 Community	healthcare	services.

-	 Follow-up	telephone	calls.

-	 Outpatient	breastfeeding	clinics.

- Drop-in lactation support centers.

-	 Mother-to-mother	support	groups.

•		 Establish	strong	liaisons	and	communication,	including	a	system	of	referral	and	counter-referral,	with	

community-support resources to enhance continuity of care.

A L L  WO M EN  S H O U L D  H AV E  
ACC E S S  TO  EFFEC T I V E  SU P P O RT. 

A Mother’s Needs May Be Greater if She:

•	 Cares	for	multiple	children.

•	 Has	a	demanding	schedule.

•	 Is	a	first-time	mother.

•	 Experiences	problems	feeding	her	baby.

•	 Requires	day	care.

•	 Is	isolated	from	others.

•	 Receives	inconsistent	information	from	 
many people.

•	 Has	health	problems	or	has	a	baby	who	is	ill.
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•		 Coordinate	with	mother-to-mother	support	groups	to	

connect patients to them before they are discharged. 

This can be done individually with each mother-

to-mother group or in a group setting such as in a 

lactation clinic.

•	 Train	hospital	staff	to	organize	and	facilitate	mother-

to-mother	support	groups.	Once	established,	identify	

and encourage group leaders.

•	 Host	and	promote	continuing	education	

opportunities, including DSHS breastfeeding 

trainings, to healthcare professionals in your 

community to increase their knowledge and skill in 

supporting breastfeeding. 

2.		Identifying	and	maintaining	an	active	directory	of	recommended	resources.

•	 Maintain	a	comprehensive	list	of	available	community	resources	for	breastfeeding	support.	Include:

-	 		Peer	counselor	programs	(e.g.,	Texas	WIC	Peer	Counselor	Program,	hospital-based	peer	counselor	

program).

-	 Breastfeeding	support	groups	or	parenting	support	groups	with	a	breastfeeding	component.

-	 One-on-one	support	resources,	such	as	lactation	consultants.

•	 Make	the	list	of	breastfeeding	support	resources	readily	available	to	mothers,	families	and	the	community.

•	 Ensure	that	resources	and	contact	information	are	kept	up	to	date	(e.g.,	assign	a	committee	staff	member	

to be responsible for quarterly or annual review of resources.)

3.  Referring mothers and their families to support resources.

•	 Refer	all	breastfeeding	mothers	to	appropriate	support	resources	for	help	with	breastfeeding	after	hospital	

discharge. Ideally, a healthcare professional will go through this information with a mother in a one-on-

one	meeting.	Giving	written	materials	without	verbal	instruction	has	been	shown	to	be	ineffective.	Include:

-	 Contact	phone	numbers,	e-mail	addresses	and	websites	as	available.

- Local and national voluntary breastfeeding support groups and counselors offering after-hours help. 

-	 Community-based	breastfeeding	support	resources	such	as	health	clinics	and	nonprofit	groups.	These	

can	often	be	located	through	your	local	WIC	clinics	or	the	La	Leche	League.

•	 Develop	individualized	care	plans	for	mothers	and	babies	with	identified	risk	factors	for	feeding	difficulties	

and include follow-up via support resources.

•	 Provide	referrals	early	in	postpartum	instead	of	just	before	hospital	discharge.	The	mother	needs	time	to	

think things over and ask questions prior to discharge.

•	 Teach	families	to	recognize	the	signs	of	successful	breastfeeding	and	learn	how	to	access	support	for	

infant feeding after discharge.

•	 Be	sure	to	provide	support	references	to	families	with	babies	in	a	neonatal	unit.	Explain	that	support	can	

be available to them even if their baby is not yet at home.

4.	Following	up	with	families	after	discharge	to	ensure	continuity	of	care.

•	 Follow	up	in	a	timely	and	structured	manner	(e.g.,	schedule	the	first	visit	within	a	week).

•		 Cooperate	with	related	support	and	healthcare	professionals	to	enable	effective	handover	of	care.	

Developing a “handoff tool” with key information about maternal and infant health status that can be sent 

with the patients to their care providers after discharge is one way to increase continuity of care. 
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Implementation: Best Practices for Success

Before	the	mother	leaves	the	maternity	facility,	she	should:	

•	 Feel	confident	that	she	knows	how	to	feed	her	baby.	

•	 Understand	the	importance	of	exclusive	breastfeeding	for	approximately	six	months	and	continued	

breastfeeding after the introduction of complementary foods. 

•	 If	she	is	feeding	her	infant	formula	at	discharge,	she	should	know	how	to	obtain	infant	formula	and	

prepare the formula in a safe manner.

•	 Know	the	signs	that	feeding	is	going	well.	(See	Step 5) 

•	 Be	informed	about	how	to	access	ongoing	support.

Before	the	mother	is	discharged:	

•	 Talk	with	her	about	what	family	support	she	has	at	home.	

•	 If	possible,	talk	with	her	family	members	about	how	they	can	help	and	provide	her	with	support.

•	 Have	the	family	schedule	a	follow-up	appointment	with	their	baby’s	healthcare	provider.	Breastfeeding	

should be observed at the follow-up visit. 

•	 Give	her	the	name	and	number	of	someone	she	can	call	after	discharge	for	breastfeeding	help,	support	and/

or	referral.	Be	sure	she	knows	how	to	contact	a	healthcare	professional	who	can	help	with	breastfeeding	if	

needed. 

•	 Tell	her	about	any	mother-to-mother	support	groups	or	peer	support	available	in	her	area.

•	 Review	the	key	points	of	how	to	breastfeed	and	the	practices	that	support	breastfeeding,	and	review	the	

signs that breastfeeding is going well. 

•	 Provide	written	materials	that	reinforce	the	verbal	instruction.	These	may	be	useful	for	families	to	refer	to	

at a later time. 

•	 If	possible,	contact	the	mother	after	she	is	home	to	follow	up	about	how	feeding	is	going.

If a mother starts using replacement feedings (replacing any or all breastfeeding with infant formula-feeding), 

it is important that she receive appropriate guidance on how to safely prepare and use the infant formula and be 

provided with support and assistance if she chooses to change her feeding options at any time.

Connecting Mothers to Ongoing Breastfeeding Support

When support systems, including referral and 

counter-referral, are established, peer counselors, 

mother-to-mother support groups and even 

families and friends can be key to the early 

identification of concerns and to linkage with the 

healthcare	system.	Early	and	regular	postpartum	

follow-up with adequately trained, qualified 

healthcare professionals assures that problems 

with breastfeeding are identified and actively 

managed	in	a	timely	manner.	Follow-up	also	

assures that effective infant-feeding behaviors are 

encouraged, reinforced and supported. 

Communication,	cooperation	and	collaboration	

among healthcare workers based in different 

Prior to discharge, all breastfeeding 

infants should be scheduled for timely 

follow-up visits with their healthcare 

provider per the recommendations 

of the American Academy of 

Pediatrics (AAP) and the Academy of 

Breastfeeding Medicine (ABM).
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birthing facilities, ambulatory care settings and 

community health services can greatly increase 

access to support through shared resources, as well 

as continuity of care, as women and infants move 

between different care settings. Participation in state 

and local breastfeeding coalitions can strengthen 

communications across settings. 

All mothers should have access to supportive services 

that include healthcare professionals, lactation 

consultants and peer groups.

Women who have stopped breastfeeding prematurely 

(e.g., because they were unable to meet their personal 

breastfeeding goals) should be counseled to discuss what barriers they encountered and their feelings about their 

breastfeeding experience so that subsequent infant-feeding experiences aren’t negatively impacted. 

Mothers	of	ill	or	preterm	infants	should	receive	consistent	and	intensive	support	geared	toward	their	needs	

to	ensure	that	lactation	is	maintained	and	that	they	are	supported	with	breastfeeding	and/or	expression	of	

breastmilk to meet their infants’ nutritional needs. Ideally, support should include care coordination to assist 

with access to appropriate equipment (e.g., a hospital-grade double electric breast pump), travel accommodation 

and logistical support, as needed. In addition, donor breastmilk should be promoted as the preferred method of 

infant feeding if the mother’s own breastmilk is not available. 

All mothers should receive appropriate information about what, when and how to introduce complementary 

foods to meet their children’s evolving nutritional needs, as well as information about how to continue 

breastfeeding for at least one or two years and beyond, along with adequate complementary feeding. 

Community Resources

It can be difficult for hospitals to establish community groups. Healthcare workers in the community might be a 

better option and should be encouraged by the hospital. This support should include hospital-sponsored training and 

continued collaboration to help build an effective and educated group. Upon discharge, mothers should be referred to 

these community groups, and in turn, the hospital should accept referrals concerning mothers who have needs the 

community group cannot meet.

Facilities	should	be	knowledgeable	about	the	type	and	quality	of	available	support	and	help	mothers	access	 

the support they need. In communities where support does not exist, facilities should develop appropriate 

support services.

Support by Trained Healthcare Professionals Outside of the Facility

When mothers’ needs extend beyond the scope of normal breastfeeding support, support from International 

Board	Certified	Lactation	Consultants	(IBCLCs)	or	other	healthcare	professionals	with	special	training	in	

breastfeeding management should be accessible. It is important for healthcare services to connect with 

communities to help women access the appropriate level of support for their needs and to provide continuity of 

referral and counter-referral for breastfeeding services and support. 

Involvement of the healthcare sector is necessary for the sustainability of community-based breastfeeding 

support.37 In addition to providing timely follow-up and periodic care of infants and mothers, healthcare 

providers	can	do	much	to	support	breastfeeding	in	the	community	by:	

“ All breastfeeding newborn infants 

should be seen by a pediatrician 

or other knowledgeable 

and experienced healthcare 

professional at 3 to 5 days of age as 

recommended by the AAP.” 30
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•	 Encouraging	development	of	systems	of	referral	and	counter-referral	and	communicating	with	IBCLCs	

and other trained healthcare professionals about establishing care plans.

•	 Providing	feedback	to	La	Leche	League	leaders,	peer	counselors	and	WIC	staff	when	they	refer	infants	

with feeding difficulties.

•	 Forming	and	facilitating	breastfeeding	support	group	meetings	to	educate	mothers	and	support	

breastfeeding and healthful infant-feeding practices.

•	 Encouraging	the	integration	of	healthful	infant-feeding	practices	into	other	community	groups	that	

impact women. 

•	 Participating	in	and	supporting	the	work	of	state	and	local	breastfeeding	coalitions.

•	 Educating	peers	and	the	community	in	the	promotion	and	support	of	breastfeeding	through	the	media,	

grand rounds, professional conferences, community meetings and other venues. 

•	 “Walk	the	talk”:	Incorporating	consistent	protection,	promotion	and	support	of	breastfeeding	and	optimal	

infant- and young child-feeding practices into daily work and in communications with families, care 

providers and peers. 

•	 Creating	breastfeeding-friendly	offices	and	healthcare	centers	(Refer	to	the	American	Academy	

of	Pediatrics’	Ten	Steps	to	Support	Parents’	Choice	to	Breastfeed	Their	Baby	and	the	Academy	of	

Breastfeeding	Medicine’s	Protocol	14:	Breastfeeding-Friendly	Physician’s	Office.	Additional	resources	are	

available in the Resources section.)

Any time a healthcare professional is in contact with a mother and young child is an opportunity to support 

the mother in feeding and caring for her baby. Healthcare professionals who do not feel confident in their ability to 

provide support can refer to community resources where 

they exist. Healthcare providers can also increase and 

update their knowledge and skills in breastfeeding 

support through a variety of training opportunities.

All breastfeeding infants should be seen by a 

pediatrician or other trained, licensed healthcare 

professional within the first three to five days of life to 

assess	breastfeeding.	This	check	should	include:

•	 Observation	of	breastfeeding.

•	 Identification	of	risk	factors.

•	 Assessment	for	latch,	milk	exchange	and	

frequency of feedings.

•	 Assessment	of	infant	health	status	related	to	

feeding, including weight, hydration, jaundice 

and output.

•	 An	opportunity	for	families	to	ask	questions	and	

express concerns. 

Breastfeeding	should	be	promoted	at	each	subsequent	

ambulatory visit (e.g., two to three days postpartum 

and	so	on).	Family	planning,	along	with	breastfeeding,	

should also be addressed at the mother’s six-week 

postpartum visit.31,	32	

“ Prior to discharge, appointments 

should be made for (a) an office 

or home visit within 3 to 5 days of 

age by a physician, midwife or a 

physician-supervised, breastfeeding-

trained, licensed health-care 

provider and (b) the mother’s 

six-week follow-up visit to the 

obstetrician or family physician who 

participated in the delivery of the 

baby. Infants discharged before 48 

hours of age should be seen by 96 

hours of age.” 33 

Academy of Breastdfeeding Medicine
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Lactation Consultants

Women with breastfeeding difficulties should also have timely access to expert breastfeeding help and support 

with	IBCLC	or	another	healthcare	professional	with	equivalent	training	and	experience	in	lactation	support.	

Lactation	clinics,	staffed	by	an	IBCLC,	can	be	established	by	hospitals	or	within	ambulatory	care	settings	so	

that	trained	staff	are	easily	accessible.	Group	clinics	may	also	be	held	so	that	mothers	can	share	experiences	

and mutual support. 

Mother-to-Mother Support Groups and Trained Peer Counselors

Support from a social network of other women is appealing in many communities because it is similar to familiar 

patterns of seeking help or advice from family and friends. In addition, it may be easier for some women to seek 

support in a peer environment in which they can both give and	receive	help.	Mother-to-mother	support	may	occur	

at	formal	group	meetings	(such	as	La	Leche	League	meetings),	at	informal	drop-in	centers	(such	as	at	a	Baby	Café)	

or in a one-on-one visit with a peer counselor (clinics, classes, hospitals, homes or by phone). 

Facilities	should	build	alliances	with	community	organizations	to	help	develop	and	integrate	breastfeeding	

support services. Support services provided by trained peer counselors and mother-to-mother support 

groups should be developed and made readily and widely available, especially in communities with low 

breastfeeding rates. 

Informational, emotional and skills-oriented peer support provided by specially trained women in the 

community who have personal breastfeeding experience is a proven way to help mothers increase and sustain 

exclusive breastfeeding.28 Peer-support programs can be a culturally relevant, individualized and cost-effective 

method of providing support and have been demonstrated to improve breastfeeding outcomes by themselves or 

as the primary component of a multi-faceted program.17,	25,	34–36

Mother-to-Mother Support Groups

Evidence	suggests	that	local	mother-to-mother	

support with women of similar backgrounds and 

shared experiences is more effective when employing 

a proactive approach. Such groups should recruit 

from within to further expansion. La Leche League 

International is perhaps the best-known mother-to-

mother	support	organization	in	the	United	States;	

however, there may also be other mother-to-mother 

support groups in your community.

Mother-to-mother	breastfeeding	support	groups	

may also be formed at the community level or 

through the efforts of staff at birthing facilities 

and facilitated by trained healthcare professionals 

or others with training in breastfeeding support. 

Breastfeeding	may	also	be	incorporated	into	other	

types of mother-to-mother support opportunities, 

such as facilitated parenting groups or hospital or 

community-based postpartum support groups or 

meetings. 

C L I N I C A L  N OT E S

The first step in assuring access to 

community support is to ensure that 

families have a good understanding 

of normal infant feeding as well as the 

ability to recognize warning signs for 

when mothers may need assistance. 

Appropriate anticipatory guidance prior 

to discharge helps families know when 

they should access follow-up support 

without delay. Refer to Step 5, Show 
mothers how to breastfeed and how to 
maintain lactation, even if they are separated 
from their infants for details on what to 

discuss with families prior to discharge. 
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Trained Peer Counselors

Texas	WIC	Peer	Counselors	are	WIC	mothers	who	have	successfully	breastfed	their	infants	and	have	completed	

a training course that enables them to go beyond their own experiences to help and advise other mothers in 

normal breastfeeding situations, based on current research and consensus of knowledge from breastfeeding 

experts.	They	are	paid	WIC	staff	whose	primary	goals	are	to	serve	as	breastfeeding	role	models,	educators	and	

supporters	of	breastfeeding	for	WIC	recipients.	Their	peer	status	gives	them	credibility	for	building	trust	and	

rapport with clients, as they share similar experiences and social norms and can therefore provide relevant, 

meaningful	and	explicit	information.	The	Texas	WIC	Peer	Counselor	Program	is	available	through	WIC	local	

agencies across the state and is an important resource for facilities, assuring continuity of support from the 

hospital	to	the	community	for	WIC-eligible	patients.	

Though	not	all	families	are	eligible	for	WIC	services,	DSHS	WIC	Peer	Counselor	training	resources	are	available	

to	all	facilities.	Hospitals	may	send	staff	to	complete	the	DSHS	Peer	Counselor	“Train-the-Trainer”	training	so	

that hospitals can establish and supervise their own peer counselor programs. See the Resources section at the 

end of this Step to find more information on these trainings.

Support of Family and Friends

Women with a large, stable network of family and friends often have good support. However, some friends 

and family members may be well-meaning but have inaccurate information or little personal experience with 

breastfeeding, especially with exclusive breastfeeding. 

It is important to include family members in interactions in which breastfeeding information and promotion 

are provided. The baby’s father is a vital support for the breastfeeding woman and can be a second set of eyes, 

ears and hands in the hospital to learn the infant-feeding information and skills that will help the family with 

feeding	when	24-hour	staff	care	is	no	longer	available.	Dads	can	also	support	breastfeeding	and	bond	with	the	

baby	by	doing	such	things	as	bringing	the	baby	to	the	mother	for	feedings;	helping	ensure	that	the	mother	is	

comfortable,	hydrated	and	fed;	holding	the	newborn	skin-to-skin;	bathing;	dressing	and	playing	with	the	baby;	

and offering encouragement, support and practical help with breastfeeding, positioning and latch. Whether 

this is their first baby or they are expanding their family, couples should be encouraged to discuss emotional 

and practical adjustments to the new changes in their family. 

Facilities	can	also	educate	families	about	strategies	for	handling	perceived	barriers	to	breastfeeding	in	the	

community and about laws and programs that protect a woman’s right to breastfeed in public and to maintain 

lactation in the workplace. (See the Resources 

section for more information about laws and 

programs in Texas.)

Workplace Support

Breastfeeding	continues	to	be	important	after	the	

mother returns to work or to other time-intensive 

responsibilities, such as school. The information 

below is specific to working women, but much of 

the information also applies to mothers who are 

students.

Returning to work remains the primary reason 

among working women to introduce formula or 

other supplements, completely stop breastfeeding 

EFFO RT S  T H AT  C A R RY  FRO M 
P R EN ATA L  T H RO U G H  P O S T N ATA L 

Support services should also be promoted 

to women during pregnancy. Pregnant 

women who know that support will be 

available postpartum may be more confident 

in the decision to breastfeed. Support that 

begins during pregnancy (as part of Step 

3) and extends into the postpartum period 

appears to be the most effective at increasing 

breastfeeding duration.24,	25
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or to never initiate breastfeeding. Support is needed for mothers to continue providing their babies with as 

much breastmilk as possible when they return to work. 

Before	the	mother	returns	to	work,	it	is	important	to	discuss	the	possibility	of	her	taking	the	child	to	work	

with her, leaving the child at a nearby care facility or working fewer hours in order to maximize time spent 

with the child.

If	breastfeeding	is	not	an	option	during	the	workday,	it	is	recommended	that	the	mother:

•	 Breastfeed	exclusively	and	frequently	during	maternity	leave.	

•	 Breastfeed	whenever	she	and	her	child	are	together,	specifically	at	any	time	she	is	not	at	work.	

•	 Breastfeed	up	until	the	time	she	returns	to	work,	not	stopping	prematurely	to	start	bottle-feedings	until	it	

is necessary. 

•	 Express	milk	about	every	three	hours	while	at	work,	if	possible,	to	ensure	proper	and	steady	milk	

production. A one-day supply should be kept refrigerated and ready for feeding by the baby’s care provider.

•	 Have	information	that	she	can	pass	on	to	anyone	who	helps	care	for	her	baby,	which	will	create	a	

continuous and consistent feeding pattern for the baby.

•	 Have	contact	and	support	from	other	mothers	who	are	working	and	breastfeeding.

Use	the	included	handout	titled	Employee	Guide	to	Taking	Leave	and	Returning	to	Work	when	discussing	the	

return to work with breastfeeding mothers. The handout can be found in the Additional Resource Documents 

section at the back of this toolkit.

Benefits of Breastfeeding for the Working Mother

For	mothers	who	work	away	from	home,	breastfeeding	can	be	beneficial	because:

•	 It	can	be	quality	time	that	increases	closeness	between	her	and	her	child.

•	 She	can	rest	while	feeding.

•	 The	convenience	of	night	feeds—rather	than	preparing	bottles—will	allow	her	to	get	more	sleep.

•	 She	will	miss	less	work	to	care	for	a	sick	child	since	the	child’s	immune	system	will	be	stronger.

Employers	also	benefit	from	the	support	of	breastfeeding:

•		 Mothers	who	have	access	to	worksite	supports	for	breastfeeding	are	more	likely	to	return	to	their	

previous jobs after maternity leave and to remain with their current employer, reducing loss of instutional 

knowledge, productivity and expenses associated with turnover.   

•		 Parents	of	breastfed	infants	will	miss	less	work	to	care	for	a	sick	child	and	have	better	peace	of	mind	

because of it.

•		 Companies	that	are	supportive	of	breastfeeding	

and promote good health practices are regarded 

highly by prospective and current employees and 

the community. This will help draw and retain 

the best employees.

•		 Over	the	long-term,	support	contributes	to	a	

healthy workforce as the next generation comes 

of age.

T I P S  FO R  M O M

All breastfed infants should receive post-

discharge follow-up with their pediatricians 

or other trained healthcare providers within 

48 hours after discharge.33
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•		 Proactive	support	of	breastfeeding	employees	

ensures that employers are complying with legal 

provisions for accommodation now required 

under	the	U.S.	Fair	Labor	Standards	Act.	

Sustaining Continued Breastfeeding for 
One to Two Years or Longer

It is widely recognized that the physiologic norm 

for infant feeding is exclusive breastfeeding for 

about the first six months of life with continued 

breastfeeding, in combination with complementary 

food, for at least one to two years of life and 

beyond.30,	37–54	The	American	Academy	of	Family	

Practitioners notes that children weaned before 

2	years	of	age	are	at	increased	risk	of	illness.38  

There is no specific age at which breastfeeding is 

no longer beneficial. 

Though most women in Texas initiate breastfeeding, 

only about half of Texas babies still receive 

breastmilk at six months, and fewer than 15 percent 

are exclusively breastfed at six months, despite 

medical recommendations that infants should 

receive nothing but breastmilk for the first six 

months. It is clear that support is needed for 

women to successfully sustain breastfeeding 

through the first year of life and beyond.

Guidelines for Breastfeeding Six Months 
and Longer

•	 Complementary	feeding	(when	the	baby	is	

given other foods in addition to sufficient 

breastmilk) can begin six months after birth.

•	 While	the	period	from	six	to	twelve	months	

after birth is a time to discover foods, tastes 

and textures, breastmilk should still make 

up the primary part of the baby’s diet.

•	 The	breast	should	be	offered	along	with	

suitable food from family meals.

•	 Offering	the	breast	before	complementary	

food options will help maintain the milk 

supply.

•	 As	part	of	their	natural	development,	young	

children will gradually reduce the frequency 

of breastfeeding during the second year of 

life and eventually, at their individual pace, 

T I P S  FO R  M O M

The	Centers	for	Disease	Control	and	

Prevention has used the number of La Leche 

League’s per one thousand live births as an 

indicator for mother-to-mother support in 

their	annual	United	States	Breastfeeding	

Report	Card.	La	Leche	League's	stated	

mission is “to help mothers worldwide 

to breastfeed through mother-to-mother 

support, encouragement, information, 

and education and to promote a better 

understanding of breastfeeding as an 

important element in the healthy development 

of the baby and mother.”49 La Leche League 

leaders are trained and accredited volunteers 

who provide breastfeeding education and 

support to pregnant and parenting women 

in group meetings as well as by phone and 

online. To find a local La Leche League group, 

visit www.lllusa.org.

“ The AAP Section on Breastfeeding, 

American College of Obstetricians 

and Gynecologists, American 

Academy of Family Physicians, 

Academy of Breastfeeding Medicine, 

World Health Organization, United 

Nations Children’s Fund and 

many other health organizations 

recommend exclusive breastfeeding 

for the first six months of life.”30
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stop breastfeeding when they are ready. Whether or not weaning is infant-led, allowing for a gradual 

weaning will ensure a smooth transition and help avoid unnecessary distress in the child and discomfort 

for the mother caused by engorged breasts. During this transition, ensure that the child receives plenty of 

other foods.

•	 The	frequency	that	young	children	breastfeed	varies;	some	might	only	breastfeed	when	upset.

•	 Mothers	of	young	children	can	feel	competing	pressures	from	work	and	family	and	benefit	from	support	

groups to cope with those pressures. 

Benefits of Breastfeeding the Older Baby and Child

•	 Breastfeeding	continues	to	provide	closeness	and	warmth,	bonding,	protection	from	illness	and	optimal	

nutrition.

•	 Breastfeeding	an	older	baby/young	child	can	be	valuable	when	the	child	becomes	ill.	Often	the	child	will	be	

able to breastfeed when disinterested in other foods. This ensures the child will get enough to eat.

•	 Breastfeeding	can	soothe	an	upset	child.

•	 Breastfeeding	an	older	baby	presents	some	challenges	because	the	more	alert	the	child	is,	the	more	easily	

distracted he or she is. A peaceful breastfeeding location will minimize disruption.

O v ercoming  B a r r ier s:  St r at egie s  for  S ucce s s

The most common concerns related to implementing Step 10 are detailed below, along with strategies for 

overcoming	them	(adapted,	in	part,	from	the	documents	listed	as	General	References	after	the	Notes	section	at	

the end of this Step).

1.  Staff members are unfamiliar with good breastfeeding support sources to which they can  

refer mothers.

•	 	Form	an	ad	hoc	group	with	leaders	from	the	hospital,	community	groups	and	clinics	to	strategize	 

how	to	meet	the	needs	of	mothers	in	the	community.	Create	a	resource	list	to	be	readily	available	to	

staff and mothers.

•	 	Encourage	the	use	of	the	hospital	facilities	for	local	mother-support	groups.	Arrange	for	community	

breastfeeding-support groups to host training clinics for hospital staff to inform them about 

community-offered services and resources.

2. There is a misconception that healthcare professionals aren’t supposed to involve themselves in 

mother-support groups.

•	 	In	the	absence	of	community-support	group	leadership,	involve	healthcare	staff	members.	Be	sure	

they are trained in facilitating, rather than dominating the groups. They should also identify and 

encourage	lay	leaders.	Once	this	happens,	healthcare	staff	should	decrease	their	leadership	roles	and	

assume the role of advisor.

3. Community-based support-group leaders and their members may provide incorrect information.

•	 	Ensure	that	mothers	receive	thorough	and	accurate	prenatal	and	postnatal	information	from	hospital	

staff. In order to avoid conflicting information from mother-support groups, supply them with 

adequate training and educational materials.
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•	 Explore	whether	knowledgeable	volunteer	groups	or	individuals	can	extend	the	capacity	of	healthcare	

staff members by assisting with oversight and coordination of support.

4. The local culture is not receptive to mother-to-mother support.

•	 	Explore	culturally	appropriate	support	mechanisms	for	breastfeeding	mothers.

•	 	Work	with	traditional	and	religious	organizations	to	educate	mothers	on	breastfeeding	and	provide	

general support.

•	 	Identify	family	members	most	likely	to	give	advice	to	the	mother	and	provide	them	with	information	

about breastfeeding.

5.  Follow-up measures like home visits and phone contact are too costly, unnecessary and unsuccessful.

Identify	the	most	feasible	follow-up	methods.	For	example:

•	 Assess	and	support	breastfeeding	as	much	as	possible	during	postnatal	visits.

•	 Refer	mothers	to	community	resources	that	can	offer	support	that	the	hospital	cannot	provide.

•	 Reserve	home	visits	for	mothers	most	at-risk	of	breastfeeding	failure.

Eva l u at ing  S ucce s s

Use the information in this section and the additional tools provided in the Additional Resource Documents 

section at the back of this toolkit as checkpoints to verify that you are successfully implementing Step 10. 
Assign one or two staff members who have the best perspective on day-to-day operations to complete these 

checkpoints.

•	 Process	changes.	When evaluating your facility’s success in implementing Step 10 of the Texas Star 

Achiever	program,	consider	the	following:

- Has the resource list been developed and updated?

- How many meetings have been held with local support resources?

- What postpartum support resources have been developed?

-	 	Are	facility	staff	documenting	discussions	of	postpartum	support?	(Facility	management	should	use	 

the	included	Postnatal	Feeding	Referrals	Checklist	and	the	Step 10 Action Plan to assess progress on  

this Step.)

•	 Impact	on	patient	experience.	Your	facility	should	track	data	about	the	use	and	success	of	postpartum-

feeding	resources	and	support	groups.	Data	to	consider	are:

-  Percent of women reporting that they have been given information on how to get help from the facility 

or how to contact support groups, peer counselors or other community healthcare services.

-  Percent of women receiving a follow-up phone call after discharge

-  Percent of women receiving a home-, hospital-, or clinic-based postpartum visit by your facility. 

-	 Number	of	women	accessing	different	support	services	who	report	they	were	referred	by	your	facility.

-	 Number	of	women	exclusively	breastfeeding	at	two	weeks,	three	months	and	six	months	postpartum.

Use the included Patient Survey to assess the degree to which rooming-in is successfully implemented. 

•	 Assessing	value	to	the	facility.	Use	the	Facility	Impact	chart	included	in	the	Additional	Resource	

Documents section to track your facility’s time and money spent on the measures recommended and to assess 

cost savings that may be attributed to the changes made. 
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Resources and guidance for best practices in community support of breastfeeding from Texas Department of 

State	Health	Services.	www.SupportFromDayOne.org

State Laws Related to Breastfeeding Support

•	 Texas	Health	and	Safety	Code165	Breastfeeding:	www.statutes.legis.state.tx.us/Docs/HS/htm/HS.165.htm

-  This law clarifies that a woman is entitled to breastfeeding her infant in any location where she 

is	authorized	to	be	(Right	to	Breastfeed)	and	provides	for	minimum	criteria	and	direction	for	the	

administration	by	DSHS	of	the	Business	Designation	as	“Mother-Friendly”	(The	Texas	Mother-Friendly	

Worksite Program). 

•		 Texas	Insurance	Code	§	1366.051:	www.statutes.legis.state.tx.us/Docs/IN/htm/IN.1366.htm

-  This law provides that the health insurer of a maternity patient discharged before that statutory 

minimum stay must be provided post-delivery services, including assistance and training in breast-

feeding.

•		 Tex.	Health	and	Safety	Code	§	161.071:	http://www.statutes.legis.state.tx.us/Docs/HS/htm/HS.161.

htm#161.071

- This law requires DSHS to establish minimum guidelines for the procurement, processing, 

distribution, or use of human milk by donor milk banks.

-	 A	summary	of	state	breastfeeding	laws	in	the	United	States	is	available	at	http://www.ncsl.org/issues-

research/health/breastfeeding-state-laws.aspx

•	 Federal	Laws	Related	to	Breastfeeding	Support:	

-	 The	Section	7	(the	section	pertaining	to	overtime)	of	the	US	Fair	Labor	Standards	Act	was	amended	

in	March,	2010	to	include	the	Reasonable	Break	Time	for	Nursing	Mothers	provision.	Comprehensive	

information	about	what	is	required	is	available	from	the	U.S.	Department	of	Labor	at:	http://www.dol.

gov/whd/nursingmothers/

-	 Certain	preventive	services	including	lactation	services	and	equipment	must	be	provided	under	new	

health	plans.	Information	about	these	new	requirements	is	available	here:

-	 http://www.amchp.org/programsandtopics/data-assessment/projects/Documents/

HealthReformBreastfeeding.pdf

-	 www.healthcare.gov/law/provisions/preventive/index.html

-	 www.healthcare.gov/law/about/provisions/services/lists.html

•	 Summaries	of	Federal	breastfeeding	legislation	are	available	at	the	following:

-	 http://maloney.house.gov	

-	 http://www.breastfeedingwa.org/fed_leg

Break Time for Nursing Mothers: www.dol.gov/whd/regs/compliance/whdfs73.htm	

Academy of Breastfeeding Medicine Protocols: www.bfmed.org/Resources/Protocols.aspx

•	 Going	home/discharge

•	 Mastitis

•	 Human	milk	storage

•	 Neonatal	ankyloglossia

http://www.statutes.legis.state.tx.us/Docs/HS/htm/HS.161.htm#161.071
http://www.ncsl.org/issuesresearch/health/breastfeeding-state-laws.aspx
http://www.amchp.org/programsandtopics/data-assessment/projects/Documents/HealthReformBreastfeeding.pdf
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•	 NICU	graduate	going	home

•	 Breastfeeding	the	near-term	infant	(35	to	37	weeks	gestation)

•	 Contraception	and	breastfeeding

•	 The	Breastfeeding-Friendly	Physicians'	Office	Part	1:	Optimizing	Care	for	Infants	and	Children

•	 Engorgement

•	 Jaundice

Discharge Instructions/Checklist: http://massbreastfeeding.org/index.php/handouts/

Telephone Triage Tool: http://massbreastfeeding.org/pdf/TelephoneTriageMBC.pdf

BestStart Guidelines for Nursing Mothers: www.beststart.org/resources/breastfeeding/pdf/Brstfdpstr.pdf

American Academy of Pediatrics Health Professional Resource Guide:  

www.aap.org/breastfeeding/healthProfessionaIsResourceGuide.html

Parent Screening Form for Early Follow-up of Breastfed Infants: 

www.cdph.ca.gov/programs/breastfeeding/Documents/MO-ParentScreeningForm.pdf

Relevant Materials from WIC Catalog

•	 www.dshs.state.tx.us/wichd/WICCatalog/breastfeeding.shtm

•	 Mothers	Milk	for	Premature	Babies

•	 Just	for	Dad

•	 Mother-Friendly	Worksite	program

•	 Breastfeeding	and	Family	Planning

•	 Anytime,	Anyplace:	Breastfeeding	in	Public

•	 The	Health	Care	Provider's	Guide	to	Breastfeeding

•	 Breastfeeding	and	Returning	to	Work

•	 WIC	Peer	Counselor	Program	brochures	and	posters

•	 Breastfeeding	Beyond	Six	Months

•	 What	hospitals	need	to	know	about	the	Texas	WIC	Breast	Pump	Program

•	 Ways	I	Can	Help	Mommy	with	the	New	Baby

•	 License	to	Breastfeed	cards

How Do I Know – Combined Form

•	 “How	Do	I	Know	Breastfeeding	is	Going	Well?”	is	an	instructional	guide	that	informs	new	moms	when	

they should call for breastfeeding assistance. The backside of the tool provides a breastfeeding log 

that	gives	women	the	opportunity	to	track	their	breastfeeding	progress:	www.dshs.state.tx.us/wichd/

WICCatalog/PDF_Links/F13-06-13104-How_do_I_know_corrected.pdf

Breastfeeding Assessment and Counseling Form

•	 Designed	for	use	in	the	WIC	clinic,	the	Breastfeeding	Assessment	and	Counseling	form	can	be	used	when	

interviewing	a	breastfeeding	woman	to	determine	how	breastfeeding	is	going:	www.dshs.state.tx.us/

wichd/bf/PDF/BF_AssessmentCounselingForm.pdf

www.dshs.state.tx.us/wichd/WICCatalog/PDF_Links/F13-06-13104-How_do_I_know_corrected.pdf
www.dshs.state.tx.us/wichd/bf/PDF/BF_AssessmentCounselingForm.pdf
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Breast Pumping Log 

•	 The	Breast	Pumping	Log	is	a	tool	designed	to	accompany	breast	pump	issuance	to	women	who	are	

separated from their infants and trying to establish their milk supply. This tool can be used in facilitated 

discussion,	support	group	meetings,	individual	counseling	and	in	any	circumstance	deemed	necessary:	

www.dshs.state.tx.us/wichd/bf/bfwicres.shtm	

Breastmilkcounts.com: This DSHS website is a mother’s one stop resource for fact-based breastfeeding 

information. Includes information on preparing for breastfeeding during pregnancy, breastfeeding in the 

first few days, breastfeeding after returning home from the hospital, benefits of breastfeeding, information on 

combining working and breastfeeding, and much, much more.

DSHS breastfeeding trainings and peer counselor “train-the-trainer” workshop to increase the knowledge of 

health	professionals	or	to	develop	knowledge	and	skills	within	community-based	organizations:	www.dshs.

state.tx.us/wichd/lactate/courses.shtm

Breastfeeding Support Resource

Baby Café USA: a	non-profit	organization	dedicated	to	promoting	and	supporting	the	development	of	US	“Baby	

Cafés”,	or	community	breastfeeding	drop-in	centers	that	adhere	to	the	standards	of	the	Baby	Café	Charitable	

Trust.		http://www.thebabycafe.org/baby-cafe-usa.html

THSteps breastfeeding training module: http://txhealthsteps.com/catalog/coursedetails.asp?crid=1781

The DSHS Statewide Lactation Support Hotline can provide information and referrals to community resources 

in	your	area.	DSHS	Statewide	Lactation	Support	Hotline	1	(800)	514-6667	(MOMS): 

www.dshs.state.tx.us/wichd/bf/hotline.shtm

DSHS Texas Lactation Support Directory:	www.dshs.state.tx.us/wichd/bf/direct.shtm

Using Loving Support to Build a Breastfeeding-Friendly Community	—	Partnership	Ideas	Checklist:	 

www.nal.usda.gov/wicworks/Learning_Center/support_bf.html	

The  Fo l low ing  D o cumen t s  C a n  B e  Found  in  t he  A ddi t ion a l  R e s our ce s  S ec t ion 

•	 Action	Plan

•	 Facility	Impact

•	 Postpartum	Breastfeeding	Support	Survey	–	Patient

•	 Postpartum	Breastfeeding	Support	Survey	–	Resource	Providers

•	 Postpartum	Plan	of	Care	for	Nursing	Mothers	–	Pediatrician	

•	 Postpartum	Breastfeeding	Checklist	–	For	Support	Referrals

•	 Breastfeeding	Support	Resources	

•	 Breastfeeding	Assessment	and	Postpartum	Counseling	Form

•	 Employee	Guide	to	Taking	Leave	and	Returning	to	Work

•	 Breast	Pumping	Log

•	 Breastfeeding	Survey

•	 How	Do	I	Know	if	Breastfeeding	is	Going	Well?

www.dshs.state.tx.us/wichd/lactate/courses.shtm
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Step 1 Resources

Step 1 
Action Plan

Step 1 Implementation Owner:  _________________________________________________________________________________

Start date: ____________ Target completion date: ________________

Primary Goals of Step 1:

r	 	Create a breastfeeding policy that promotes patient-centered care and supports the principles of dignity, 

respect, responsiveness, empowerment, informed decision-making and cultural relevance.

r	 	Policy must require staff to implement the Ten Steps to Successful Breastfeeding and the International Code 

of Marketing of Breastmilk Substitutes.

r	 	Train staff on the policy within six months of hire and provide ongoing continuing education on the 

principles of the policy. (See also Step 2.)

r	 	Display the policy and/or a printed patient guide in all patient care areas where pregnant women, mothers, 

babies and children are served.

r	  Through regular auditing, ensure that all staff adhere to the policy.  



Step 1Resources

P r o ce s s  Ch a nge s

Resource area  
and description Planned actions

Budgeted 
amount

Materials development: 
Develop a clear, thorough  
and concise facility 
breastfeeding policy.
	 •			How	many	and	what	

types of materials will be 
produced to support and 
communicate the policy?

$

Planning: 
	 •			How	many/which	

departments or 
disciplines will be 
included and provide 
counsel in developing 
policy?

	 •			How	many	meetings	
should be held? What 
guidance will be provided 
the project team in terms 
of timelines and scope?

$

Other process changes related  
to implementation of Step 1.

$

Total expected costs $



Step 1 Resources

Implementation

In developing and implementing a facility breastfeeding policy, have you:

r	 Included input from cross-department stakeholders as well as a core project team?

r	 	Collected, reviewed and incorporated data about current facility knowledge, skills and attitudes  

about breastfeeding?

r	 	Ensured that policy addresses the requirements of the Ten Steps as well as the Code ?

r	 	Provided a timeline and blueprint for implementation?

r	 	Printed and distributed policy to staff, provided patients a policy guide or handout and made the full  

policy publicly available?

r	 	Addressed best practices for bottle-feeding and use of breastmilk alternatives, in addition to  

breastfeeding policies?

r	 	Addressed management of infant nutrition for babies with low birth weight, delivered via C-section 

or otherwise at risk for nutritional issues?

r	 	Provided policies about employee lactation support?

r	 		Included plans for receipt of and response to feedback?

r	 		Planned for regular auditing of the policy?

Notes



Step 1Resources

Step 1 Implementation Tracking

Use the table below as a checkpoint for your unit and facility planning and for assessing your progress on  

Step 1. Set unit goals in terms of the month at which you plan to achieve each goal below, and assign each goal 

to be monitored a specific person on staff.

Each goal below should be documented and archived so that your facility can verify progress and assess future goals.

At  
Month

Person  
Responsible Initials

Date 
Completed

The current policies, facility and staff have been 
reviewed to determine needs and challenges. 

Related data has been documented and 
analyzed.

A project team has been chosen from key 
experts and those identified as strong leaders 
and champions of breastfeeding.

Stakeholders with cross-department 
representation have been identified.

The project team has determined a timeline and 
overall plan for implementation.

The new or revised policy has been drafted, 
reviewed and discussed, and approved by 
all relevant project team and stakeholder 
representatives. It addresses all requirements 
outlined in Step 1, provides an overall vision  
for the facility breastfeeding policy and 
addresses requirements of both the Ten Steps 
and the Code.

Staff have been thoroughly trained in the  
new policy. 

Guidelines for training new staff and for future 
continuing education have been communicated.

Policy has been outlined in patient-appropriate 
materials and has been made available to the 
public. The full policy is also publicly accessible 
for those wishing to review it in detail.

Feedback protocols have been established.

An audit schedule has been identified 
and communicated facility-wide.



Step 1 Resources

Step 1 
Facility Impact

Details
Person  
Responsible Initials

Date 
Completed

Staff knowledge, 
attitudes and 
awareness

Has	detailed	data	been	collected	
early in the process so that baseline 
knowledge, skills and attitudes are 
documented and understood?

Have	subsequent	trainings—in	
tandem with the policy training 
itself—been	conducted	so	that	staff	are	
prepared to support the new policy?

What are the exact policies and 
curricula for training new staff and 
for continuing education?

Compliance  
with policy

Do all employees know that the new 
policy is mandatory?

Have	performance	reviews	and	related	
communications with staff been 
modified to encourage compliance 
with the policy?

Is policy being regularly audited, 
annually, at a minimum, and more 
often if needed? 

What communications tools and 
channels for feedback about the policy 
have been created, and how are they 
functioning?

What can be 
improved upon 
next year?

Notes



Step 1Resources

B a l a ncing  M e a sur e s

Details
Person  
Responsible Initials

Date 
Completed

Staff time and 
materials used 
for planning, 
implementation 
and promotion of 
policy. 

Most hospitals find that making 
adjustments to implement new 
breastfeeding policies have little to no 
cost impact. What was the reality for 
your facility?

Increased 
community 
prestige, patient 
satisfaction and 
census.

How	have	patients,	outside	health	
practitioners and the overall 
community responded to the changes 
in policy? 

Have	you	realized	any	accolades	
or other benefits as a result of 
the new policy and associated 
communications?

Improvements 
on Joint 
Commission 
Perinatal Care 
Core Measure, 
exclusive 
breastmilk 
feeding during 
entire hospital 
stay. 

How	many	more	mothers	are	
breastfeeding exclusively as a result 
of the policy? Are all women who are 
able to do so ? 

Document improvements on the Joint 
Commission measures and celebrate 
achievements.

Other realized 
costs or savings.

Notes



Step 1 Resources

Co s t s  to  Facil i t y

Description/Notes Dollar Amount

Time spent assessing facility 
needs and developing written 
policy

$

Restructuring necessary 
for policy implementation 
adherence

$

Communication of policy  
to staff and patients

$

Policy audit and adjustment $

Other costs $

Subtotal $

S av ings  to  Facil i t y

Description/Notes Dollar Amount

Fewer hours devoted to 
questions regarding  
standard of care

$

Staff compliance with 
facility policies

$

Other savings and benefits $

Subtotal $

Net Annual Loss 
or Gain to Facility

$

What can be done differently next year?



Step 2 Resources

Step 2 
Action Plan

Step 2 Implementation Owner:  _________________________________________________________________________________

Start date: ____________ Target completion date: ________________

Primary Goals of Step 2:

r	 	Staff is trained to provide safe, effective, evidence-based and patient-centered care to support breastfeeding 

and informed infant-feeding decisions.

r	 	Staff empowers women to make informed infant-feeding decisions by imparting to them an understanding  

of the benefits and management of breastfeeding.

r	 	Women are supported to manage and carry out their chosen infant-feeding method(s) in an atmosphere  

of respect.

r	 	Both cultural and individual needs are considered and incorporated into care delivery. 



Step 2Resources

B ud ge t/ R e s our ce s  for  imp l emen tat ion:

Resources area  
and description

Description
Budgeted 
amount

Equipment $

Staffing $

Materials $

Total $



Step 2 Resources

Implementation

Curriculum Checklist:

r	 Does the curricula developed satisfy all of the requirements below?

  r Is evidence-based

  r  Includes training in the Ten Steps to Successful Breastfeeding and the International Code for 

Marketing of Breastmilk Substitutes

  r  Includes	the	Baby-Friendly	Hospital	Initiative

  r  Includes information about the social and cultural context of breastfeeding and information about 

strategies to reduce disparities in breastfeeding

  r  Includes general knowledge about breastfeeding management and support, including: 

	 	 	 •	 Advantages	of	breastfeeding	

	 	 	 •	 Risks	of	artificial	feeding

	 	 	 •	 Mechanisms	of	lactation	and	suckling

	 	 	 •	 Infant	state	behavior

	 	 	 •	 Hunger	and	satiety	cues

	 	 	 •	 How	to	initiate	and	sustain	breastfeeding

	 	 	 •	 Importance	of	skin-to-skin	contact

	 	 	 •	 How	to	assess	a	breastfeeding

	 	 	 •	 How	to	support	normal	breastfeeding,	how	to	resolve	breastfeeding	difficulties,	etc.		

  r  Includes information about how to support infant feeding for non-breastfeeding women

  r  Is based on principles of adult learning and change theory

  r  Facilitates the development of clinical skills, a systems approach, reflective attitudes, and effective 

interpersonal and counseling skills

  r  Facilitates reduction in attitudes and practices that hinder breastfeeding

  r  Facilitates development from novice to expert

  r  Incorporates both cultural and individual needs of women



Step 2Resources

How will you sustain Step 2? 

Identify strategies to ensure accountability for staff participation in training.

Responsibility ____________________________________________________________

Due ______________________________Completed _____________________________

Strategies  ________________________________________________________________________________________________  

___________________________________________________________________________________________________________

Identify methods and tools and schedules for tracking staff participation in training.

Responsibility ____________________________________________________________

Due ______________________________Completed _____________________________

Strategies  ________________________________________________________________________________________________  

___________________________________________________________________________________________________________

Identify methods, tools and schedules for continuous quality improvement and supportive supervision.

Responsibility ____________________________________________________________

Due ______________________________Completed _____________________________

Strategies  ________________________________________________________________________________________________  

___________________________________________________________________________________________________________

Other _____________________________________________________________________________________________________

Responsibility ____________________________________________________________

Due ______________________________________________________________________________________________________

Completed  _______________________________________________________________________________________________

__________________________________________________________________________________________________________



Step 2 Resources

Step 2 Implementation Tracking

Use the table below as a checkpoint for your unit and facility planning and for assessing your progress on Step 2. 

 Set unit goals in terms of the month at which you plan to achieve each goal below, and assign each goal to be 

monitored a specific person on staff.

Each goal below should be documented and archived so that your facility can verify progress and assess  

future goals.

St ep  2  I mp l emen tat ion  Tr ack ing

At Month Person Responsible Initials Date

Implement a comprehensive 
breastfeeding policy (Step 1) that 
includes mandatory staff training 
within six months  
of hire.

Orient all staff to the breastfeeding 
policy.

Training strategy is developed  
and finalized.

Develop a training schedule.

Promote training and application 
of knowledge and skills through 
key staff members and a hospital-
wide communications strategy (e.g., 
posters promoting your facility’s 
implementation of the Ten Steps).

Notes



Step 2 Resources

Step 2 
Facility Impact

Co s t s  to  Facil i t y

Description/Notes Dollar Amount

Time spent training staff $

Materials developed  
for training

$

Other costs related 
to development and 
implementation of training

$

Subtotal $

S av ings  to  Facil i t y

Description/Notes Dollar Amount

Timely resolution of 
breastfeeding problems

$

Decreased patient wait time 
for help with breastfeeding 
and increased availability of 
knowledgeable staff

$

Other savings and benefits $

Subtotal $

Net Annual Loss 
or Gain to Facility

$

What can be done differently next year?



Step 3 Resources

Step 3 
Action Plan

Primary Goals of Step 3:

r	 	Increase breastfeeding knowledge and ability in women.

r	 	Encourage positive attitudes and foster confidence about breastfeeding.   

B ud ge t/ R e s our ce s  for  imp l emen tat ion:

Resource area  
and description

Description
Budgeted 
amount

Equipment $

Staffing $

Materials $

Total $



Step 3Resources

At Month Person Responsible Initials Date

Prenatal survey results will show 
that __% of mothers received 
enough information and training 
about breastfeeding to make an 
informed decision about feeding 
their babies.

Prenatal survey results will show 
that __% of mothers feel prepared 
to breastfeed their babies. 

Prenatal survey results will 
show that __% of mothers have 
a “confident commitment” to 
breastfeed.

Newborn survey results will 
show that __% of mothers plan to 
breastfeed exclusively.

Newborn survey results will 
show that __% of mothers report 
receiving clear and consistent 
information about breastfeeding.

At year-end, all breastfeeding 
education materials have been 
shown to be clinically accurate, 
culturally appropriate, and 
address local needs and values 
at the appropriate reading level. 
They do not promote artificial 
infant feeding in any way.

Notes

Step 3 Implementation Tracking



Step 3 Resources

How will you sustain the practice? (Sustainability)

Value of breastfeeding explained to women by hospital-affiliated physicians and medical staff (not just at classes.)

Responsibility ________________________________________________________________________________________________________

New staff oriented to the policy of educating pregnant women and new mothers about breastfeeding. 

Responsibility ________________________________________________________________________________________________________

Other _________________________________________________________________________________________________________________

Responsibility ________________________________________________________________________________________________________

Notes _________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________  

________________________________________________________________________________________________________________________  

________________________________________________________________________________________________________________________  

________________________________________________________________________________________________________________________  

________________________________________________________________________________________________________________________  

________________________________________________________________________________________________________________________  

________________________________________________________________________________________________________________________  

________________________________________________________________________________________________________________________  

________________________________________________________________________________________________________________________  

________________________________________________________________________________________________________________________  

________________________________________________________________________________________________________________________
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Step 3 Resources

Step 3 
Facility Impact

Co s t s  to  Facil i t y

Description/Notes Dollar Amount

Production of new or  
revised materials

$

Additional hours of staff time 
dedicated to breastfeeding 
education

$

Other costs $

Subtotal $

S av ings  to  Facil i t y

Description/Notes Dollar Amount

Fewer hours of staff time 
dedicated to breastfeeding 
problems

$

Savings associated with 
eliminating the traditional 
newborn nursery

$

Other savings $

Subtotal $

Net Annual Loss 
or Gain to Facility

$

What can be done differently next year?



Step 3Resources

32-Week  I nfa n t  Feeding  S urv e y

Has a health professional talked with you about:

1.  That you can have companions of your choice with you during labor and 
birth?

r	Yes   r	No

2.  Alternatives for dealing with pain during labor and how each may affect 
you and your baby?

r	Yes   r	No

3.  The importance of spending time skin-to-skin with your baby immediately 
after birth? 

r	Yes   r	No

4.  The importance of having your baby with you in your room or  bed 24 
hours a day?

r	Yes   r	No

5.  The risks of giving water, formula or other supplements to your baby in 
the first six months if you are breastfeeding?

r	Yes   r	No

6.  Do you feel you have received enough information and training about 
breastfeeding to make an informed decision about feeding your baby? 

r	Yes   r	No

7.  Do you feel prepared to breastfeed your baby? r	Yes   r	No

8.  Do you feel confident about breastfeeding overall? r	Yes   

r	No  

r		I do not plan to breastfeed



Step 3 Resources

N e w b or n  Feeding  S urv e y

1.	 	How	are	you	feeding your new baby? r	Exclusively breastfeeding   
r	Combination of breastmilk and formula
r	Feeding only formula   
r	Other __________________________________

2.  Did you receive clear and consistent information about 
breastfeeding at this facility, both before and after your 
baby was born?

r	Yes   
r	No
r	Uncertain

3.	 How	long	after	birth	did	you	first	hold	your	baby?	 r	Immediately   
r	Within five minutes
r	Within half an hour   
r	Within an hour   
r		As soon as I was able to respond after a 

cesarean section
r	Other (how long: ______________________ )  
r	Unsure   
r	Have	not	held	yet		

4.	 How	did	you	hold	your	baby,	this	first	time? r	Skin-to-skin   
r		Wrapped in blanket or clothing without 

much skin contact

5.  If it took more than five minutes after birth for you to hold 
your baby, what was the reason?

r		Not	applicable—I	held	my	baby	in	five	
minutes or less   

r	My baby needed medical attention
r	I was not awake
r		I didn’t want to hold my baby or was too 

weak
r	Unknown
r	Other ___________________________________

6. For about how long did you hold your baby this first time? r	Less than 30 minutes   
r	30 minutes to less than an hour
r	An hour   
r	Longer than an hour (how long:________)   
r	Can’t remember/don’t know

7.  Did the staff encourage you to look for signs your baby was 
ready to feed and offer you help with breastfeeding?

r	Yes   
r	No
r	Don’t know

8.  Did the staff give you any help with positioning and 
attaching your baby for breastfeeding before discharge?

r	Yes   
r	No
r	Don’t know

9.  Did the staff show you or give you information on how you 
could express your milk by hand?

r	Yes   
r	No
r	Don’t know



Step 3 Resources

P r en ata l  Educ at ion  -  I nfa n t- Feeding  Check l is t
As she reaches the 32nd week of her pregnancy, use this checklist to document the  

information your facility has provided each expectant mother treated.

Discussed Signature Date

Health benefits of breastfeeding

Benefits for baby 
Reduced risk of gastro-enteritis; diarrhea; urinary tract, 
chest and ear infections; obesity and diabetes. Latest evidence 
suggests reduced risk of Sudden Infant Death Syndrome 
(SIDS) and childhood leukemia.

r	Yes   r	No

Benefits for the mother  
Reduced risk of breast cancer, ovarian cancer and 
osteoporosis

r	Yes   r	No

Exclusive breastfeeding for 6 months  
(for maximum health benefits)

r	Yes   r	No

Every Ounce Counts Educational Activity Kit provided 
(for later discussion, see below)

r	Yes   r	No

Getting off to a good start

Skin-to-skin contact at delivery and beyond 
(keeps baby warm and calm, promotes bonding, helps with 
breastfeeding)

r	Yes   r	No

Effective positioning and attachment  
(to ensure adequate milk intake and pain-free feeding)

r	Yes   r	No

Feeding on demand and infant-feeding cues 
(may interfere with breastfeeding)

r	Yes   r	No

Rooming-in / keeping baby near  
(for demand feeding and reduction of risk of SIDS)

r	Yes   r	No

Further discussion

Handouts provided and discussed: r	Yes   r	No

Every Ounce Counts Educational Activity Kit discussed 
(suggest between 28 and 34 weeks)

r	Yes   r	No

Adapted from UNICEF UK, Antenatal Checklist, 2010. Available:  
http://www.unicef.org.uk/BabyFriendly/Health-Professionals/Going-Baby-Friendly/Maternity/Ten-Steps-to-Successful-Breastfeeding/Step-3---Antenatal-information/



B enefi t s  of  B r e a s t feeding

Good for Moms and Babies

Breastfeeding is the best food for infants and small children.  It provides powerful, real health, financial and 

time benefits for both mothers and babies.

Good for Moms

•	 Saves	money	in	formula	and	healthcare	costs

•	 Provides	a	special	bond	between	mom	and	baby

•	 Burns	up	to	600	calories	a	day

•	 Releases	hormones	that	relax	mom

•	 Uses	a	natural	resource

•	 Makes	traveling	easier

•	 Protects	mom	against	cancer	and	diabetes

•	 Reduces	the	time	parents	spend	away	from	work	or	at	the	doctor	when	the	baby	is	sick

Good for Babies

•	 Reduces	babies’	risk	of	infections	and	stomach	problems

•	 Reduces	babies’	risk	of	allergic	reactions	and	asthma

•	 Reduces	babies’	risk	of	SIDS

•	 Reduces	babies’	risk	of	childhood	leukemia

•	 Provides	baby	with	the	most	easily	digested	food

•	 Promotes	babies’	healthy	growth	and	development

•	 Reduces	babies’	risk	of	obesity	and	diabetes

•	 May	give	baby	a	higher	I.Q.	–	especially	preemies

©	2012	Department	of	State	Health	Services.	 
Nutrition Services Section. All rights reserved.



It’s a Win-Win-Win.
Breastfeeding is good for babies—and for moms. Breastfeeding mothers are half as likely to miss a day 

of work for a sick child compared to mothers of formula-fed infants. Plus, you’ll get more sleep, lose 

the baby weight faster, and reduce your risk of cancer.

Breastfeeding is good for your employer, too. Businesses that proactively support employees who choose 

to breastfeed their infants experience reduced health-care costs and increased productivity.

You have a right to pump at work.
Employers are now required by law to provide reasonable break time and a place to express breastmilk 

(Fair Labor Standards Act, Section 7).

You can do this.
For all moms, going back to work is hard. There are steps you can take to make sure that when you’re 

ready to return, you’re ready to meet your breastfeeding goals. 

Visit www.breastmilkcounts.com for tips and tools to prepare you to go back to work. Learn more about your 

rights, how to talk to your employer, how to prepare to go back to work and continue breastfeeding, and why 

supporting working moms who choose to breastfeed benefits everyone.

Breastfeeding  
works for moms  
who work .

©	2012	Department	of	State	Health	Services.	 
Nutrition Services Section. All rights reserved.



Step 4 Resources

Step 4 
Action Plan

Step 4 Implementation Owner:  _________________________________________________________________________________

Start date: ____________ Target completion date: ________________

Primary Goals of Step 4:

r	 	Ensure that babies are in early and continuous skin-to-skin contact with their mothers immediately 

following birth for at least an hour. 

r	 Help	mothers	to	recognize	when	their	babies	are	ready	to	breastfeed	and	offer	help	if	needed.



Step 4Resources

B ud ge t/ R e s our ce s  for  imp l emen tat ion:

Resource area  
and description

Planned actions
Budgeted 
amount

Training: Train staff on the 
benefits of skin-to-skin contact 
and early contact between 
mother and baby. Teach staff 
to facilitate continuous mother-
infant contact after delivery.
Set aside time for discussing 
information gathered by 
literature review committee.

$

Materials development: 
Distribute information such as 
pamphlets, videos and posters 
to be included in staff and 
parent education programs.

$

Equipment: Ensure that all labor, 
delivery and recovery areas have 
adequate climate control. 

$

Other costs related to 
implementation of Step 4.

$

Total expected costs $



Step 4 Resources

Implementation

Do facility policies:

r	 	Promote	skin-to-skin	contact	immediately—or	as	soon	as	clinically	feasible—after	birth?

r	 	Initiate early contact and skin-to-skin as a rule, unless the mother has requested otherwise?

r	 	Allow time for immediate mother-baby contact?

r	 	Promote a quiet, calm, unhurried environment in the delivery room?

r	 	Help	to	keep	mother	and	baby	close	throughout	their	postpartum	stay—from	delivery	to	discharge?

r	 	Delay	non-critical	procedures—administration	of	vitamin	K,	weighing,	etc.—in	the	first	hours	after	birth?

Do staff trainings and competencies support:

r	 	Promotion of skin-to-skin and early contact?

r	 	Understanding	of	the	benefits—	physically,	hormonally	and	emotionally—of	skin-to-skin	and	early	contact?

r	 	Labor, delivery and postpartum practices that promote mother-baby contact?

r	 	Methods to help with breastfeeding initiation, including  providing a calm, unhurried environment and 

helping the mother to recognize her infant’s innate capabilities? Staff should support maternal confidence 

and maternal-infant bonding during this feeding. Therefore, it is not necessary to emphasize or provide 

instruction on breastfeeding technique or effectiveness of attachment at this time.

r	 	Establishing or re-establishing skin-to-skin contact after any initial delays?

Notes



Step 4Resources

Step 4 Implementation Tracking

Use the table below as a checkpoint for your unit and facility planning and for assessing your progress on Step 4. 

Set unit goals in terms of the month at which you plan to achieve each goal below, and assign each goal to be  

monitored a specific person on staff.

Each goal below should be documented and archived so that your facility can verify progress and assess  

future goals.

At  
month

Person  
Responsible

Initials
Date 
Completed

All facility staff are trained to facilitate 
continuous mother-infant contact after delivery, 
whenever feasible.

Data are being collected and assessed for: 
	 •		Incidence	of	hypothermia	 
	 •		Incidence	of	hypoglycemia	 
	 •		Maternal	request	for	nursery	care 
	 •		Lactation	acuity	at	second	feeding 
	 •		Prelacteal	feed	rate 
	 •		Supplementation	rate

Literature has been distributed to prenatal 
providers to help educate pregnant women on 
the benefits of early and regular skin-to-skin 
contact, particularly immediately after delivery. 
Materials include information about the 
expected effects of various medications on the 
newborn’s ability to be alert and suckle early on.

A literature review committee has been 
established.

Relevant literature is being reviewed and 
shared with staff (and patients) appropriately.

Policies regarding skin-to-skin and early 
contact have been reviewed and revised as 
necessary. 

Facilities have been assessed and/or updated 
to ensure that privacy and low lighting are 
available and that all rooms have climate 
controls.



Step 4 Resources

Step 4 
Facility Impact

B a l a ncing  M e a sur e s

Details
Person  
Responsible

Initials
Date 
Completed

Staff time 
spent with 
breastfeeding 
after delivery.

Has	the	paradigm	shift	to	earlier	
contact reduced staff time addressing 
breastfeeding issues in the 
postpartum unit?

What quantifiable changes have been 
observed with regard to staff time?

Patient 
satisfaction 
scores.

Track and analyze patient satisfaction 
quarterly.

Determine a plan for assessing patient 
satisfaction.

Has	patient	satisfaction	improved	
since implementing Step 4?

Equipment, time 
and technology 
savings.

Since implementation of Step 4, you 
should see a decrease in the amount 
of equipment, time and technology 
spent in L&D and postpartum (e.g., 
warmers, probes, additional staff to 
care for infants, etc.)

What effects have been noted at  
 the facility?

What can be 
improved upon 
next year?



Step 5 Resources

Step 5 
Action Plan

Step 5 Implementation Owner:  _________________________________________________________________________________

Start date: ____________ Target completion date: ________________

Primary Goals of Step 5:

r	 	Assist mother-baby pairs in confidently and effectively breastfeeding.

r	 Enable mothers to prevent, detect and address any difficulties that may occur; to maintain lactation.



Step 5Resources

R e s our ce s  for  imp l emen tat ion:

Resource area  
and description

Planned actions
Budgeted 
amount

Staff training.
	 •			Anatomy	and	physiology	

of breastfeeding 
	 •			Normal,	effective	

breastfeeding, how 
to assess lactation 
acuity and how to 
make referrals for and 
implement care plans for 
variations from the norm

	 •			Principles	and	assessment	
of positioning, latch and 
milk transfer and demand 
feeding

	 •			Hand	expression	
techniques, use of breast 
pumps and safe handling 
and storage of breastmilk

	 •			Use	of	chosen	assessment	
tool

	 •			Principles	of	adult	
learning and “hands-off” 
education

$

Materials development: Select 
or develop effective and 
accurate educational materials.
	 •			Chart	tools	to	document:	
 -    Condition of breasts 

and nipples
 -    Position of mother and 

infant
 -    Correct latch-on
 -    Signs of milk transfer
 -    Mother/infant 

interaction
 -    Frequency of feedings
 -    Number of wet diapers
 -    Number and character 

of bowel movements
 -    Weight gain/loss 

pattern
 -    Anticipatory guidance 

provided
 -    Plans of care

$



Step 5 Resources

Resource area  
and description

Planned actions
Budgeted 
amount

Equipment and facility: 
	 •			Provide	space	in	patient	

rooms, the NICU and 
other appropriate 
parts of the facility for 
breastfeeding, milk 
expression and milk 
storage.

	 •			Purchase	supplies	
for storage, labeling, 
preparation and 
administration of 
expressed breastmilk. 

	 •			Plan	space	and	policies	
so that mothers and 
babies may remain 
together if either requires 
hospitalization that 
extends past the time that 
the other is discharged 
from your care.

Other costs related to 
implementation of Step 5.

Total expected costs

Notes

$

$

$



Step 5Resources

Implementation

Do facility policies:

r	 Help	mothers	learn	to	breastfeed	and	maintain	lactation?	Include:	 

	 	 	 •	 Infant	hunger	and	satiety	cues 

	 	 	 •	 Principles	of	breastfeeding	on	demand	(see	Step 8) 

	 	 	 •	 Principles	of	positioning	and	latch 

	 	 	 •	 Signs	of	effective	milk	transfer	 

	 	 	 •	 Basics	of	building	and	sustaining	a	milk	supply	 

	 	 	 •	 Signs	that	indicate	you	may	need	help	(pain,	difficulty	with	supply,	etc.) 

	 	 	 •	 How	and	when	to	access	help	if	needed

r	 Teach milk expression techniques, emphasizing hand expression?

r	 	Bolster mother’s confidence and emotional well-being with regard to breastfeeding, using a hands-off approach?

r	 	Carry out regular breastfeeding assessments with a standardized tool, beginning within six hours of an 

infant’s birth?

r	 	Provide anticipatory guidance to mothers in preparation for discharge?

r	 	Address problems related to scenarios in which mother and baby must be separated and adjust space, 

timing and treatments to maximize opportunities for mothers to nurse their infants, to feed them expressed 

breastmilk or to build a milk supply if the infant cannot yet nurse?

r	 	Provide support to families that will formula feed?

Notes



Step 5 Resources

Step 5 Implementation Tracking

Use the table below as a checkpoint for your unit and facility planning and for assessing your progress on Step 5. 

Set unit goals in terms of the month at which you plan to achieve each goal below, and assign each goal to be 

monitored a specific person on staff.

Each goal below should be documented and archived so that your facility can verify progress and assess future goals.

At  
month

Person  
Responsible

Initials
Date 
Completed

The facility has been assessed to determine 
areas for improvement, such as the need for 
better accommodation for milk expression and 
storage or the need for a standardized tool of 
assessment.

Data are being collected and assessed for: 
	 •			Prevalence	of	nipple	trauma
	 •			Prevalence	of	weight	loss	>7%	
	 •			Prevalence	of	hypoglycemia
	 •			Prevalence	of	jaundice	requiring	

treatment
	 •			Report	of	consistent	information	received
	 •			Maternal	confidence
	 •			Perceived	milk	sufficiency

A standard breastfeeding assessment tool has 
been selected for the facility.

Staff have been trained to teach mothers to 
breastfeed and maintain lactation.

Staff schedules have been revised to allow for 
more time to counsel mothers on breastfeeding 
techniques and problem solving.

The facility has been updated to support the 
principles of Step 5, including accommodation 
for milk expression and storage.

Educational materials for staff and patients 
have been updated to clearly outline how to 
safely and successfully breastfeed, maintain 
lactation and address breastfeeding problems.



Step 5 Resources

Step 5 
Facility Impact

Details
Person  
Responsible

Initials
Date 
Completed

Staff time spent 
on assessment 
and support of 
breastfeeding

Staff time saved 
by avoiding 
complications 
that previously 
arose from 
undetected 
difficulties

Have	you	reallocated	staff	schedules	
to allow for more time to counsel 
mothers on breastfeeding?

Have	other	efficiencies	resulting	from	
increased breastfeeding support (e.g., 
fewer problems with breastfeeding, 
less time managing infant feeding) 
freed up staff time?

Electric breast 
pumps and milk 
storage

How	great	is	the	demand	for	electric	
pumps and breastmilk storage? 

Have	you	adjusted	facility	space	and	
equipment to accommodate these?

Has	the	facility	been	emphasizing	
feeding on demand and hand 
expression? If so, what impact has this 
had on the need for pumps and milk 
storage? 

Use of volunteer 
or low-cost peer 
counselors

Have	these	been	utilized	to	support	the	
facility’s breastfeeding goals? 

What successes and challenges have 
you noticed with these adjunct staff?

Use of expressed 
breastmilk 
rather than 
infant formula 
whenever 
possible

Have	staff	been	successful	in	teaching	
mothers to express breastmilk, 
particularly for those infants who are 
unable to nurse at the breast? 

What challenges have arisen in 
encouraging breastmilk feedings in 
lieu of the use of infant formula?

What can be 
improved upon 
next year?



Step 6 Resources

Step 6 
Action Plan

Step 6 Implementation Owner:  _________________________________________________________________________________

Start date: ____________ Target completion date: ________________

Primary Goals of Step 6:

r	 	Ensure	that—to	the	extent	possible—only	breastmilk	is	given	to	breastfeeding	babies	unless:

	 	 	 •	 	There	is	a	recognized	clinical	indication,	the	baby	is	unable	to	breastfeed	and	there	is	not	

breastmilk available.

	 	 	 •	 	The	mother	has	made	a	fully	informed	choice	to	feed	her	infant	other	than	by	direct	breastfeeding	

and other than with breastmilk.

r	 	Protect parents against display, distribution or promotion of food or drink other than breastmilk.



Step 6Resources

B ud ge t/ R e s our ce s  for  imp l emen tat ion:

Resources area  
and description

Planned actions
Budgeted 
amount

Training: Train staff on 
acceptable medical indications 
for supplemental feedings and 
how to assess and support 
exclusive breastfeeding. Set 
aside time for discussing 
information gathered by 
literature review committee.

$

Materials development: Set 
up documentation tools for 
documenting maternal consent 
for supplementation and for 
dispensing formula when 
needed. Purchase and make 
available current lactational 
pharmacology resources.

$

Marketing: Consider developing 
a facility discharge pack that 
supports breastfeeding and does 
not include formula samples and 
products. Note that a discharge 
pack is not a required element.  

$

Equipment: Consider stocking 
formula in point-of-care 
medication dispensing devices 
(e.g., Pyxis system.) Provide 
adequate space and supplies to 
support breastmilk expression 
and storage. (Consider a 
private, no-visitors space for 
nursing and pumping; provide 
refrigerator space for expressed 
milk.)

$

Other costs related to 
implementation of Step 6.

$

Total expected costs $



Step 6 Resources

Implementation

Do facility policies:

r	 Promote exclusive breastfeeding whenever possible?

r	 	Outline appropriate use of breastmilk substitutes, including policies or protocols for addressing infant 

hypoglycemia and jaundice, “reluctant feeders” and infants delivered by C-section or with very low  

birth weight? 

r	 	Allow	time	and	resources	for	facility	staff	to	educate	families	about	the	risks—both	short-	and	long-term—

of supplementation?

r	 	Require documented informed consent for supplemental feedings?

r	 	Provide sufficient resources and facilities to support breastfeeding, including the ability of mothers to pump 

or express and store breastmilk?

r	 	Require documentation of distribution and use of formula and of supplementation trends?

r	 	Prohibit practices that fall within the scope of the International Code of Marketing for Breastmilk 

Substitutes, including distribution of commercial discharge packs or infant formula samples?

Do staff trainings and competencies support:

r	 	Staff breastfeeding knowledge and support and evaluation skills to promote exclusive breastfeeding when 

clinically feasible?

r	 	Staff knowledge of the short- and long-term risks of supplementation?

r	 	Staff knowledge of acceptable medical indications for use of breastmilk substitutes and evidence- 

based management of hypoglycemia, jaundice and dehydration. (See handout: Maternal and Infant 
Contraindications for Breastfeeding.)

Notes



Step 6Resources

Step 6 Implementation Tracking

Use the table below as a checkpoint for your unit and facility planning and for assessing your progress on Step 6. 

Set unit goals in terms of the month at which you plan to achieve each goal below, and assign each goal to be 

monitored a specific person on staff.

Each goal below should be documented and archived so that your facility can verify progress and assess  

future goals.

At  
month

Person  
Responsible

Initials
Date 
Completed

Related Steps have been implemented 
successfully, enabling your facility to 
begin putting Step 6 into place. (See the 
Implementation section, Put breastfeeding 
support in place before eliminating 
supplements.)

Data are being collected and assessed for: 
supplemental and prelacteal feedings, rates 
of breastfeeding exclusivity, staff and family 
knowledge and attitude toward breastfeeding 
exclusivity, and formula usage and promotion.  

The facility is documenting exclusive 
breastfeeding rates among different sub-
populations (e.g., race/ethnicity, age, income, 
cesarean vs. vaginal delivery).

A literature review committee has been 
established.

Relevant literature is being reviewed and 
shared with staff (and patients) appropriately.

Policies regarding breastfeeding 
supplementation have been reviewed and 
revised as necessary. 

Staff have been trained in policy and procedure 
for supplementation, and current policies are 
clearly posted and available for staff reference.

Facilities have been updated to allow for 
breastmilk pumping and storage.

Stocks of formula and related supplies are 
managed in a manner consistent with other 
medical supplies, and a system is in place to 
manage and track supplement usage.

Distribution of commercial discharge packs and 
promotional materials has been discontinued.



Step 6 Resources

Step 6 
Facility Impact

Details
Person  
Responsible

Initials
Date 
Completed

Cost to purchase 
formula prior to 
implementation 
compared to cost 
after implementation

Net loss or gain:  

________________

Patient satisfaction 
scores:
Track and analyze 
patient satisfaction 
quarterly.
Has	patient	
satisfaction improved 
since implementing 
Step 6? __________

Joint Commission 
Measure:

Assess facility 
performance on 
Joint Commission 
Measure. Document 
performance, noting 
new gains or any new 
losses.

What can be 
improved upon next 
year?



Step 7 Resources

Step 7 
Action Plan

Step 7 Implementation Owner:  _________________________________________________________________________________

Start date: ____________ Target completion date: ________________

Primary Goals of Step 7:

r	 	Facilitate rooming-in.

r	 Encourage skin-to-skin contact between mother and baby.

r	 Teach mothers about early feeding cues.



Step 7Resources

B ud ge t/ R e s our ce s  for  imp l emen tat ion:

Resources area  
and description

Planned actions
Budgeted 
amount

Room and nursery 
modifications

$

Staffing and training $

Materials  $

Total $



Step 7 Resources

Implementation

Do facility policies:

r	 Modify the physical facility as required. 

r	 Discontinue the traditional newborn nursery. 

r	 		Make adjustments outlined in Step 7 to improve the comfort, hygiene and safety of mother and baby.

r	 	Require nursery and postpartum personnel to cross-train so that they all have the skills to care for both 

baby and mother. (See Step 2).

r	 	Encourage parents to attend informational sessions on postpartum care and institute those sessions. 

(Sessions should include information on how to care for babies who are rooming-in.)

Notes



Step 7Resources

Step 7 Implementation Tracking

Use results from the Postpartum Infant Feeding Patient Survey to document the information below. Set unit 

goals in terms of the month at which you plan to achieve each goal below, and assign each goal to be monitored 

a specific person on staff.

At  
month

Person  
Responsible

Initials
Date 
Completed

All mothers report receiving the handout, 
Rooming-in with Your Baby.

All mothers who were medically able to do so 
reported skin-to-skin contact with her baby 
within 30 minutes of birth.

All mothers report being informed of the 
benefits of rooming-in over nursery care.

All mothers were informed of the benefits 
of nighttime feeding and understood safety 
precautions to take when rooming-in.

__% of mothers who plan to continue exclusive 
breastfeeding once they return home.

__% of mothers who plan to continue rooming-in 
once they return home.



Step 7 Resources

Co s t s  to  Facil i t y

Description/Notes Dollar Amount

Additional equipment and 
room modifications

$

Training and reallocation  
of staff

$

Other costs $

Subtotal $

S av ings  to  Facil i t y

Description/Notes Dollar Amount

Fewer hours devoted to 
treating infections caused 
by contamination from other 
infants and handling by 
hospital staff

$

Shorter hospital stays
$

Savings associated with 
eliminating the traditional 
newborn nursery

$

Fewer hours devoted to 
responding to issues caused 
by nursery care and/or 
absence of breastfeeding

$

Increased efficiency in 
postpartum care, requiring 
fewer follow-up services

$

Other savings and benefits $

Subtotal $

Net Annual Loss 
or Gain to Facility

$

What can be done differently next year?

Step 7 
Facility Impact



Rooming-in with Your Baby

Why is Rooming-in Recommended?

Despite what many people think, rooming-in does not typically reduce the amount of rest a tired new mother is 

able to get during her hospital stay.  

In addition, rooming-in has the following benefits for you and your new baby:

Increases parental comfort and confidence.

Rooming-in allows parents to bond with and learn about their babies while in the supportive environment of 

the hospital. It helps parents feel that their baby is safe while at the hospital and allows them to care for the 

baby with greater self-confidence once they return home.

Helps protect both mother and baby against infection.

A mother’s milk provides antibodies and immunity against illnesses, and she also transfers healthy bacteria 

to the baby, helping strengthen the baby’s digestion and breathing. 

Leads to better breastfeeding and infant health.

When rooming-in, it is easier to breastfeed more frequently and to establish an abundant milk supply. Babies 

also expend less energy from crying, gain more weight, rely less on formula supplements and have a reduced 

risk of jaundice.

Teaches parents to learn when their baby is hungry.

It is much easier to feed a hungry baby before the baby becomes overly hungry. Rooming-in allows new 

parents to learn to recognize the baby’s early hunger signs.

Better for the baby’s well-being and mental health.

Babies feel safest when they can feel, hear and smell their mothers; and being near mom makes it easier for 

them to adapt to life outside the womb.  

What should I do while rooming-in?

•	 Have	the	baby	near	you	in	your	room	whenever	possible.	

•	 While	sleeping,	keep	your	baby	nearby.	A	bassinet	or	crib	near	your	bed	is	a	safe	place	for	the	baby	to	sleep.	

Be sure to put the baby to sleep facing up, as this has been proven to reduce the risk of sudden infant death 

syndrome (SIDS).

•	 Keep	your	baby	skin-to-skin	whenever	you	are	awake	and	able	to	hold	him	or	her.

•	 Talk,	sing,	rock	or	cuddle	your	baby.

•	 Offer	your	breast	for	the	baby	to	nurse	or	simply	to	suck	and	be	soothed.

•	 While	in	the	hospital,	seek	assistance	with	caring	for	your	baby	from	the	nursing	and	lactation	support	staff.	

Once home, seek out lactation consultants or your pediatrician for help with any problems you face.

If you have any questions about rooming-in with your new baby, don’t hesitate to ask your nurse or physician 

for help. We are here to help you and your baby have the healthiest and safest start together.

©	2012	Department	of	State	Health	Services.	 
Nutrition Services Section. All rights reserved.



Step 7 Resources

Postpartum Rooming-in Checklist

The following should be explained to all mothers before the conclusion of their  

hospital stay.

r	 Engaging in skin-to-skin contact as soon as possible after birth

Signature/Date

r	 Importance of rooming-in

	 •	 Advantages	of	rooming-in	over	nursery	care

	 •	 Importance	of	initiating	rooming-in	as	soon	as	possible

Signature/Date

r	 Health	benefits	of	exclusive	breastfeeding

Signature/Date

r	 Recognizing early hunger cues and what they mean

Signature/Date

r	 Demand feeding with attention to the benefits to both the mother and infant

	 •	 The	importance	of	night	feeding	for	the	mother	and	infant

	 •	 Safe	sleep	precautions	to	take	with	your	baby.

	 •	 Reasons	to	express	breasts	if	a	feeding	is	missed	

Signature/Date

r	 	The negative effects of pacifiers, artificial nipples and nipple shields and the importance of exclusive 

breastfeeding for at least six months

Signature/Date



Step 7 Resources

Postpartum Infant Feeding Patient Survey

To help us ensure that we are providing the highest standard of care to new mothers, please provide  

the following:

Your baby’s birth:

Date and time of delivery?

Skin-to-skin contact:

Time started after birth?

For how long?

Reason for ending?

Rooming-in:

Did you receive the handout, Rooming-in with Your Baby?

How	soon	after	birth	was	your	baby	in	your	recovery	or	postpartum	room?

Were you informed of the benefits of rooming-in over nursery care?

Did you choose to room in and exclusively breastfeed during your hospital stay? If not, why?

If so, do you plan to continue once you return home? If not, why?

If you were not able to room in with your baby, were you encouraged to see you baby whenever possible?

Demand feeding:

Were you informed of the benefits of nighttime feeding for you and your baby?

Do you understand the safety precautions to take when rooming-in with your baby?

How	confident	do	you	feel	about	caring	for	your	baby	after	your	hospital	stay?

What contributed to this? 

Did you feel that the information concerning skin-to-skin contact, bonding, feeding schedules  

and cues, rooming-in and exclusive breastfeeding helped better inform and prepare you for home care?



Step 8 Resources

Step 8 
Action Plan

Primary Goals of Step 8:

r	 	Educate families to understand babies’ cues for feeding readiness and satiety. 

r	 	Educate families about the baby’s ability to self-regulate appetite and to optimize the mothers’ milk supply. 

r	 	Provide guidance for demand feedings for all healthy term babies for both families and health-care providers. 

r	 	Empower mothers to establish infant-feeding rhythms and patterns driven by their and their infants’ needs.

r	 	Provide	unlimited,	24–hour	opportunities	for	babies	to	learn	to	suckle	at	the	breast	effectively.



Step 8Resources

R e s our ce s  for  imp l emen tat ion:

Resources area Description
Budgeted 
amount

Staffing and training: May 

include the importance of baby-

led feeding, recognizing and 

teaching hunger and satiety 

cues, assessing the efficacy 

of a breastfeed, minimizing 

separations of mother-baby 

dyads, clinical indications 

necessitating regimented 

feeding, the importance of 

skin-to-skin contact, hand 

expression and night-time 

feeding for milk production.

$

Materials development: 

Resources for clinicians, 

updates, and revisions to 

existing policies. 

$

Handouts	for	families	on	visiting	

restrictions and importance of 

demand-feeding.

$

Other costs related to 

implementation of Step 8.

$

Total expected costs $



Step 8 Resources

 Implementation

Does the facility:

r	 	Educate all parents about demand-feeding and reinforce teaching throughout the entire hospital stay?

r	 	Apply no restrictions on the frequency or length of feeds except when clinically indicated?

r	 	Adhere to 24-hour rooming-in policies? (see Step 7)

r	 	Adhere to a visiting policy to restrict visitors? 

r	 	Present a system for monitoring policy adherence?

r	 	Present a system for addressing policy lapses?



Step 8Resources

Implementation Tracking

Use the table below as a checkpoint for your unit and facility planning and for assessing your progress on Step 8. 

 Set unit goals in terms of the month in which you plan to achieve each goal below, and assign each goal to be 

monitored to a specific person on staff.

Each goal below should be documented and archived so that your facility can verify progress and assess future 

goals.

I mp l emen tat ion  Tr ack ing

At Month
Person 
Responsible

Initials
Date 
completed

The facility has been assessed to determine 
areas for improvement, such as evaluating how 
routine procedures that impact infant feeding 
can be modified to minimize disruption and 
resolving how to reduce separations of mother-
baby dyads.

Policies specific to reluctant feeders or infants 
who are unable to demand-feed on their own 
have been established and distributed.

Staff have been trained to provide guidance 
about normal infant-feeding patterns, recognize 
and teach hunger and satiety cues, and assess 
the efficacy of a breastfeed.

Educational materials for staff and patients have 
been updated to clearly outline policies imposing 
no restrictions to frequency or duration of 
feedings.
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Step 8 
Facility Impact

Co s t s  to  Facil i t y

Description/Notes Dollar Amount

Staffing and training: May 
include time spent revising 
facility policies and training 
staff to provide guidance 
about normal infant-feeding 
patterns, recognize and teach 
hunger and satiety cues, 
and assess the efficacy of a 
breastfeed.

$

Production of new or revised 
staff training materials and 
educational resources for 
parents. 

$

Other costs related to 
promotion of baby-led feeding 
practices.

$

Subtotal $
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S av ings  to  Facil i t y

Description/Notes Dollar Amount

Fewer hours of staff time 
dedicated to addressing 
feeding complications, 
comforting fussy babies, and 
attending to maternal and 
infant health complications.

$

Fewer hours of staff time 
dedicated to waking sleeping 
babies. 

$

Less space and other 
resources necessary for the 
purchase and storage of 
formula and feeding systems.

$

Increased breastfeeding 
duration and exclusivity 
among mothers.

$

Increased reports of patient 
satisfaction. 

$

Other savings and benefits to 
facility.

$

Subtotal $

Net Annual Loss 
or Gain to Facility

$

What can be done differently next year?
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The Size of a Newborn’s Belly

Objectives:

•	Describe	the	stomach	size	and	capacity	of	a	newborn.

•	Understand	the	change	in	stomach	capacity	over	the	first	few	days	of	life.

•	Help	parents	visualize	the	size	of	their	infants	stomach	to	reinforce	exclusive	breastfeeding.

Materials:

•	Handouts	on	belly	size

•	Belly	Balls	(Instructions	included	on	how	to	make	your	own)

Description:

This training focuses on the size and capacity of an infant’s stomach. It was developed to use on a bulletin board. 

This can be set up in a break room, and nurses can sign in and out when they read the information.

Instructions on Making Belly Balls

Decide what would be most useful for your staff. Do they need a few ziplock bags of belly balls at the nurses’ 

station to help parents visualize the size of the belly? Will you use these in prenatal classes? Do you want every 

nurse to have the “first day belly size” hanging off of her lanyard? Do you want to make cards for every mother to 

take home?

Once you decide what is best for your facility you can decide what materials you need.

DAY ONE: The “first day” belly ball is the size of a shooter marble. These can be bought at most toy stores. There 

are also wooden beads with holes for stringing this size. They are very light and can be strung to comfortably 

hang on lanyards.

DAY THREE: The “day three” belly ball is the size of a ping pong ball. These can also be found at toy stores.

DAY TEN: The “day ten” belly ball is about the size of a plastic Easter egg. 

ADULT: The	“adult”	belly	ball	is	the	size	of	a	softball.	It	probably	won’t	fit	in	your	ziplock	belly	ball	bag.	However,	it	

normally surprises people when they think about what they had for dinner last night. This is a great ice breaker 

for discussing the size of your baby’s belly.
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The Size of Your Baby’s Belly

DAY ONE:	Your	baby’s	belly	can	hold	approximately	5-7	ml	(that	is	only	one	sixth	to	one	quarter	of	an	ounce).	His	

stomach is about the size of a shooter marble. Your colostrum is the perfect nutrition for your baby.

DAY THREE:	Your	baby’s	belly	is	doing	some	stretching	today	(your	breasts	probably	are	as	well)	His	belly	is	the	

size of a ping pong ball and can hold approximately 22-27 ml. This is another example of how perfectly your body 

works with your baby in order to meet his needs.

DAY TEN: Your	baby	may	be	getting	much	more	efficient	at	transferring	milk.	His	belly	has	stretched	to	the	size	

of a plastic Easter egg and holds 60-81 ml.
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Step 9 
Action Plan

Step 9 Implementation Owner:  _________________________________________________________________________________

Start date: ____________ Target completion date: ________________

Primary Goals of Step 9:

r	 Avoid using pacifiers and artificial nipples during the maternity stay.

r	 Reduce interference with establishment of maximal milk supply.

r	 Maximize opportunities for babies to learn to suckle at the breast.

r	 	Utilize alternative infant-feeding methods (finger- or cup-feeding, etc.), when supplemental feeding  

is necessary.
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R e s our ce s  for  imp l emen tat ion:

Description
Budgeted 
amount

Materials purchased for 
alternate feeding methods 
(cups, syringes, tubing, etc.)

$

Staffing and training: 
May include management 
of resources, training of 
support group leaders, etc.

$

Materials development: 
Resources for clinicians, 
handouts for families, talking 
points for prenatal care 
professionals.

$

Other costs related to 
implementation of Step 9.

$

Total $



Step 9 Resources

Implementation

Do facility policies:

r	 Promote use of alternative infant-feeding methods other than bottles and artificial nipples?

r	 Discuss appropriate staff use of bottles/artificial nipples and pacifiers?

r	 Require informed consent for use of bottles/artificial nipples and pacifiers?

r	 	Help	personnel	discourage	families	from	bringing	pacifiers	or	feeding	bottles	with	artificial	nipples	with	

them to the hospital?

r	 	Clarify that nipple shields should only be initiated by and used under the care of skilled practitioners (e.g., 

IBCLCs or nurses specially trained in the use of nipple shields) in conjunction with a feeding plan, and then 

only when clinically indicated and in an environment of informed consent?

Do staff trainings and competencies support:

r	 	Exclusive breastfeeding when clinically feasible?

r	 	Staff knowledge of the impact of pacifiers and artificial nipples on breastfeeding?

r	 	Skills development in using alternate feeding methods (e.g., cup-, tube-, or syringe-feeding)?

Have you:

r	 	Secured high-level support for implementation of Step 9?

r	 	Developed systems to track and address lapses in policy and evaluate impact?

r	 	Reviewed and adapted or developed educational materials for patients to reinforce teaching about pacifier 

and bottle/artificial nipple use?

r	 	Determined a protocol and developed materials to document both patient education and informed consent 

related to Step 9?

r	 	Purchased any supplies (e.g., cups, tubing and/or syringes) for alternate feeding in instances when 

supplemental feedings are medically indicated?

Notes
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Step 9 Implementation Tracking

Use the table below as a checkpoint for your unit and facility planning and for assessing your progress on Step 9. 

Set unit goals in terms of the month at which you plan to achieve each goal below, and assign each goal to be 

monitored a specific person on staff.

Process changes

Each goal below should be documented and archived so that your facility can verify progress and assess future goals.

At  
month

Person  
Responsible

Initials
Date 
Completed

All personnel have been informed of the 
importance of Step 9 for accomplishing quality 
improvement goals.

Alternate feeding supplies are stocked and 
available to personnel for use with any 
necessary supplemental infant feedings.

Prenatal care professionals and childbirth 
educators have been educated and provided 
resources to inform patients about policies 
related to pacifier and bottle/artificial nipple use.

A system of documentation, audit or interview 
(perhaps through periodic staff reviews) has 
been developed to monitor policy adherence and 
address policy lapses.

Reminders about these policies and support 
materials about supplemental feeding and 
pacifier use are posted and readily available to 
personnel.
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Impact on patient experience

Audit the impact to patient experience by assessing the following on a quarterly basis:

Number
Person  
Responsible

Initials
Date 
Completed

Infants who have a hospital-provided 
or patient’s own pacifier in use or at 
the bedside, as determined by room 
checks

Supplements given via bottles and 
artificial nipples as determined by 
chart audit

Number of nipple shields used

Number of instances when 
nipple shields were both initiated 
appropriately and used confidently  
by patients

Percentage of mothers breastfeeding 
exclusively at discharge
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Co s t s  to  Facil i t y

Description/Notes Dollar Amount

Materials purchased for alternate 
feeding methods (cups, syringes, 
tubing, etc.)

$

Staffing and training: May include 
management of resources, training 
of support group leaders, etc.

$

Materials development: Resources 
for clinicians, handouts for families, 
talking points for prenatal care 
professionals

$

Other costs related to 
implementation of Step 9

$

Subtotal $

S av ings  to  Facil i t y

Description/Notes Dollar Amount

Staff time saved by avoiding poor 
infant and mother health outcomes 
related to pacifiers and bottles 
(nosocomial infections and mastitis, 
for example)

$

Facility savings (materials, 
administration, etc.) related to 
avoiding pacifiers and bottles

$

Savings from reduced need for 
infant formula

$

Increased breastfeeding duration 
and exclusivity among mothers

$

Other savings and benefits to facility $

Subtotal $

Net Annual Loss 
or Gain to Facility

$

What can be done differently next year?

Step 9 
Facility Impact

Avoidance of Pacifiers and Artificial Nipples



Step 10 Resources

Step 10 
Action Plan

Step 10 Implementation Owner:  ________________________________________________________________________________

Start date: ____________ Target completion date: ________________

Primary Goals of Step 10:

r	 	Foster development and success of infant feeding support resources.

r	 	Identify and maintain an active directory of recommended resources.

r	 	Refer mothers and their families to support resources.

r	 	Follow up with families after discharge to ensure continuity of care.



Step 10Resources

R e s our ce s  for  imp l emen tat ion:

Description
Budgeted 
amount

Time and materials for 
maintaining resource list

$

Staffing and training: May 
include management of 
resources, training of support 
group leaders, etc.

$

Other costs related to 
development and support of a 
community support groups 
network, lactation consultants 
and other ancillary support 
resources

$

Total $



Step 10 Resources

Implementation

Does the facility:

r	 Foster support groups? (Mother-to-mother and/or healthcare worker-to-mother)

r	 Maintain an active list of community support groups and available resources for mothers?

r	 Distribute printed material outlining where to receive follow-up support to mothers?

r	 Allocate staff time for developing resources and community connections?

r	 Refer breastfeeding mothers to support groups?

r	 Educate family members on how to support the breastfeeding mother at home? 

r	 Feature breastfeeding counseling by trained counselors?

r	 Discuss home-feeding method plans with mothers before discharge?

r	 	Encourage mothers to meet with a skilled breastfeeding support person after discharge (preferably two to 

four days after birth and in the second week).

r	 	Encourage breastfeeding counseling by trained mother-to-mother support group counselors in its 

maternity services?

r	 	Have	a	follow-up	support	system	for	breastfeeding	mothers?	(These	might	include	home	visits,	telephone	

calls and checkups.)

Can you:

r	 Report satisfaction of patients with breastfeeding support?

r	 Report satisfaction of community healthcare providers re. hands-off care?

Notes
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Step 10 Implementation Tracking

Use results from the Postpartum Breastfeeding Support Surveys to document the information below. Set unit 

goals in terms of the month at which you plan to achieve each goal below, and assign each goal to be monitored 

a specific person on staff.

At  
month

Person  
Responsible

Initials
Date 
Completed

__% of mothers report being provided resources 
for breastfeeding support

Of mothers who sought breastfeeding support 
after discharge, __% report being “very 
satisfied” with the support received

All mothers report having received a  
follow-up call from the hospital within  
one week of discharge

__% of support providers reporting they are 
“very satisfied” with the handoff of care from  
the hospital

Notes
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Co s t s  to  Facil i t y

Description/Notes Dollar Amount

Time and materials for 
maintaining resource list

$

Staffing and training: May 
include management of 
resources, training of support 
group leaders, etc.

$

Other costs related to 
development and support 
of a network of community 
support groups, lactation 
consultants and other 
ancillary support resources

$

Subtotal $

S av ings  to  Facil i t y

Description/Notes Dollar Amount

Timely resolution of 
breastfeeding problems

$

Increased continuity of care $

Increased breastfeeding 
duration and exclusivity 
among mothers

$

Other savings and benefits 
to facility

$

Subtotal $

Net Annual Loss 
or Gain to Facility

$

What can be done differently next year?

Step 10 
Facility Impact

Postpartum Support Development 
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Postpartum Breastfeeding Support Survey -  
Patient

Your hospital is tracking patient experience with breastfeeding support to help improve their service to new 

mothers and their families. Your input is appreciated. Please give this to your nurse, lactation consultant or 

support group leader before you leave.

1.  While at the hospital, were you given sufficient information and support to begin feeding your baby confidently?

2.  Before you left the hospital, were you provided resources for breastfeeding support for use after you went home?

3.  Did you use the hospital-provided list of support resources to seek out help for breastfeeding once you  

were home?

4. Did you receive a follow-up call from the hospital within one week of discharge?

5.	 How	satisfied	are	you	with	the	support	you	have	received?	(very-somewhat-not	satisfied)

Please provide any additional comments about your experience with breastfeeding support below. Thank you!

Postpartum Breastfeeding Support Survey –  
Resource Providers

As a recommended provider of postpartum breastfeeding support, we value your input and experience with our facility. 

Please take a moment to respond to the following questions to help us improve our processes and patient quality 

of care. Thank you!

1.  Do breastfeeding mothers who delivered their babies at our facility report being prepared by hospital staff 

for breastfeeding?

2.	 How	satisfied	are	you	with	the	handoff	of	care	from	the	hospital?	(very/satisfied/not	satisfied)

3. Do you have any other feedback that would help strengthen our breastfeeding support program?
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Postpartum Plan of Care for Nursing Mothers – 
Pediatrician 

Checklist for first postpartum visit:

r	 Complete a breastfeeding check:

•	Observe	breastfeeding	and	assess	for	latch	and	milk	exchange.

•	Assess	baby’s	health	as	related	to	feeding	(weight,	hydration,	jaundice	and	output.)

•	Identify	and	discuss	any	risk	factors.

r	 Discuss infant-feeding issues:

•	How	to	know	whether	baby	is	getting	enough	milk:	number	of	wet	diapers,	appearance	of	stools,	etc.	

•	Recognizing	early	signs	of	breastfeeding	problems	(e.e.,	sore	nipples,	breast	engorgement)	and	how	to	get	help

•	How	to	position	and	establish	a	good	latch	for	feeding

•	Feeding	demand	feeding:	keeping	baby	close	and	learning	feeding	cues

•	Importance	of	exclusive	breastfeeding	for	first	six	months

•	Risks	and	use	of	bottles,	nipple	shields	and	pacifiers

•	When	and	how	to	express	milk	by	hand

r	 Provide resources and contact information for:

•	Local/community	breastfeeding	support	groups

•	Lactation	consultants

•	After-hours	breastfeeding	support

•	National	support	organizations	such	as	La	Leche	League

Checklist for first postpartum or the next follow-up visit:

Discuss with the mother:

r	 Guidance on breastfeeding in public

r	 	Introducing solids into the baby’s diet: No sooner than six months, begin with “1st foods,” specific 

recommendations

r	 	How	to	transition	back	to	work	and	maintain	breastfeeding:	Pumping	and	schedules,	current	and	local	laws	

regarding workers’ rights to manage breastfeeding at work
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Patient Plan of Care

Following the initial postpartum visit, the following plan of care was discussed with the mother:

Date ________ Signed _________________________________________________________
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Postpartum Breastfeeding Checklist –  
For Support Referrals

A checklist for the healthcare professional or trained support group leader.

During the initial consultation with the breastfeeding mother referred to you for support, be sure to:

r	 Provide ample opportunity for the mother to express her concerns and ask questions.

r	 Complete a breastfeeding check: 

•	Observe	breastfeeding	and	assess	for	latch	and	milk	exchange.

•	Identify	and	discuss	any	risk	factors.

r	 Discuss infant feeding issues:

•	How	to	know	whether	baby	is	getting	enough	milk:	number	of	wet	diapers,	appearance	of	stools,	etc.	

•	Recognizing	early	signs	of	breastfeeding	problems	(e.g.,	sore	nipples,	breast	engorgement)	and	how	to	get	help

•	How	to	position	and	establish	a	good	latch	for	feeding

•	Demand	feeding:	keeping	baby	close	and	learning	feeding	cues

•	When	and	how	to	express	milk	by	hand

Patient Plan of Care

Following the initial consultations, the following plan of care was discussed with the mother:

Mother’s Name _________________________________________________________________  

Date ________ Signed _________________________________________________________
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Name Telephone Email/Website

Healthcare	
Resources

Lactaction Consultants

Pediatricians

Gynecologists

NICU

Pediatrics

Home	Health	Nursing

Psychiatry

Breastfeeding Support Resources

Maintain current, recommended patient support references. A version of this list should be produced and 

available for distribution to all  breastfeeding mothers upon discharge.

Each category of support should include references to professionals in various areas or neighborhoods and should 

include a choice of at least two to three references.

NOTE: A thorough review of these resources should be done every six months to ensure that resources are current.
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Community La Leche League

Family Resource Centers

Churches

Public 
Health

Public	Health	Nursing

WIC

Maternal	and	Child	Health

National	Hotlines/Resources



Community La Leche League

Family Resource Centers

Churches

Public 
Health

Public	Health	Nursing

WIC

Maternal	and	Child	Health

National	Hotlines/Resources

B r e a s t feeding  A s se s smen t  a nd  Po s t pa r t um  Coun sel ing  For m 

Counselor Information

Counselor Name Clinic Site/Facility:

Date of consultation: Type: r In person  r By telephone Place: r	Hospital		r Clinic  r	Home

Mother Information

Language: r English  r Spanish  r Other WIC FID/PAN #: Preferred Phone #:

Mother’s Name: DOB: Alternate contact:

Date of delivery: Delivery	Hospital: Method: 
r Vag  r C-sec

Medicated delivery: r Y  r N

# of previous children # of previous children breastfed *Avg. length of BF

Previous breast surgeries r Y  r N Current maternal medications:

History	of	breastfeeding	problems:

How	is	breastfeeding	going	for	mom	and	infant?

Using breast pump? r Y  r N If yes, type and frequency of pumping:

Returning to work/school: r Y  r N Date Returning:

Check all that apply

Milk Supply Nipple/Areola Assessment (Visual or verbal) Breast Assessment

r Colostrum Pain/soreness r mild r moderate r extreme r Pain in breasts

r  WNL for days 
postpartum

Engorgement r mild r moderate r extreme r Engorgement

r  Low milk supply
Blistered/ 
cracked/bleeding r mild r moderate r extreme

r Softer after feeding

r  Over-abundant 
milk supply

Everted/flat/inverted 
r Mastitis/Inflamation 
r Fever/Flu Symptoms

Everts: r at rest  r with stimulation r Redness

r Other: r Lump/Mass

r Plugged duct

r Other

left breast right breast



Infant Information

Infant name: Sex:  

q  M    q  F

Wks  

gestation:

DOB: Birth 

weight:

Birth 

length:

Home from hospital?  

q  Y    q  N

Age today: Current weight: Current length: Growth: low/*WNL

How often does baby nurse in 24 hrs? How long does each feeding last?  

(1 side or both)

Who ends feeding? 

q  Baby   q  Mom  

Does baby get  q  formula  q  water  q  juice   q  solids   q  other? 

What/how much each day?  

# of wet diapers  

in 24 hours?

# of dirty diapers  

in 24 hours?

Color of dirty 

diapers?

Any current health problems/medications?

How would you categorize the baby’s level of alertness?

q  awake   q  alert   q  very active   q  fussy  q  very passive   q  sleepy    q  lethargic    Notes :

Feeding behavior, position and latch (visual or verbal)

q  Ears, shoulders, hips in alignment q  Chin indents breast q  Audible swallowing q  Circular movement of jaw

q  Nipple confusion q  Cries at the breast Falls off breast:

q  during feed      q  end of feed

q  Stays attached & sleeps, no sucking

q  Feeds on nipple, not areola q  Lips not flanged  

q  Lips flanged

q  Cheeks dimpling  

q  Cheeks rounded

q  Other:

Returning to Work/School

Date returning:

q  FT   q  PT 

Hours of mom/infant separation, including travel time:_______per day Supportive employer? q  Y    q  N

Accessible place to store milk?  

q  Y  q  N

Access to private place to pump?  

q  Y   q  N

Accessible place to clean pump equipment?  

q  Y    q  N

Assistance Provided During Consult 

q  Latch     q  Positioning        q  Other:

Supplies Provided

q  Shields-size q  XL pump            

flange

q  Pads q  Bra q  Shells q  SNS q  Other:

Type of pump issued: Reason for pump issuance:

Additional Education

q  Signs of good/bad latch q  Hunger/satiety cues q  Skin-to-skin care q  Establishing milk supply

q  Diaper counts q  Nipple care q  Milk storage q  Breast care/engorgement

q  Pumping q  Return to work/school q  Medications and BF q  Prenatal education items

q  Other

Referrals 

q  LA IBCLC           q  Support Group              q  Pediatrician                  q  OB                              q  Clinic/ER                              q  Other

                                      (WIC/LLL)

Follow-up?

q  Y    q  N

Follow-up date      Specific issue:

I give permission to the Breastfeeding Specialist to counsel and examine me in breastfeeding my baby. I understand that this counseling session may involve direct 
contact to my breast in order to ensure correct positioning and breast attachment.

Yo doy permiso a la consejera especializada en la lactancia materna para aconsejarme y examinarme en cómo alimentar con el pacho a mi bebé. Yo entiendo que 
durante la sesión existe la posibilidad del contacto directo con mi seno para poder asegurar la posición correcta del bebé al pecho.

Participant’s Signature/Firma de Participante:________________________________________________________________ Date/Fecha:_________________________________

Counselor’s Signature:__________________________________________________________________________________ Date: ______________________________________

*WNL – abbreviation for Within Normal Limits
*Avg. abbreviation for Average
ABM – artificial baby milk
BID – twice a day
c – with
C/O – complaints of
C/S – cesarean section
DBF – direct breast feed
EBM – expressed breast milk
ELBW – extremely low birth weight   <1000 grams or < 
2# 3oz     
FNA – fine needle aspiration 
FTT – failure to thrive

HS – at bedtime
HX – history
IDM – infant of diabetic mother
IUGR – intrauterine growth restriction
LBW – low birth weight <2500 grams or <5# 8 oz
LGA – large for gestational age
P 1 G 1 – Para one and gravida one
PP – post partum 
PPD – post partum depression
QID – four times a day
QNS – quantity not sufficient
QS – quantity sufficient
RX – prescription

s – without
SGA – small for gestational age
SIDS – sudden infant death syndrome
STS – skin to skin
SX – symptom
TID – three times a day
TX – treatment
U/S – ultra sound
VAVD – vacuum assisted vaginal delivery
VD – vaginal delivery
VLBW – very low birth weight <1500 grams 
or <3# 5 oz
> – greater than

 < – less than
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In person: q  Y    q  N

Courtesy call: q  Y    q  N



Employee Guide to Taking Leave  
and Returning to Work

Moms with newborn babies need time to recover from pregnancy and to care for their newborns. This time 

helps their bodies to recover from childbirth and helps them bond with the infant and establish a milk supply 

so they can breastfeed. This informational packet will help guide you through the process of planning 

for parental leave and returning to work as well as give you the resources you need to continue providing 

breastmilk to your child.

This information packet for employees contains:

• Resources for learning about leave benefits

• Information on policies related to breastfeeding

• Communication tools

• Tools for use before leave and upon return to work 

 º Schedule

 º Checklist

Planning to take leave

The amount of leave you can take from work depends on a combination of federal and state laws, your 

employer’s policies and your financial ability to take unpaid leave. Moms traditionally use a combination of 

paid leave options (accrued sick and vacation time) and unpaid options (Family Medical Leave time and flex 

options). 

Texas currently has no state law regarding parental leave, but the federal Family Medical Leave Act 

provides up to 12 weeks of job protection for covered employees, without compensation. One of the first 

things you may want do when you learn you are going to have a baby is to find out your employer’s 

policies with regard to parental leave. Some employers have policies that give paid parental leave, even 

though it is not required by law. 

What is FMLA?

FMLA is the Family and Medical Leave Act. The FMLA entitles eligible employees to take up to 12 workweeks 

of unpaid leave in a 12-month period for specified family and medical reasons, including for the birth and 

care of a newborn child. The employer must maintain employee health benefits, if provided, during the period 

of leave and must restore the employee to her original job or equivalent upon return from the period of leave. 
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Am I covered under FMLA? 

FMLA applies to many, but not all, employers. If an employee works for an employer covered under FMLA, the 

employee must meet specific criteria related to length of employment, hours worked and the number of staff 

in the employee’s geographic area to be eligible for leave entitlements under FMLA. 

Specific information about coverage and eligibility is available from the U.S. Department of Labor’s Fact Sheet 
#28: The Family and Medical Leave Act of 1993: http://www.dol.gov/whd/regs/compliance/whdfs28.htm. 

How do I use FMLA? 

The following information is excerpted directly from the U.S. Department of Labor’s Fact Sheet #28, referenced 

above. The information is current as of March 16, 2012. For the most up-to-date information, review the link 

above. 

“Employees seeking to use FMLA leave are required to provide 30-day advance notice of the need to take 

FMLA leave when the need is foreseeable and such notice is practicable. If leave is foreseeable less than 30 

days	in	advance,	the	employee	must	provide	notice	as	soon	as	practicable—generally,	either	the	same	or	next	

business day. 

“Employees must provide sufficient information for an employer reasonably to determine whether the FMLA 

may apply to the leave request.  

“Under	some	circumstances,	employees	may	take	FMLA	leave	intermittently—taking	leave	in	separate	blocks	

of	time	for	a	single	qualifying	reason—or	on	a	reduced	leave	schedule—reducing	the	employee’s	usual	weekly	

or daily work schedule, but that is subject to the employer’s approval. 

“Under certain conditions, employees or employers may choose to “substitute” (run concurrently) accrued 

paid leave (such as sick or vacation leave) to cover some or all of the FMLA leave. An employee’s ability to 

substitute accrued paid leave is determined by the terms and conditions of the employer’s normal leave policy. 

“Spouses employed by the same employer are limited in the amount of family leave they may take for the birth 

and care of a newborn child…to a combined total of 12 workweeks…Leave for birth and care, or placement for 

adoption or foster care, must conclude within 12 months of the birth or placement.” 

What is Short-Term Disability?

Short-term disability is a benefit, usually provided through private health insurance, that may pay a portion 

of the employee’s salary for a limited amount of leave time from work for illness, injury or childbirth. 

Employees with an employer-provided benefit package may already be covered or may need to ask whether 

that option is available through their benefit plan. Details about length and amount of salary covered vary by 

insurance carrier, so it may be helpful to contact your employee benefits coordinator to learn more about what 

coverage may be available to you. 

May I use sick or vacation time?

Many women use accrued leave time as a means to insure that at least some of their leave is paid time off. 

Check with your supervisor or human resources contact to see whether you can creatively use your existing 

sick and vacation time. Be sure to ask whether you need to submit any additional paperwork.
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Transitioning back to work

Returning to work isn’t easy, but it helps to be prepared and have a plan. 

When should I go back to work?

This will depend on your leave options and flexibility options of your employer. Take as much time as you can 

afford. This time with your new baby will help your body heal from childbirth, allow you to bond with your 

baby and adjust to the rhythms and responsibilities of parenthood, and help you get breastfeeding off to the 

best possible start. 

Can I work part time when I go back?

Some employers allow an employee to return to the same or a similar job on a part-time basis. Some employers 

also will allow job-sharing, when two part-time employees share a full-time position. 

If these options are not available, or you cannot afford to work part time, consider the possibility of a gradual 

return to work. If you are using FMLA leave, reduced schedules may be permitted with approval of your 

employer. If you want this option, consider talking with your employer before you go on leave.

Some mothers use this gradual return-to-work option to work shorter days and/or fewer days per week than 

their usual schedule, gradually increasing the length and/or number of days worked per week. Even though 

this option may reduce the overall time that you are able to be on full leave, this option can be very helpful 

in easing the transition back to work. This allows the mother to learn about what new challenges she will 

face with balancing work and the demands of parenthood, including breastfeeding. Because she is working 

a reduced workweek, there are breaks from work to regroup and plan how to address any challenges she’s 

facing—all	while	holding	and	breastfeeding	her	baby!	

If you don’t use a gradual return to work, it is helpful to start back to work in the middle of your workweek. 

Having	a	short	first	week	will	help	you	and	your	baby	adjust.

What other types of flexible scheduling exist?

A compressed workweek means that an employee works extra hours four days a week and has the fifth day 

off, or reduced hours. For a breastfeeding mother, this might allow her to spend time nursing her baby mid-

week, which will help to rebuild her milk supply.

May I work from home?

Telecommuting, also known as teleworking, is an option for many settings. If you think this would work well 

for you, talk to your supervisor.

How can I request a flexible work schedule?

In most situations you will need to make a formal request for either gradual return to work, compressed 

workweek, telecommuting or other flexible break schedule. You can use the templates in this guide to make a 

formal request, or ask your employer about the preferred procedure.
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Breastfeeding at work

Once you have decided to continue providing breastmilk to your child, you will need to plan how to make 

it happen. For most mothers, breastfeeding only before and after work is not sufficient to maintain a milk 

supply. In order to produce enough milk to continue to fully breastfeed your baby, you will need to either 

breastfeed (or express your milk, usually with a breast pump) each time your baby needs to eat. 

What state and federal policies address breastfeeding?

Federal law provides requirements for employers of breastfeeding mothers returning to work.

Fair Labor Standards Act (FLSA)

The Patient Protection and Affordable Care Act amended Section 7 (pertaining to overtime) of the FLSA to 

require employers to provide reasonable break time for non-exempt employees to express breastmilk for up to 

one year after the child’s birth. The law does not specify how often or for how long the breaks should be, only 

that they must be provided each time such employee has the need to express the milk. 

Employers are also required to provide a place, other than a bathroom, that is shielded from view and free 

from intrusion from coworkers and the public, that may be used by an employee to express breastmilk. 

Equal Employment Opportunity guidelines for workers with caregiving responsibilities

The Equal Employment Opportunity Commission has established enforcement guidance on unlawful 

disparate treatment of workers with caregiving responsibilities. For information visit:  

http://www.eeoc.gov/policy/docs/caregiving.html.

Texas Health and Safety Code 165, Breastfeeding

Texas law does not provide additional protections for mothers returning to work but recognizes that 

breastfeeding a baby is an important and basic act of nurture that must be encouraged. The legislature has 

recognized this by creating a “Mother-Friendly” designation for businesses that develop a policy supporting 

the practice of worksite breastfeeding, which addresses work schedule flexibility; provision of accessible, 

private locations; access to a clean, safe water source and access to hygienic storage. 

This law also states that a mother is entitled to breastfeed her baby in any location in which she is authorized 

to be. 

How to communicate with your supervisor

When you decide to continue providing breastmilk to your baby after returning to work, you will need to 

communicate your needs to your employer. Attached to this packet are several letter templates that you can 

use to communicate with your employer.

What do I say?

Consider providing written documentation that you are planning to express breastmilk during the workday 

when you return to work. You might mention why you have decided to do this and ask for your employer’s 

support. 
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What do I ask for?

Provide your employer with specific information about your needs. If you do not have a private office that you 

want to use, consider asking your employer to identify a space for you to express milk. You may also ask that 

the space be close to a clean water source and a clean, climate-controlled option for storing your milk. The 

other key thing to mention is what type of break schedule you will need. Remind your employer that you will 

try	to	stick	to	a	schedule,	but	ask	that	it	be	flexible—especially	in	the	early	weeks	back	at	work.

How do I negotiate? 

There is no single way for employers to provide reasonable milk expression arrangements. It is important 

that you feel comfortable asking for what you need. Ideally, a good-faith interactive process can occur in 

which you are able to contribute your opinion and also listen openly to your employer’s ideas. When you make 

a suggestion, try saying, “I consider this proposal the beginning of a conversation and welcome your input.” 

How do I get more information about FLSA or FMLA?

The	Wage	and	Hour	Division	of	the	U.S.	Department	of	Labor	has	an	information	and	helpline	to	address	your	

questions for federal wage and hour laws, including the Fair Labor Standards Act as well as the Family and 

Medical	Leave	Act.	For	additional	information,	visit	the	Wage	and	Hour	Division	website	at:  

http://www.wagehour.dol.gov or call 1-866-4-USWAGE (1-866-487-9243).

Checklist for taking leave and returning to work:

 F Decide how much leave you can take.

 F Does FMLA apply to you?

 F What is your employer’s policy related to parental leave?

 F Do you have short-term disability benefits?

 F Do you need to request vacation time?

 F File applications/requests for leave.

 F Decide when you will return to work and investigate options for flexibility.

 F What policies exist about returning to work?

 F Can you return part time?

 F Will you work a compressed week?

 F Investigate and decide on child-care options.

 F Will a family member care for the child? If so, can he or she bring the baby to you during the day to 

breastfeed? 

 F Is there onsite child care?

 F Is there a child-care facility nearby?
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 F Inform your employer of your decision to breastfeed and ask for support.

 F Will you need coverage for your job roles during your milk expression breaks?

 F Include a tentative break schedule.

 F Do you need to formally request a flexible break schedule?

 F Will your breaks be paid or unpaid?

 F Ask what accommodations are available for breastfeeding moms.

 F Is a pump available?

ºº If so, what brand? What type of kit do you need in order to use it?  

Is there a procedure to request its use?

 F Is there a designated lactation space?

ºº If not, how do you request that space be made available?

 F Are there any classes, available through your employer, related to either breastfeeding or parenting?

ºº Do you need to register?

 F Is there a lactation consultant service provided by your employer or through your health plan?
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B r e a s t  P umping  Lo g  
This form is for mothers who need to establish their milk supply with a breast pump. The pumping log will help you reach your  

goal of 25-30 ounces per day by day 14. The first few times you may only get drops of milk at each pumping. This is normal.

Day 1 (date _________ )
24 hours 
total

24-hour goal

Time of pumping every 2-3 hours

Minutes pumping more than 100 minutes

Minutes of skin-to-skin more than 60 minutes

Amount of milk drops-1½ ounce

Day 2 (date _________ )
24 hours 
total

24-hour goal

Time of pumping every 2-3 hours

Minutes pumping more than 100 minutes

Minutes of skin-to-skin more than 60 minutes

Amount of milk more than on day 1

Day 3 (date _________ )
24 hours 
total

24-hour goal

Time of pumping every 2-3 hours

Minutes pumping more than 100 minutes

Minutes of skin-to-skin more than 60 minutes

Amount of milk more than on day 2

Day 4 (date _________ )
24 hours 
total

24-hour goal

Time of pumping every 2-3 hours

Minutes pumping more than 100 minutes

Minutes of skin-to-skin more than 60 minutes

Amount of milk more than on day 3

Day 5 (date _________ )
24 hours 
total

24-hour goal

Time of pumping every 2-3 hours

Minutes pumping more than 100 minutes

Minutes of skin-to-skin more than 60 minutes

Amount of milk more than on day 4

Day 6 (date _________ )
24 hours 
total

24-hour goal

Time of pumping every 2-3 hours

Minutes pumping more than 100 minutes

Minutes of skin-to-skin more than 60 minutes

Amount of milk more than on day 5

Day 7 (date _________ )
24 hours 
total

24-hour goal

Time of pumping every 2-3 hours

Minutes pumping more than 100 minutes

Minutes of skin-to-skin more than 60 minutes

Amount of milk more than on day 6



Day 8 (date _________ )
24 hours 
total

24-hour goal

Time of pumping every 2-3 hours

Minutes pumping more than 100 minutes

Minutes of skin-to-skin more than 60 minutes

Amount of milk more than on day 7

Day 9 (date _________ )
24 hours 
total

24-hour goal

Time of pumping every 2-3 hours

Minutes pumping more than 100 minutes

Minutes of skin-to-skin more than 60 minutes

Amount of milk more than on day 8

Day 10 (date _________ )
24 hours 
total

24-hour goal

Time of pumping every 2-3 hours

Minutes pumping more than 100 minutes

Minutes of skin-to-skin more than 60 minutes

Amount of milk more than on day 9

Day 11 (date _________ )
24 hours 
total

24-hour goal

Time of pumping every 2-3 hours

Minutes pumping more than 100 minutes

Minutes of skin-to-skin more than 60 minutes

Amount of milk more than on day 10

Day 12 (date _________ )
24 hours 
total

24-hour goal

Time of pumping every 2-3 hours

Minutes pumping more than 100 minutes

Minutes of skin-to-skin more than 60 minutes

Amount of milk more than on day 11

Day 13 (date _________ )
24 hours 
total

24-hour goal

Time of pumping every 2-3 hours

Minutes pumping more than 100 minutes

Minutes of skin-to-skin more than 60 minutes

Amount of milk more than on day 12

Day 14 (date _________ )
24 hours 
total

24 hour goal

Time of pumping every 2-3 hours

Minutes pumping more than 100 minutes

Minutes of skin-to-skin more than 60 minutes

Amount of milk 25-30 ounces
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Day 8  (date:__________________)                                                                                                                                                                                                                                                 

Time of pumping every 2-3 hours

Minutes pumping more than 100 minutes

Minutes of skin-to-skin more than 60 minutes

Amount of milk more than day 7

Day 9 (date:__________________)                                                                                                                                                                                                                                            

Time of pumping every 2-3 hours

Minutes pumping more than 100 minutes

Minutes of skin-to-skin more than 60 minutes

Amount of milk more than day 8

Day 10 (date:__________________)  

Time of pumping every 2-3 hours

Minutes pumping more than 100 minutes

Minutes of skin-to-skin more than 60 minutes

Amount of milk more than day 9

Day 11 (date:__________________)  

Time of pumping every 2-3 hours

Minutes pumping more than 100 minutes

Minutes of skin-to-skin more than 60 minutes

Amount of milk more than day 10

Day 12 (date:__________________)  

Time of pumping every 2-3 hours

Minutes pumping more than 100 minutes

Minutes of skin-to-skin more than 60 minutes

Amount of milk more than day 11

Day 13 (date:__________________)   

Time of pumping every 2-3 hours

Minutes pumping more than 100 minutes

Minutes of skin-to-skin more than 60 minutes

Amount of milk more than day 12

Day 14 (date:__________________)  

Time of pumping every 2-3 hours

Minutes pumping more than 100 minutes

Minutes of skin-to-skin more than 60 minutes

Amount of milk 25 - 30 ounces

24 hour total 24 hour goal

24 hour total 24 hour goal

24 hour total 24 hour goal

24 hour total 24 hour goal

24 hour total 24 hour goal

24 hour total 24 hour goal

24 hour total 24 hour goal



Step 10 Resources

Breastfeeding Survey

We	are	gathering	feedback	to	use	to	improve	the	Lactation	Program	at	Community	Hospital.		Your	input	is	

appreciated. Please give this to your nurse or the lactation consultant before you leave.

1. What factor(s) influenced your decision to breastfeed your baby?

	 r	 Doctor’s recommendation

	 r	 Friends/family members

	 r	 Health

	 r	 Cost

	 r	 Other_____________________________________

2.  During your hospital stay, how well did you feel that you were supported by physician(s) in meeting your 

goals for breastfeeding your baby?

	 r	 Very supported

	 r	 Somewhat supported

	 r	 Supported

	 r	 Not supported

	 r	 Not at all supported

 Comments: _____________________________________________________________________________________________

3.	 	How	helpful	did	you	find	your	nurses	and	lactation	consultants	to	be	in	helping	you	to	breastfeed	your	baby?	

 Staff nurses Lactation Consultants

	 r	 Very helpful r	 Very helpful 

	 r	 Somewhat helpful r	 Somewhat helpful

	 r	 Helpful	 r	 Helpful

	 r	 Not helpful r	 Not helpful

	 r	 Not at all helpful r	 Not at all helpful

 Comments: _____________________________________________________________________________________________

4.	 How	do	you	feel	about	being	able	to	breastfeed	your	baby	once	you	get	home?

	 r	 Very well prepared

	 r	 Well prepared

	 r	 Prepared

	 r	 Not well prepared

	 r	 Not at all prepared

 Comments: _____________________________________________________________________________________________



Step 10Resources

5.	 How	consistent	was	the	breastfeeding	information/advice	from	the	staff	nurses?

 Staff nurses Lactation Consultants

	 r	 Very consistent r	 Very consistent 

	 r	 Consistent r	 Consistent

	 r	 Not very consistent r	 Not very consistent

	 r	 Very inconsistent r	 Very inconsistent

 Comments: _____________________________________________________________________________________________

6.  Were you helped and encouraged to hold your baby skin-to-skin (undressed to diaper with head and body on 

mother’s bare chest, covered with blankets) after delivery and at other times?

	 r	 Yes, within the first hour after delivery

	 r	 Yes, the first day

	 r	 After the first day

	 r	 Not at all

 Comments: _____________________________________________________________________________________________

7. What did you find most helpful about your breastfeeding experience in the hospital? 

  ________________________________________________________________________________________________________

  ________________________________________________________________________________________________________

8. What did you find least helpful about your breastfeeding experience in the hospital? 

  ________________________________________________________________________________________________________

  ________________________________________________________________________________________________________

9.	 How	can	we	improve	our	services	to	breastfeeding	mothers	in	the	future?

  ________________________________________________________________________________________________________

  ________________________________________________________________________________________________________

Is this your first baby? ___________    

Did you take the breastfeeding class? _________

Have	you	breastfed	another	baby?	___________

If yes, how long? __________

Thank you

Office use only: 

Date __________________

Initials ________________

Info recorded __________

Hospital		N		E		S



H ow  D o  I  K now  if  B r e a s t feeding  is  G oing  Wel l ?

The following questions will help you know whether you and your baby are off to a good start with 

breastfeeding. Answer these questions when your baby is 5 - 7 days old.

Do you feel breastfeeding is going well? ☐ Yes             ☐ No

Are your baby’s swallows easier to hear since his first days in the hospital? ☐ Yes             ☐ No

Is your baby able to latch on to your breasts without causing you discomfort? ☐ Yes             ☐ No

Does your baby let you know when he is hungry? (Answer no if you have to wake your 

baby for most feedings)
☐ Yes             ☐ No

Does your baby end each feeding by coming off your breast on his own? ☐ Yes             ☐ No

Does your baby seem calm and satisfied after feedings? ☐ Yes             ☐ No

Do your breasts feel full before feedings? ☐ Yes             ☐ No

Do you breasts feel softer after feedings? ☐ Yes             ☐ No

Do you have any sore, tender areas in your breast? ☐ Yes             ☐ No

Does your baby nurse at least 8 - 12 times a day? ☐ Yes             ☐ No

Is your baby waking at least one time during the night to breastfeed? ☐ Yes             ☐ No

Are your nipples sore or do they look pinched when your baby comes off your breast? ☐ Yes             ☐ No

Is your baby having bowel movements that are soft and mustard-yellow? ☐ Yes             ☐ No

Is your baby having at least 3 bowel movements each day and the stain on the diaper is 

larger than the size of a quarter?
☐ Yes             ☐ No

When your baby has a wet diaper, is it clear to pale yellow? ☐ Yes             ☐ No

If you only checked the answers in the left column, you are doing well! If you checked any answers in the right 

column, call your WIC breastfeeding counselor right away.

Adapted	from	The	Breastfeeding	Resource	Center,	Mercy	Health	Center,	Oklahoma	City,	OK	and	The	Lactation	

Program, Presbyterian/St. Luke’s Medical Center, Denver, CO
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