
Implemen'ng	
  the	
  Baby-­‐Friendly	
  
Ini'a've	
  (BFHI):	
  	
  

Challenges	
  and	
  future	
  direc1ons	
  

Sonia	
  Semenic,	
  RN,	
  PhD	
  
Associate	
  Professor,	
  	
  
Ingram	
  School	
  of	
  Nursing,	
  McGill	
  University	
  
Nurse	
  Scien<st,	
  	
  
McGill	
  University	
  Health	
  Center	
  

	
  
Canadian	
  Perinatal	
  Program	
  Coali1on	
  
	
  	
  Montreal,	
  Quebec,	
  June	
  23,	
  2014	
  

	
  

1	
  



Impact	
  of	
  the	
  WHO/UNICEF	
  Baby-­‐Friendly	
  Ini'a've	
  (BFI)	
  
 
  	
  	
  The	
  BFI	
  is	
  associated	
  with	
  increased	
  rates	
  of	
  breas5eeding	
  
ini7a7on,	
  exclusivity,	
  and	
  dura7on	
  (and	
  consequently,	
  improved	
  
maternal	
  and	
  infant	
  health	
  outcomes)	
  at	
  both	
  the	
  local	
  and	
  
popula7on	
  levels	
  in	
  diverse	
  cultural	
  contexts.	
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Canadian	
  Pediatric	
  Society	
  Posi7on	
  (2012):	
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CPS	
  Recommenda1on	
  2012	
  (Evidence	
  1A):	
  	
  
“All	
  health	
  care	
  facili'es	
  and	
  providers	
  caring	
  for	
  
mothers,	
  infants	
  and	
  children	
  should	
  aim	
  to	
  adhere	
  to	
  
BFI	
  prac'ces,	
  which	
  are	
  known	
  to	
  increase	
  the	
  
ini'a'on,	
  dura'on	
  and	
  exclusivity	
  of	
  breasPeeding.”  



BFI	
  in	
  Canada:	
  
Integrated	
  Ten	
  Steps	
  for	
  Hospitals	
  and	
  Community	
  Health	
  Services	
  	
  	
  
BreasPeeding	
  CommiQee	
  for	
  Canada,	
  hQp://breasPeedingcanada.ca	
  

1.  Have	
  a	
  wriKen	
  breas5eeding	
  policy	
  that	
  is	
  rou7nely	
  communicated	
  to	
  all	
  HCPs	
  
2.  Ensure	
  all	
  HCPs	
  have	
  the	
  knowledge	
  and	
  skills	
  necessary	
  to	
  implement	
  the	
  policy	
  
3.  Inform	
  all	
  pregnant	
  women	
  about	
  the	
  importance	
  and	
  process	
  of	
  breas5eeding	
  
4.  Place	
  babies	
  skin-­‐to-­‐skin	
  with	
  their	
  mothers	
  immediately	
  post-­‐birth	
  for	
  at	
  least	
  1	
  

hr	
  
5.  Assist	
  mothers	
  to	
  breas5eed	
  and	
  maintain	
  lacta7on	
  should	
  they	
  face	
  challenges	
  	
  

including	
  separa7on	
  from	
  their	
  infants	
  
6.  Support	
  mothers	
  to	
  exclusively	
  breas5eeding	
  for	
  the	
  first	
  six	
  months,	
  unless	
  

supplements	
  are	
  medically	
  indicated	
  
7.  Facilitate	
  24-­‐hour	
  rooming-­‐in	
  for	
  all	
  mother-­‐infant	
  dyads	
  
8.  Encourage	
  baby-­‐led	
  feeding.	
  Encourage	
  sustained	
  breas5eeding	
  beyond	
  six	
  

months	
  with	
  appropriate	
  introduc7on	
  of	
  complementary	
  foods	
  
9.  Support	
  mothers	
  to	
  feed	
  and	
  care	
  for	
  their	
  breas5eeding	
  babies	
  without	
  the	
  use	
  

of	
  ar7ficial	
  teats	
  or	
  pacifiers	
  	
  
10. Provide	
  a	
  seamless	
  transi7on	
  between	
  the	
  services	
  provided	
  by	
  the	
  hospital,	
  

community	
  and	
  peer	
  support	
  programs	
  	
  
	
  
	
  And:	
  Adherence	
  with	
  the	
  Interna7onal	
  Code	
  of	
  Marke7ng	
  of	
  Breastmilk	
  Subs7tutes	
  
 



Number	
  of	
  Baby-­‐Friendly	
  Facili'es	
  in	
  Canada	
  
	
  
	
  
	
  
All	
  provinces	
  except	
  Quebec	
  (as	
  of	
  Dec.	
  2013):	
  
•  Ontario	
  

•  3	
  hospitals;	
  12	
  district	
  health	
  units	
  or	
  community	
  health	
  centres	
  
•  Bri<sh	
  Columbia	
  

•  2	
  hospitals	
  
•  Saskatchewan	
  

•  1	
  public	
  health	
  centre	
  
	
  
	
  

In	
  Quebec	
  (as	
  of	
  March	
  2014):	
  
•  8	
  hospitals,	
  6	
  birthing	
  centres,	
  	
  47	
  community	
  health	
  centres	
  

	
  
	
  

 



 

Key	
  components	
  of	
  Quebec’s	
  breasPeeding	
  strategy	
  
	
  
	
  

•  Release	
  of	
  Quebec’s	
  breas5eeding	
  policy	
  (2001)	
  
•  By	
  2007,	
  at	
  least	
  20	
  hospital	
  and	
  40	
  community	
  health	
  	
  

centers	
  	
  will	
  be	
  BFHI-­‐cer<fied	
  
	
  

•  Dedicated	
  ministry	
  funding	
  ($900,000/yr)	
  

•  Integra7on	
  of	
  the	
  BFHI	
  into	
  public	
  health	
  policy	
  	
  
(Programme	
  na<onal	
  de	
  santé	
  publique	
  2003-­‐2012,	
  Poli<que	
  de	
  Périnatalité	
  2008-­‐2018)	
  

•  Crea7on	
  of	
  ministry-­‐	
  and	
  regional-­‐level	
  breas5eeding	
  commiKees	
  

•  Ministry	
  assumes	
  responsibility	
  for	
  the	
  BFHI	
  accredita7on	
  process	
  
(development	
  of	
  BFHI	
  assessment	
  tools;	
  training	
  of	
  external	
  assessors)	
  

•  Provincial	
  surveys	
  of	
  breas5eeding	
  rates	
  (2006)	
  and	
  level	
  of	
  BFHI	
  
implementa7on	
  (2011)	
  
 



However…	
  

�  #	
  BFI-­‐designated	
  organiza7ons	
  in	
  Quebec	
  remain	
  below	
  policy	
  
objec7ves,	
  and	
  are	
  geographically	
  clustered	
  within	
  a	
  few	
  regions	
  	
  
	
  

�  BF	
  ini7a7on	
  rates	
  vary	
  from	
  61%	
  -­‐	
  90%	
  across	
  regions,	
  and	
  rates	
  
of	
  BF	
  dura7on	
  and	
  exclusivity	
  remain	
  low	
  	
  
(2006:	
  only	
  3%	
  exclusively	
  breasXeed	
  for	
  6	
  months)	
  

	
  

�  BF	
  rates	
  remain	
  lower	
  among	
  more	
  vulnerable	
  groups	
  (women	
  
living	
  in	
  poverty,	
  LBW	
  infants)	
  
	
  

� Many	
  barriers/challenges	
  to	
  BFI	
  implementa7on	
  at	
  the	
  
organiza7onal	
  levels	
  



Barriers	
  and	
  facilitators	
  to	
  implemen'ng	
  the	
  BFI	
  in	
  Quebec	
  
(funded	
  by	
  the	
  FQRSC)	
  

	
  
1)	
  Integra7ve	
  literature	
  review	
  of	
  barriers/facilitators	
  to	
  BFI	
  
implementa7on	
  

	
  
2)	
  Mul7ple	
  case	
  study	
  of	
  BFI	
  implementa7on	
  in	
  Quebec:	
  
•  What	
  are	
  the	
  social	
  processes	
  (e.g.,	
  cultural,	
  organiza7onal,	
  poli7cal,	
  contextual)	
  

that	
  facilitate	
  or	
  impede	
  implementa7on	
  of	
  the	
  BFI?	
  
	
  

•  What	
  are	
  mothers’	
  percep7ons	
  (posi7ve	
  and	
  nega7ve)	
  and	
  experiences	
  related	
  to	
  
breas5eeding	
  promo7on	
  and	
  support?	
  

	
  



Methods	
  –	
  Mul'ple	
  case	
  study	
  
•  Design:	
  	
  

•  Qualita7ve,	
  mul7ple	
  case	
  study	
  with	
  embedded	
  units	
  of	
  analysis	
  (Yin,	
  1994)	
  

•  Sources	
  of	
  data:	
  
•  6	
  cases	
  (CSSSs	
  or	
  university	
  hospitals)	
  that	
  varied	
  in	
  size,	
  geographical	
  

loca7on	
  and	
  level	
  of	
  BFI	
  implementa7on	
  (high	
  vs.	
  low)	
  
•  In-­‐depth	
  interviews	
  with	
  health	
  care	
  managers	
  and	
  BFI	
  leaders	
  (N=42)	
  
•  Focus	
  group	
  discussions	
  with	
  hospital	
  and	
  community-­‐based	
  health	
  care	
  

providers	
  (N=95	
  par7cipants)	
  
•  Focus	
  group	
  discussions	
  with	
  breas5eeding	
  mothers	
  (N=52	
  par7cipants)	
  

	
  
•  Analysis:	
  	
  

•  Thema7c	
  content	
  analysis;	
  findings	
  interpreted	
  using	
  Roger’s	
  Diffusion	
  of	
  
innova7on	
  theory,	
  cri7cal	
  theory,	
  ins7tu7onal	
  theory 
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Interna7onal	
  literature	
  review:	
  

Journal	
  of	
  Human	
  Lacta'on	
  (2013),	
  28	
  (3),	
  317-­‐334	
  	
  



Barriers	
  and	
  facilitators	
  to	
  implemen7ng	
  the	
  BFI	
  in	
  Quebec:	
  

hQp://www.frqsc.gouv.qc.ca/upload/capsules_recherche/fichiers/capsule_76.pdf	
  



Challenges	
  to	
  BFI	
  implementa'on	
  
  1)	
  Inadequate	
  resources	
  –	
  need	
  sufficient	
  staffing,	
  'me	
  
	
  	
  	
  	
  	
  	
  and	
  money	
  for	
  :	
  
	
  

•  Staff	
  training	
  (min.	
  18	
  hours	
  per	
  staff)	
  
	
  

•  Time	
  at	
  bedside	
  to	
  support	
  breasPeeding	
  mothers	
  
	
  

•  Facility	
  renova'ons	
  (e.g.,	
  to	
  support	
  24-­‐hr	
  rooming-­‐in)	
  
	
  

•  Project	
  management	
  

•  Monitoring	
  and	
  feedback	
  ac'vi'es	
  

 



Challenges	
  to	
  BFI	
  implementa'on 
  2)	
  	
  Ajtudes	
  /opinions	
  re.	
  breasPeeding	
  or	
  the	
  BFI	
  
	
  

•  Cultural	
  ajtudes/norms	
  (e.g.,	
  unsuppor7ve	
  milieu,	
  unrealis7c	
  
breas5eeding	
  expecta7ons,	
  “societé	
  de	
  facilité”)	
  

	
  
•  Fear	
  of	
  ins'lling	
  maternal	
  guilt	
  
(breas5eeding	
  “backlash”)	
  

•  Staff	
  resistance	
  to	
  change	
  
	
  	
  	
  (specialist	
  MDs,	
  senior	
  RNs;	
  
	
  	
  	
  	
  resistance	
  to	
  “dogma”,	
  	
  
	
  	
  	
  	
  under-­‐resourcing)	
  

	
  	
  



Challenges	
  to	
  BFI	
  implementa'on 

 	
  3)	
  	
  Lack	
  of	
  con'nuity	
  of	
  care:	
  
	
  
•  In-­‐hospital	
  (pre	
  -­‐	
  intra	
  -­‐	
  postnatal)	
  

•  Hospital	
  -­‐	
  	
  community	
  health	
  –	
  breasPeeding	
  support	
  groups	
  
	
  	
  	
  	
  (uneven	
  access	
  to	
  breas5eeding	
  support)	
  
	
  
•  Interprofessional	
  (RNs,	
  MDs,	
  midwives)	
  

  



Key	
  strategies	
  for	
  overcoming	
  barriers	
  to	
  BFI	
  implementa'on	
  

•  establish	
  breas5eeding	
  as	
  a	
  clinical	
  priority	
  and	
  leverage	
  sufficient	
  
resources	
  

•  designate	
  skilled,	
  credible,	
  dedicated	
  project	
  “champion(s)”	
  with	
  
protected	
  7me	
  and	
  establish	
  mentoring	
  networks	
  with	
  other	
  Baby-­‐
Friendly	
  centers	
  

•  adopt	
  a	
  non-­‐dogma7c,	
  par7cipatory,	
  mul7-­‐disciplinary	
  and	
  appropriately-­‐
paced	
  approach	
  to	
  BFI	
  implementa7on	
  

•  embed	
  BFI	
  in	
  larger	
  organiza7onal	
  missions	
  of	
  family-­‐centered	
  care;	
  
quality	
  improvement	
  

•  audit	
  and	
  feedback	
  
 



Key	
  strategies	
  for	
  overcoming	
  barriers	
  to	
  BFI	
  implementa'on 

•  adopt	
  innova7ve,	
  flexible	
  means	
  for	
  providing	
  breas5eeding	
  educa7on	
  
(HCPs	
  and	
  families)	
  	
  
	
  

•  promote	
  maternal	
  empowerment;	
  prepare	
  families	
  for	
  reali7es	
  of	
  
breas5eeding;	
  engage	
  all	
  support	
  persons	
  in	
  educa7on/support	
  	
  

	
  
•  integrate	
  hospital	
  and	
  community-­‐based	
  services	
  (including	
  private	
  
MD	
  offices,	
  peer	
  support	
  program)	
  

•  social	
  marke7ng	
  campaigns	
  focused	
  on	
  	
  
promo7ng	
  the	
  social	
  acceptance	
  	
  
(not	
  benefits)	
  of	
  breas5eeding	
  



hKp://breas5eedingcanada.ca/documents/Breas5eeding	
  Workbook	
  2014.pdf	
  



Summary	
  of	
  challenges	
  to	
  BFI	
  implementa'on:	
  

•  the	
  BFI	
  is	
  a	
  complex	
  prac7ce	
  change	
  process	
  that	
  requires	
  
dedicated	
  financial	
  and	
  human	
  resources,	
  skilled	
  leadership,	
  and	
  
effec7ve	
  change-­‐management	
  strategies	
  	
  
	
  

•  recogni7on	
  of	
  breas5eeding	
  as	
  a	
  clinical	
  and/or	
  public	
  health	
  
priority	
  and	
  support	
  from	
  all	
  levels	
  of	
  the	
  health	
  care	
  system	
  are	
  
needed	
  to	
  promote	
  widespread	
  implementa7on	
  of	
  the	
  BFI	
  at	
  the	
  
popula7on	
  level	
  
	
  

•  breas5eeding	
  promo7on	
  ac7vi7es	
  must	
  be	
  accompanied	
  by	
  
access	
  to	
  adequate	
  postnatal	
  breas5eeding	
  support,	
  to	
  avoid	
  
nega7ve	
  psychological	
  outcomes	
  among	
  mothers	
  who	
  choose	
  
not	
  to	
  breas5eed	
  or	
  who	
  wean	
  due	
  to	
  lack	
  of	
  breas5eeding	
  
support	
  

 



New	
  fron7ers	
  for	
  the	
  BFI:	
  
The	
  Baby-­‐Friendly	
  Hospital	
  Ini'a've	
  for	
  

Neonatal	
  units	
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  Benefits	
  of	
  suppor'ng	
  breasPeeding	
  in	
  the	
  NICU	
  
	
  
•  Enzyma7c,	
  immunomodulatory,	
  an7-­‐infec7ve,	
  and	
  an7-­‐
inflammatory	
  proper7es	
  of	
  human	
  milk	
  protec7on	
  against:	
  

-­‐  nosocomial	
  infec'ons	
  

-­‐  neonatal	
  sepsis	
  

-­‐  NEC	
  

	
  
	
  
	
  	
  



	
  	
  	
  	
  	
  

	
  
Addi'onal	
  benefits	
  of	
  breasPeeding	
  for	
  ill	
  or	
  preterm	
  

infants:	
  
•  improved	
  neuro-­‐developmental	
  outcomes	
  
•  lower	
  rates	
  of	
  severe	
  re'nopathy	
  of	
  prematurity	
  
•  improved	
  feeding	
  tolerance	
  and	
  faster	
  aQainment	
  of	
  full	
  
enteral	
  feedings	
  

•  promo'on	
  of	
  maternal-­‐infant	
  aQachment	
  
•  earlier	
  NICU	
  discharge	
  
•  decreased	
  rates	
  of	
  re-­‐hospitaliza'on	
  for	
  illness	
  in	
  the	
  first	
  year	
  
following	
  NICU	
  discharge	
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The	
  Nordic	
  and	
  Quebec	
  
Working	
  Group	
  

Development	
  of	
  the	
  NEO-­‐BFHI	
  

8 face-to-face  
meetings 

International 
consultation 
(27 countries) 



	
  	
  	
  
	
  	
  Aim	
  of	
  the	
  Neo-­‐BFHI	
  working	
  group:	
  	
  

To	
  expand	
  and	
  adapt	
  the	
  Ten	
  Steps	
  to	
  protect,	
  promote	
  
and	
  support	
  breasXeeding	
  in	
  neonatal	
  units,	
  based	
  on	
  

the	
  WHO/UNICEF’s	
  BFHI:	
  

1.	
  Examine	
  the	
  evidence	
  in	
  rela7on	
  to	
  breas5eeding	
  promo7on,	
  
protec7on	
  and	
  support	
  in	
  neonatal	
  units	
  	
  

2.	
  Develop	
  and	
  adapt	
  the	
  BFHI’s	
  standards	
  and	
  criteria	
  	
  

3.	
  Develop	
  and	
  pilot	
  test	
  an	
  assessment	
  tool	
  to	
  evaluate	
  neonatal	
  
units	
  compliance	
  with	
  the	
  criteria	
  

4.	
  Promote	
  implementa7on	
  of	
  the	
  adapted	
  standards	
  	
  	
  

5.	
  Encourage	
  research	
  to	
  assess	
  the	
  effec7veness	
  of	
  the	
  adapta7on	
  
23	
  



Components	
  of	
  the	
  Neo-­‐BFHI	
  
•  	
  	
  Three	
  Guiding	
  Principles	
  
	
  

•  	
  	
  Ten	
  Steps	
  for	
  Successful	
  Breas5eeding	
  
	
  	
  adapted	
  for	
  the	
  NICU	
  popula7on	
  and	
  context	
  
	
  

•  	
  	
  Adherence	
  to	
  the	
  Interna7onal	
  Code	
  of	
  
	
  	
  Marke7ng	
  of	
  Breastmilk	
  Subs7tutes	
  	
  
	
  



www.ilca.org 

Resources 



Three	
  Guiding	
  Principles:	
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J.	
  Human	
  Lacta1on,	
  2012,	
  28(3),	
  289-­‐96	
  



Guiding	
  Principle	
  #	
  1:	
  	
  
The	
  staff	
  approach	
  toward	
  the	
  mother	
  must	
  focus	
  

on	
  the	
  individual	
  mother	
  and	
  her	
  situa7on	
  
	
  

Holbaek Hospital, Holbaek, Denmark 
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GP1	
  considers	
  the	
  par'cular	
  challenges	
  in	
  lacta'on	
  and	
  	
  
breasPeeding	
  faced	
  by	
  mothers	
  of	
  preterm	
  and	
  ill	
  infants:	
  
	
  

•  Risk	
  of	
  delayed	
  or	
  impaired	
  development	
  of	
  maternal	
  iden7ty	
  as	
  
transi7on	
  to	
  motherhood	
  is	
  shortened	
  and	
  involves	
  a	
  crisis	
  

•  Mother-­‐infant	
  separa7on	
  because	
  of	
  a	
  prolonged	
  hospital	
  stay	
  	
  

•  Risk	
  of	
  compromised	
  milk	
  produc7on	
  (maternal	
  illness,	
  delayed	
  
lactogenesis,	
  challenges	
  in	
  pumping/milk	
  expression,	
  etc.)	
  

•  Pressure	
  on	
  mother	
  to	
  provide	
  milk	
  (“milk	
  as	
  medicine”)	
  	
  

•  Need	
  for	
  psychologically-­‐	
  and	
  culturally-­‐appropriate	
  lacta7on	
  
counseling	
  offered	
  with	
  empathy	
  and	
  sensi7vity	
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Guiding	
  Principle	
  #	
  2:	
  	
  
The	
  facility	
  must	
  provide	
  family-­‐centered	
  care,	
  

supported	
  by	
  the	
  social	
  and	
  physical	
  
environment	
  in	
  the	
  unit	
  

•  Family-­‐centered	
  care	
  

•  Respect	
  for	
  the	
  rights	
  of	
  infants	
  to	
  be	
  cared	
  for	
  by	
  
their	
  parents,	
  and	
  for	
  parents	
  to	
  assume	
  their	
  
natural	
  role	
  

•  An	
  environment	
  in	
  the	
  unit	
  that	
  promotes	
  family-­‐
centered	
  care	
  and	
  that	
  op'mizes	
  development	
  care	
  

29	
  



	
  
	
  

30	
  

An	
  NICU	
  environmental	
  design	
  that	
  supports	
  
family-­‐centered	
  care	
  and	
  development	
  care	
  	
  

 



	
  
	
  
Neo-­‐BFHI	
  requires	
  that	
  NICU	
  staff	
  shir	
  their	
  roles	
  from	
  that	
  of	
  
primary	
  caregiver…	
  	
  
	
  
	
  	
  



	
  
	
  	
  	
  	
  	
  	
  	
  	
  	
  …to	
  educator	
  and	
  supporter	
  of	
  parents	
  as	
  their	
  infant’s	
  
	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  primary	
  caregivers	
  in	
  the	
  NICU.	
  	
  
	
  	
  



Principle	
  #	
  3:	
  	
  
Ensure	
  con7nuity	
  of	
  care:	
  pre-­‐,	
  peri-­‐	
  and	
  post-­‐natal,	
  

and	
  post-­‐discharge	
  care	
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   GP3	
  addresses	
  the	
  par'cular	
  challenges	
  faced	
  by	
  
families	
  that	
  transit	
  through	
  several	
  units	
  during	
  the	
  
hospital	
  stay:	
  
	
  

•  Con7nuity	
  of	
  care	
  in	
  the	
  case	
  of	
  premature	
  and	
  ill	
  
infants	
  	
  include	
  several	
  dis7nct	
  phases,	
  all	
  of	
  which	
  can	
  
be	
  anxiety-­‐provoking	
  to	
  parents	
  

•  “Con7nuity	
  in	
  approach”	
  to	
  care,	
  which	
  necessitates	
  
shared	
  policies	
  and	
  guidelines	
  

•  Contradictory	
  advice	
  from	
  different	
  health	
  
professionals	
  (especially	
  related	
  to	
  breas5eeding)	
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The	
  expanded	
  Ten	
  Steps	
  and	
  the	
  Code:	
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J	
  Hum	
  Lact,	
  2013,	
  29(3):300-­‐9.	
  	
  
	
  
	
  
	
  
	
  
	
  



	
  
Step	
  1:	
  Have	
  a	
  wriQen	
  breasPeeding	
  policy	
  that	
  is	
  
rou'nely	
  communicated	
  to	
  all	
  health	
  care	
  staff.	
  
	
  
Step	
  2:	
  Educate	
  and	
  train	
  all	
  staff	
  in	
  the	
  specific	
  
knowledge	
  and	
  skills	
  necessary	
  to	
  implement	
  this	
  
policy.	
  

	
  
	
  
	
  
	
  



	
  
 

Step	
  3:	
  
Inform	
  hospitalized	
  pregnant	
  women	
  at	
  risk	
  for	
  
preterm	
  delivery	
  or	
  birth	
  of	
  an	
  ill	
  infant	
  about	
  the	
  
management	
  of	
  lacta'on	
  and	
  breasPeeding	
  and	
  the	
  
benefits	
  of	
  breasPeeding.	
  
	
  
	
  
	
  
	
  



	
  
	
  
	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  Olavs	
  University	
  Hospital,	
  	
  
	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  Trondheim,	
  Norway 
 

STEP	
  4:	
  	
  
Encourage	
  early,	
  con'nuous	
  and	
  prolonged	
  mother-­‐
infant	
  skin-­‐to-­‐skin	
  contact	
  (kangaroo	
  mother	
  care)	
  
without	
  unwarranted	
  restric'ons.	
  	
  
	
  
	
  
	
  
	
  

 
 
 
 
 
 
 
 



	
  	
  
	
  

Step	
  5:	
  	
  
Show	
  mothers	
  how	
  to	
  ini'ate	
  and	
  maintain	
  lacta'on	
  
and	
  establish	
  early	
  breasPeeding	
  with	
  infant	
  stability	
  
as	
  the	
  only	
  criterion. 	
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Step	
  6:	
  	
  
Give	
  newborn	
  infants	
  no	
  food	
  or	
  drink	
  other	
  than	
  
breast	
  milk	
  unless	
  medically	
  indicated.	
  

Order of priority 
•  Mother’s own milk directly 

at the breast 
•  Mother’s expressed milk 
•  Donor milk 
•  Non-human milk 

Milk Bank, Ribeirao Preto 
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Mothers	
  should	
  	
  have	
  the	
  
opportunity	
  to	
  sleep	
  close	
  to	
  the	
  
infant:	
  
	
  
Levels	
  (“gold,	
  silver,	
  bronze”):	
  
***	
  	
  Bed	
  in	
  the	
  same	
  room	
  as	
  	
  
	
  	
  	
  	
  	
  	
  	
  	
  	
  the	
  infant	
  
**	
  	
  	
  	
  Bed	
  in	
  another	
  room	
  in	
  the	
  
	
  	
  	
  	
  	
  	
  	
  	
  	
  neonatal	
  ward	
  	
  
*	
  	
  	
  	
  	
  	
  	
  Bed	
  in	
  another	
  area	
  in	
  the	
  	
  
	
  	
  	
  	
  	
  	
  	
  	
  	
  hospital	
  

41	
  Rigshospitalet, Copenhagen, Denmark 

Step	
  7:	
  
Enable	
  mothers	
  and	
  infants	
  to	
  
remain	
  together	
  24	
  hrs/day 



	
  

Step	
  8:	
  
Encourage	
  demand	
  breasPeeding	
  
or,	
  when	
  needed,	
  encourage	
  	
  
semi-­‐demand	
  breasPeeding	
  	
  
as	
  a	
  transi'onal	
  strategy	
  for	
  	
  
preterm	
  and	
  ill	
  infants.	
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Step	
  9:	
  	
  
Use	
  alterna'ves	
  to	
  boQle	
  feeding	
  	
  
at	
  least	
  un'l	
  breasPeeding	
  is	
  well	
  	
  
established	
  and	
  only	
  use	
  pacifiers	
  and	
  	
  
nipple	
  shields	
  for	
  jus'fiable	
  reasons.	
  	
  

Uppsala University Children’s Hospital, Sweden 
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Step	
  10:	
  	
  
Prepare	
  parents	
  for	
  con'nued	
  breasPeeding	
  and	
  ensure	
  
access	
  to	
  support	
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Barriers	
  and	
  Facilitators	
  to	
  Implemen'ng	
  the	
  NEO-­‐BFHI	
  
	
  	
  

•  Qualita7ve,	
  descrip7ve	
  study	
  (2013)	
  
•  2	
  university-­‐affiliated,	
  level	
  3	
  NICUs	
  in	
  Montreal,	
  Quebec	
  

•  NICU	
  A	
  –	
  in	
  a	
  maternity	
  center,	
  primarily	
  premature	
  infants	
  
•  NICU	
  B	
  –	
  in	
  a	
  pediatric	
  hospital,	
  primarily	
  medical/surgical	
  cases	
  

•  In-­‐depth,	
  face-­‐to-­‐face,	
  semi-­‐structured	
  interviews	
  with	
  health	
  
care	
  managers,	
  educators,	
  lacta7on	
  consultants	
  (N	
  =	
  11)	
  

•  Focus	
  groups	
  with	
  direct	
  care	
  providers	
  including	
  nurses,	
  
nursing	
  assistants,	
  physicians,	
  respiratory	
  technicians	
  (4	
  focus	
  
groups	
  per	
  hospital	
  with	
  a	
  total	
  of	
  65	
  par7cipants)	
  

 



Challenges	
  to	
  implemen'ng	
  the	
  BFHI	
  in	
  the	
  NICU	
  

Structural/environmental:	
  
	
  
•  Lack	
  of	
  privacy	
  and/or	
  space	
  to	
  pump	
  or	
  breas5eed	
  
•  Noisy/stressful	
  environment	
  interferes	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
with	
  pumping	
  and	
  breas5eeding	
  

•  Physical	
  separa7on	
  of	
  	
  
mothers	
  and	
  infants	
  
(especially	
  if	
  mother	
  gave	
  birth	
  
	
  in	
  another	
  hospital)	
  



Challenges	
  to	
  implemen'ng	
  the	
  BFHI	
  in	
  the	
  NICU 	
  
NICUs	
  not	
  ready	
  for	
  con'nuous	
  parental	
  presence:	
  
	
  
•  Family	
  members	
  “get	
  in	
  the	
  way”	
  in	
  the	
  crowded	
  NICU	
  
•  Lack	
  of	
  facili7es	
  for	
  families	
  to	
  meet	
  their	
  basic	
  needs	
  (eg,	
  
comfortable	
  chairs,	
  meal	
  prepara7on)	
  

•  Staff	
  feel	
  “watched”	
  by	
  parents	
  	
  
•  Parents	
  not	
  allowed	
  in	
  unit	
  during	
  medical	
  rounds	
  (for	
  
confiden7ality	
  reasons)	
  

•  NICUs	
  limit	
  visitors	
  during	
  infec7on	
  outbreaks	
  
 



	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
Challenges	
  to	
  implemen'ng	
  the	
  BFHI	
  in	
  the	
  NICU	
  

	
  
Popula'on	
  of	
  fragile/ill	
  infants:	
  
	
  
•  Priori7za7on	
  of	
  medical	
  needs	
  over	
  breas5eeding	
  support	
  
•  Infant	
  instability	
  limits	
  skin-­‐to-­‐skin	
  care	
  (eg,	
  fear	
  of	
  dislodging	
  lines,	
  
intubators)	
  

•  Breas5eeding	
  challenges	
  associated	
  with	
  infant	
  illness/prematurity	
  
(eg,	
  NPO	
  status,	
  oral	
  aversion,	
  delayed	
  sucking	
  reflex,	
  poor	
  sucking	
  
coordina7on)	
  

•  NICU	
  focus	
  on	
  infant	
  growth	
  with	
  strict	
  documenta7on	
  of	
  calories/
volumes	
  	
  (staff	
  are	
  reluctant	
  to	
  allow	
  demand/semi-­‐demand	
  feeding)	
  



Challenges	
  to	
  implemen'ng	
  the	
  BFHI	
  in	
  the	
  NICU 

Maternal	
  reliance	
  on	
  milk	
  expression:	
  
	
  
•  Delayed	
  ini7a7on	
  of	
  pumping	
  (role	
  confusion	
  between	
  postpartum	
  and	
  
NICU	
  staff)	
  

•  Logis7cal	
  difficul7es	
  re.	
  transport	
  of	
  breast	
  milk	
  to	
  the	
  NICU	
  	
  
•  Challenges	
  related	
  to	
  long-­‐term	
  pumping	
  (eg,	
  difficul7es	
  maintaining	
  
maternal	
  milk	
  supply,	
  discouragement)	
  

•  Conflic7ng	
  informa7on	
  about	
  	
  
how	
  to	
  use	
  the	
  pump	
  and	
  maintain	
  
milk	
  supply	
  

•  Limited	
  access	
  to	
  pumping	
  equipment	
  	
  
due	
  to	
  costs	
  



Challenges	
  to	
  implemen'ng	
  the	
  BFHI	
  in	
  the	
  NICU	
  

Insufficient	
  human	
  resources	
  
	
  
•  Staff	
  shortages	
  /	
  heavy	
  workloads	
  
•  Lack	
  of	
  staff	
  with	
  exper7se	
  in	
  breas5eeding	
  support	
  	
  
•  Time	
  pressures	
  à	
  

•  faster	
  to	
  gavage	
  or	
  boKle	
  feed	
  than	
  help	
  baby	
  to	
  breast	
  
•  lack	
  of	
  7me	
  to	
  set	
  parents	
  up	
  for	
  Kangaroo	
  care	
  
•  lack	
  of	
  7me	
  for	
  parent	
  teaching	
  

 
 
 
 
 



Challenges	
  to	
  implemen'ng	
  the	
  BFHI	
  in	
  the	
  NICU	
  

Inadequate	
  educa'on	
  (staff	
  +	
  parents)	
  
	
  
•  Staff	
  knowledge	
  gaps	
  related	
  to	
  Baby-­‐Friendly	
  prac7ces:	
  

•  how	
  to	
  support	
  transi7on	
  to	
  direct	
  breas5eeding	
  
•  safety	
  of	
  alterna7ve	
  feeding	
  methods	
  (eg,	
  cup)	
  
•  posi7oning	
  of	
  infants	
  with	
  central	
  lines,	
  intubators	
  in	
  skin-­‐to-­‐skin	
  
contact	
  

•  Lack	
  of	
  7me	
  for	
  staff	
  to	
  aKend	
  breas5eeding	
  educa7on	
  
•  Lack	
  of	
  maternal	
  prenatal	
  prepara7on	
  for	
  breas5eeding	
  	
  
	
  



Challenges	
  to	
  implemen'ng	
  the	
  BFHI	
  in	
  the	
  NICU	
  	
  
Staff	
  ajtudes:	
  	
  
	
  
•  Nega7ve	
  staff	
  awtudes	
  towards	
  breas5eeding	
  or	
  the	
  BFHI/
resistance	
  to	
  changing	
  prac7ces	
  	
  

•  Percep7on	
  of	
  NICU	
  as	
  separate	
  “worlds”	
  from	
  postpartum	
  wards,	
  
with	
  separate	
  responsibili7es	
  

•  Focus	
  on	
  the	
  infant	
  as	
  the	
  unit	
  of	
  care	
  (not	
  the	
  family)	
  

	
  

	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
   



Challenges	
  to	
  implemen'ng	
  the	
  BFHI	
  in	
  the	
  NICU 
	
  
Lack	
  of	
  con'nuity	
  of	
  breasPeeding	
  support	
  :	
  
	
  
•  Inconsistent	
  messages	
  about	
  breas5eeding	
  across	
  different	
  care	
  
providers	
  and	
  units	
  (eg,	
  between	
  postpartum	
  units	
  and	
  NICU)	
  

•  Rapid	
  transfers	
  of	
  infants	
  out	
  to	
  other	
  units	
  /	
  hospitals	
  
•  Lack	
  of	
  knowledge	
  of,	
  or	
  access	
  to,	
  post-­‐discharge	
  breas5eeding	
  
support	
  service	
  



Recommenda'ons	
  for	
  implemen'ng	
  Baby-­‐Friendly	
  
prac'ces	
  in	
  the	
  NICU	
  

•  Provide	
  accessible,	
  inter-­‐disciplinary	
  breas5eeding	
  educa7on	
  
for	
  healthcare	
  providers	
  to	
  enhance	
  knowledge/skills	
  and	
  
promote	
  con7nuity	
  of	
  breas5eeding	
  support	
  

	
  
•  Establish	
  prenatal	
  or	
  early	
  postpartum	
  contact	
  with	
  families	
  
to	
  beKer	
  prepare	
  them	
  for	
  the	
  reali7es	
  of	
  long-­‐term	
  
pumping	
  and/or	
  breas5eeding	
  the	
  preterm	
  or	
  ill	
  infant	
  
	
  

•  Develop	
  a	
  core	
  group	
  of	
  BFHI	
  “Champions”	
  (including	
  
physicians)	
  in	
  the	
  NICU	
  dedicated	
  to	
  the	
  implementa7on	
  and	
  
monitoring	
  of	
  Baby	
  Friendly	
  prac7ces	
  	
  



Recommenda'ons	
  for	
  implemen'ng	
  Baby-­‐Friendly	
  
prac'ces	
  in	
  the	
  NICU 

•  Increase	
  access	
  to	
  lacta7on	
  consultants	
  in	
  the	
  NICU	
  to	
  provide	
  
expert	
  lacta7on	
  support,	
  role	
  modeling	
  of	
  Baby	
  Friendly	
  care,	
  
and	
  increased	
  visibility	
  of	
  successful	
  breas5eeding	
  experiences	
  
in	
  the	
  NICU	
  

	
  
•  Ensure	
  sufficient	
  staffing	
  to	
  support	
  skin-­‐to-­‐skin	
  care,	
  direct	
  
breas5eeding	
  aKempts,	
  and	
  semi-­‐demand/demand	
  feeding	
  

	
  
•  Modify	
  the	
  physical	
  environment	
  to	
  enhance	
  parental	
  
involvement	
  in	
  care	
  and	
  minimize	
  parent-­‐infant	
  separa7on	
  (eg,	
  
single	
  rooms)	
  



THANK	
  
YOU	
  
	
  

Ques'ons	
  
????	
  


