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Abstract

Background Improved breastfeeding practices have the potential to save the lives of over 823,000 children under

5 years old globally every year. The Baby-Friendly Hospital Initiative (BFHI) is a global campaign by the World Health
Organization and the United Nations Children’s Fund, which promotes best practice to support breastfeeding in
maternity services. The Baby-Friendly Community Initiative (BFCI) grew out of step 10, with a focus on community-
based implementation. The aim of this scoping review is to map and examine the evidence relating to the implemen-
tation of BFHI and BFCI globally.

Methods This scoping review was conducted according to the Joanna Briggs Institute methodology for scoping
reviews. Inclusion criteria followed the Population, Concepts, Contexts approach. All articles were screened by two
reviewers, using Covidence software. Data were charted according to: country, study design, setting, study popula-
tion, BFHI steps, study aim and objectives, description of intervention, summary of results, barriers and enablers

to implementation, evidence gaps, and recommendations. Qualitative and quantitative descriptive analyses were
undertaken.

Results A total of 278 articles were included in the review. Patterns identified were: i) national policy and health
systems: effective and visible national leadership is needed, demonstrated with legislation, funding and policy; ii)
hospital policy is crucial, especially in becoming breastfeeding friendly and neonatal care settings iii) implementation
of specific steps; iv) the BFCl is implemented in only a few countries and government resources are needed to scale it;
v) health worker breastfeeding knowledge and training needs strengthening to ensure long term changes in practice;
vi) educational programmes for pregnant and postpartum women are essential for sustained exclusive breastfeed-
ing. Evidence gaps include study design issues and need to improve the quality of breastfeeding data and to perform
prevalence and longitudinal studies.

Conclusion At a national level, political support for BFHI implementation supports expansion of Baby-Friendly Hospi-
tals. Ongoing quality assurance is essential, as is systematic (re)assessment of BFHI designated hospitals. Baby Friendly
Hospitals should provide breastfeeding support that favours long-term healthcare relationships across the perinatal
period. These results can help to support and further enable the effective implementation of BFHI and BFCI globally.
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Background

Globally, improved breastfeeding practices have the
potential to save the lives of over 823,000 children under
5 years old every year [1]. Exclusively breastfeeding
infants for the first six months of their life is known to
be the best start for a baby and a more widespread adop-
tion of exclusive breastfeeding (EBF) would lead to the
largest infant mortality reduction [1]. It can contribute
towards meeting Sustainable Development Goals (SDG)
2 and 3—targets on nutrition and health—as well as
being linked to many other SDGs. Since 1990, the World
Health Organization (WHO) recommends that all new-
born babies are exclusively breastfed for the first six
months of their lives and continue to be breastfed for up
to two years. Currently, 44% of infants under 6 months
are being exclusively breastfed and just 35 countries are
on target for exclusive breastfeeding [2]. Breastfeed-
ing rates are both supported and hindered by the social
determinants of health and multi-level support is needed,
including at policy, health systems and services level, tar-
geting communities and families [2—4].

The Baby-Friendly Hospital Initiative (BFHI), launched
by WHO and United Nations Children’s Fund (UNICEF)
in 1991, has been implemented globally in over 150 coun-
tries and is a pillar of the WHO/UNICEF Global Strat-
egy for Infant and Young Child Feeding [4]. One of the
nine operational targets of the Global Strategy for Infant
and Young Child Feeding is to ensure that every mater-
nity facility practices the BFHI's “Ten Steps to Success-
ful Breastfeeding’ Hospitals or maternity facilities can

Table 1 Ten Steps to Successful Breastfeeding [5]

be designated “Baby-Friendly” if they pass an external
examination that verifies that they comply with the Ten
Steps to Successful Breastfeeding and with the ‘Interna-
tional Code of Marketing of Breastmilk Substitutes’ and
subsequent relevant World Health Assembly resolutions
(the Code). Table 1 details the Ten Steps, which were
updated and revised in 2018, leading to a greater empha-
sis on scaling up to universal coverage, ensuring sustain-
ability, and integrating the programme more fully with
health-care systems [5]. Although the BFHI has been
widely implemented, coverage at a global level remains
low. In 2017 (the latest available data), just 10% of infants
in the world were born in a facility currently designated
as “Baby-friendly” [5].

The Baby-Friendly Community Initiative (BFCI) is
an extension of the BHFI’s 10™" step of the Ten Steps to
Successful Breastfeeding and of the BFHI overall [6].
Its focus is on community-based breastfeeding sup-
ports for women. Given the usual short postpartum
stay in facilities, this 10" step and associated separate
initiatives are often critical to support breastfeeding
mothers beyond the initial days of giving birth. While
almost all countries in the world have implemented
the BFHI at some point in time [4], it appears that
the BFCI has been adopted in a smaller number of
countries, namely low- and middle-income countries
(LMICs), including Kenya, Cambodia, Gambia [6] and
High Income Countries (HICs) such as Italy [7] and
the UK [8].

Critical management procedures:

1a Comply fully with the International Code of Marketing of Breast-milk Substitutes and relevant World Health Assembly resolutions
1b Have a written infant feeding policy that is routinely communicated to staff and parents
1c Establish ongoing monitoring and data-management systems
2 Ensure that staff have sufficient knowledge, competence and skills to support breastfeeding
Key clinical practices
3 Discuss the importance and management of breastfeeding with pregnant women and their families
4 Facilitate immediate and uninterrupted skin-to-skin contact and support mothers to initiate breastfeeding as soon as possible
after birth
5 Support mothers to initiate and maintain breastfeeding and manage common difficulties
6 Do not provide breastfed newborns any food or fluids other than breast milk, unless medically indicated
7 Enable mothers and their infants to remain together and to practice rooming-in 24 h a day
8 Support mothers to recognise and respond to their infants’ cues for feeding
9 Counsel mothers on the use and risks of feeding bottles, teats and pacifiers
10 Coordinate discharge so that parents and their infants have timely access to ongoing support and care
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There have been a number of attempts to review the
literature on the BFHI [9-12]. Most of these reviews are
dated and used inclusion criteria that resulted in these
studies focusing on between 44 [9] and 58 [11] articles.
Our review specifically sought to capture all evidence
from a wider range of sources and settings and up to the
current date.

This scoping review asks the question: what is known
about the implementation of the BFHI and the BFCI
globally? The aim is to map and examine the evidence
relating to the implementation of BFHI and BFCI glob-
ally. Review objectives include:

1. To provide an overview of interventions and/or
approaches to implement the BFHI/BFCI

2. To identify barriers and enablers to implementation
of the BFHI/BFCI

3. To identify knowledge gaps in relation to research on
the BFHI/BFCI

Methods

Scoping reviews map the range of evidence on a par-
ticular topic, identify gaps in the knowledge base, clar-
ify concepts, and document research that informs and
addresses practice [13]. This scoping review has been
conducted according to the Joanna Briggs Institute (JBI)
methodology for scoping reviews [14]. We used the
framework for scoping reviews developed by Arksey &
O’Malley [15] as the foundation, updated and advanced
by Levac et al. [16] and progressed further by new guid-
ance from the JBI [14, 17]. According to this framework,
there are six different stages, including: 1) identifying
the research question; 2) identifying relevant articles;
3) study selection; 4) charting the data; 5) collating,
summarising and reporting results; and 6) consulting
with stakeholders. The scoping review has adhered to
the Preferred Reporting Items for Systematic Reviews
and Meta-Analyses Extension for Scoping Reviews
(PRISMA-ScR) to ensure rigour in reporting. A proto-
col was published for this review [18].

Stage 1: identifying the research question

A pilot search of the literature and scoping exercise
was undertaken by our research team to examine
empirical studies that have focused on the implemen-
tation of the BFHI in Africa [12]. During the literature
search the following topics were examined: health-
care professionals’ knowledge and attitudes towards
the BFHI [13, 15] compliance with the BFHI code [16]
and the implementation of the BFCI [7, 8, 17]. At this
time, we decided to focus on conducting a more sys-
tematic scoping review that incorporates both LMICs
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and HICs, in order to provide up to date evidence and
to identify knowledge gaps.

Stage 2: identifying relevant articles: search strategy

A three-step search strategy, as documented in the JBI
manual was followed. Step one was a limited search for
peer-reviewed, published papers on the PubMed and
CINAHL databases. An academic research librarian
was consulted and an analysis of the words contained in
the titles, abstracts and index terms generated a list of
keywords. Search terms were then piloted to assess the
appropriateness of databases and keywords. The second
step was conducted with the librarian which involved
refining the search terms. The third step was to examine
the references of key articles that were identified for full
text review that met the inclusion criteria. Draft inclusion
and exclusion criteria were tested on a sample of 15 arti-
cles to check the criteria’s suitability. The following data-
bases were selected in consultation with the academic
librarian: PubMed, Embase, Web of Science, Global
Health and CINAHL. The timeframe for the search was
from when the first article was published in a given data-
base, which was 1993, to September 2022.

Inclusion and exclusion criteria
Inclusion criteria were guided by the Population, Con-
cepts, Contexts approach [16], as shown in Table 2.

All research designs were included: qualitative, quan-
titative and mixed method studies. Quantitative stud-
ies included both experimental (e.g., randomised trials,
non-randomised trials) and observational (e.g., cohort,
cross-sectional) study designs. Qualitative studies
included designs such as grounded theory, ethnography,
phenomenology, action research and qualitative descrip-
tive design. In addition, all types of reviews of empirical
research were included. Grey literature was not included,
due to the large numbers of results that were obtained. A
full list of search terms is detailed in Additional file 1.

Inclusion criteria: Articles that:

+ describe the implementation of the BFHI and/or
BECI

Table 2 Population, Concepts, Contexts

Criteria Determinants

Population Women are pregnant, postnatal
period and up to 2 years postpar-
tum

Concepts Baby-Friendly Hospital Initiative
or the Baby-Friendly Community
Initiative

Context Hospital or community. No country

or geographic location excluded
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« evaluate the BFHI (any of the 10 steps) and/or the BFCI

« focus on experiences of accessing/delivering supports
and services through the BFHI and/or BFCI

+ focus on breastfeeding outcomes as a result of the
BFHI and/or BFCI

« focus on any country or group of countries

« are in the peer reviewed literature

« empirical studies

« All types of literature reviews (e.g., systematic
reviews, narrative reviews, scoping reviews)

Exclusion criteria: Articles that:

« focus on other breastfeeding initiatives, supports/
interventions in the hospital and/or community
other than the BFEHI/BFCI

« the site is a baby friendly hospital but the study aim/
objectives are not focused on the implementation of
the BFHI/BECI

« are published in a language other than English

« commentaries, opinion pieces, editorials, evalua-
tions, theses and book chapters and conference pro-
ceedings

Stage 3: study selection

The screening process consisted of two phases: i) title
and abstract screening; ii) full-text screening. In stage i)
all titles and abstracts were screened by two reviewers

Page 4 of 18

in pairs (AM, PP, EC, MC, CM, AW). Screening was
undertaken in Covidence and duplicates were removed.
Where there was disagreement between reviewers as
to whether an article should be included or excluded, a
third reviewer arbitrated. At full text screening stage, the
same process was undertaken. The original search was
undertaken in 2020, an updated search was undertaken
in 2022, and the overall results are shown in Fig. 1.

Stage 4: charting the data

A data charting form was developed, piloted by all mem-
bers of the team on five articles, amended and applied
to all the included articles, according to the JBI frame-
work [14, 17]. Data were charted in Covidence under
the following headings: country, study design, setting,
study population, BFHI steps, study aim and objectives,
description of intervention, summary of results, barriers
and enablers to implementation, evidence gaps, and rec-
ommendations. In keeping with scoping review method-
ology, an assessment of the quality of individual articles
was not undertaken.

Stage 5: collating, summarising and reporting result

It was originally planned to use the PAGER (Patterns,
Advances, Gaps, Evidence for practice and Research
recommendations) methodological framework [19] to
analyse review findings, however, due to the high num-
ber of eligible studies, it was ultimately not practical to
report the findings within this framework. However we

Records identified through
databases
(n = 4568)

Duplicate records removed before screening
(n=592)

A 4

Records screened (title +
abstract) >
(n =3976)

Records excluded
(n =3509)

Full-text articles d for >

eligibility (n = 467)

A

Studies included in review
(n=278)

Studies excluded (n = 189)

«Commentaries, opinion pieces, editorials, evaluations, theses and book

«Article focus on other breastfeeding initiatives, supports/interventions in the

+Article where the site is a Baby-Friendly Hospital but the study aim/objectives
are not focused on the implementation of the BFHI/BFCI (n = 4)

Reasons:
+Article not fully focused on BFHI/BFCI (n = 108)

chapters and conference proceedings (n = 27

+Article published in a language other than English (n = 12)
+Articles are only abstracts (n = 13)

+Only mentions BFHI but not main topic (n = 8)

Further Duplicate (n =7)

«Full text not available (n = 5)

hospital and/or community other than the BFHI/BFCI (n = 5)

Fig. 1 PRISMA Diagram
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have presented the findings of the review under patterns,
evidence gaps and recommendations for practice to meet
stakeholder needs.

Stage 6: consulting with stakeholders

Findings from the review will be prepared for stake-
holders who have expertise in relation to the BFHI and
the BFCIL. These will include researchers, practition-
ers and policy makers at the global level and at WHO
regional levels.

Results

Characteristics of studies

The majority (n=210) of studies focused on the BFHI
overall/all steps, nine on the BFCI with 25 focusing on
becoming BFHI/pre-BFHI (see Table 3). The vast major-
ity of studies focused on hospital and community set-
tings (n=266), with five focused at the national level. In
terms of study design, 46 were qualitative, 139 quantita-
tive, six mixed methods, 28 reviews, and 39 intervention
studies (see Table 4). Seventy-four of the studies were
conducted in the United States of America, 18 in Brazil,
18 in Australia, 11 in Canada, 10 in the United Kingdom
and nine in Italy (see Table 5). Most studies focused
on mothers, babies or both (nz=144), with 60 studies
focused on health professionals of various kinds (see
Table 6). Sixteen studies were published between 1993
and 2000, 62 between 2001 and 2010, 169 between 2011
and 2020 and 31 across 2021 and 2022 (see Table 7).
Additional file 2 provides an overview of all studies and
their key characteristics.

Reviews
While we identified 28 reviews, there have been six

comprehensive attempts to rigorously synthesise the

Table 3 Number of studies as per 10 Steps

Steps included Number of studies

BFHI overall/ All steps 210
BFCI 9
Becoming/ Pre BFHI 25
Neonatal BFHI 2
Step 1 2
Step 2 6
Step 3 5
Step 4 19
Step 5 9
Step 6 12
Step 7 11
Step 8 7
Step 9 12
Step 10 7
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Table 4 Study designs
Design Which includes: Number
of
studies
Qualitative 46
Quantitative 139
‘Quantitative’ 11
Census 2
Cohort 10
Cross sectional 82
Longitudinal 8
Prospective 8
Survey 1
Retrospective analysis 7
Mixed methods 6
Reviews 28
Review 5
Integrative review 2
Narrative review 7
Realist review 1
Systematic review 13
Intervention studies 39
Before and after 12
Intervention study 1
Non-randomised experimental 11
Quasi-experimental 3
Randomised 12
Case control/ case study 9
Economic evaluation 2
Evaluation 3
Other 6
TOTAL 278

evidence on BFHI. The most recent was a scoping
review to identify challenges to the successful imple-
mentation of BFHI and explore strategies to over-
come those barriers [9]. Our review differs in that it is
wider in scope—has wider inclusion criteria—we have
included 278 studies whereas Hirani et al. [9] included
fourty-four. A systematic review by Perez-Escamilla
and colleagues in 2016 [10] focused on the impact of
the BFHI on child health outcomes up to 2012. This
review concluded that adherence to the 10 Steps posi-
tively impacts early initiation of breastfeeding, exclu-
sive breastfeeding and total duration of breastfeeding.
Howe-Heyman & Lutenbacher [20] determined that
the BFHI is an effective intervention to improve breast-
feeding initiation, duration, and exclusivity. In addi-
tion to the various reviews, UNICEF has documented
case studies of the experiences of 13 countries in
implementing the BFHI, across high, middle and low/
incomes countries [12]. There were also some more
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Table 5 Country focus of studies
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Countries

No. of studies

Belgium, Cyprus, France, Indonesia, Jordan, Korea, Mexico, Norway, Portugal, Puerto Rico, Republic of Belarus, Singapore, South Sudan, 1

Sri Lanka

Austria, China, Egypt, Ghana, Greece, Irag, Lebanon, Malawi, New Zealand, Russia, Sweden

Democratic Republic of Congo, Finland, Japan, Pakistan
Croatia, Iran, Malaysia, Nigeria, Saudi Arabia,

Hong Kong

India, Kenya, South Africa, Spain, Switzerland, Taiwan, Turkey
Included multiple countries

[taly

United Kingdom

Canada

Australia

Brazil

United States of America

O U~ W N

10
1
18
18
74

Table 6 Population of study

Population

No. of studies

Postpartum women

Health workers

Postpartum women and newborns

Hospital or health facility level study

Newborn babies

Health workers, postpartum women (and babies)

Academic studies/other

Pregnant women, women attending antenatal care
Documentation review (usually of hospital/ health facility records)

Key BF stakeholders: lactation consultants, breastfeeding coordinators, hospital management
Postpartum women, health workers, and others involved in care (management, but also lay carers, etc.)

Health workers and hospital management
Medical student, recent medical graduates
Neonatal care staff/facilities

Pregnant and postpartum women

76
53
47
27

N
o —

= NN W A MUY O

Table 7 Publication dates of studies

Year range Number
of
studies

1993-2000 16

2001-2010 62

2011-2020 169

2021-2022 31

dated reviews [11, 21, 22]. Some reviews focus on spe-
cific steps, e.g. Step 2 [23, 24]. Some of the reviews are
country specific, e.g. Korea [25], Australia, [26, 27], the
US [28, 29] and the UK [8].

Patterns

Initially, 13 patterns were identified in the extracted data.
These were further analysed and most were found to
align with a particular step of the ‘10 steps’ while others
were more overarching, such as at national policy level.
This alignment and the final six patterns to be presented
are shown in Table 8.

1. National policy and health system

In order to implement BFHI, many studies highlighted
the need for effective and visible national leadership,
demonstrated with legislation, funding and policy. At
a national level, significance of legislation around the
Code, executive and leadership support and culture,
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Table 8 Patterns
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Initial patterns identified

Revised patterns

Final pattern

Policy (national) and health systems
Formula marketing

Socio-economic cultural factors
Hospital policy

NICU/pre-term

Becoming BFHI compliant

Rates of BF

Quantified implementation of 10 steps

00 N OO L AW —

steps)

O

Baby Friendly Community Initiative Step 10

o

Health worker knowledge and education/ training

Interprofessional collaboration

N

Educational programmes for women

w

Breastfeeding culture

Overall/ higher policy level

Step 1b plus most other steps

Overview of implementation outcomes (across

Health worker factors: step 2

Step 3 plus many others- 8,9

1 National policy/ system

Step Ta—merged with hospital policy
Merged with national policy

2 Hospital policy

Step 7 plus others- merged hospital policy
Pre-BFHI- merged with hospital policy

3 Implementation of specific steps

4 Baby Friendly Community Initiative

5 Health workers knowledge and
education/training

6 Educational programmes for women

Merged with women's education

and providing adequate resources concerning uptake
and implementation of the BFHI, was highlighted in an
Australia-based study [30], which noted that little for-
mal government support has been provided to further
develop the BFHI and support the Code. Enablers such
as endorsements of both local administrators and gov-
ernmental policy makers, and effective leadership of
the practice change process was noted in an integrative
review across countries [11]. Strong recognition and sup-
port of the BFHI by the government was the most fre-
quently reported facilitator at the socio-political level,
while UNICEF-dedicated regional coordinators were sin-
gled out as political-level facilitators in Croatia [31], the
USA and Brazil [32].

Specific interventions or approaches that were seen
to be effective at a national level included: a national
collaborative, run by the National Institute for Chil-
dren’s Health Quality, that was designed to acceler-
ate the number of Baby-Friendly designated hospitals
in the United States [33]. Specific policy measures
were also found to be important, such as, in Sweden
which already boasts a strong overall pro-breastfeed-
ing culture, the national health insurance system ena-
bled mothers to spend as much time as they wished
with their newborns in hospital [34]. In Brazil, it was
identified as important to stimulate certain strategies
through government policy, such as continuous inter-
nal evaluation, either through quality improvement
projects or self-audits [35]. Also in Brazil, the provision
of financial incentives to hospitals achieving BFH status
was highlighted as important [36]. Promotion of social
learning opportunities included ‘breastfeeding friendly
premises’ to promote public breastfeeding; and for
breastfeeding women to interact with antenatal women

[37]. In New Zealand, improvements were achieved
through the establishment of a national body with
implementation and auditing oversight of BFHI facility,
promoting Maori and consumer participation at all lev-
els [38]. This study highlighted re-certification require-
ments for midwives of breastfeeding education by the
Midwifery Council, and maternity facilities having paid
BFHI coordinators were other enabling factors. Legisla-
tive efforts such as those in California (which requires
all birthing hospitals to adopt the BFHI by 2025) were
found to be effective at improving BFHI designation
level [39].

Barriers seen at a national level in Australia, included
lack of uniformity in perception of the benefits of BFHI at
all levels of the health system, leading to varied uptake of
the BFHI across the country [25]. Also in Australia, there
were complexities and prolonged processes of accredi-
tation and re-accreditation, which were linked to varied
sizes of health facilities and geography [40].

Socio-economic factors The range of issues identi-
fied under ‘socio-economic factors’ at the national
level included, in terms of barriers, educational level
of mothers in Russia [41], and in the USA: obesity
[42], low wealth [43], ethnicity [39, 44, 45], and rural-
urban residence [46]. Collaboration with government
and other agencies and appropriate use of information
technology were found to key enablers to improve out-
comes within these studies. Those with higher educa-
tion were more likely to commit to exclusive breast-
feeding in Nigeria [47].

Language was identified as a barrier in Switzerland
[48], which was mediated by the mother’s educational
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level and nationality. The term ‘socio-economic status’
is broadly used in studies, as impacting on the capacity
of initiatives to increase breastfeeding rates, for example,
in New Zealand [49]. Sometimes socio-economic factors
were seen inter-sectionally, for example, rural-dwelling
African American mothers were less likely to participate
in BFHI initiatives [44]. Other studies showed higher
rates of EBF in rural areas [46]. Ethnicity, specifically
African-American or Hispanic ethnicity, was highlighted
in the USA as being related to lower EBF rates [39, 45]
though there can be challenges with data and records
about ethnicity. Lisi and colleagues [50] studied the BF
patterns on migrant mothers in Portugal and emphasised
the sociocultural factors that influence practices, regard-
less of BFHI status of the hospital.

Interventions found to address these barriers include
consistent and longer-term culturally tailored breastfeed-
ing education, support, and equipment [29] and ensuring
that language needs are met [48].

Pattern 2. Hospital policy (Step 1b, and affecting all other
steps)

The issues raised in this pattern relate to the presence
and visibility of a hospital policy and its implementation
at hospital/ facility level, as well as wider hospital level
activities to support BFHI implementation. Institutional
support and strong infrastructure, including compre-
hensive written breastfeeding policies, are more likely
to lead to/be related to better breastfeeding support ser-
vices and better breastfeeding outcomes, in the USA [51]
and Canada [52]. Only a small portion of BFHI hospitals
that were examined in South Africa had a written breast-
feeding policy (step 1b) [53]. Facilities (in the USA) that
completed breastfeeding policy revisions improved their
scores [54]. The shift from written breastfeeding and
infant feeding protocols to formal signed breastfeeding
policies in most maternity units was found to positively
affect breastfeeding promotion in the USA [55]. Having
administration staff commitment to BFHI and achieving
accreditation and ongoing support was highlighted in
Australia [56]. As well as the hard evidence from audits,
training, statistics, a ‘hearts and minds’ approach, was
seen to be valuable to emphasise feelings, meanings, atti-
tudes and beliefs in the UK [57].

Interventions included having education materials
distributed widely in institutions, and modified elec-
tronic records to prompt for BF interventions in the USA
[58]. Free-of-charge staff education and on-site compe-
tency verification for intensively collaborating hospitals
and low-cost education for all other hospitals, was found
to have a positive effect in the USA [59].

Barriers included the lack of written policies them-
selves or poor communication about them. One study
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in Turkey showed that BF outcomes were impacted by
a lack of hospital breastfeeding policy that was rou-
tinely communicated to health care staff [60]. A study
of 49 Massachusetts health facilities where deliveries
took place noted that most hospitals did not publicly
display their breastfeeding policy for patients and staff
to see [61]. Little awareness about the importance of
having a written policy which reflects the 10 steps, was
found in Missouri, USA [62]. Many hospitals in Malawi
had not translated the policy into languages commonly
spoken within the catchment area [6]. The barriers to
implementing steps 1 and 2 in New Zealand included:
hospitals at varying stages of BFHI policy development;
hospital policy not necessarily based on government
policy; hospital policies being communicated in differ-
ing ways and dependent on resources. Factors outside of
hospital control impacted on capacity to improve breast-
feeding rates in this same study. Practitioners beyond
the direct jurisdiction and employment of the hospital
posed additional challenges [49].

Preparation for BFHI accreditation Several studies
focused on the processes involved in preparing for BEHI
accreditation and on their enablers. These were mostly
in the USA, where information technology was seen as a
key enabler, as well as having visual displays of the Ten
Steps, a dedicated breastfeeding coordinator and cross-
disciplinary champions [63]. Also in the USA, Feldman-
Winter et al., [33] described a national collaborative and
highlighted the importance of leadership, access to data,
and the creation of front-line resources. In Croatia, addi-
tional enablers included adequate staffing and appropri-
ate structures and policy as well as staff competency [64].
The need to publicise appraisal dates and to involve other
private organisations and centres was highlighted in Tai-
wan [65]. Complexities of accreditation were noted as a
barrier in Australia [39]. A study in the USA highlighted
[66] the most challenging aspects as staff education, pre-
natal education for women, rooming-in arrangements,
ensuring skin-to-skin contact and the ongoing use of
pacifiers and bottles.

Neonatal care settings Several studies in Canada, the
USA and Australia focused on BFHI in the neonatal con-
text at a hospital level. Important factors enabling neona-
tal implementation of BFHI, in one US study, were extra
assistance for women separated from their infants (step
5), the creation of a breastfeeding-friendly environment
and the removal of formula advertising from the hospital
and the neonatal intensive care unit (NICU) (step 6), and
the creation of a support system after the mother’s dis-
charge (step 10) [67]. The overall BFHI guidance was crit-
icised for not explicitly considering the NICU setting by
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Naylor et al. [68] in a USA context. Another study, from
Australia, expanded on these NICU-related challenges by
describing how women and their newborns were treated
and considered separately so that their interdependence
was difficult to maintain [69]. This separation was also
highlighted by Benoit & Seminic [70] where the infant’s
health, lack of breastfeeding support and knowledge were
also factors that acted as barriers to BFHI implementa-
tion in Canada. An Expert Group from the Nordic coun-
tries and Canada suggested the addition of three guiding
principles to support this vulnerable population of moth-
ers and infants in the neo-natal care setting [71].

Formula marketing (Step 1a) Studies that related spe-
cifically to infant formula marketing at hospital level were
from Canada [52], the UK [72] Croatia [31], Saudi Ara-
bia [73] and Brazil [74]. Older studies highlighted how
free or heavily discounted formula and hospitals having
exclusive contracts with formula companies undermined
breastfeeding, while some hospitals practiced wider
product endorsement by including infant formula in dis-
charge packs. More recent studies highlight the role of
‘the Code’ in delaying weaning to counter aggressive mar-
keting practices of the industry. Education included in
the implementation of BFHI was linked with lower rates
of formula feeding in Saudi Arabia [73]. Knutson & But-
ler [75] stated the need for community interventions to
address misinformation about formula supplementation,
especially in relation to addressing racial inequalities.

Pattern 3: implementation of specific steps

Overall, successful BFHI implementation was associ-
ated with higher rates of initiation and continuation of
breastfeeding across studies [21, 76-78]. This applied
across newborns at preterm and term gestations [79] in
the USA. Overall, enablers within this pattern were found
to include breastfeeding knowledge, inter-professional
collaboration, specialised training and support groups.
Barriers included poor infant health status, parent-infant
separation, lack of parental involvement, low breastfeed-
ing knowledge and low breastfeeding support.

Studies often measured which of the Ten Steps were
fulfilled and concluded that the more Baby-Friendly hos-
pital practices mothers met, the better the breastfeeding
outcomes. This was found in Malawi [6] and Hong Kong
[80, 81]. For example, a study in Hong Kong found that
participants who experienced six baby-friendly hospital
practices were significantly more likely to achieve their
planned duration of breastfeeding than those who expe-
rienced one practice [80]. This is described by some as
a ‘dose-response’ pattern, based on the number of steps
implemented [82]. The cumulative effect of the BFHI
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practices, rather than each individual practice, was also
found to be the most important in improving breast-
feeding outcomes in the USA [83].

Some studies highlighted the importance of specific
steps. Step 1 was found to be an important factor for
exclusive breastfeeding duration in Turkey [84]. Staff
shortages were found in Australia [56], Croatia [64], Paki-
stan [85] and Brazil, to affect steps 1, 5, 10 [74]. Step 3,
antenatal education for women was found to be another
very important factor for exclusive breastfeeding dura-
tion in Turkey [84].

Step 4, specifically skin-to-skin contact, was the focus
of several studies, such as in Brazil [86] and the United
States [87, 88]. Step 4 was hindered by the current mater-
nity healthcare practice paradigm of mother-infant sepa-
ration in the United States [86]. Caesarean section was
found to be a persistent barrier to the early initiation of
breastfeeding in South Africa [89], and specifically dif-
ficult in relation to steps 4 and 6 in Iran [90], Australia
[69] and Italy [91]. A study in Croatia noted that train-
ing led to improved implementation of 4, Step 7, Step 8 in
hospitals, though Step 9 was not implemented [64]. Dur-
ing COVID-19, rooming-in was seen to have increased
in hospitals in Italy and most of the newborn care took
place in the mother’s room [92]. This was also found in
Spain [93]. However, it was reported in the Italian study
that earlier discharge due to COVID-19 took away some
professional support.

Hospital lactation policies, high rates of surgical deliv-
eries and nurses having limited education in breastfeed-
ing initiation best practices, were noted as barriers to
best practices related to step 5 in breastfeeding initiation,
in Colorado State, USA [94]. Step 6 was associated with
a higher prevalence of exclusive breastfeeding in Brazil
[95]. Step 7 was highlighted in Sweden [34] and Italy [91].
Negative staff perceptions were seen to decrease rooming
in the UK in an older study [96]. Step 7 was highlighted in
Korea [97], alongside antenatal education programmes,
to increase exclusive breastfeeding (Step 3). Steps 7 and
9 were found to increase BF rates in Switzerland [98].
Steps 9 and 10 were associated with a higher prevalence
of exclusive breastfeeding in Brazil [95].

A longer length of stay in hospital was seen as impor-
tant to breastfeeding in Japan [99]. This duration of hos-
pital stay was possible because of a lump-sum allowance
for childbirth and nursing, in which the cost of deliv-
ery was covered by health insurance. This can be seen
to positively affect steps 5-10. In Croatia, steps 1, 2, 3,
6, 10 were all referenced in a study examining pre- and
post BFHI designation [64]; despite the apparent imple-
mentation success, only a minority of participants stated
that their healthcare providers discussed infant feeding
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during pregnancy, and BFHI standards declined rap-
idly post-hospital designation, highlighting the need for
regular monitoring and reassessment as well as ongo-
ing, effective training for hospital staff. In a Canadian
study, steps 2 and 10 were found to be most impactful
[70]. Sometimes, unintended negative effects were found,
for example related to step 10. The authors of a study in
the Democratic Republic of Congo [100] compared par-
ticipants in two groups, with steps 1-9 and steps 1-10
respectively, and found that having the 10th step actually
lowered EBF rates. The authors speculate that perhaps
the flyers shared with family members as part of step 10
were not appropriate in this setting and may have led to
misinformation from family members to mothers, that
were not countered by information shared by profession-
als on mothers’ visits to the clinics. On the other hand,
Step 10 was seen as specifically important for specific
under-served socio-cultural and economic groups in
Australia [101].

Where studies measured the support for the 10 steps,
there was considerable variation, for example, least sup-
port (28%) for step 1 and greatest support (93%) for step
3. Inconsistencies in implementation of the other steps
were common in a study in the USA [62]. There was also
variation in Iran [90] and Canada [102]. A USA study
[103] reported adherence to the 10 Steps ranging from 10
to 85% (lowest for Step 9, highest for Step 10), with low
adherence also to step 6 (do not provide breastfed new-
borns any food or fluids other than breast milk, unless
medically indicated).

Pattern 4: the Baby Friendly Community Initiative (Step 10)
There was limited evidence about the Baby Friendly
Community Initiative (BFCI), with just nine studies in
total, focusing on Kenya, Italy and Turkey. In Italy, coun-
selling or education being provided concurrently in
various settings was seen to be most effective [104]. A
national working group was also found to be important
in Italy [104]. In Kenya, BFCI implementation had posi-
tive impacts on complementary feeding (weaning, die-
tary diversity) [105]. The national framework in Kenya
included key enablers such as: capacity building, mentor-
ship, integration, social mobilsation and supervision [6].
Integration was also highlighted as critical for Kenya [6,
106]. The community basis of Step 10 of the BFHI itself
was seen to be critical for sustained improvements [10]
and a lack of community services was seen to be a barrier
to improvements [73].

Pattern 5: health worker knowledge and education/ training
(Step 2)

Many different sorts of educational and training inter-
ventions were covered in the research. These were
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focused on improving both knowledge of breastfeed-
ing, increasing support for the BFHI and improv-
ing attitudes towards breastfeeding [23, 24, 107, 108]
across many countries. Training improved hospitals’
compliance with the Ten Steps in Italy [108] the UK
[109] and Canada [110].

Knowledge of the BFHI varied across professional
groups. The least understood steps in medical and nurs-
ing students were steps 1, 3, 8, and 10 [111] in India, with
female students more aware than males about steps 2,
4, 5, 7 and 9. Knowledge was significantly lower among
Residents than Specialists and nurses in Turkey [112].
In a study in Nigeria [113] only 20.8% of health workers
were aware of the need to initiate breastfeeding within
30 min of delivery (step 4) and only 5.25% could dem-
onstrate how to correctly position and attach a baby. In
a nine-country study, four country case studies showed
that whenever programmes were not attended by the
majority of staff from all disciplines, there was resistance
to change [114].

Time pressures, out of date practices and a lack of com-
mitment to BFHI by experienced midwives was found to
have a major impact on newly graduated midwives seek-
ing to develop their breastfeeding support skills, in an
Australia-based study [56]. In a USA study, 15% of staff
did not understand the term “Baby-Friendly Hospital”
when asked “Is your hospital a BFH?’, though 89% of con-
sultants could answer this question [115].

Enablers: Many studies emphasised the need to moni-
tor ongoing learning. Some studies of interventions
focused on single professions, for example nurses in
Singapore [116], where training increased knowledge,
including greater awareness of ‘the Code! The influ-
ence of the nursing staff was greater than that of doc-
tors [117] according to a study from Taiwan. A focus on
basic skills was needed to improve confidence in the UK
[109]. A study in the USA [118] highlighted the role of
nurse-physician leadership dyads, who were committed
to project goals, collaborative working and role model-
ling. The value of practical as well as theoretical train-
ing was emphasised in a study focusing in Texas, USA
[119], where inconsistencies in practice and philosophies
among nurses in how they approach breastfeeding sup-
port were reported. Better training resulted in fewer
mixed messages in another USA study [72]. Continu-
ous health education, in-service training, and teamwork
amongst healthcare professionals were found to be key in
South-Africa [120]. However, the additional cost of staff
time for training was highlighted in a study in Indonesia
[121]. The need for training and retraining to maintain
compliance was emphasised in Hong Kong [122]. Gavine
et al. [123] highlighted an urgent need for high quality
research to inform the design and delivery of effective
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BFHI education and training. Improved self-reported
knowledge was associated with those that have had chil-
dren themselves and those who had formal breastfeeding
education in Canada [124]. Lay breastfeeding educators/
counsellors were included in the focus in a review of the
effectiveness of breastfeeding training in several coun-
tries [125].

Barriers: Overall, a lack of health professionals’ educa-
tion was found to be a barrier to BFHI implementation
across many studies. Inadequate training of health staff
and a high volume of patients was a barrier in Pakistan
[85]. A study in Kenya [110] highlighted specifically the
lack of knowledge related to expressing milk, storing and
treating expressed milk and emphasised related cultural
barriers. Negative attitudes towards breastfeeding were
found to be a barrier in Singapore [116] and Nigeria
[126]. Health professionals in Australia expressed con-
cerns about how the BFHI is misinterpreted by midwives
and others and seen as something forced on women or
reduced to being just a checklist [24]. Changing staff atti-
tudes requires time, according to a study from Iraq [127],
and similar findings were reported from Turkey [60] and
the USA [61]. Whenever programmes were not attended
by the majority of staff from all disciplines, there was
resistance to change [114]. A study conducted in the USA
concluded that staff may have been embarrassed to seek
help if they felt lacking in a skill [58]. Poor communica-
tion by healthcare staff, including judgmental language
and criticism of feeding attempts, affected women in the
UK [8].

Interprofessional collaboration Key enablers for BFHI
implementation in the USA [66] were found to be linking
multi-professional groups with interprofessional educa-
tion and training, while in Spain, using a specific method
of quality improvement cycles proved to be effective
[128]. Both medical and nursing champions with shared
values and vision were seen to be of great value in studies
in the USA [118] and Canada [70]. It was reported that
this type of interprofessional collaboration overcame iso-
lated staff promoting breastfeeding [127]. A network for
postnatal support was suggested, including lactation con-
sultants and community groups, involving hospitals and
outpatient clinics in Saudi Arabia [73]. The specific role of
obstetricians supportive of breastfeeding was highlighted
in Turkey [60], Taiwan [65] and in the USA [129]. Giving
students who conducted work experience in South Afri-
can public hospitals ‘roles’ within a breastfeeding support
framework, such as health advocate, scholar, communi-
cator, manager or professional, had a great influence on
their awareness, which subsequently acted as catalysts for
transforming practice [130]. Lactation consultants were
seen as critical, providing both in- person and telephone
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support [131]. The involvement of hospital-based nutri-
tionists and dieticians was seen as critical in Nigeria
[132].

Various barriers such as the medicalisation of child-
birth and inter-professional struggles were highlighted as
hindering inter-professional teamwork and collaboration
and, therefore, the implementation of BFHI and its inte-
gration into practice in Austria [133].

Pattern 6: educational programmes for women (Steps 3, 8, 9)
Many educational interventions for pregnant and lactat-
ing women were highlighted. Some interventions were
Step specific, such as breastfeeding education in the pre-
natal setting, step 3 [63] and a training course for women
on Step 4, in Egypt [134]. Mothers received education
on both pacifier avoidance for breastfeeding and the use
of pacifiers as a protective factor against Sudden Infant
Death Syndrome, in the USA [135]. Objective testing of
knowledge of breastfeeding support education in practice
skills using self-study videos was undertaken in a study
in the UK & China [136]. Confidence about breastfeed-
ing was increased for women living in western Saudi Ara-
bia through education and the introduction of strategies
such as peer counselling [137]. Women who were in their
first or second trimester of pregnancy until six months
postpartum were offered a minimum of 12 personalised
home-based counselling sessions on infant feeding by
trained community health volunteers, in Kenya [138]. A
breastfeeding ‘self-efficacy workbook’ for women in their
third trimester improved breastfeeding self-efficacy and
exclusive breastfeeding four weeks postpartum in Japan
[139]. Other examples of enabling educational interven-
tions included:

+ providing sufficient information for mothers and the
public about the BFHI, the benefits of breastfeeding,
disadvantages of not breastfeeding, and benefits of
going to accredited facilities (Australia) [40].

+ mothers who gave colostrum as the first food had
more frequently taken lactation counselling support
than mothers who gave prelacteal foods (Turkey)
[140].

« a client-focused practice development approach was
found to be effective in Australia [141].

+ viewing short videos increased breastfeeding knowl-
edge, particularly about hand expression, and
increased confidence in both skills (UK and China)
[136].

+ greatest improvements in breastfeeding were seen
when counselling or education were provided con-
currently in various settings [104].



Walsh et al. International Breastfeeding Journal (2023) 18:22

Barriers: A study in Cyprus found that a large proportion
of pregnant mothers received limited information and/
or education on the benefits and ways to achieve exclusive
breastfeeding [142]. Administrative pressures or lack of sup-
port may have impaired some aspects of BFHI implemen-
tation in individual hospitals that were included in a study
in New Hampshire, USA [59]. Cultural beliefs were shown
to negatively influence pregnant mothers’ decisions regard-
ing adopting good practice in breastfeeding in Nigeria, e.g.
perception of colostrum being stale milk that stayed in the
breast for the nine months of pregnancy [132]. In Lebanon,
the majority of pregnant women who were surveyed for a
study were unfamiliar with the terms baby friendly hospital,
skin-to-skin contact or kangaroo care [143].

Cultural beliefs of mothers, their family members and
others were seen as important across studies, as a wider
context for BFHI implementation. A study in Iran [144]
found that while breastfeeding is culturally the norm,
exclusive breastfeeding is not, with supplements given
to most newborns in hospital. This was also found in the
USA [129] especially for those from under-served popu-
lations, of lower socio-economic status.

Evidence gaps

Many studies identified gaps in the existing evidence.
Patterns in study design and data collection that arose
were as follows:

Study design issues: The importance of conducting
studies with a control group and the need to carry
out more experimental studies was highlighted multi-
ple times [20, 136, 145—147]. More cost-effectiveness
studies are also required, as highlighted in a recent
study [148]. Ducharme-Smith et al. [103] highlighted
that there is still a need for studies using larger sam-
ples to robustly test for differences in practices asso-
ciated with BFHI and to examine implementation of
all steps among different groups of women. The lack
of long-term documentation, longitudinal studies or
a historical data series of external evaluations was
noted in several articles [149-151]. Staff surveys car-
ried out over time need to take account of turnover of
staff, therefore longitudinal studies are recommended
[116]. Mékel4 et al. [152] also emphasised the need to
study the sustainability of achieved changes in prac-
tice, based on a study in Finland, as did a study in the
USA [153]. Shing et al. [122] highlighted the need to
consider wider cultural changes about breastfeeding,
when conducting longitudinal studies. Multi-centre
studies to investigate the impact and factors affecting
the implementation of the BFHI programme are also
needed [73].
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Data issues: There was a stated need to improve the
quality and validity of the collation of breastfeed-
ing data (e.g., by means of a standardised external
review) and to perform prevalence studies. Limited
size of samples was noted several times [55, 86, 154,
155]. Numerous studies [54, 156, 157] suggest stand-
ardised and expanded data collection methods and
tools to measure breastfeeding rates, and validated
collection instruments to obtain more accurate, reli-
able, and replicable results. In addition, self-report-
ing/ selection biases were pointed out in several stud-
ies [59, 158—160]. Shaker et al. [161] noted potential
institutional-level confounders, suggesting obtaining
responses from multiple individuals at each institu-
tion, and validating the hospital staff responses with
individual patient responses to similar questions.

Recommendations for practice and policy

Within many studies, recommendations for practice and
policy were highlighted, across different levels and set-
tings. At a national level, political enforcement of, and
support for, BFHI implementation can assist in expanding
the designation process of Baby-Friendly Hospitals [26,
76, 162]. National standards were seen as critical [162].
The inclusion of the principles and tools of the BFHI into
national standards for healthcare facility accreditation was
also deemed important [162]. There was a need to evaluate
and recognise incremental improvements in breastfeed-
ing-related maternity care practices [54]. Extending BFHI
implementation to the private sector was recommended
[163]. Support for hospitals not currently on the path to
Baby-Friendly status may include evidence of positive
results achieved in already accredited facilities to promote
the uptake of these practices, and work toward achieving
Baby-Friendly designation [164]. National awareness cam-
paigns were also recommended [143].

Advocacy for additional government resources is
needed to support scale-up of BFCI [148], alongside an
assessment of the scaling-up environment for BFCI in the
context of BFHI, using the Becoming Baby Friendly Index
at subnational levels. BFCI indicators should be integrated
into the routine community reporting tools and the Dis-
trict Health Information Systems for sustainability [6].
Future efforts should link implementation of BFCI and
BFHI, per the updated WHO Guidelines [5], to ensure
the continuum of care for breastfeeding counselling and
support, from facility to community level [6]. A need for
community involvement in the provision of appropri-
ate support was recognised, with community support
groups and community-based counsellors. Encouraging
the formation of mother-to-mother support groups was
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recommended [165]. Future strategies focus on having
all relevant community providers achieve Baby-Friendly
Community Initiative accreditation [38]. Wider use of
the World Breastfeeding Trends Index and the Becoming
Breastfeeding Friendly Index [166] would add to the scale-
up of BFHI. Culturally sensitive breastfeeding education
is needed [29, 167] and considerations for the socio-
economic status of a community, as well as the need for
language translation services [49]. A study in Jordan high-
lighted the need to study how infant gender affects wom-
en’s breastfeeding choices and practices [168]. In LMICs,
diversification of funding sources and partnerships for
BFHI should be explored to ensure continued funding,
with increasing government commitments [6].

Ongoing quality assurance is crucial, as is systematic
(re)assessment of BFHI designated hospitals [64, 76, 169—
174] in particular, integrating reassessment into qual-
ity improvement and strengthening capacity for quality
assurance. New assessment tools may be used to precisely
assess the difficulties experienced with BFH compliance
requirements and to provide a database for future BFH
reassessments [170]. Assessment should include socio-
demographic data to understand the impact including on
mental health related outcomes [175], and the impact that
the BFHI has on disadvantaged or minority populations
[176]. In addition, future quality improvement initiatives
involving the BFHI should use a more robust report-
ing system that is automatic, less burdensome and inte-
grated into electronic health records with the potential
to enhance continuous quality improvement in maternity
care practices [176]. Late preterm infants and their moth-
ers may benefit from adaptation of Baby-Friendly Hospital
practices, particularly in Level 2 and Level 3 NICU set-
tings as the clinical situation permits [80]. Applying more
proactive measures would have an even bigger impact on
breast-feeding prevalence in the NICU [177].

At the hospital level, there were many recommendations
highlighted. Hospital administrators should establish and
monitor breastfeeding policies [80, 178, 179]. Updating and
strengthening undergraduate, pre-service, and in-service
breastfeeding support capacity and BFHI education and
training for healthcare practitioners will ensure changes in
practices over the long term [6, 65, 76, 121, 150, 170, 180,
181] including training of hospital managers [149]. Tar-
geted educational interventions are needed [182].

Hospitals with Baby-Friendly status should consider mod-
els of breastfeeding support that favour long-term health-
care relationships across the perinatal period. There is a
need for a continuous healthcare model [167], including
post-discharge support services [101]. The importance of
antenatal contact was emphasised [183, 184]. Consideration
should be given to a combination of systems with attention
given to the provision of support to breastfeeding mothers
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in the early weeks after birth [185]. To promote breastfeed-
ing, interventions should be delivered in a combination of
settings by involving health systems, home and family and
the community environment concurrently [105]. As in other
areas of public health, authors of a USA study emphasised
that multiple strategies and actions across socio-ecological
levels (e.g., government, institutions, intrapersonal, indi-
vidual) are deemed to be necessary to change the political,
administrative, and societal norms for maternity care prac-
tices and policies that support successful breastfeeding,
both in the hospital and community settings [72].

Conclusion

In this scoping review, we sought to identify and map
what is known about the implementation of the BFHI
and the BFCI globally. We have included evidence from
a wider range of sources than before, across all settings.
A limitation of the review is a lack of critical appraisal of
included studies, which may have resulted in studies of
low quality being included. Studies that were published
in a language other than English were excluded. Evidence
from over 48 countries globally, and gathered from many
different stakeholders—from women, health profession-
als and policy makers—is presented and organised here,
to highlight six key patterns associated with implemen-
tation of the initiatives. These patterns mapped, to some
extent, on to the Ten Steps for Successful Breastfeeding
themselves, and range from national health system level
to community level interventions between women and
health professionals and others supporting breastfeed-
ing. The BFHI has been revitalised in many countries. It
seems that the potential of the BFCI has not been real-
ised in settings beyond the initial countries in which it
was implemented. Evidence gaps highlighted the need for
having longer term follow-up outcome data, and having
experimental designs where appropriate.

These results can help to support and further enable
the effective implementation of BFHI and BFCI globally.
Researchers can build on this evidence base to plan and
carry out higher quality studies to advance understanding
and improve future implementation of the BFHI and BFCIL.

Abbreviations

BFCI Baby-Friendly Community Initiative

BFHI Baby-Friendly Hospital Initiative

EBF Exclusive Breastfeeding

HIC Higher Income Countries

JBI Joanna Briggs Institute

LMIC Lower and Middle Income Countries

NICU Neonatal Intensive Care Unit

PRISMA-ScR  Preferred Reporting Items for Systematic Reviews and Meta-
Analyses Extension for Scoping Reviews

SDGs Sustainable Development Goals

UNICEF United Nations Children’s Fund

WHO World Health Organization



Walsh et al. International Breastfeeding Journal (2023) 18:22

Supplementary Information

The online version contains supplementary material available at https://doi.
org/10.1186/513006-023-00556-2.

Additional file 1. Search terms.
Additional file 2. Overview of studies.

Additional file 3. Preferred Reporting Items for Systematic reviews and
Meta-Analyses extension for Scoping Reviews (PRISMA-ScR) Checklist.

Acknowledgements

The authors would like to thank Associate Librarian Andrew Simpson and
Information Specialist Paul Murphy from the RCSI library, who supported the
development of the search strategy and updated searches.

Authors’ contributions

AW, AM and PP designed the review. AW, AM, PP, EC, MC, CM and CK carried
out the article screening and data charting. AW, AM, PP and NM undertook
data analysis and synthesis and writing of the draft manuscript. All authors

read and approved the final manuscript.

Funding
Irish Research Council, with the Department of Foreign Affairs, Ireland. Grant
number: COALESCE/2019/89.

Availability of data and materials
All data generated during this study are included in this published article and
supplementary information.

Declarations

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details

'RCSI, University of Medicine and Health Sciences, Dublin, Ireland. 2Dublin City
University, Dublin, Ireland. *University of Limerick, Limerick, Ireland. *Kamuzu
University of Health Sciences, Blantyre, Malawi.

Received: 11 January 2023 Accepted: 26 March 2023
Published online: 15 April 2023

References

1. Victora CG, Bahl R, Barros AJ, Franca GV, Horton S, Krasevec J, et al.
Breastfeeding in the 21st century: epidemiology, mechanisms, and
lifelong effect. Lancet. 2016;387(10017):475-90.

2. Development Initiatives Poverty Research Ltd. Global Nutrition report:
the state of global nutrition. Bristol: Development Initiatives; 2021.

3. Rollins NC, Bhandari N, Hajeebhoy N, Horton S, Lutter CK, Martines
JC, et al. Why invest, and what it will take to improve breastfeeding
practices? Lancet. 2016;387(10017):491-504.

4. World Health Organization. Global strategy for infant and young child
feeding WHO, Editor. Geneva: World Health Organization; 2003.

5. World Health Organization and United Nations Children’s Fund. Protect-
ing, promoting, and supporting breastfeeding in facilities providing
maternity and newborn services: the revised Baby-friendly hospital
Initiative. Geneva: WHO, UNICEF; 2018.

6. Kavle JA, Ahoya B, Kiige L, Mwando R, Olwenyi F, Straubinger S, et al.
Baby-friendly community initiative-from national guidelines to imple-
mentation: a multisectoral platform for improving infant and young

20.

22.

23.

24.

25.

26.

27.

28.

Page 14 of 18

child feeding practices and integrated health services. Matern Child
Nutr. 2019;15(Suppl 1):e12747.

Bettinelli ME, Chapin EM, Cattaneo A. Establishing the baby-friendly
community initiative in Italy: development, strategy, and implementa-
tion. J Hum Lact. 2012;28(3):297-303.

Fallon VM, Harrold JA, Chisholm A.The impact of the UK baby friendly
initiative on maternal and infant health outcomes: a mixed-methods
systematic review. Matern Child Nutr. 2019;15(3):e12778.

Hirani SSA, Ahmadi R. Barriers and strategies for successful implemen-
tation of Baby-Friendly Hospital Initiative: a scoping review. Clinical
Lactation. 2022;13(3):139-55.

Perez-Escamilla R, Martinez JL, Segura-Perez S. Impact of the Baby-
friendly Hospital Initiative on breastfeeding and child health outcomes:
a systematic review. Matern Child Nutr. 2016;12(3):402-17.

Semenic S, Childerhose JE, Lauziere J, Groleau D. Barriers, facilitators,
and recommendations related to implementing the Baby-Friendly
Initiative (BFI): an integrative review. J Hum Lact. 2012;28(3):317-34.
UNICEF, World Health Organization. Country experiences with the Baby-
friendly Hospital Initiative. Compendium of case studies from around
the world. Geneva: UNICEF;, WHO; 2017.

Colguhoun HL, Levac D, O'Brien KK, Straus S, Tricco AC, Perrier L, et al.
Scoping reviews: time for clarity in definition, methods, and reporting. J
Clin Epidemiol. 2014;67(12):1291-4.

Peters MD, Marnie C, Tricco AC, Pollock D, Munn Z, Alexander L, et al.
Updated methodological guidance for the conduct of scoping reviews.
JBI Evid Synth. 2020;18(10):2119-26.

Arksey H, O'Malley L. Scoping studies: towards a methodological frame-
work. Int J Soc Res Methodol. 2005;8(1):19-32.

Levac D, Colquhoun H, O'Brien KK. Scoping studies: advancing the
methodology. Implement Sci. 2010;5:69.

Peters MD, Godfrey CM, Khalil H, McInerney P, Parker D, Soares CB. Guid-
ance for conducting systematic scoping reviews. JBI Evid Implement.
2015;13(3):141-6.

Walsh A, Pieterse P McCormack Z, Chirwa E, Matthews A. Improv-

ing breastfeeding support through the implementation of the baby
friendly hospital and community initiatives: a scoping review protocol.
HRB Open Res. 2021;4:1.

Bradbury-Jones C, Aveyard H, Herber OR, Isham L, Taylor J, O'malley L.
Scoping reviews: the PAGER framework for improving the quality of
reporting. Int J Soc Res Methodol. 2022;25(4):457-70.

Howe-Heyman A, Lutenbacher M. The Baby-Friendly Hospital Initiative
as an intervention to improve breastfeeding rates: a review of the
literature. J Midwifery Womens Health. 2016;61(1):77-102.

Beake S, Pellowe C, Dykes F, Schmied V, Bick D. A systematic review of
structured compared with non-structured breastfeeding programmes
to support the initiation and duration of exclusive and any breast-
feeding in acute and primary health care settings. Matern Child Nutr.
2012;8(2):141-61.

Figueredo SF, Guardia Mattar MJ, Freitas de Vilhena Abrao AC.
Baby-Friendly Hospital Initiative: a policy of promoting, protect-

ing and supporting breastfeeding. Acta Paulista de Enfermagem.
2012;25(3):459-63.

Balogun OO, Dagvadorj A, Yourkavitch J, da Silva LK, Suto M, Takemoto
Y, et al. Health facility staff training for improving breastfeeding
outcome: a systematic review for step 2 of the Baby-Friendly Hospital
Initiative. Breastfeed Med. 2017;12(9):537-46.

Schmied V, Gribble K, Sheehan A, Taylor C, Dykes FC.Ten steps or climb-
ing a mountain: a study of Australian health professionals’ perceptions
of implementing the baby friendly health initiative to protect, promote
and support breastfeeding. BMC Health Serv Res. 2011;11:1.

Lokeesan L, Martin E, Miller Y. Scoping review of Baby-Friendly Hospital
Initiative compliance and breastfeeding initiation in Sri Lanka. J Obstet
Gynecol Neonatal Nurs. 2022;51(2):153-65.

Atchan M, Davis D, Foureur M. The impact of the baby friendly health
initiative in the Australian health care system: a critical narrative review
of the evidence. Breastfeed Rev. 2013;21(2):15-22.

Fallon A, Crepinsek M, Hegney D, O'Brien M. The Baby-Friendly Hospital
Initiative and breastfeeding duration: relating the evidence to the
Australian context. Birth Issues. 2005;14(3):90-5.

Cramton R, Zain-Ul-Abideen M, Whalen B. Optimizing successful breast-
feeding in the newborn. Curr Opin Pediatr. 2009;21(3):386-96.


https://doi.org/10.1186/s13006-023-00556-2
https://doi.org/10.1186/s13006-023-00556-2

Walsh et al. International Breastfeeding Journal

29.

30.

32.

33.

34

35.

36.

37.

38.

39

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

(2023) 18:22

Munn AC, Newman SD, Mueller M, Phillips SM, Taylor SN. The impact

in the United States of the Baby-Friendly Hospital Initiative on

early infant health and breastfeeding outcomes. Breastfeed Med.
2016;11(5):222-30.

Esbati A, Taylor J, Henderson A, Barnes M, Kearney L. Perspectives

about the Baby Friendly Hospital/Health Initiative in Australia: an online
survey. Int Breastfeed J. 2020;15:23.

Grguric J, Zakarija-Grkovic |, Bosnjak AP, Stanojevic M. A multifaceted
approach to revitalizing the Baby-Friendly Hospital Initiative in Croatia. J
Hum Lact. 2016;32(3):568-73.

Pérez-Escamilla R, Vilar-Compte M, Rhodes E, Sarmiento OL, Corvalan

C, Sturke R, et al. Implementation of childhood obesity prevention

and control policies in the United States and Latin America: lessons for
cross-border research and practice. Obes Rev. 2021;22(3):13247.
Feldman-Winter L, Ustianov J. Lessons learned from hospital leaders
who participated in a national effort to improve maternity care prac-
tices and breastfeeding. Breastfeed Med. 2016;11(4):166-72.

Nyqvist KH, Kylberg E. Application of the Baby Friendly Hospital Initia-
tive to neonatal care: suggestions by Swedish mothers of very preterm
infants. J Hum Lact. 2008;24(3):252-62.

Ortiz PN, Rolim RB, Lima e Souza MF, Soares PL, de O. VieiraT, et al. Com-
paring breastfeeding practices in Baby Friendly and non-accredited
hospitals in Salvador, Bahia. Rev Bras Saude Mater Infant. 2011;11(4):405.
Venancio SI, Medici Saldiva SRD, Loureiro Escuder MM, Justo Giugliani
ER. The Baby-Friendly Hospital Initiative shows positive effects on
breastfeeding indicators in Brazil. J Epidemiol Community Health.
2012,66(10):914-8.

Thomson G, Dykes F. Women's sense of coherence related to their
infant feeding experiences. Matern Child Nutr. 2011;7(2):160-74.

Martis R, Stufkens R. The New Zealand/Aotearoa Baby-Friendly Hospital
Initiative implementation journey: piki ake te tihi-"strive for excellence”
J Hum Lact. 2013;29(2):140-6.

Patterson JA, Keuler NS, Olson BH. The effect of Baby-friendly status

on exclusive breastfeeding in U.S. hospitals. Matern Child Nutr.
2018;14(3):212589.

Esbati A, Henderson A, Taylor J, Barnes M. The uptake and implementa-
tion of the Baby Friendly Health Initiative in Australia. Women Birth.
2019;32(3):.e323-33.

Helsing E, Chalmers BE, Dinekina TJ, Kondakova NI. Breastfeeding, baby
friendliness and birth in transition in North Western Russia: a study of
women'’s perceptions of the care they receive when giving birth in six
maternity homes in the cities of Archangelsk and Murmansk, 1999. Acta
Paediatr. 2002;,91(5):578-83.

Kair LR, Nickel NC, Jones K, Kornfeind K, Sipsma HL. Hospital breastfeed-
ing support and exclusive breastfeeding by maternal prepregnancy
body mass index. Matern Child Nutr. 2019;15(3):e12783.

Taylor EC, Nickel NC, Labbok MH. Implementing the ten steps for suc-
cessful breastfeeding in hospitals serving low-wealth patients. Am J
Public Health. 2012;102(12):2262-8.

Munn AC, Newman SD, Phillips SM, Mueller M, Taylor SN. Factors
influencing south-eastern U.S. mothers’ participation in Baby-Friendly
practices: a mixed-methods study. J Hum Lact. 2018;34(4):821-34.
Nobari T, Jiang ZL, Wang MC, Whaley SE. Baby-Friendly Hospital Initia-
tive and breastfeeding among WIC-participating infants in Los Angeles
County. J Hum Lact. 2017;33(4):677-83.

Olang B, Farivar K, Heidarzadeh A, Strandvik B, Yngve A. Breastfeeding in
Iran: prevalence, duration and current recommendations. Int Breastfeed
J.2009;4:8.

Ojofeitimi EO, Esimai OA, Owolabi OO, Oluwabusi, Olaobaju OF, Olanuga TO.
Breastfeeding practices in urban and rural health centres: impact of baby
friendly hospital initiative in lle-Ife, Nigeria. Nutr Health. 2000;14(2):119-25.
Merten S, Ackermann-Liebrich U. Exclusive breastfeeding rates and
associated factors in Swiss Baby-Friendly hospitals. J Hum Lact.
2004,20(1):9-17.

Moore T, Gauld R, Williams S. Implementing Baby Friendly Hospital Ini-
tiative policy: the case of New Zealand public hospitals. Int Breastfeed J.
2007;2:8.

Lisi C, De Freitas C, Barros H. Maternal country of birth and exclusive
breastfeeding during the first in-hospital day in Portugal: the influence
of the Baby-Friendly Hospital Initiative. J Hum Lact. 2020;37(1):147-57.

51

52.

53.

54.

55.

56.

57.

58

59.

60.

62.

63.

64.

65

66.

67.

68.

69.

70.

71

72.

Page 150f 18

Rosenberg KD, Stull JD, Adler MR, Kasehagen LJ, Crivelli-Kovach A.
Impact of hospital policies on breastfeeding outcomes. Breastfeed Med.
2008;3(2):110-6.

Levitt CA, Kaczorowski J, Hanvey L, Avard D, Chance GW. Breastfeed-
ing policies and practices in Canadian Hospitals: comparing 1993 with
2007. Birth. 2011;38(3):228-37.

Nikodem C, Schelke L, Enraght-Moony L, Hofmeyr GJ. Breastfeeding in
crisis: survey results of the Baby-Friendly Hospital Initiative. Curationis.
1995;18(3):39-42.

Long SA, Young MA, Tender JA, Dewitty VP, Logan K, Kadeshe M, et al.
The DC Breastfeeding-Friendly Hospital Initiative: an evaluation of
hospitals’support for breastfeeding in the capital of the United States. J
Hum Lact. 2013;29(4):465-8.

Kovach AC. A 5-year follow-up study of hospital breastfeeding policies
in the Philadelphia area: a comparison with the ten steps. J Hum Lact.
2002;18(2):144-54.

Reddin E, Pincombe J, Darbyshire P. Passive resistance: early experiences
of midwifery students/graduates and the Baby Friendly Health Initiative
10 steps to successful breastfeeding. Women Birth. 2007;20(2):71-6.
Thomson G, Bilson A, Dykes F. Implementing the WHO/UNICEF Baby
Friendly Initiative in the community: a “hearts and minds”approach.
Midwifery. 2012;28(2):258-64.

VanDevanter N, Gennaro S, Budin W, Calalang-Javiera H, Minh N. Evalu-
ating implementation of a Baby Friendly Hospital Initiative. MCN Amer J
Mat Child Nurs. 2014;39(4):231.

Whalen BL, Kelly J, Holmes AV. The New hampshire ten steps to suc-
cessful breastfeeding collaborative: a statewide Ql initiative. Hosp
Pediatr. 2015;5(6):315-23.

Gokgay G, Uzel N, Kayaturk F, Neyzi O. Ten steps for successful breast-
feeding: assessment of hospital performance, its determinants and
planning for improvement. Child Care Health Dev. 1997;23(2):187-200.
Grizzard TA, Bartick M, Nikolov M, Griffin BA, Lee KG. Policies and prac-
tices related to breastfeeding in Massachusetts: hospital implementa-
tion of the ten steps to successful breastfeeding. Matern Child Health J.
2006;10(3):247-63.

Syler GP, Sarvela P, Welshimer K, Anderson SL. A descriptive study of
breastfeeding practices and policies in Missouri hospitals. J Hum Lact.
1997;13(2):103-7.

Bruney T, Campbell D, lyare A. Achieving baby-friendly designation at a
large metropolitan center. Am J Perinatol. 2020;37(4):430-5.
Zakarija-Grkovic I, Segvic O, Bozinovic T, Cuze A, Lozancic T, Vuckovic

A, et al. Hospital practices and breastfeeding rates before and after

the UNICEF/WHO 20-hour course for maternity staff. J Hum Lact.
2012,28(3):389-99.

Weng DR, Hsu CS, Gau ML, Chen CH, Li CY. Analysis of the outcomes

at baby-friendly hospitals: appraisal in Taiwan. Kaohsiung J Med Sci.
2003;19(1):19-28.

Vasquez MJ, Berg OR. The baby-friendly journey in a US public hospital.
J Perinat Neonat Nurs. 2012;26(1):37.

Merewood A, Philipp BL, Chawla N, Cimo S. The Baby-Friendly Hospital
Initiative increases breastfeeding rates in a US neonatal intensive care
unit. J Hum Lact. 2003;19(2):166-71.

Naylor L, Clarke-Sather A. Factors impacting breastfeeding and

milk expression in the neonatal intensive care unit. Int J Caring Sci.
2020;13(2):970-81.

Taylor C, Gribble K, Sheehan A, Schmied V, Dykes F. Staff perceptions
and experiences of implementing the Baby Friendly Initiative in neo-
natal intensive care units in Australia. J Obstet Gynecol Neonatal Nurs.
2011;40(1):25-34.

Benoit B, Semenic S. Barriers and facilitators to implementing the Baby-
Friendly Hospital Initiative in neonatal intensive care units. J Obs Gyn &
Neonat Nurs. 2014;43(5):614-24.

Nyqvist KH, Haggkvist AP, Hansen MN, Kylberg E, Frandsen AL, Maastrup
R, et al. Expansion of the Baby-Friendly Hospital Initiative ten steps to
successful breastfeeding into neonatal intensive care: expert group
recommendations. J Hum Lact. 2013;29(3):300-9.

Dennison BA, Nguyen TQ, Gregg DJ, Fan W, Xu C. The impact of hospital
resources and availability of professional lactation support on maternity
care: results of breastfeeding surveys 2009-2014. Breastfeed Med.
2016;11:479-86.



Walsh et al. International Breastfeeding Journal

73.

74.

75.

76.

77.

78.

79.

80.

81.

82.

83.

84.

85.

86.

87.

88.

89.

90.

91.

92.

93.

94.

(2023) 18:22

Mosher C, Sarkar A, Hashem AA, Hamadah RE, Alhoulan A, AIMakadma
YA, et al. Self-reported breastfeeding practices and the Baby Friendly
Hospital Initiative in Riyadh, Saudi Arabia: prospective cohort study.
BMJ Open. 2016;6(12):e012890.

Souza MFL, Ortiz PN, Soares PL, Vieira TO, Vieira GO, Silva LR. Evaluation
of breastfeeding promotion in Baby-Friendly Hospitals. Revista Paulista
de Pediatria. 2011,29(4):502--8.

Knutson J, Butler J. Providing equitable postpartum breastfeed-

ing support at an urban academic hospital. Nurs Womens Health.
2022,26(3):184-93.

Al-Jawaldeh A, Abul-Fadl A. Assessment of the Baby Friendly Hospital
Initiative Implementation in the Eastern Mediterranean Region. Chil-
dren. 2018,5(3):41.

Bouras G, Mexi-Bourna P, Bournas N, Christodoulou C, Daskalaki A, Tasio-
poulou |, et al. Mothers' expectations and other factors affecting breast-
feeding at six months in Greece. J Child Health Care. 2013;17(4):387-96.
Camurdan AD, Oezkan S, Yueksel D, Pasli F, Sahin F, Beyazova U. The
effect of the baby-friendly hospital initiative on long-term breastfeed-
ing. Int J Clin Pract. 2007;61(8):1251-5.

Goyal NK, Attanasio LB, Kozhimannil KB. Hospital care and early breast-
feeding outcomes among late preterm, early-term, and term infants.
Birth. 2014;41(4):330-8.

Tarrant M, Wu KM, Fong DY, Lee IL, Wong EM, Sham A, et al. Impact of
baby-friendly hospital practices on breastfeeding in Hong Kong. Birth.
2011,38(3):238-45.

Lok KYW, Chow CLY, Fan HSL, Chan VHS, Tarrant M. Exposure to Baby-
Friendly Hospital practices and mothers’achievement of their planned
duration of breastfeeding. BMC Pregnancy Childbirth. 2020;,20:261.
McCreath WA, Wilcox S, Laing V, Crump D, Gilles J. Improving the num-
ber of mothers breastfeeding in the postpartum period. Primary Care
Update for Ob/Gyns. 2001;8(1):40-3.

DiGirolamo AM, Grummer-Strawn LM, Fein S. Maternity care practices:
implications for breastfeeding. Birth. 2001;28(2):94-100.

Yilmaz E, Doga Ocal F, Vural Yilmaz Z, Ceyhan M, Fadil Kara O, Kiictik&z-
kanT. Early initiation and exclusive breastfeeding: Factors influencing
the attitudes of mothers who gave birth in a Baby-Friendly Hospital.
Turk Jinekoloji ve Obstetrik Dernegi Dergisi. 2017;14(1):1-9.

Shakeel F, Sehar F, Dastgir G, Akhtar F, Jamil Y, Jamal BA. Implementa-
tion of Baby Friendly Hospital Initiative in various private and public
hospitals of Lahore. Pakistan J Med Health Sci. 2020;14(1):182-7.
Vivancos RBZ, Leite AM, Furtado MCC, de Gées FSN, Haas VJ, Scochi
CGS. Feeding newborns after hospital discharge from a Baby-Friendly
Health Care Institution. Acta Paulista De Enfermagem. 2008;21:439-43.
Barrera CM, Nelson JM, Boundy EO, Perrine CG. Trends in Rooming-

in Practices among Hospitals in the United States, 2007-2015. Birth.
2018;45(4):432-9.

Brodribb W, Kruske S, Miller YD. Baby-Friendly Hospital Accredita-

tion, in-Hospital Care Practices, and Breastfeeding. Pediatrics.
2013;131(4):685-92.

Van Der Merwe M, Du Plessis L, Jooste H. Comparison of infant-feeding
practices in two health subdistricts with different baby-friendly status
in Mpumalanga province. South Afr J Clin Nutri. 2015;28(3):121-7.
Zarshenas M, Zhao 'Y, Binns CW, Scott JA. Baby-friendly hospital
practices are associated with duration of full breastfeeding in
primiparous but not multiparous Iranian women. Matern Child Nutr.
2018;14(3):212583.

Consales A, Crippa BL, Cerasani J, Morniroli D, Damonte M, Bettinelli ME,
et al. Overcoming rooming-in barriers: a survey on mothers' perspec-
tives. Front Pediatr. 2020;8:53.

Giusti A, Chapin EM, Spila Alegiani S, Marchetti F, Sani S, Preziosi J,
et al. Prevalence of breastfeeding and birth practices during the first
wave of the COVID-19 pandemic within the Italian Baby-Friendly
Hospital network. What have we learned? Annali dell'lstituto Superi-
ore di Sanita. 2022;58(2):100-8.

Muhoz-Amat B, Pallds-Alonso CR, Herndndez-Aguilar M-T. Good prac-
tices in perinatal care and breastfeeding protection during the first
wave of the COVID-19 pandemic: a national situation analysis among
BFHI maternity hospitals in Spain. Int Breastfeed J. 2021;16:66.
Weddig J, Baker SS, Auld G. Perspectives of hospital-based nurses on
breastfeeding initiation best practices. J Obstet Gynecol Neonatal
Nurs. 2011;40(2):166-78.

95.

96.

97.

98.

99.

100.

101.

102.

103.

104.

105.

108.

109.

12

113.

114.

115.

Page 16 of 18

Passanha A, Benicio MH, Venancio SI, Reis MC. Influence of the
support offered to breastfeeding by maternity hospitals. Rev Saude
Publica. 2015;49:85.

Svensson K, Matthiesen AS, Widstrom AM. Night rooming-in: who
decides? An example of staff influence on mother’s attitude. Birth.
2005;32(2):99-106.

Park HW, Ryu KH, Piao Y, Li P, Hong JS, Kim HB, et al. Positive

effect of Baby-Friendly Hospital Initiatives on improving mothers’
intention for successful breastfeeding in Korea. J Korean Med Sci.
2018;33(43):e272.

Forrester-Knauss C, Merten S, Weiss C, Ackermann-Liebrich U, Stutz
EZ.The Baby-Friendly Hospital Initiative in Switzerland: trends over a
9-year period. J Hum Lact. 2013;29(4):510-6.

Yoda T, Takahashi K, Yamauchi Y. Japanese trends in breastfeeding
rate in Baby-Friendly Hospitals between 2007 and 2010: a retrospec-
tive hospital-based surveillance study. BMC Pregnancy Childbirth.
2013;13:207.

Yotebieng M, Labbok M, Soeters HM, Chalachala JL, Lapika B, Vitta BS,
et al. Ten steps to successful breastfeeding programme to promote
early initiation and exclusive breastfeeding in DR Congo: a cluster-
randomised controlled trial. Lancet Glob Health. 2015;3(9):e546-55.
Pincombe J, Baghurst P, Antoniou G, Peat B, Henderson A, Reddin E.
Baby Friendly Hospital Initiative practices and breastfeeding duration
in a cohort of first-time mothers in Adelaide. Australia Midwifery.
2008;24(1):55-61.

Chalmers B, Levitt C, Heaman M, O'Brien B, Sauve R, Kaczorowski J.
Breastfeeding rates and hospital breastfeeding practices in Canada: a
national survey of women. Birth. 2009;36(2):122-32.

Ducharme-Smith K, Gross SM, Resnik A, Rosenblum N, Dillaway C,
Orta Aleman D, et al. Exposure to Baby-Friendly Hospital practices and
breastfeeding outcomes of WIC participants in Maryland. J Hum Lact.
2022,38(1):78-88.

Macaluso A, Bettinelli ME, Chapin EM, Cérdova do Espirito Santo L,
Mascheroni R, Murante AM, et al. A controlled study on baby-friendly
communities in Italy: methods and baseline data. Breastfeed Med.
2013;8(2):198-204.

Maingi M, Kimiywe J, Iron-Segev S. Maternal knowledge in complemen-
tary feeding following baby friendly community initiative in Koibatek,
Kenya. Matern Child Nutr. 2020;16(4):e13027.

Kimani-Murage EW, Kimiywe J, Mutoro AN, Wilunda C, Murunga
Wekesah F, Muriuki P, et al. Effect of a baby-friendly workplace support
intervention on exclusive breastfeeding in Kenya. Mat Child Nutr.
2021;17(4):13191.

Abd El-Ghany SM, Korraa AAW, Ahmed EA, Salem IMW, Eslam SA,
El-Taweel AA, et al. A survey of knowledge, attitudes, and practices of
providers and staff at Al-Zahraa university hospital regarding the Baby-
Friendly Hospital Initiative and the international code of marketing
breast milk substitutes. J Perinat Educ. 2019;28(4):210-7.

Cattaneo A, Buzzetti R. Effect on rates of breast feeding of training for
the baby friendly hospital initiative. BMJ. 2001;323(7325):1358-62.
Dinwoodie K, Bramwell R, Dykes F, Lang S, Runcieman A. The

Baby Friendly breast-feeding management course. Br J Midwifery.
2000;8(6):362-6.

Haiek LN. Measuring compliance with the Baby-Friendly Hospital Initia-
tive. Public Health Nutr. 2012;15(5):894-905.

Kakrani, Vandana A, Rathod HK, Mammulwar MS, Bhawalkar JS. Aware-
ness about “Ten Steps for Successful Breastfeeding”among medical and
nursing students. Int J Prev Med. 2015(6).

Yilmazbas P, Keskindemirci G, Ozbori O, Kural B, Cantiirk I, Boran P,

et al. Awareness and attitudes of health workers about breastfeed-

ing and Baby Friendly Hospital practices. Turkiye Klinikleri Pediatri.
2020,29(3):153-8.

Okolo SN, Ogbonna C. Knowledge, attitude and practice of health
workers in Keffi local government hospitals regarding Baby-Friendly
Hospital Initiative (BFHI) practices. Eur J Clin Nutr. 2002;56(5):438-41.
Ward KN, Byrne JP. A critical review of the impact of continuing
breastfeeding education provided to nurses and midwives. J Hum Lact.
2011,27(4):381-93.

Sadacharan R, Santana S, Sanchez E, Matlak S, Grossman X, Makri-
giorgos G, et al. Are you Baby-Friendly? Knowledge deficit among US
maternity staff. J Hum Lacta. 2012;28(3):359-62.



Walsh et al. International Breastfeeding Journal

116.

17.

118.

119.

120.

121.

123.

124.

125.

126.

127.

128.

129.

131.

135.

(2023) 18:22

Fok D, Chang HF, Meng LY, Ng YPM. The effect of a 20-hour Baby-
Friendly Hospital Initiative training program on nurses' breastfeeding
knowledge, attitudes and confidence, in a tertiary hospital in Singa-
pore. Am J Perinatol. 2022;39(4):379-86.

Gau ML. Evaluation of a lactation intervention program to encourage
breastfeeding: a longitudinal study. Int J Nurs Stud. 2004;41(4):425-35.
St Fleur R, McKeever J. The role of the nurse-physician leadership dyad
in implementing the Baby-Friendly Hospital Initiative. Nurs Womens
Health. 2014;18(3):231-5.

Cunningham EM, Doyle EI, Bowden RG. Maternity nurses’ perceptions
of implementation of the ten steps to successful breastfeeding. MCN
Am J Matern Child Nurs. 2018:43(1):38-43.

Mgolozeli SE, Shilubane NH, Khoza LB. Midwives' perceptions of skin-to-
skin contact between the mother and baby after birth in selected rural
primary healthcare facilities in Schoonoord, Limpopo province, South
Africa. Afr J Phys Act Health Sci. 2018;24(3):28-39.

Pramono AY, Desborough JL, Smith JP, Bourke S. The social value of
implementing the ten steps to successful breastfeeding in an Indone-
sian hospital: a case study. Yale J Biol Med. 2022;95:301.

Shing JS, Lok KY, Fong DY, Fan HS, Chow CL, Tarrant M. The influence

of the Baby-Friendly Hospital Initiative and maternity care practices on
breastfeeding outcomes. J Hum Lact. 2022;38(4):700-10.

Gavine A, MacGillivray S, Renfrew MJ, Siebelt L, Haggi H, McFadden A.
Education and training of healthcare staff in the knowledge, attitudes
and skills needed to work effectively with breastfeeding women: a
systematic review. Int Breastfeed J. 2016;12:6.

Pound C, Ward N, Freuchet M, Akiki S, Chan J, Nicholls S. Hospital staff's
perceptions with regards to the Baby-Friendly Initiative: experience
from a Canadian tertiary care centre. J Hum Lact. 2016;32(4):648-57.
Spiby H, McCormick F, Wallace L, Renfrew MJ, D'Souza L, Dyson L. A sys-
tematic review of education and evidence-based practice interventions
with health professionals and breast-feeding counsellors on duration of
breastfeeding. Midwifery. 2009;25(1):50-61.

Owoaje ET, Oyemade A, Kolude OOQ. Previous BFHI training and nurses’
knowledge, attitudes and practices regarding exclusive breastfeeding.
Afr J Med Med Sci. 2002;31(2):137-40.

Gli FAA, Spence D, Johnston L, Lynn F, Tubman R, Sadiq ZM. Evaluation
of the Baby Friendly Hospital Initiative programme in two hospitals des-
ignated “Baby-Friendly”in Kirkuk city, Irag, Indian. J Pub Health Research
Dev. 2019;10(9):557-63.

Garcia-de-Leon-Gonzalez R, Oliver-Roig A, Hernandez-Martinez M,
Mercader-Rodriguez B, Munoz-Soler V, Maestre-Martinez M, et al.
Becoming Baby-Friendly in Spain: a quality-improvement process. Acta
Paediatr. 2011;100(3):445-50.

Ward LP, Williamson S, Burke S, Crawford-Hemphill R, Thompson AM.
Improving exclusive breastfeeding in an Urban Academic Hospital.
Pediatrics. 2017;139(2):.e20160344.

Hugo J, Etsane ME, Bergh AM, Bac M. Medical education and the quality
improvement spiral: a case study from Mpumalanga, South Africa. Afr J
Prim Health Care Fam Med. 2015;7(1):738.

Tahir NM, Al-Sadat N. Does telephone lactation counselling improve
breastfeeding practices? A randomised controlled trial. Int J Nurs Stud.
2013;50(1):16-25.

Ndiokwelu Cl, Nwosu OIC, Ani PN, Chizike AO, Nwabugo MA. Impact
of the Baby Friendly Hospital Initiative (BFHI) programme on breast-
feeding knowledge, attitude and practices of mothers. Pakistan J Nutr.
2016;15(3):244-8.

Wieczorek CC, Christina C, Marent B, Dorner TE, Duer W. The struggle
for inter-professional teamwork and collaboration in maternity care:
Austrian health professionals’ perspectives on the implementation of
the Baby-Friendly Hospital Initiative. BMC Health Serv Res. 2016;16:91.
Brimdyr K, Widstrom AM, Cadwell K, Svensson K, Turner-Maffei C. A
realistic evaluation of two training programs on implementing skin-
to-skin as a standard of care. J Perinat Educ. 2012;21(3):149-57.
Ekambaram M, Irigoyen MM, Paoletti A, Siddiqui |. Impact of a baby-
friendly-aligned pacifier policy on pacifier use at 1 month of age.
Acad Pediatr. 2019;19(7):808-14.

Wallace LM, Ma'Y, Qiu LQ, Dunn OM. Educational videos for practition-
ers attending Baby Friendly Hospital Initiative workshops supporting
breastfeeding positioning, attachment and hand expression skills:
effects on knowledge and confidence. Nurse Educ Pract. 2018;31:7-13.

137.

138.

139.

140.

141.

142.

143.

144.

145.

146

147.

150.

152.

153.

154.

156.

157.

Page 17 of 18

Shahbar A, Bahijri S, Weber J, Eid NMS. A longitudinal study on
breastfeeding practice among women living in western Saudi Arabia.
Int J Child Health Nutr. 2019;8(4):136-44.

Samburu BM, Young SL, Wekesah FM, Wanjohi MN, Kimiywe J, Muriuki
P, et al. Effectiveness of the Baby-Friendly Community Initiative in
promoting exclusive breastfeeding among HIV negative and positive
mothers: a randomized controlled trial in Koibatek Sub-County,
Baringo. Kenya Int Breastfeed J. 2020;15:1-3.

Otsuka K, Taguri M, Dennis CL, Wakutani K, Awano M, Yamaguchi

T, Jimba M. Effectiveness of a breastfeeding self-efficacy interven-
tion: do hospital practices make a difference? Matern Child Health J.
2014;18(1):296-306.

Erkul PE, Yalgin SS, Kili¢ S. Evaluation of breastfeeding in a Baby-Friendly
City, Corum, Turkey. Cent Eur J Public Health. 2010;18(1):31-7.

Barnes M, Cox J, Doyle B, Reed R. Evaluation of a practice-development
initiative to improve breastfeeding rates. J Perinat Educ. 2010;19(4):17-23.
Hadjiona V, Middleton N, Kouta C, Hadjigeorgiou E, Lambrinou E,
Kolokotroni O. Cyprus mothers' breastfeeding self-efficacy and their
perceptions about the implementation of the ‘10 Steps'in the first 48
hours after birth. Midwifery. 2016;36:43-52.

Oueidat H, Charafeddine L, Nimer H, Hussein H, Nabulsi M. Knowledge
and attitudes of Lebanese women towards Baby Friendly Hospital
Initiative practices. PLoS ONE. 2020;15(9):e0238730.

Zarshenas M, Zhao 'Y, Binns CW, Scott JA. Determinants of in-hospital
feeding practices in Shiraz, Iran: Results of a prospective cohort study.
Birth. 2019;46(1):137-45.

Marinelli A, Del Prete V, Finale E, Guala A, Pelullo CP, Attena F. Breastfeed-
ing with and without the WHO/UNICEF Baby-Friendly Hospital Initia-
tive: a cross-sectional survey. Medicine. 2019,98(44).e17737.

Vannuchi MTO, Monteiro CA, Rea MF, de Andrade SM, Matsuo T. The
Baby-Friendly Hospital Initiative and breastfeeding in a neonatal unit.
Rev Saude Publica. 2004;38(3):422-8.

Fair FJ, Morrison A, Soltani H. The impact of Baby Friendly Initiative
accreditation: an overview of systematic reviews. Matern Child Nutr.
2021;17(4):e13216.

de Oliveira Silva OL, Rea MF, Sarti FM, Buccini G. Cost-effectiveness
analysis of Baby-Friendly Hospital Initiative in promotion of breast-
feeding and reduction of late neonatal infant mortality in Brazil. Public
Health Nutr. 2021;24(8):2365-75.

Araujo RG, de Matos Fonseca V, Couto de Oliveira MI, Goncalves Ramos
E. External evaluation and self-monitoring of the Baby-friendly Hospital
Initiative's maternity hospitals in Brazil. Int Breastfeed J. 2019;14:1.
Flores-Anton B, Temboury-Molina MC, Ares-Segura S, Arana-Canedo-
Argueelles C, Nicolas-Bueno C, Navarro-Royo C, et al. Breastfeeding
promotion plan in Madrid. Spain J Hum Lact. 2012;28(3):363-9.

Sousa PKS, Novaes TG, Magalhées E, Gomes AT, Bezerra VM, Pereira
Netto M, Rocha DDS. Prevalence and factors associated with

maternal breastfeeding in the first hour of life in full-term live births

in southwest Bahia, Brazil, 2017. Epidemiologia e Servicos de Satde.
2020,29(2):22018384.

Makela H, Axelin A, Kolari T, Kuivalainen T, Niela-Vilén H. Healthcare
professionals’ breastfeeding attitudes and hospital practices during
delivery and in neonatal intensive care units: pre and post implement-
ing the Baby-Friendly Hospital Initiative. J Hum Lact. 2022;38(3):537-47.
Hemingway S, Forson-Dare Z, Ebeling M, Taylor SN. Racial disparities in
sustaining breastfeeding in a Baby-Friendly designated southeastern
United States hospital: an opportunity to investigate systemic racism.
Breastfeed Med. 2021;16(2):150-5.

Spaeth A, Zemp E, Merten S, Dratva J. Baby-Friendly Hospital designa-
tion has a sustained impact on continued breastfeeding. Matern Child
Nutr. 2018;14(1):e12497.

Abrahams SW, Labbok MH. Exploring the impact of the Baby-Friendly
Hospital Initiative on trends in exclusive breastfeeding. Int Breastfeed J.
2009;4:11.

Merewood A, Mehta SD, Chamberlain LB, Philipp BL, Bauchner H.
Breastfeeding rates in US Baby-Friendly Hospitals: results of a national
survey. Pediatrics. 2005;116(3):628-34.

Ingram J, Johnson D, Condon L. The effects of Baby Friendly Initiative
training on breastfeeding rates and the breastfeeding attitudes, knowl-
edge and self-efficacy of community health-care staff. Prim Health Care
Res Dev. 2011;12(3):266-75.



Walsh et al. International Breastfeeding Journal

158.

159.
160.

161.

162.

163.

164.

167.

168.

169.

170.
171.

172.

174.

180.

(2023) 18:22

Labbok MH, Taylor EC, Nickel NC. Implementing the ten steps to suc-
cessful breastfeeding in multiple hospitals serving low-wealth patients
in the US: innovative research design and baseline findings. Int Breast-
feed J. 2013;8:5.

DiGirolamo AM, Grummer-Strawn LM, Fein S. Effect of maternity-care
practices on breastfeeding. Pediatrics. 2008;122(2):43-9.

Walsh AD, Pincombe J, Stamp GE. The Ten steps to successful breast-
feeding in Australian hospitals. Breastfeed Rev. 2006;14(1):25-31.
Shaker NZ, Hasan SS, Ismail ZA. Impact of a Baby-Friendly Hospital

on breastfeeding indicators in Shaglawa district in Erbil governorate,
Kurdistan region of Iraq. East Mediterr Health J. 2016;21(12):885-90.
Labbok MH. Global Baby-Friendly Hospital Initiative monitoring data:
update and discussion. Breastfeed Med. 2012;7(4):210-22.

Carvalho ML, Boccolini CS, Oliveira M, Leal MD. The Baby-Friendly
Hospital Initiative and breastfeeding at birth in Brazil: a cross sectional
study. Reprod Health. 2016;13:207-15.

Jung S, Nobari TZ, Whaley SE. Breastfeeding outcomes among WIC-
participating infants and their relationships to Baby-Friendly Hospital
practices. Breastfeed Med. 2019;14(6):424-31.

Marais DB, Koornhof HE, Du Plessis ML, Naude CE, Smit K, Hertzog

E, et al. Breastfeeding policies and practices in health care facilities

in the Western Cape Province, South Africa. South Afr J Clin Nutri.
2010;23(1):40-5.

Kavle JA, Welch PR, Bwanali F, Nyambo K, Guta J, Mapongo N, et al. The
revitalization and scale-up of the Baby-Friendly Hospital Initiative in
Malawi. Matern Child Nutr. 2019;15(Suppl 1):e12724.

Miller EM, Louis-Jacques AF, Deubel TF, Hernandez I. One step for a
hospital, Ten Steps for women: African American women'’s experi-
ences in a newly accredited Baby-Friendly Hospital. J Hum Lact.
2018;34(1):184-91.

Kasem A, Abuhammad S, Alswaiti EM. Maternal awareness of breast-
feeding policies in baby-friendly hospitals in Jordan. Nurs Forum.
2022;57(5):843-50.

Agbozo F, Ocansey D, Atitto P, Jahn A. Compliance of a Baby-Friendly
designated hospital in Ghana with the WHO/UNICEF baby and mother-
friendly care practices. J Hum Lact. 2020;36(1):175-86.

Araujo M, Schmitz B. Reassessment of Baby-Friendly Hospitals in Brazil. J
Hum Lact. 2007;23(3):246-52.

Nii Okai Aryeetey R, Antwi CL. Reassessment of selected Baby-Friendly
maternity facilities in Accra, Ghana. Int Breastfeed J. 2013;8:1-6.
Merten S, Dratva J, Ackermann-Liebrich U. Do Baby-Friendly Hospi-
tals influence breastfeeding duration on a national level? Pediatrics.
2005;116(5):2702-8.

Wieczorek CC, Schmied H, TE, Duer W. The bumpy road to implement-
ing the Baby-Friendly Hospital Initiative in Austria: a qualitative study.
Int Breastfeed J. 2015;10.

Zakarija-Grkovic I, Boban M, Jankovic S, Cuze A, Burmaz T. Compliance
with WHO/UNICEF BFHI standards in Croatia after implementation of
the BFHI. J Hum Lact. 2018;34(1):106-15.

Agler RA, Zivich PN, Kawende B, Behets F, Yotebieng M. Postpartum
depressive symptoms following implementation of the 10 Steps to
Successful Breastfeeding Program in Kinshasa, Democratic Republic of
Congo: a cohort study. PLoS Med. 2021;18(1):e1003465.
Feldman-Winter L, Ustianov J, Anastasio J, Butts-Dion S, Heinrich

P, Merewood A, et al. Best fed beginnings: a nationwide qual-

ity improvement initiative to increase breastfeeding. Pediatrics.
2017;140(1):.e20163121.

Parker M, Burnham L, Cook J, Sanchez E, Philipp BL, Merewood A. 10
years after Baby-Friendly designation: breastfeeding rates con-

tinue to increase in a US neonatal intensive care unit. J Hum Lact.
2013;29(3):354-8.

Martens PJ, Phillips SJ, Cheang MS, Rosolowich V. How Baby-Friendly
are Manitoba hospitals? The provincial infant feeding study. Breastfeed-
ing promotion steering committee of Manitoba. Can J Public Health.
2000;91(1):51-7.

Kovach AC. Hospital breastfeeding policies in the Philadelphia area:

a comparison with the ten steps to successful breastfeeding. Birth.
1997,24(1):41-8.

Al-Madani MM, Abu-Salem LY. Health professionals' perspec-

tives on breastfeeding support practices. Saudi J Med Med Sci.
2017,5(2):116-23.

181.

184.

185.

Page 18 of 18

Kamudoni PR, Maleta K, Shi Z, de Paoli MM, Holmboe-Ottesen G.
Breastfeeding perceptions in communities in Mangochi district in
Malawi. Acta Paediatr. 2010;,99(3):367-72.

Martens PJ. Does breastfeeding education affect nursing staff beliefs,
exclusive breastfeeding rates, and Baby-Friendly Hospital Initiative
compliance? The experience of a small, rural Canadian hospital. J Hum
Lact. 2000;16(4):309-18.

Chaturvedi P, Banait N. Knowledge and attitude regarding breast-
feeding, in mothers attending antenatal clinics. Indian J Pediatr.
2000;67(4):259-62.

Bicalho-Mancini PG, Velasquez-Melendez G. Exclusive breastfeeding at
the point of discharge of high-risk newborns at a Neonatal Intensive
Care Unit and the factors associated with this practice. Jornal de Pedia-
tria. 2004,80(3):241-8.

Bartington S, Griffiths LJ, Tate AR, Dezateux C. Are breastfeeding rates
higher among mothers delivering in Baby Friendly accredited mater-
nity units in the UK? Int J Epidemiol. 2006;35(5):1178-86.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

Ready to submit your research? Choose BMC and benefit from:

fast, convenient online submission

thorough peer review by experienced researchers in your field

rapid publication on acceptance

support for research data, including large and complex data types

gold Open Access which fosters wider collaboration and increased citations

maximum visibility for your research: over 100M website views per year

K BMC

At BMC, research is always in progress.

Learn more biomedcentral.com/submissions




	Improving breastfeeding support through the implementation of the Baby-Friendly Hospital and Community Initiatives: a scoping review
	Abstract 
	Background 
	Methods 
	Results 
	Conclusion 

	Background
	Methods
	Stage 1: identifying the research question
	Stage 2: identifying relevant articles: search strategy
	Inclusion and exclusion criteria
	Stage 3: study selection
	Stage 4: charting the data
	Stage 5: collating, summarising and reporting result
	Stage 6: consulting with stakeholders

	Results
	Characteristics of studies
	Reviews
	Patterns
	1. National policy and health system
	Pattern 2. Hospital policy (Step 1b, and affecting all other steps)
	Pattern 3: implementation of specific steps
	Pattern 4: the Baby Friendly Community Initiative (Step 10)
	Pattern 5: health worker knowledge and education training (Step 2)
	Pattern 6: educational programmes for women (Steps 3, 8, 9)

	Evidence gaps
	Recommendations for practice and policy

	Conclusion
	Anchor 29
	Acknowledgements
	References


