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Abstract

Background: In June 2010, the Communities Putting Prevention to Work program (Centers for Disease Control and
Prevention) funded a New Jersey (NJ) Office on Nutrition and Fitness, Department of Health and Senior Services project
to reduce obesity and increase exclusive breastfeeding by increased implementation of the Baby-Friendly Hospital Initiative
in the state of NJ. At baseline, NJ had no Baby-Friendly hospitals and no hospital was using an infant feeding policy that
conformed to standards required by Baby-Friendly USA for designation.

Goal: To create a model infant feeding policy that would be adaptable for use at multiple NJ hospitals preparing for Baby-
Friendly designation.

Methods: Project consultants created a policy based on existent policies from the American Academy of Pediatrics, the
Academy of Breastfeeding Medicine, certified Baby-Friendly hospitals, and guidance from Baby-Friendly USA.This policy was
submitted to Baby-Friendly USA, the US body responsible for Baby-Friendly designation.

Results: Baby-Friendly USA requested changes; after adaptations, the policy was made available to targeted NJ hospitals

via a statewide portal. The hospitals made relevant adaptations for their setting, and those that were ready submitted the
policy during the Baby-Friendly designation process.The policy was acceptable to Baby-Friendly USA.

Conclusion: A collaborative initiative can use a single breastfeeding policy template as an aid toward Baby-Friendly desig-

nation. Such work streamlines the process and saves time and resources.
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Background

In 2010, fewer than 4% of United States (US) hospitals were
Baby-Friendly designated.' The Centers for Disease Control
and Prevention, via the Communities Putting Prevention to
Work (CPPW) program and the American Recovery and
Reinvestment Act (ARRA) of 2009, sponsored a US national
effort to increase breastfeeding rates, with part of the fund-
ing targeted for improvement of breastfeeding-supportive
maternity care practices in the hospital. In June 2010, the
New Jersey (NJ) Office on Nutrition and Fitness (ONF),
Department of Health and Senior Services obtained one of
the CPPW grants for a project to decrease obesity by
increasing exclusive breastfeeding. The NJ ONF subcon-
tracted with the American Academy of Pediatrics NJ
(AAPNIJ) chapter and consultants to implement a Baby-
Friendly Hospital Initiative coalition in the state of NJ.
When funds were granted, NJ had no Baby-Friendly hos-
pitals, although 2 NJ hospitals had Certificates of Intent to
become Baby-Friendly. A multidisciplinary team including
state employees, the AAPNJ and affiliated Pediatric Council
on Research and Education (PCORE); and consultants

including a physician champion formulated a statewide strat-
egy to work toward Baby-Friendly designation. In late 2010,
this team selected 10 NJ hospitals via a competitive process,
each of which would receive a $10,000 mini-grant and inten-
sive technical assistance over an 18-month period. The 10
funded hospitals, only 1 of which had a Certificate of Intent
to become Baby-Friendly, represented diverse geographic
and socioeconomic populations throughout the state of NJ.
The goal in the 18-month project period was to designate 2
hospitals as Baby-Friendly, and to have the remaining 8
hospitals fully implement at least 2 of the Ten Steps to
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Successful Breastfeeding. The first of these 10 hospitals,
Capital Health, received Baby-Friendly designation in
March 2012. This project is ongoing; additional outcomes
will be analyzed and disseminated after the project is com-
pleted in 2012.

At the same time as the NJ project began, Baby-Friendly
USA rolled out the new 4D Pathway, with its 4 phases of
Discovery, Development, Dissemination, and Designation.”
Previously, hospitals seeking designation as Baby-Friendly
institutions in the United States submitted a Certificate of
Intent, then began working toward full implementation of
the Ten Steps. Baby-Friendly USA created the new 4D
Pathway as a more structured, step-by-step process toward
Baby-Friendly assessment and eventual designation. At the
same time, Baby-Friendly USA, in parallel with Baby-
Friendly certifying bodies in many other nations, responded
to updated guidelines from UNICEF and the WHO, which
recommended some adaptations to the designation require-
ments.”’ This step heralded many changes in the US designa-
tion process, including the requirement of a more detailed
and complex policy than had previously been accepted, and
development of the policy earlier in the process than may
have been done in the Certificate of Intent pathway.

One problem identified early in the NJ project was that no
hospital in the state had a completed breastfeeding policy
that was already approved by Baby-Friendly USA, although
1 of the coalition hospitals that was going through the
Certificate of Intent process had a policy that approached the
new standards and had already received feedback. The NJ
project consultants reviewed policies from hospitals already
designated as Baby-Friendly, and model policies created by
the American Academy of Pediatrics (AAP)* and the
Academy of Breastfeeding Medicine (ABM),’ consulted with
Baby-Friendly USA, and determined that the policies would
no longer be acceptable because specific elements required
by Baby-Friendly USA are not addressed, although many of
the principles contained in these policies were relevant and
useful. For example, the AAP and ABM policies were written
specifically as breastfeeding policies, without reference to
formula preparation and use. The new standard currently
required by Baby-Friendly USA, and taken from WHO global
criteria for Baby-Friendly,’ is that the hospital has 1 universal
infant feeding policy applicable to all mother-infant dyads.
Thus, issues such as supplementation or exclusive formula
feeding, specific requirements about teaching mothers about
formula preparation and feeding, and use of alternate feeding
devices must be included in the same policy as the recom-
mendations for breastfeeding. Furthermore, the revision of
Step 4, to place infants in skin-to-skin contact with their
mothers immediately following birth and for the first hour,
applies to all mothers, not only breastfeeding mothers.

The goal of this project was to create a model policy
acceptable for Baby-Friendly designation in the United
States, which could also be adapted to the needs of numerous

hospitals on the Baby-Friendly pathway. Adaptability of the
policy was considered key, because each hospital was at a
different stage regarding policy change, and as an operating
body with legal requirements, a hospital cannot pass a policy
that is not already being applied. For example, a Baby-
Friendly policy would require that a hospital pay for infant
formula, but a hospital cannot approve a policy stating that
the hospital pays for infant formula if the hospital is not yet
actually paying for infant formula. Becoming Baby-Friendly
is an ongoing process that typically takes 1-2 years, and not
all steps can be implemented at the same time. Thus, interim
policies may be needed as the hospital moves toward Baby-
Friendly status. Similarly, within each hospital there are
certain established precedents, some of which need to be
managed differentially, and the institution’s Breastfeeding
Policy needs to be adapted accordingly. Baby-Friendly USA
provides materials for policy development as part of the 4D
pathway, including a “Policy Check Tool” in the Development
phase, and permits hospitals to seek feedback on the policy
after it is created. The process requires that the complete pol-
icy be in place before a hospital can move into Dissemination,
the third phase of the 4D pathway, such that it is implemented
during this phase.

Methods

The project consultants gathered a range of policies includ-
ing those from the NJ hospital in the COI pathway, the
AAP the ABM,’ and currently designated US Baby-
Friendly hospitals. The consultants then approached Baby-
Friendly USA, which was fully informed about the project
from the outset, and discussed the practicalities of creating 1
model policy for New Jersey. Given that 10 NJ hospitals
were working toward certification as part of the funded proj-
ect, with several others independently working toward des-
ignation, it was agreed that time and resources were best
used by both project and Baby-Friendly USA staff on 1
acceptable policy, rather than on 10 individually created,
independent policies.

In addition to external reference sources, input for the
policy came from the consultants’ experience, the 10 NJ hos-
pitals via monthly technical assistance teleconferences, writ-
ten responses and guidance from Baby-Friendly USA, and
direct use of Baby-Friendly USA designation materials. The
Policy Checklist and specific written feedback from Baby-
Friendly USA regarding language to be included were used
to ensure that all aspects of the new requirements were
included in the model policy.

Results

Based on the sources listed above, the project team created
an over-arching infant feeding policy encompassing the
many elements required by Baby-Friendly USA. Unique to

Downloaded from jhl.sagepub.com at JOURNAL OF HUMAN LACTATION on October 12, 2012


http://jhl.sagepub.com/

306

Journal of Human Lactation 28(3)

many hospital policies, the NJ Baby-Friendly Hospital
Policy is organized according to the Ten Steps to Successful
Breastfeeding, and it is therefore easy to identify the compo-
nents of care that hospitals will need to satisfy to become
designated.

An initial policy was submitted to Baby-Friendly USA,
which requested multiple changes; some areas were debated
more than others. For example, Baby-Friendly USA sug-
gested detailed language on the use of alternative feeding
methods. The project consultants disagreed with this require-
ment, given the lack of evidence for the efficacy of any alter-
native feeding methods in the literature.*” After 2 rounds of
revisions, the final policy (Appendix 1) was accepted by
Baby-Friendly USA.

Initially, the policy was circulated to the 10 coalition hospi-
tals to begin the process of hospital adaptation, to use as a tem-
plate or guide for changes to hospital systems, and for staff and
physician education. The policy was also posted on a statewide
portal created for the purpose of sharing resources and com-
munications for the 10 funded hospitals; after the project
period, the policy will be circulated to all NJ hospitals.

Capital Health, the hospital already on the Certificate of
Intent pathway, immediately adopted the new policy and
sent it to Baby-Friendly USA with a few small changes as
part of their documentation of readiness for assessment.
Baby-Friendly USA returned the policy for additional minor
revisions, and the policy was resubmitted, accepted, and has
now become the policy for the hospital in question, which
was designated Baby-Friendly in March 2012. All 9 remain-
ing hospitals have adapted and endorsed the policy, and 2 of
these hospitals have had the completed policy accepted by
Baby-Friendly USA, and have been assessed (outcomes not
yet known).

Discussion

A statewide policy was developed to satisfy the needs of a
range of different hospitals, and this policy met the require-
ments of Baby-Friendly USA in 2012. Although creation of
this policy required an initial intensive investment of time
by project consultants, involved hospitals, and Baby-
Friendly USA, long-term, it will assist other US hospitals in
the Baby-Friendly process as they adapt it to their needs.
This policy differs from organizational policies, such as
those of the AAP and the ABM, and standard hospital policies
on breastfeeding in several ways. In drafting the model policy,
the authors were attentive to procedural elements of the Ten
Steps to Successful Breastfeeding, yet they recognized that
hospitals may choose to separate these procedures from the

overall policy. Although most hospital policies do not include
procedures, and procedures are typically contained in separate
documents that are unit specific in hospitals, their inclusion
here was meant to ensure that every step is fully addressed
according to requirements of the new Baby-Friendly USA
guidance and Policy Check Tool. Hospitals choosing to sepa-
rate the procedures into a separate document may find that this
is an acceptable approach according to Baby-Friendly USA.
In addition, many hospital policies addressing breastfeeding
are stand-alone policies and do not address formula feeding.
Baby-Friendly USA, in adopting the Global Criteria for policy
development, now requires hospitals have 1 comprehensive
infant feeding policy that is consistent and specific about the
recommendations for infants who are breastfeeding and for-
mula feeding. The policy must provide guidance on education
that mothers receive (that is, mothers must be taught formula
preparation one-on-one, and not in group sessions) and educa-
tion about the preparation and feeding of infant formula.
Another aspect of this model policy that distinguishes it from
already published documents is the details of staff training,
which were requested by Baby-Friendly USA. Finally,
although other policies may discourage infant formula mar-
keting, this model policy delineates multiple aspects of the
International Code of Marketing of Breast-milk Substitutes,
including not accepting free or discounted infant formula.

Model policies will need adaptations for each hospital
seeking designation. Prior to submission to Baby-Friendly
USA, a hospital will check for compliance with Baby-
Friendly USA by using the Policy Check tool provided in
the Development Phase Toolkit. Therefore, hospitals need
to build into their work plan adequate time to adapt the
model policy, to compare their adaptation to the Baby-
Friendly Check tool, and to allow Baby-Friendly USA time
to provide feedback. This model policy therefore will need
to be adapted according to both individual hospital stan-
dards and potential ongoing adaptation of Baby-Friendly
designation guidelines. As such, the authors cannot guaran-
tee that Baby-Friendly USA will accept this exact policy
from a hospital seeking designation; however, if revisions
are required, we expect that they would be minor.

Conclusion

A statewide coalition expedited hospital-based environ-
mental and policy changes that moved them toward Baby-
Friendly designation. The development of a universal
model Baby-Friendly-sanctioned infant feeding policy will
facilitate and expedite the process toward becoming Baby-
Friendly designated.

Downloaded from jhl.sagepub.com at JOURNAL OF HUMAN LACTATION on October 12, 2012


http://jhl.sagepub.com/

Feldman-Winter et al.

307

Appendix |

Model Infant Feeding Policy for Baby-Friendly
Hospital Initiative

Name of hospital:
Policy & Procedure: Infant Feeding

Responsible for Development/update:
Breastfeeding Committee

Applicable Departments:
Mother/Baby, Pediatrics, Medical, Surgical

Applicable Professionals: MD/DO, APRN, PA, RN, RD,
IBCLC

Responsible for Implementation:
Mother/Baby Unit Nurse Manager

Effective Date: Replaces policy dated:
Update frequency: annual

APPROVED BY:

Signature Signature

Print name and Date Print name and Date

Signature Signature

Print name and Date  Print name and Date

Step 1

PURPOSE

To promote successful breastfeeding by ensuring that, in the
absence of contraindications, all mothers who elect to breast-
feed will have a successful and satisfying experience.

To ensure that care is congruent with the Ten Steps to
Successful Breastfeeding as endorsed by the UNICEF/World
Health Organization Baby Friendly Hospital Initiative.

To standardize information regarding care that affects infant
feeding received by all staff through routinely communicat-
ing this policy to staff and making all practitioners and staff
aware of its location and how to access it to optimize care.

POLICY
Step 2
This facility upholds the WHO International Code of
Marketing of Breastmilk Substitutes by declining to accept
or distribute free or subsidized supplies of breast milk sub-
stitutes, nipples and other feeding devices.
Employees of manufacturers or distributers of breastmilk
substitutes, bottles, nipples, and pacifiers will have no

direct contact or communication with pregnant women
and mothers.
This facility does not receive free gifts, non-scientific lit-
erature, materials, equipment, money, or support for
breastfeeding education or events from manufacturers of
breastmilk substitutes, bottles, nipples, and pacifiers.
Pregnant women, mothers, and families will not be given
marketing materials or samples or gift packs by the facil-
ity that consist of breastmilk substitutes, bottles, nipples,
pacifiers, or other infant feeding equipment or coupons
for the above items.
The World Health Organization Ten Steps to Successful
Breastfeeding, and policies to support non-breastfeeding
mothers, will be posted in all locations where care is pro-
vided to mothers and young children in languages and with
wording that staff and families can easily understand.
The manager of each applicable department will review the
policy with all new employees within two week of hire.
All staff will receive training necessary to implement this
policy within 6 months of hire.
Training will include 20 hours of education, 5 of which
will be under direct supervision of a supervisory staff
member.
Physicians and advanced practice nurses will receive a
minimum of 3 hours of education and training
Details of the training plan are included in Appendix 1:
Hospital Specific “BFHI Training Procedures.”
The procedure for acceptance of staff training obtained
prior to employment is described in the BFHI Training
Procedures.
Documentation of staff training will be maintained in
each staff member’s (physician’s) employee portfolios.
Academic physicians, advanced practice nurses and staff
members will maintain records of faculty development
related to breastfeeding and evidence of completion of 3
hours of required instruction in their teaching portfolios.
Staff is aware of the safe storage and handling of human
milk
Training will include breastfeeding, provision of human
milk, and feeding the infant who is not breastfed, as well
as alternative methods of feeding if not breastfeeding.

Step 3
All pregnant women will be provided with information on
breastfeeding and counseled on the benefits of breastfeed-
ing, contraindications to breastfeeding, and management of
breastfeeding. The facility will collaborate with prenatal
care providers in the community to provide breastfeeding
education and support.
All mothers will receive information described in
Appendix 2: Hospital Specific “Procedure on Infant
Feeding Education for Families.”
The method of instruction and how this information is
provided is described in the Procedure on Infant Feeding
Education for Families
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Pregnant women and families will receive no information
that promotes use of human milk substitutes, including no
information with industry logos or promotional materials.
Educational sessions that promote use of infant formula
or other human milk substitutes will be replaced by ses-
sions that promote breastfeeding or use of human milk.
Mothers will be informed of the risks of giving supple-
ments to breastfeeding infants in the first 6 months.
If a mother chooses to formula feed or if she or her
infant(s) has (have) a contraindication to breastfeeding or
receipt of human milk she will be provided information
about how to safely prepare and feed infant formula as
described in the Procedure on Infant Feeding Education
for Families.
Education is provided in a family centered manner.
Education provided will be documented in the mother’s
medical record.
Mothers will be taught safe handling and storage of
human milk
Mother will be taught methods of milk expression includ-
ing hand expression.
The method of feeding will be documented in the medical
record of every mother and newborn.
Educational materials will not contain product names,
images, or logos of infant formulas, foods, bottles, feeding
devices and other related items.
For bottle/formula feeding mothers education will be pro-
vided on an individual basis, group educational sessions on
bottle/formula feeding will be avoided.

Step 4
Mother-Newborn couples (dyads) will be:
Offered skin to skin contact (SSC) immediately after birth
unless medically unstable.
All mother/infant dyads regardless of feeding prefer-
ence are supported to have immediate SSC
Routine newborn procedures are postponed until after
the first feed during the initial period of SSC
When a delay of SSC has occurred staff will ensure
that mother and infant have SSC as soon as medically
possible
Routine assessments are performed while SSC
Procedure for SSC will be standardized:
Infant dried and placed ventral-to-ventral on moth-
ers chest
cap placed on head
doubled pre-warmed blankets over both
may suction if necessary while in SSC
assess and assign APGARS
replace damp blankets as needed
Dyads will be monitored while in SSC
SSC begins immediately after birth and continues
for at least 1 hour
Offered assistance to assess baby’s readiness for feeding
within one hour of birth.

Placed skin-to-skin contact which will continue, uninter-
rupted, until the baby completes the first feeding.

All mothers of cesarean section delivery should be given
their babies to hold with skin-to-skin contact as soon as
the mother is safely able to hold and respond to her baby.
Routine skin-to-skin contact should be the practice
regardless of the mother’s feeding intention.

Routine newborn procedures will be postponed until the
first breastfeeding attempt occurs during the initial period
of skin-to-skin contact.

Routine assessment procedures will be performed while
the infant is ski-to-skin with the mother.

When a delay of initial skin-to-skin contact has occurred
staff will ensure that mother and infant received skin-to-
sin care as soon as medically possible.

Initiation of skin-to-skin care for infants being cared for
in the special care nursery or NICU is addressed in
Appendix 3: Hospital Specific Skin-to-Skin Care for
Special Care Neonates Protocol.

Mother and baby will remain together throughout the entire
stay. Frequent skin-to-skin contact will be encouraged.
Encouraged to exclusively breastfeed unless medically
contraindicated

Educated and assisted with breastfeeding

Step 5

Mothers will be taught how to breastfeed and maintain lacta-
tion if they are separated from their newborns (See:
Procedure- Step 5).

Step 6
Formula will not be given to any breastfed infant unless spe-
cifically ordered for a medical indication or by the mother’s
informed and documented request.
When a breastfeeding mother requests a human milk sub-
stitute the staff will explore the mother’s reason for the
request as well as any concerns she has. The staff will edu-
cate the mother regarding the negative consequences of
feeding infants human milk substitutes and the counseling
and education will be documented in the mother’s chart.
If there is a medical indication for use of supplements this
will be documented in the chart.
Acceptable reasons for formula use per the Joint
Commissions Peri-natal Care Core Measures are:
Maternal:
-HIV infection
-Human t-lymphotrophic virus type I or II
-Substance abuse and/or alcohol abuse
-Active, untreated tuberculosis
-Taking certain medications, i.e., prescribed cancer
chemotherapy, radioactive isotopes, antimetabolites,
antiretroviral medications and other medications
where the risk of morbidity outweighs the benefits of
breast milk feeding
-Undergoing radiation therapy
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-Active, untreated varicella
-Active herpes simplex virus with breast lesions
Infant:
-Galactosemia
d. If supplementation is provided staff will inform moth-
ers of various methods to provide alternative feedings.
Devices other than bottles and artificial nipples will be
offered according to the best scientific evidence available.
Anti-lactation drugs will not be used
Nipples shields, nipple creams, ointments, or other topical
preparations for mothers will be used only if clinically indi-
cated and requested after a lactation consultation.

Step 7
All mothers and infants will room-in together, including at
night.
Separation of mothers and infants will occur only if medi-
cally indicated and justification is documented in the chart.

Step 8

Mothers are taught to recognize their infant’s feeding cues
and feed on-demand.

No restrictions are placed on mothers regarding frequency or
duration of breastfeeding.

Step 9

Pacifiers or artificial nipples will not be given by the staff to

breastfeeding infants with the following exceptions:
Pre-term infants in the NICU or infants with medical con-
ditions that are benefitted by non-nutritive suckling
Newborns undergoing painful procedures when breast-
feeding to comfort the infants is not available. If a pacifier
is used, it will be discarded following the procedure and
will not return to the mother.
If a mother requests a pacifier the staff will explore rea-
sons for this request and address the mother’s concerns
and educate her on potential problems with pacifier use.
This education will be documented. If a mother insists on
using a pacifier, this will be provided by the family and
not by the hospital.
Infants who are receiving supplemental nutrition will be
offered alternative feeding methods to avoid use of bot-
tles and nipples if acceptable to mother and achievable
according to staff.
Mothers will be taught the rationale for avoidance of bottles
and nipples according to the best scientific evidence available.

Step 10
All breastfeeding newborns will be scheduled to see a pedia-
trician or other knowledgeable healthcare professional at 3
to 5 days of age.
For infants who are still not latching on or breastfeeding
well at the time of discharge, the feeding/pumping/
supplementation plan will be reviewed with the mother in
addition to the routine breastfeeding instructions.

A follow-up visit to the pediatrician or a home nurse
visit should be scheduled within 24 hours of dis-
charge. Depending on the clinical situation, it may be
appropriate to delay the discharge of a newborn with
feeding difficulties
If the institution decides to offer a gift at discharge, this gift
will not contain industry-sponsored materials, logos, or sup-
plies that related to infant feeding.
Mothers will not receive any infant formula, coupons, or
logos of formula companies, or literature with formula com-
pany logos or materials produced by companies related to
infant feeding.
Breastfeeding mothers will be referred to community breast-
feeding resources and support groups.
A list of resources will be printed and distributed to all
breastfeeding families in their discharge information pack-
age. This list will be printed in the languages most fre-
quently spoken/read by mothers delivering at this hospital.

EXCEPTIONS

Breastfeeding is contraindicated in the following situations:
HIV-if status is unknown a rapid HIV test will be available
while the mother is in the delivery room, and the dyad is
skin to skin but not breastfeeding until a result is available.
Mother is using illicit drugs (refer to //licit Drug Use and
Breastfeeding Guideline or ABM clinical protocol#21)
Mother is taking certain medications that cannot be sub-
stituted. Use of LactMed is recommended: http://toxnet.
nlm.nih.gov/cgi-bin/sis/htmlgen? LACT
Mother has active untreated tuberculosis
HTLV 1 and 2
Infant has classic form of Galactosemia

Step 5

PROCEDURE

Labor and Delivery Unit RN will:
Document the desired feeding method in the mothers” and
infants’ chart
Place the newborn skin to skin immediately following
birth and encourage breastfeeding within the first hour
when clinically stable and appropriate
Document breastfeeding assessment and teaching
Report feeding status upon transfer to mother/infant or NICU
For the mother who is separated from her sick or preterm
newborn, the nurse will encourage the mother to express
milk as soon as clinically able (within 6 hours after birth)
using manual and mechanical method of milk expression.
Educate and assist mother with proper technique of pump-
ing and proper cleaning of pump equipment.

Mother/Infant Unit RN will:
Document the desired feeding method for the newborn in
the newborn’s chart
Distribute the breastfeeding information packet upon
admission
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Encourage skin-to-skin and 24-hour rooming-in
All infants regardless of feeding method will practice
rooming in
Mother-infant separation will be minimized and occur for
medical procedures or indications
All routine newborn procedures will be performed at the
bedside
Any interruption in rooming-in will be documented in the
infant’s chart including the reason for separation, time
separation began and time the infant returned to the moth-
er’s room.
When a mother requests that her infant be cared for in the
nursery the staff should explore reasons for the request and
should encourage and educate the mother about the advan-
tages of having her infant(s) stay with her in the same room
continuously throughout the delivery hospital period. This
education should be documented in the mother’s chart.
If the mother insists that her infant be cared for in the
nursery, the infant will be brought to the mother for feed-
ings whenever the infant shows feeding cues, and inter-
ruption of rooming-in will be documented.
Teach manual breast massage techniques
Teach infant feeding cues, assess newborn’s readiness to
feed and assist with breastfeeding when the newborn cues
and document
Assess and document breastfeeding using the assessment
guide in this policy and LATCH scores done at least twice
daily.
Eliminate bottles from bassinets and rooms
Assess breasts and nipples for any issues that would affect
feeding and document findings
Encourage mother to attend breastfeeding class and/or view
the educational video
Teach proper breastmilk storage using referenced materials
on storage guidelines
Refer to a lactation consultant per referral guidelines

For unstable infants in the observation nursery, transi-

tional nursery or NICU RN’s staffing these units will:
Document the desired feeding method for the newborn in
the newborn’s chart
Encourage mother to pump as soon as clinically able (ide-
ally within 6 hours after birth)
Encourage mother to pump every 2-3 hours during the
day and at least 1-2 times during the night for 15-20 min-
utes or until the milk stops flowing. Mothers should be
instructed not to pump for longer than 30 minutes
Educate and assist mother with proper cleaning of pump-
ing kit as needed
Encourage manual expression to augment pumping success
Teach proper labeling and storage of breast milk for the
sick newborn
Refer to lactation consultant
Assist in obtaining a double set up electric pump prior to
discharge
Support the breastfeeding dyad using the guidelines
developed for feeding in the special care unit

DOCUMENTATION FORMS
Popras* form number 4A, and 6. (http://www.popras.com/
images/Forms/4a.jpg); (http://www.popras.com/
images/Forms/6.jpg)
Mother and infant critical pathways.
Popras form number 8a. (http://www.popras.com/images/
Forms/8a.jpg)
Newborn flowsheet.
Patient educational record.
Mother’s and infant’s electronic medical records
Electronic birth certificate
* Popras=A Problem Oriented Perinatal Risk Assessment
System (since 1975)
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STANDARD DEFINITIONS FOR THE INFANT

RESPONSE TO BREASTFEEDING
Breastfeeding should be baby led, not clock led. Not all
babies nurse in the same manner.
Utilize these standard definitions in assessing infant’s
response to breastfeeding when documenting on the feeding
section of the infant flow sheet. Documenting time does not
necessarily predict how well the infant nursed. Assessment of
the mother/infant couple who is breastfeeding will be com-
plete by using these definitions and the Latch Score. The
Lactation Consultant will see all breastfeeding families while
in the hospital. Infants who consistently breastfeed poorly
must have an additional consultation and be weighed daily.

NW — nursed well:
1. Good latch ( score 8-10%)
Lips flanged and take in as much of the areola as possible
Nurse actively for sustained period on both breasts or
Longer duration on one breast until satisfied
Audible swallowing (during Lactogenesis II or later)
Mother’s breast softened after feeding**

NF — nursed fair:
1. Fair latch ( score 5-7%)
Doesn’t open mouth wide
Only nipple and small amount of areola are in mouth
Sleepy at breast
Nursing off and on with short periods of sustained suckling
Periodic swallow
Mother’s breasts softened slightly after feeding**

NP — nursed poor:
1. Poor latch (score 0-4%*)
Only nipple in mouth
Sleepy
Nursed briefly without sustained suckling
No audible swallows
Mothers breasts not softened at all after feeding™*
For documentation purposes, the breastfeeding couple must
demonstrate at least three criteria in any given category.
* Using “LATCH tool”-see Kumar et al. 2006
** Once lactogenesis II established

Declaration of Conflicting Interests

The authors declared no potential conflicts of interest with
respect to the research, authorship, and/or publication of this
article.

Funding

The authors disclosed receipt of the following financial support for
the research, authorship, and/or publication of this article: American
Reinvestment and Recovery Act and the Centers for Disease
Control and Prevention Cooperative Agreement-Communities

Putting Prevention to Work-State and Territorial Regions-Maternity
Care Practices, grant #3U58DP002002-01S2.

New Jersey Baby-Friendly Hospital
Initiative (NJBFHI) Project Team

Fran Gallagher, MEd, executive director, American Academy of
Pediatrics, NJ Chapter/Pediatric Council on Research and Education
(AAPNJ/PCORE); Harriet Lazarus, MBA, program director,
AAPNIJ/PCORE; Shreya Durvasula, program manager, AAPNJ/
PCORE; Beth Milton, special projects coordinator, Office of
Nutrition and Fitness, Division of Family Health Services, NJ
Department of Health and Senior Services; Evelyn Murphy, PhD,
project manager, CPPW-STI; Erin Bunger, MPH, ShapingNJ.

NJBFHI Coalition Hospitals

AtlantiCare, Capital Health Systems, CentreState Medical
Center, Cooper University Hospital, Hunterdon Regional Medical
Center, Jersey Shore Medical Center, Our Lady of Lourdes Hospital,
Robert Wood Johnson Medical Center, St. Barnabas Medical
Center, and South Jersey Regional Medical Center-Vineland.

Baby-Friendly USA, Inc: Trish MacEnroe, CDN, executive
director.

References

1. Merewood A, Grossman X, Cook J, et al. US hospitals vio-
late WHO policy on the distribution of formula sample packs:
results of a national survey. J Hum Lact. 2010;26:363-367.

2. Baby-Friendly USA, Inc. Information for hospitals and birth
centers: What is the 4D Pathway? 2010. http://www.baby
friendlyusa.org/eng/04.html. Accessed March 23, 2012.

3. UNICEF/World Health Organization. Baby-Friendly Hospital
Initiative. Revised, Updated, and Expanded for Integrated Care,
2009. http://www.who.int/nutrition/publications/infantfeeding/
9789241594950/en/index.html. Accessed March 23, 2012.

4. American Academy of Pediatrics. Sample hospital breastfeed-
ing policy for newborns. American Academy of Pediatrics,
Section on Breastfeeding; 2008. https://www?2.aap.org/breast
feeding/curriculum/documents/pdf/Hospital%20Breastfeed
ing%20Policy FINAL.pdf. Accessed March 23, 2012.

5. Academy of Breastfeeding Medicine. ABM Clinical Protocol
#7. Breastfeed Med. 2010;5:173-177.

6. Martens PJ, Romphf L, Peddlesden J. A call for evidence in
alternative feeding methods. J Hum Lact. 2002;18:333; author
reply 333-334.

7. Al-Sahab B, Feldman M, Macpherson A, Ohlsson A, Tamim H.
Which method of breastfeeding supplementation is best? The
beliefs and practices of paediatricians and nurses. Paediatr
Child Health. 2010;15:427-431.

8. Cloherty M, Alexander J, Holloway I, Galvin K, Inch S. The
cup-versus-bottle debate: a theme from an ethnographic study
of the supplementation of breastfed infants in hospital in the
United Kingdom. J Hum Lact. 2005;21:151-162; quiz 163-166.

9. Howard CR, Howard FM, Lanphear B, et al. Random-
ized clinical trial of pacifier use and bottle-feeding or
cupfeeding and their effect on breastfeeding. Pediatrics.
2003;111:511-518.

Downloaded from jhl.sagepub.com at JOURNAL OF HUMAN LACTATION on October 12, 2012


http://jhl.sagepub.com/

