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Forewords

| was delighted to welcome the Baby Friendly Initiative’s new standards,
published by UNICEF in 2012.

When the 2010 Infant Feeding Survey was published last year, it brought welcome
news about breastfeeding rates: more women are starting to breastfeed, and
more women are breastfeeding for longer.

This means that more women are getting the help they need to breastfeed,
which reflects better care in maternity and community settings. Ultimately, more
breastfeeding is good for both mothers and babies.

But we still want to see more increases in breastfeeding initiation and duration, and a greater focus on
encouraging mothers to develop a strong, loving bond with their baby. Baby Friendly’s new standards
support feeding and relationship-building for all mothers and babies, whether breastfeeding or bottle
feeding, recognising the importance of the mother-baby relationship as the basis on which all other
relationships are built.

And as we move forward and go even further in promoting these improvements, a solid evidence base
is crucial. This evidence book is supporting changes to practice that will help deliver better long-term
outcomes for mothers and babies.

Improving the health and well-being of mothers and babies through promoting breastfeeding and
bonding is an exciting prospect, and | commend this evidence book to all those who are working hard to
achieve this goal.

Dr Dan Poulter MP
Parliamentary Under Secretary of State for Health

Much work has been undertaken in implementing the UNICEF UK Baby Friendly
Initiative programme in a range of settings across all Northern Ireland Health and
Social Care Trusts. This demonstrates a real commitment to promote and support
best practice and shows the high respect in which BFl is held.

While our rates of breastfeeding have significantly improved over the years,
our rates are still low in comparison to the rest of the UK and other countries.
\We recognise that there is more to do.

Our regional Breastfeeding Strategy, published this year, highlights the need for
multifaceted approaches, improvements to hospital and community support,
effective peer support programmes, protection from poor practices and public information campaigns to
improve awareness and social acceptability of breastfeeding.

| welcome the revised BF| standards, which are underpinned by a robust evidence base and provide a
framework to encourage and support health professionals and services to work together collaboratively
and effectively, to deliver the best outcomes for both mother and baby.

This evidence book supports our commitment to improve breastfeeding rates and provide supportive
environments to enable mothers and families to establish close relationships and give their babies a
good start in life.

Edwin Poots MLA
Minister for Health Social Services and Public Safety, Northern Ireland Executive
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Forewords

The Scottish Government is committed to ensuring that every child in Scotland
gets the best possible start in life. We know that breastfeeding makes a huge
contribution to the health and well-being of babies and mothers, which is why we
are committed to its promotion and support throughout Scotland.

Achievement of UNICEF UK Baby Friendly accreditation is an important element
of Improving Maternal and Infant Nutrition: A Framework for Action (Scottish
Government, 2011). We have seen considerable progress in this, as 81 per

cent of babies in Scotland are now born in a BFl-accredited unit, with the aim of
increasing this to 100 per cent by 2015. In 2012, NHS Greater Glasgow and Clyde
was the first health authority in the United Kingdom to achieve BFI accreditation across all acute and
community services.

| very much welcome the development of the new BFI standards, with their emphasis on strong parent
and child bonds; as well as the introduction of standards for neonatal units, which will help support the
aims of our recently launched Quality Framework for Neonatal Care. This evidence book will help provide
the support needed for further progress to be made across Scotland.

Michael Matheson MISP
Minister for Public Health, Scottish Government

The Welsh Government was proud to be the first UK country to welcome the
new UNICEF UK Baby Friendly Initiative standards, launched in Cardiff in
December 2012.

We endorse its emphasis on improving the quality of support for all expectant and
new parents; the focus on supporting strong parent-infant bonds; and continued
support for increasing breastfeeding rates.

Here in Wales we have embraced the new neonatal breastfeeding standards
. as part of our vision for health services.

This important book gathers, in one place, the evidence behind the new standards. It will provide
invaluable support for practitioners, managers and leaders who are working to ensure that all children in
Wales have a bright future.

Mark Drakeford AM
Minister for Health and Social Services, Welsh Government
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Introduction

In 2012, | started on a journey to collate the evidence that had
been used to support the rationale for, and development of, the
new Baby Friendly Initiative standards — the result of which is
this book.

Its aim is to bring together the considerable body of knowledge
and skills, research, practice and policy into one place. The work
critically analyses the available evidence and highlights both
good practice and gaps in our information.

3 ; ~ = | hope that the user-friendly format will inspire and motivate

F v el you to use this evidence in your day to day work. | have been
given the time to think, reflect and collate the information, worked with many of you
and explored the narrative — the result of which is a resource to enable you to better
support women to provide the best nutrition and build a close and loving relationship
with their baby.

This book captures gold standard evidence presented in systematic reviews and meta-
analyses of quantitative and qualitative research. Where these are not available, it has
drawn on examples of good and emerging best practice. Case studies are used to
inspire and motivate ideas for you to create meaningful change at an individual, cultural
and societal level within your local community.

| understand the challenges faced by those involved in infant feeding support: it can be
difficult to identify the evidence available, work out what is good quality, current and
applicable and then critically analyse how best to commission and apply it. | hope this book
will go some way to addressing this, and that you will enjoy, quote, pick up and put down,
come back to and use it again and again, in your everyday practice to inform your care.

The new Baby Friendly Initiative standards have been developed based on the latest
research. Evaluation of the standards is going to be required over time to analyse
whether this new approach yields results. Understanding the evidence that underpins
the standards is one thing, implementing them in a way that creates behavioural change
at an individual and societal level requires a co-ordinated approach by us all.

| look forward to your feedback and adding to this body of evidence as new information
comes to light. The future of this book’s success lies in it being a truly collaborative
document, based on evidence and your experience. In this way, it will help us now, and
in the future, to support mothers and babies in the best possible way.

Francesca M Entwistle RN, RM, ADM, PGCEA, MSc by Research
Midwifery Lecturer, University of Hertfordshire
f.entwistle@herts.ac.uk
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Overview of the UNICEF UK Baby Friendly Initiative Standards

STAGE

STAGE 1

STAGE 2

STAGE 3

STAGE 3

STAGE 3

STANDARDS

Building a firm foundation
1. Have written policies and guidelines to support the standards.

2. Plan an education programme that will allow staff to implement the
standards according to their role.

3. Have processes for implementing, auditing and evaluating the standards.

4. Ensure that there is no promotion of breastmilk substitutes, bottles, teats
or dummies in any part of the facility or by any of the staff.

An educated workforce

Educate staff to implement the standards according to their
role and the service provided.

Parents’ experiences of maternity services

1. Support pregnant women to recognise the importance of breastfeeding
and early relationships for the health and well-being of their baby.

2. Support all mothers and babies to initiate a close relationship and feeding
soon after birth.

3. Enable mothers to get breastfeeding off to a good start.

4. Support mothers to make informed decisions regarding the introduction
of food or fluids other than breastmilk.

5. Support parents to have a close and loving relationship with their baby.
Parents’ experiences of neonatal units

1. Support parents to have a close and loving relationship with their baby.
2. Enable babies to receive breastmilk and to breastfeed when possible.
3. Value parents as partners in care.

Parents’ experiences of health-visiting/public health nursing services

1. Support pregnant women to recognise the importance of breastfeeding
and early relationships for the health and well-being of their baby.

2. Enable mothers to continue breastfeeding for as long as they wish.

3. Support mothers to make informed decisions regarding the introduction
of food or fluids other than breastmilk.

4. Support parents to have a close and loving relationship with their baby.
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Overview of the UNICEF UK Baby Friendly Initiative Standards

STAGE STANDARDS

STAGE 3 Parents’ experiences of children’s centres or equivalent early years
settings in Wales, Scotland and Northern Ireland

1. Support pregnant women to recognise the importance of breastfeeding
and early relationships for the health and well-being of their baby.

2. Protect and support breastfeeding in all areas of the service.
3. Support parents to have a close and loving relationship with their baby.

GIsle e iz VIOVl  Building on good practice

Demonstrate innovation to achieve excellent outcomes for mothers,
babies and their families.

Note: The document maps and cross references the above standards to each chapter of the book.
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Chapter 1: Introduction and background

Introduction

This book explores the evidence that underpins the revised UNICEF UK Baby Friendly Initiative (BFI)
Standards (launched in 2012). It is written for use by those implementing the standards, including
clinicians; policy leads; commissioners/planners; academics; and infant feeding support workers — peer,
voluntary and professional.

Since the 1990s, evidence-based care has been informed by a growing body of systematic reviews,
which are seen as the gold standard for informing policy makers and enabling positive change in clinical
practice. Over the years, development of the systematic review process has moved away from purely
clinical practice and now incorporates models that address socio-cultural behavioural and educational
fields with the aim of reducing health inequality and promoting public health. Increasing breastfeeding
prevalence has been extensively researched and reported in this body of knowledge.

As this evidence base increases, the challenge of identifying ‘what works' has become ever more
complex. Based on the best available evidence and trying to turn ‘interventions into successful
outcomes’, the revised Baby Friendly Initiative standards draw on wider evidence, including
observational studies and controlled evaluations of interventions. In this way, the standards capture the
broader context and process of interventions: political, legal, social, cultural, economic and organisational
structures (Asthana and Halliday, 2006). Some interventions are generalisable to the population — for
example, promotion of skin-to-skin contact — whereas others are only replicable in certain conditions and
contexts — for example, antenatal education that meets individual needs.

Infant feeding practice takes place within complex social systems and it is recognised that other
outcomes are important and influence infant feeding patterns in the UK. By implementing a broad
approach to the available evidence — including using systematic reviews and other sources of evidence
— the needs of the user and the contextual features that impact on women'’s lives informed the revised
standards.

Building on the work of the World Health Organization’s Evidence for the ten steps to successful
breastfeeding (1998), the main purpose of the revised standards is to continue to increase breastfeeding
initiation and prevalence and to support health professionals in enabling mothers and families to
establish close relationships with their baby.

Available evidence and rationale

Where possible, the evidence presented in this book (see Figure 1) has drawn on the findings from
higher ranking research (i.e., systematic reviews and meta-analysis). This methodology synthesises the
results of a number of studies to produce results of higher statistical power. This hierarchy of evidence is
widely accepted in the medical literature. However, it often focuses on quantitative methodologies and
therefore is not absolute or fixed. The complexity of applying evidence to clinical practice, particularly in
relation to behaviour change (the Baby Friendly Initiative Standards) means that ‘lower’ ordered evidence,
such as case studies, may be used to explore and inform practice development (Barratt, 2009).

There are places in the book where randomised controlled trials (RCT) or systematic review (SR)
evidence needs to be augmented, or where we do not have RCT or SR evidence. In those places, we
have drawn on a range of other methods, including expert opinion and experience, which has been
utilised as a valuable resource to inform the rationale for the standards.
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Systematic reviews/
meta-analysis

Randomised Figure 1:

controlled trials . .
Hierarchy of evidence

Cohort studies

Case reports

92UBpIAd By} JO YiBualilg

Cross sectional surveys

Expert opinion

Electronic searches

Electronic databases were searched for evidence to inform the development of the standards. Each
section of the standards — Building a firm foundation; An educated workforce; Parents’ experiences;

and Building on good practice — was researched independently of the other. Where there was some
crossover of information, an editorial decision was made about where best to present the information to
ensure that the book did not become repetitive.

Reviews, trials, method studies, technology assessments, economic evaluations and grey literature were
searched using CINHALPIus, PubMed, The Cochrane Library, NHS Evidence, OpenGrey, Google Scholar,
MIDIRS and Scopus. The information retrieved was then hand searched for meaningful references,
which were accessed via individual journals. Search terms and retrieval dates were applied specifically to
each section until no new and relevant resources were found.

How to use this book

This book has been developed to inform practice in implementing the revised Baby Friendly Initiative
standards. It is recognised that for some, current service delivery structures may inhibit implementation.
For example, not all health visitors in their current role have access to pregnant women and therefore
implementation of Standard 1 (Support pregnant women to recognise the importance of breastfeeding
and early relationships for the health and well-being of their baby), may require service reconfiguration
for this to become reality. However, this does not change the evidence informing implementation of

the standards. Indeed, the health visiting and midwifery partnership pathway for pregnancy and the
early weeks encourages integration of health visiting and maternity services (DH, RCM, CPHVA, 2012).
Collaborative working, health professionals, peer and volunteer workers, together with women and their
families, provide a framework to support infant feeding and the promotion of breastfeeding (DH, 2009b,
DH and PHE, 2013).
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The book is divided into sections that can be read independently or as a whole. The content covers the
standards thematically across the wide scope of practice, including:

* How to build a firm foundation

e Educating the workforce

e Preparing pregnant women for feeding and caring for their newborn baby

e  Supporting mothers to build a close and loving relationship with their baby at birth and long term
e Discussing the use and introduction of other foods including formula feeds

* Neonatal care

e The marketing of breastmilk substitutes.

The evidence is applicable to all settings, including maternity settings, neonatal units, community health
care services and children’s centres.

At the end of each section, a short summary brings together key information that will help to inform
practice development. References are presented as a comprehensive reference list at the end of the
book. Further information is available in the Appendices, which builds on the information in the text.

A PDF version of this book is available to download from the UNICEF UK Baby Friendly Initiative website
and will be updated periodically: www.babyfriendly.org.uk

Background

For generations in the UK, formula feeding and routinised care has been the cultural norm (Crossland &
Dykes, 2011). As a consequence, the physiological norm of breastfeeding, and subsequently emotional
attachment and parenting skills, has been interrupted. In addition, continuous media attention and social
trends undermine women's confidence in their ability to breastfeed (Groskop, 2013; Martyn, 2011,
Pollard, 2011; Rumbelow, 2009; Wolf, 2010). For some women living in this environment, breastfeeding
can be very challenging. Women make decisions about their infant feeding choices for a variety of
reasons, including their own cultural expectations and personal circumstances (Marshall et al, 2007). If
they then choose not to breastfeed, they need the best possible evidence-based information to help
them to minimise the risks of formula feeding (Crawley & Westland, 2012; DH, 2011a; UNICEF, 2010a/b).

Overview of why breastfeeding is important

Evidence regarding the key contribution that breastfeeding makes to health and development continues
to increase. The substantiated effects on health are well documented. If a mother chooses not to
breastfeed, this can pose significant risks for both mother and child. In the short term, there is an
increased risk to the infant of admission to hospital for gastroenteritis and respiratory disease. Recently
published Infant Feeding profiles (DH, 2013a) show a correlation at Primary Care Trust level between
higher rates of breastfeeding prevalence and lower rates of inpatient admissions among infants under
one year old for 10 conditions: lower respiratory tract infections, infant feeding difficulties, wheezing,
gastroenteritis, non-infective gastroenteritis, eczema, otitis media, infant feed intolerance, lactose
intolerance and asthma. In the longer term, infants who are not breastfed tend to have higher blood
pressure and are at greater risk of type 2 diabetes and obesity (American Academy of Paediatrics, 2012;
Arenz et al, 2004; Bartok & Ventura, 2009; Cathal & Layte, 2012; Chivers et al, 2010; Harder et al, 2005;
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Hoddinott et al, 2008; Horta et al, 2007; Ip et al, 2007; Quigley, 2007; Renfrew et al, 2012a; Scott et

al, 2012; Shields et al, 2006). In addition, the impact on outcomes such as 1Q and other measures of
development is being consistently seen in high-quality studies (Horta & Victoria, 2013; lacovou & Sevilla-
Sanz, 2010; Kramer et al, 2008). Breastfeeding provides a unique opportunity for attachment between
mother and baby and can protect the child from maternal neglect (Strathearn et al, 2009). For mothers,
breastfeeding is associated with a reduction in breast and ovarian cancers (DH, 2009a; WCRF/AICR,
2009). No other health behaviour has such a broad-spectrum and long-lasting impact on public health.
The child’s road to success and subsequent life chances begin in pregnancy and strong emotional bonds
between a parent and their baby are built on good foundations in the early postnatal period and through
breastfeeding (Allen and Duncan Smith, 2008; Allen, 2011a; Centre for Excellence and Outcomes in
Children and Young People’s Services, 2010; DH, 2009b; Field, 2010; Heikkila et al, 2011; Hosking &
Walsh, 2010).

We know that some vulnerable mothers — including young mothers and mothers from lower socio-
economic groups, who are least likely to breastfeed (McAndrew et al, 2012; SACN, 2008) — have the
worst health and social outcomes for themselves and their babies. Breastfeeding provides one solution
to this long-standing problem, as an intervention to help tackle health inequality. One study found that
those low-income mothers who breastfed for 6-12 months had the highest scores of any group on
quality of parenting interactions at age five (Gutman et al, 2009). Evidence has also demonstrated that
a child from a low-income background who is breastfed is likely to have better health outcomes than

a child from a more affluent background who is formula-fed (Wilson et al, 1998). In line with previous
Infant Feeding Surveys, in 2010, low maternal age and low educational level are the strongest predictors
of infant feeding outcomes, other than previous feeding experience, even when other factors are taken
into consideration (McAndrew et al, 2012).

Low breastfeeding rates in the UK lead to increased incidence of iliness, which has significant cost
implications for the health service. Recent research commissioned by UNICEF UK (Renfrew et al, 2012a)
demonstrates that investing in effective services to increase and sustain breastfeeding would make a
significant contribution to reducing health inequalities. The report asks the UK government and policy
makers to recognise that:

e Breastfeeding is a major public health issue

* Low breastfeeding rates result in significant costs to the National Health Service (NHS).
And that they respond accordingly by:

1. Ensuring public services are fit for purpose

2. Strengthening legislation to protect breastfeeding

3. Supporting further research into the impact of breastfeeding on health.

A summary of the report is included in Appendix 1
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“Immunisation is preventative medicine par excellence. If a new vaccine became
available that could prevent 1 million or more child deaths a year and that was

moreover cheap, safe, administered orally and required no cold chain, it would become
an immediate public health imperative. Breastfeeding could do this and more...”

Lancet, Editorial, A warm chain for breastfeeding, Lancet, 5 November 1994;
344(8937):1239-41.

Policy context — national and international
UK national policy

Since the recording of breastfeeding statistics began in the UK through the National Infant Feeding
Surveys, breastfeeding initiation rates have risen steadily: 62 per cent in 1990 to 76 per cent in 2005 to
81 per cent in 2010 (McAndrew, 2012). However, the socio-demographic profiles of the women who are
breastfeeding remain the same and young, non-professional, low-income women who leave school early
continue to be those who are least likely to initiate breastfeeding.

As deprivation levels rose, women were less likely to initiate breastfeeding; only three-quarters of
women (73 per cent) living in the most deprived areas in England initiated breastfeeding, compared to
nine out of ten (89 per cent) of women living in the most affluent areas — a difference of 13 per cent. In
the other UK nations, the percentage differences were even higher: 25 per cent in \Wales; 22 per cent in
Scotland and 30 per cent in Northern Ireland.

Encouragingly though, between 2005 and 2010, the greatest increase in breastfeeding initiation rates
was seen in women from routine and manual occupations, 65 per cent to 74 per cent, narrowing the
socio-economic gap.

Over this same period, all four UK nation governments invested in promoting breastfeeding, financially
and through national, regional and local policy. Research evidence and policy guidance now consistently
recommends the implementation of the UNICEF UK Baby Friendly Initiative as the best mechanism to
raise breastfeeding initiation (Bartington et al, 2006; Beake et al, 2012; Broadfoot et al, 2005; Cattaneo
and Buzzetti, 2001; Del Bono and Rabe, 2012; DH, 2009b; Dyson et al, 2006; Ingram et al, 2011;
Kramer et al, 2001; McNeill et al, 2010; Merton et al, 2005; NICE, 2011a; NICE 2013; Perrine et al,
2012; Venancio et al, 2011). For example, between 2008 and 2010 the Department of Health (England)
invested £7 million into local services to support breastfeeding, including the BFI accreditation process
(DH, 2009a). While the evidence cannot support direct attribution, within this time breastfeeding initiation
rates in England increased from 78 per cent to 83 per cent (McAndrew, 2012) along with a marked
increase in engagement with the BFI.

In 2012, public health policy across all four UK nations continued to recognise the significant impact
that breastfeeding can have on the short- and long-term outcomes for women and their children: A
Public Health Outcomes Framework for England (DH, 2012a); Improving Maternal and Infant Nutrition:
A Framework for Action (Scottish Government, 2011a); The Framework for Preventing and Addressing
Overweight and Obesity in Northern Ireland 2012-2022 (DHSSPSNI, 2012); and Reproductive and
Early Years Pathfinder progress report (Public Health Wales, 2012); and A Strategic Vision for Maternity
Services in Wales (Welsh Government, 2011).
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English national policy

In England, the Department of Health (DH) measures a broad range of indicators under A Public Health
Outcomes Framework for England (2012), enabling them to monitor progress year on year against key
health outcomes. These are grouped under four domains:

1. Improving the wider determinants of health

2. Health improvement

3. Health protection and

4. Health care public health and preventing premature mortality.

As a specific indicator, monitoring breastfeeding (under Domain 2) requires local authorities to prioritise
breastfeeding support locally and to increase breastfeeding initiation and prevalence. The outcome
recognises that this will: reduce illness in young children; reduce hospital admissions and thus costs to
the NHS, in the longer term; reduce obesity and type 2 diabetes in childhood and in adults; and reduce
high blood pressure and blood cholesterol levels (DH, 2012a).

To achieve these outcomes, multidisciplinary working is seen as key to successful implementation
(Leadsom et al, 2013). DH and DfE have published various policy documents that, with feedback from
women and their families (DH, 2011b), demonstrate ways of working to deliver improved local service
delivery (DH, 2009a). These include: an enhanced health visitor service (DH, 2011c); more health visitor
and midwife partnerships (DH, 2010a; DH 2010b; DH, 2011d; DH, 2012c¢); and further development

of the Family Nurse Partnership Programme for vulnerable teenage mothers (DH, 2011e). Broadly,
English national policy is based on an understanding of the strong evidence supporting the importance
of initiatives targeted at the first years of life in improving a child’s future outcomes (Wave Trust and
DfE, 2013). These include support in pregnancy to achieve positive health and well-being behaviours,
such as smoking cessation and positive nutrition, as well as the promotion of breastfeeding to enhance
the quality of relationships between parents and their babies, recognising how attachment behaviours
in these early years influence a child’'s future educational attainment, social skills, self-efficacy and self-
worth (NICE, 2012a; NICE 2013; DfE and DH, 2011; DfE, 2011).

In June 2013, the Department of Health, Public Health England, NHS England and the RCM set out
the actions to be taken by individual nursing and midwifery groups in order to maximise well-being and
improve health outcomes as part of an action area to improve compassion in practice. The strategy
highlights the importance of supporting women to breastfeed and recommends implementation of the
Baby Friendly Initiative standards (DH and PHE, 2013, DH et al, 2013a, DH et al 2013b).

Scottish national policy

Improving Maternal and Infant Nutrition: A Framework for Action was published by the Scottish
Government in January 2011. It is a framework for action that can be taken by NHS boards, local
authorities and others to improve the nutrition of pregnant women, babies and young children. It is

the first framework to look at the nutrition of mothers before and during pregnancy. It supports and
promotes the benefits of breastfeeding and the importance of a healthy diet throughout early childhood.

Statistics published in October 2011 indicate that breastfeeding rates in Scotland continue to vary widely
by geographical area and are strongly linked to deprivation and maternal age. Although the NHS in Scotland
has done some excellent work on increasing breastfeeding rates to help meet the target to increase overall
exclusive breastfeeding rates at six to eight weeks to 32.7 per cent, rates have remained static since
2006/07. In 2010/11, 26.5 per cent of babies were exclusively breastfed at the six-eight week review.
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However, breastfeeding rates in the most deprived areas of Scotland have increased over the last
decade, with the overall breastfeeding rates at the first visit increasing from 24.3 per cent in 2001/02 to
30.9 per cent in 2010/11, and the rates at six to eight weeks also improving from 18.1 per cent to 22.3
per cent.

As part of Improving Maternal and Infant Nutrition: A Framework for Action, NHS boards are required
to detail how they are implementing the framework, including specific areas of work around antenatal
education, postnatal breastfeeding support and accredited breastfeeding peer support.

With recognition of the important contribution made by UNICEF UK Baby Friendly accreditation,
Improving Maternal and Infant Nutrition: A Framework for Action requires that all maternity units and
80 per cent of community health partnerships in Scotland should achieve Baby Friendly accreditation by
2015/16. In order to support this, the Scottish Government has funded a Professional Officer and has
provided financial support to assist boards with the accreditation process. At present, 81 per cent of
babies in Scotland are born in Baby Friendly accredited hospitals.

Welsh national policy

In Wales, one of the priorities of A Strategic Vision for Maternity Services in Wales is optimising nutrition
from birth. A specific outcome indicator for the strategy is the proportion of babies exclusively receiving
breastmilk at 10 days following birth. Recent changes to the collection of breastfeeding data in Wales
via the Child Health Database will enable the effective capture of robust data for this outcome, and more
broadly for other stages throughout the first six months of a child’s life. This will also facilitate better
monitoring and service planning more widely.

The National Breastfeeding Programme targets support at three levels: the NHS, the community and
families. A key part of the National Breastfeeding Programme is the support of, and participation in,
the UNICEF UK Baby Friendly Initiative for all maternity services and community health care facilities.
The Initiative identifies standards of care for pregnant and breastfeeding women, thus ensuring health
professionals receive clear and consistent training in supporting breastfeeding.

The Welsh Government provides support to maternity care facilities for the costs of training and
assessment to support the implementation of the Baby Friendly Initiative standards across health
services in Wales.

Grants are also provided to all Health Boards for local strategic co-ordination of support groups, peer
supporter training and the Breastfeeding Welcome Scheme.

The Welsh Government is committed to robust evaluation to ensure that the programme evolves and
delivers improved outcomes for the children of Wales.

Northern Irish national policy

The Department of Health Social Services and Public Safety for Northern Ireland (DHSSPS) issued a
draft breastfeeding consultation document in June 2012, A Ten Year Breastfeeding Strategy for Northern
Ireland (DHSSPS, 2012a). This strategy's approach seeks to: improve knowledge about the effects of
breastfeeding; support mothers to initiate and establish breastfeeding; provide supportive environments
to breastfeeding mothers and their children; and strengthen community support programmes by creating
supportive environments for breastfeeding.

The maternity strategy for Northern Ireland, A Strategy for Maternity Care in Northern Ireland 2012-2018,
was published in July 2012 (DHSSPS, 2012b). This strategy recognises the importance of breastfeeding
to health and alludes to the link with normalising childbirth and increased positive breastfeeding
experiences.
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Also in 2012, Department of Health, Social Services and Public Health (DHSSPS) issued the Framework
for Preventing and Addressing Overweight and Obesity in Northern Ireland 2012-2022: ‘A Fitter Future
for All’ (DHSSPS, 2012c¢). This obesity framework requires a life course approach to tackling obesity and
recognises the need to provide consistent information and support to all parents in line with the UNICEF
UK Baby Friendly Initiative.

DHSSPS have produced a public health strategy consultation document, Fit and Well Changing Lives
2012-2022 (DHSSPS 2012d). This overarching strategy includes a key policy aim: to give every child the
best start. Outcomes required to meet this policy aim include providing breastfeeding advice and support
before and during pregnancy to women and their partners. A further outcome specifies increasing
breastfeeding rates, particularly for those least likely to breastfeed, including young mothers and those in
lower socio-economic groups.

In June 2013, Northern Ireland lunched their breastfeeding strategy Breastfeeding — A Great Start: A
Strategy for Northern Ireland 2013-2023. The purpose of the strategy is to improve the health and well-
being of mothers and babies in Northern Ireland through breastfeeding. It sets out the strategic direction
to protect, promote, support and normalise breastfeeding in Northern Ireland for the next ten years.

Figure 2: Comparative breastfeeding initiation data from all four UK nations
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Global policy

More than 10 years ago, world leaders established goals to free the world’s populations from extreme
poverty, hunger, illiteracy and disease. The eight United Nations Millennium Developmental Goals
(MDGs) are varied and include targets to halve extreme poverty and improve nutrition (MDG1), halt the
spread of HIV and AIDS (MDG 6) and reduce maternal and child mortality (MDGs 4&5) by 2015. While
progress has been made in many areas, a 2011 UN report identifies that “Nutrition must be given higher
priority in national development if the MDGs are to be achieved” (UN, 2011). Breastfeeding within an
hour of birth, and exclusively for the first six months of a baby’s life, is seen as one simple, cost-effective
way to achieve this.

“Optimal breastfeeding and complementary feeding practices can save the lives of
1.5 million children under five every year.”

World Health Organization, 2010

Based on the best available evidence (Kramer & Kukuma, 2009) that is free from any conflict of

interest, the World Health Organization (WHO, 2011) reaffirmed their commitment that all infants are
breastfed exclusively for six months and thereafter with other foods for up to two years or more, that
breastfeeding should begin within an hour of birth and continue on demand day and night. Support for
mothers, through the global Baby Friendly Hospital Initiative, is seen as an essential element to achieving
exclusive breastfeeding. Worldwide there are now more than 20,000 Baby Friendly facilities in 156
countries (WHO/UNICEF, 2009). Some countries have made achievements that surpass all expectations.
For example, in Rwanda, exclusive breastfeeding rates at six months are 88.4 per cent and by 20-23
months, 77 per cent of mothers are still breastfeeding their infants in combination with other foods
(UNICEF, 2007). However, globally there is wide variation and few women exclusively breastfeed for six
months. Within the UK, this remains at 1 per cent (McAndrew et al, 2012).

The health risks to children are constantly being reviewed and in 2012, following a consultation of the
World Health Assembly (resolution WHAB3.23) on infant and young child nutrition, a draft comprehensive
implementation plan was considered by the 130th Executive Board (WHO, 2012). Global targets have
been proposed and key priority areas highlighted that can be used as a benchmark for the international
community to measure achievements and trigger corrective actions. The targets correspond to
international nutrition conditions that are responsible for nutrition-related morbidity and mortality ranging
from low birth weight to the changing trend of increasing worldwide childhood obesity. “Target 4" proposes
to halt the increase in childhood overweight and ‘Target 5' to increase exclusive breastfeeding rates

in the first six months of life from 36 per cent to at least 50 per cent by 2022. Both targets recognise
breastfeeding as an effective behaviour that is highly protective for the mother and baby, as well as

an effective activity to reduce the risk of worldwide childhood obesity. Each nation is responsible for
translating these into their own national targets, based on their own epidemiology, risk factors and trends.

In 2013, UNICEF called for the breastfeeding debate to be re-energised, in order to transform how the
issue is perceived and addressed and “conveying that it is doable and important to improve [infant and
young child feeding] practices” (UNICEF, 2013). For breastfeeding promotion policy to be successful
several key elements have been identified: advocacy; code compliance; maternity legislation; workplace
support; BFI hospital and community accreditation, training and education; communication and
community-based promotion. For the targets to be achieved, countries are recommended to implement
the WHO/UNICEF Global Strategy for Infant and Young Child Feeding (2003) and the Innocenti
Declaration (2005), to protect, promote and support breastfeeding.
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Save the Children (Mason et al, 2013) called for more support for breastfeeding within the community
and changes in cultural practices, through trained health workers, changes to maternity legislation and
enforcement of the International Code of Marketing of Breast-milk Substitutes. The report Superfood for
babies: how overcoming barriers to breastfeeding will save children’s lives estimated more than 800,000
deaths could be prevented each year if babies were given breastmilk in the first hour of birth. This report
called for the G8 leaders (who met in Northern Ireland in June 2013) to take action to secure funding for
breastfeeding programmes as part of plans to tackle malnutrition worldwide (Mason et al, 2013).

Figure 3: Information from Superfood for babies
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European policy

In Europe, the report Protection, promotion and support of breastfeeding in Europe: a blueprint for action
(Cattaneo, 2008) recognises that improving breastfeeding practices and rates (initiation, exclusivity and
duration) requires a concerted and co-ordinated approach built on clear policies, strong management

and adequate financing. In many countries across Europe, formula feeding has been considered the
norm for generations. Both low rates and early cessation of breastfeeding, particularly among the

poorer communities, means that many children in Europe are still being deprived of the benefits of
breastfeeding, both health and social. In times of austerity across Europe (BBC, 2012), the cost to the
health care system of treating conditions that are preventable by breastfeeding is estimated at several
thousand Euros per child per year and this has important social and economic consequences (Renfrew et
al, 2012a).

Cattaneo’s blueprint aims for European countries to see:
* A Europe-wide improvement in breastfeeding practices and rates

e Asignificant increase in the number of parents who are confident, empowered and satisfied with
their breastfeeding experience

e An improvement in skills in promoting, supporting and protecting breastfeeding, thus producing
greater job satisfaction for the vast majority of health workers.
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Importantly, it also recognises that bonding and nurturing between mother and baby imply more than
feeding alone and therefore women who decide to formula feed and those who breastfeed should
be supported to foster the establishment of an optimal relationship with their child, which extends
beyond feeding.

The blueprint was updated in 2008, but of the 29 countries that participated, the situation did not change
much between 2002 and 2007. For the countries with the lowest breastfeeding initiation rates (Ireland,
France and the UK) improvements were seen but rates continued to be lower than other European
countries. Higher rates of exclusivity at six months were reported in the Netherlands and Slovakia,

but across Europe figures remain lower than recommended by the WHO and UNICEF. However,
improvements were seen in the number of countries engaging with the BFHI. In Sweden, all hospitals
were reported to be BFHI-accredited. In addition, all countries reported the existence of peer counsellors
and mother-to-mother support.
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Breastfeeding initiation

Reporting on European national breastfeeding data statistics is challenging, as recording is inconsistent
and not always comparable. According to the Organisation for Economic Co-operation and Development
(OECD) Family Database, CO 1.5 (2011), in 2005, the proportion of children who were ever breastfed
varied widely, ranging from less than 50 per cent in Ireland to almost 100 per cent in Denmark, Sweden
and Norway. The UK was sixth from the bottom (see Figure 4).
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Figure 4: Proportion of children who were
‘ever breastfed’, worldwide, around 2005

Reproduced from OECD Family Database, 2011
www.oecd.org/els/social/family/database

Between 2005 and 2010, results from the 2010
Infant Feeding Survey demonstrate significant
increases in breastfeeding initiation rates in
England (78 to 83 per cent), Wales (67 to 71 per
cent) and Scotland (70 to 74 per cent). However,
in Northern Ireland initiation rates have remained
static and demonstrate some of the lowest
breastfeeding rates in Europe (64 per cent, the
same for 2005 and 2010) (McAndrew et al, 2012;
WCRF/AICR, 2009).
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Breastfeeding prevalence

Across the UK, in 2010, breastfeeding rates fell from 81 per cent at birth to 69 per cent at one week,
and to b5 per cent at six weeks. At six months, just over a third of mothers (34 per cent) were still
breastfeeding (see Figure 5). While this does not meet government recommendations, improvements
have been seen.

Figure 5: Breastfeeding
| §2?§ prevalence, by age,
H UK-wide, 2005-2010

|‘ Data from Infant Feeding

Survey 2010 (McAndrew et
al, 2012)
Birth 1 week 6 weeks 3 months 4 months 6 months 9 months

% any breastfeeding

Mothers continued to breastfeed for longer in 2010 than in 2005: 9 per cent more women were still
breastfeeding at six months (25 per cent in 2005 compared to 34 per cent in 2010). This suggests that
policy developments to improve support and information for mothers may have encouraged them to
continue to breastfeed for longer.
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Figure 6: Breastfeeding prevalence (exclusive), by age, UK wide 2005-2010
Data from Infant Feeding Survey 2010 (McAndrew et al, 2012)
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In 2010, at three months, 17 per cent of mothers were still breastfeeding exclusively (up from 13 per
cent in 2005) and at four months, 12 per cent of mothers were still breastfeeding exclusively (up from
7 per cent in 2005). At six months, only 1 per cent were still exclusively breastfeeding (no change since
2005) (McAndrew et al, 2012).

Understanding breastfeeding data

Breastfeeding rates from different data sources are not always comparable. For example, the National
Infant Feeding Survey tends to slightly overestimate actual percentages of breastfeeding due to the
nature of the survey (e.g., self-reported and postal survey). Operational data sources (e.g., local data
collection) might possibly have different biases.

Recording local data

All UK nations collect data on infant feeding. An example has been drawn from the English breastfeeding
data collection reports. Similar graphs could be produced for all countries that routinely collect infant
feeding data.

In England, breastfeeding initiation and prevalence rates at six to eight weeks are collected locally and
presented as quarterly statistics by the Department of Health (DH). A benchmarking tool can be used to
map data from local areas to national and regional data. In addition, comparisons can be made to other
populations of similar demographics (e.g., manufacturing towns). Blank cells indicate reported data that
do not pass the data quality checks.

With the permission of the DH, England, information reproduced and presented has been taken from the
breastfeeding data downloads:

Statistical release — Breastfeeding initiation and prevalence at six to eight weeks 2012-13 Q3

Information presented was accurate at the time of reporting (accessed 18 March 2013). Updates to data
may alter future reporting for this data set. Further information and up-to-date information can be found
at: http://bit.ly/UTuDUT

29 ‘ BABY FRIENDLY INITIATIVE
Evidence and rationale



Figure 7: Example of benchmark data demonstrating local, regional and national
comparisons: breastfeeding prevalence at six to eight weeks as a percentage of all infants

COMPARATORS PERCENTAGE OF ALL INFANTS

2011/12 2011/12 2011/12 2011/12 2012/13 2012/13 2012/13
Q1 Q2 (OK] Q4 Q1 Q2 (OK]

England 46.7% 47.6% 47.4% 46.9% 47.0% 47.4% 47.2%

North East (Q30) 29.6% 31.2% 29.9% 30.1% 30.1% 31.0% 31.8%

Manufacturing
Towns (ONS7.12)

Hartlepool PCT

33.5% 35.5% 33.4% 34.4% 32.3% 33.4% 32.5%

18.2% 20.0% 21.4% 19.1% 19.3% 22.2% 16.7%

(5D9)
London (Q36) N/A N/A 67.9% 68.7% 68.5% 69.7% 68.0%
Ygfg;m'”ﬁer PCT1 g32% | 84.8% N/A 832% | 744% | 81.6% N/A
Breastfeeding prevalence at six to eight weeks
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Note: 0% means no data is available or did not meet the quality standard to be recorded.
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Geographical maps also illustrate the comparisons.

Figure 8: Percentage of mothers initiating breastfeeding, by PCTs in England
by quartile 2011/12

DH (2012) Quarter 4, 2011/12 24 May 2012. The breastfeeding initiation rate was 74 per cent in 2011/12,
a slight improvement on 2010/11 (73.7 per cent), 2009/10 (72.8 per cent) and 2008/09 (71.7 per cent).
This ranged from 41.8 per cent in Knowsley in the North West of England, to 94.3 per cent in Haringey
in London.

This map is based on mothers and is an outturn (annual) map.

Key

[ PCTs with breastfeeding initiation data failed validation criteria

I PCTs with breastfeeding initiation rates between 20.9% and 65.6%
B PCTs with breastfeeding initiation rates between 65.6% and 73.1%
I PCTs with breastfeeding initiation rates between 73.1% and 78.9%
I PCTs with breastfeeding initiation rates between 78.9% and 94.3%
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Figure 9: Percentage of infants being breastfed at six to eight weeks, by PCTs in England

by quartile 2011/12 Q4

The prevalence of breastfeeding at six to eight weeks in 2011/12 Quarter 4 was 46.9 per cent of all
infants due a six to eight week check. This was slightly higher than the figure of 45.3 per cent recorded
in 2010/11 Quarter 4. Figures ranged from 19 per cent in Redcar & Cleveland in the North East of

England to 83.2 per cent in Westminster, London.

Six to eight week breastfeeding prevalence is based on infants and is a quarter actual map.

Key

[ PCTs with 6-8 week breastfeeding prevalence data that failed validation criteria
Il PCTs with 6-8 week breastfeeding prevalence rates between 0% and 29.7%
I PCTs with 6-8 week breastfeeding prevalence rates between 29.7% and 41%
I PCTs with 6-8 week breastfeeding prevalence rates between 41% and 53%
I PCTs with 6-8 week breastfeeding prevalence rates between 53% and 83.2%
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Figure 10: Breastfeeding drop-off rate: difference between percentage of mothers initiating
breastfeeding and prevalence of breastfeeding at six to eight weeks (as percentage of
those initiating), by PCTs in England, 2011/12 Q4

By six to eight weeks, breastfeeding drop-off rates (as a percentage of mothers initiating breastfeeding)
ranged from 3.6 per cent in Westminster, London to as high as 60 per cent in Redcar & Cleveland where

only 47.6 per cent of mothers initiated breastfeeding.
http://bit.ly/14NJglj

This drop-off map compares quarterly initiation with quarterly six to eight week prevalence.

London
3 4
o

Key

[ PCTs with breastfeeding drop off data that failed validation criteria
B PCTs with breastfeeding drop off rates between 0.0% and 20.8%
B PCTs with breastfeeding drop off rates in between 20.8% to 37.0%
[ PCTs with breastfeeding drop off rates in between 37.0% to 44.6%
PCTs with breastfeeding drop off rates between 44.6% and 63.6%
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Public Health England, 2013, provides a facility to map infant feeding profiles and the quarterly data sets
against other child health profiles, (admission to hospital with gastroenteritis, teenage pregnancy etc.). It
also compares BFI status. (Child and Maternal Health Intelligence Network www.chimat.org.uk)

The rationale for the review and updating of
the Baby Friendly Initiative standards

The UNICEF UK Baby Friendly Initiative (BFI) was introduced in 1994. At this time, breastfeeding
initiation and prevalence rates were low and the programme acted as a foundation to implement
evidence-based care to support more women to breastfeed their infants. To achieve this, it was
recognised that there was a need to update education for health care staff and to implement evidence-
based service policy to underpin minimum standards that would support breastfeeding.

The BFI programme used a focused approach to implement significant changes to health care practice
and to lift the bar on what was required to improve care. The BFI has succeeded in gaining national
recognition for the importance of breastfeeding. It has also created a new ‘common knowledge’ related
to breastfeeding practice within the health service and among policy makers. Once hotly debated
topics such as skin-to-skin contact, rooming-in, teaching mothers how to breastfeed and avoiding
supplementation are now accepted as good practice. Indeed, for many student midwives, ‘normal
practice’ is offering all women skin-to-skin contact with their baby immediately after birth, and they

do not know a time when this did not happen. While not every mother in the UK receives this level

of support, overall standards have improved and most health professionals, including pre-registration
midwives and health visitors, now have the knowledge and skills of what good care should be and how
best to support women.

Since 2004, the strategic aim of the BFI programme has been:

“To support the implementation of recognised best practice in the care of breastfeeding
mothers and babies in the NHS as a mechanism to improve breastfeeding rates.”

Reflections on the current BFl approach

The focus on the health professional as the conduit for change has been a strength of the BFI.
Concentrating on a large national programme across the acute and primary sector, supporting training
and practice of the individual has made the programme successful around the UK.

Building this strong foundation has only been possible because of the tenacity and motivation of staff
and support workers to improve care for women and their families. However, as breastfeeding rates
have improved, so has the wider analysis of what works to sustain breastfeeding prevalence. For some,
the perception is that women feel that health professionals are now ‘putting too much pressure on
women to breastfeed’ (Trickey and Newburn, 2012; Hoddinott et al, 2012a) and that in their delivery,
support can sometimes become ‘task-orientated’. The landscape and the body of evidence has changed
significantly since BFI started. New information continues to inform how best to support women to
improve breastfeeding rates and the health and well-being of mothers and babies.

The current body of evidence demonstrates that a multitude of interventions, including full implementation
of the Ten Steps and the Baby Friendly Initiative standards, is associated with significant improvements

in infant feeding practices within relevant health care environments (Broadfoot et al, 2005; Caldeira &
Goncalves, 2007; Catteneo and Buzzetti, 2001; Del Bono & Rabe, 2012; Figueredo, 2012; Kramer et al,
2001). Since the BFI was introduced, UK breastfeeding initiation rates have risen from 62 per cent to 81
per cent (McAndrew et al, 2012).
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Breastfeeding rates increased most in the maternity units while they were working towards accreditation,
peaked at accreditation, then for some plateaued when they had been fully accredited for a number

of years (Hoddinott et al, 2009). Focus groups carried out with representatives from these units when
developing the new standards described how maintaining them can be challenging. Participants said

that the process of working towards something new inspired their innovation and the subsequent
improvements. But maintaining the standards did not always create the necessary motivation to sustain
the change or the skills set necessary to support the cultural shift required to improve services further.

Revised standards

Having raised the foundation level of knowledge and skills within maternity care in the UK, the time was
right to assess how best to improve the current BFI approach. The aim was to build on the success

of the BFI, incorporate the new evidence and formulate new additional standards that would further
improve the health and well-being outcomes for all women and their infants.

Over the past decade, new and emerging evidence and understanding of what works to support

women to breastfeed and respond to their infant's needs has become apparent. Evidence regarding

the importance of early care practices and the future well-being of the child indicates that a broader
approach to the BFI could result in better outcomes for all children, including strategies that promote a
greater emphasis on early brain development, emotional attachment and positive parenting interactions
(Gerhardt, 2004; Heikkila et al, 2011; Sacker et al, 2006; Schore, 2000, Schore, 2002; Shonkoff & Phillips,
2000; Zeedyk et al, 2008).

When communities work together, evidence suggests that they can successfully influence behaviour
change to achieve multifaceted public health interventions (Chung et al, 2008; Dyson et al, 2006;
Kennedy, 2010; NICE, 2007; NICE, 2011a; WHO, 2010a). The benefits of breastfeeding are evidence-
based, but the mechanisms for supporting all women, including those who do not breastfeed, to feel
confident in their relationship with their baby require practical and emotional support. Understanding the
importance of early relationships and the impact this has on the infant’s health and well-being requires
consideration, from all practitioners, to ensure the best possible outcomes for the mother and baby pair
and for the infant’s physical, social and emotional development.

The United Nations Convention on the Rights of the Child (UNCRC, see Appendix 6) underpins all
UNICEF's work both internationally and in the UK (UNICEF UK, 1992). Evidence suggests that cohesive
multi-faceted programmes, working with the UNCRC as the focus, are required to evolve the Baby
Friendly Initiative standards into a more holistic mother-baby-centred programme. This updated and
enhanced approach ensures implementation of the best possible evidence base around relationship
building between mother and baby and between health professionals and parents. Breastfeeding is an
essential part, but not the sole aim of the programme.

The new BFI| programme reflects changes in the NHS maternity services, reduced antenatal care,
shorter hospital stays and fewer community visits. It also responds to the identified need to close the
gap between the outcomes of those most affluent and the poorest in society, identifying investment in
the 'Foundation Years' as the best time to make these improvements (Aked et al, 2009; Allen 2011a/b;
Allen and Duncan Smith, 2008; DHSSPSNI, 2009; Field, 2010; Flying Start Wales, 2010; Kennedy, 2010;
Marmot, 2010; Scottish Government, 2011; WCRF/AICR, 2009; WHO, 2008). The Midwifery (DH,
2010a), Health Visiting (DH, 2011c), maternity, community peer and volunteer services within the UK
continue to be best placed and strategically positioned to support individual women at the right time and
within this social context. If women are nurtured and nourished to care for their infants through a healthy
pregnancy and in building safe, strong, emotional bonds with their baby, public health and consequently
an individual's life chances will be given the best possible start (RCM, 2012).
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Summary of the rationale for change

The WHO/UNICEF Baby Friendly Hospital Initiative is a globally recognised programme that forms a key
strand of the WHO Global Strategy on Infant and Young Child Feeding (WHO, 2003). In the UK, the BFl is
recognised as the minimum standard for care provision (NICE, 2011a; NICE 2013). UK-wide government
policy has resulted in the majority of maternity and community facilities having made some progress
towards achieving Baby Friendly accreditation and improving breastfeeding rates.

Maintaining the momentum and supporting an established infrastructure of infant feeding supporters
across the UK requires continuity of a recognisable ‘standard, assessment, accreditation’ based
programme, which builds on the work that already exists.

Over the past decade, new evidence has emerged and as a consequence added to the body of
knowledge about what works to support women to breastfeed and respond to their infant’s needs. This
evidence now informs the enhanced Baby Friendly Initiative standards.

The evidence related to the criticality of experiences in early years in supporting positive outcomes

for babies and children led to a consideration of the potential role of health professionals in supporting
mothers to develop nurturing relationships with their babies. While breastfeeding continues to form the
basis of the programme, the standards have been expanded, based on the evidence to incorporate a
more holistic approach to care for mothers and their infants. There is a greater emphasis and focus on
the infant's well-being as well as their health.

This book presents the evidence that underpins the UNICEF UK Baby Friendly Initiative standards.

“The greatest gift for a baby is maternal responsiveness.”

Allen & Duncan Smith, 2008, p. 57
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Chapter 2: Building a firm foundation

The evidence discussed in this chapter relates to:
Stage 1
Standard 1: Have written policies and guidelines in place to support the standards.

This standard applies to maternity, health visiting/public heath, neonatal and children’s centres or
equivalent.

The evidence also cross references to:
Stage 1

Standard 2: Plan an education programme that will allow staff to implement the standards
according to their role (see also Chapter 3).

Standard 3: Have processes for implementing; auditing and evaluating the standards (see also
Chapter 3).

Standard 4: Ensure that there is no promotion of breastmilk substitutes, bottles, teats or dummies
in any part of the facility or by any of the staff (see also Chapter 7).

These standards apply to maternity, health visiting/public heath, neonatal and children’s centres or
equivalent.

Introduction

Consistent and sustained improvement in practice is most likely to be achieved if there are appropriate
and specific policies/guidelines that are written down and agreed. To create change, a commitment at all
levels is required to ensure that the policy is implemented effectively, reviewed and audited.

Why policy development is important

Using policy to change behaviour requires a combination of strategies that can provide a structure for
decision-makers to implement initiatives and create an environment to help people make decisions about
their actions. Implementing policy, whether as guidance or as protocol at various levels in conjunction
with other interventions, can be effective at an individual, community and population level.

In 2003, the Global Strategy for Infant and Young Child Feeding called upon all governments to develop,
implement and evaluate national policy on infant feeding and commit to the WHO (1981) International
Code of Marketing of Breast-milk Substitutes. Population-level interventions can have the greatest
potential if supported by government and implemented effectively at a local level. Worldwide and in
Europe, the importance of promoting, protecting and supporting breastfeeding is considered essential
to improving children’s health and well-being. As part of the Millennium Development Goals (Lassi et
al, 2010; WHOQO, 2010b), the Global Strategy for Women and Children’s Health (WHQO, 2010c) and Save
the Children’s call to action (Mason et al, 2013), governments, policy-makers, society, business and
academics are asked to work together to improve the health of women and children. Breastfeeding is
seen as integral to this. Implementation requires partnership working, knowledge, planning, evaluation
and an ability to use emerging evidence to inform research and practice.

A report, State of children’s rights in England (Children’s Rights Alliance for England, 2012), demonstrates
that good progress has been made in implementing the BFI, but there are huge regional variations in the
percentage of children born in Baby Friendly hospitals (i.e. 53 per cent of babies born in the South West;
42 per cent of babies in the North West; and no babies in the East of England were born in Baby Friendly
hospitals). In addition, the report identified that UK governments have continued to fail to fully implement
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the International Code of Marketing of Breast-milk Substitutes and reported that the Infant Feeding
Survey in 2010 found that the use of follow-on formula in Stage 3 of the survey (when babies are eight
to ten months old) had increased from 53 per cent of the women surveyed in 2005 to 69 per cent of
women surveyed in 2010. The report considered that this increase may reflect more active marketing of
follow-on formula in recent years.

Globally, it is recognised that implementation of policies (Step 1) to support the BFl is integral to its
success (Cattaneo, 2008; NICE, 2005; NICE, 2006; NICE 2011a; NICE 2013; Rosenberg et al, 2008;
WHO, 2003) and worldwide, over 22,000 facilities in 157 countries are now BFl-accredited (Saadeh,
2012). Evaluation of the impact of the BFI is mainly associated with increases in breastfeeding initiation
(Alam, 2002; Broadfoot et al, 2005; Caldeira & Goncalves, 2007; Cattaneo and Buzzetti, 2001; Del Bono
and Rabe, 2012; Figueredo, 2012; Kramer et al, 2001; Merton et al, 2005; Philipp et al, 2001; Rosenberg
et al, 2008). Many babies throughout the world are not born in an environment that meets this minimum
standard of care. In the UK, where the BFI has been implemented in the community alongside other
initiatives, breastfeeding prevalence is also seen to increase (Ingram et al, 2011). In Sweden, all babies
are now born in a Baby Friendly-accredited hospital and breastfeeding prevalence at six months is 73 per
cent (Hofvander, 2005), compared to only a quarter (34 per cent) of women still giving their babies any
breastmilk at this time in the UK (McAndrew et al, 2012).

Understanding the specific elements of a policy

In 2011, Dykes reviewed 25 years of breastfeeding research published in one international journal,
Midwifery. Her article demonstrates some of the significant changes that have taken place in the past
three decades. Six research papers were selected for review, on topics that included: the anatomy and
physiology of infant suckling; the psychosocial needs of mothers with low birth weight babies; teaching
positioning and attachment; the impact of the postnatal ward environment on breastfeeding outcomes;
women's self-efficacy; and the effect of increasing technology in the labour ward on breastfeeding
outcomes. This is an important review because it highlights the ‘momentous’ rise in breastfeeding
research that has helped to reverse detrimental infant feeding practices, but significantly it also raises
questions about why, despite the evidence, so few women in the UK breastfeed exclusively for six
months.

For policy makers looking to support implementation of the new Baby Friendly Initiative standards, there
is a need to understand the barriers that affect women's infant feeding experiences. Therefore, evidence
that explores the social-cultural context and constraints within the community is required to inform policy
development, implementation and evaluation.

“Without this socio-cultural knowledge any interventions may fail due to contradictory cultural
beliefs and or/constraints upon families in taking up or implementing designated changes”
(Dykes, 2011).

There is a universal agreement on the need for an evidence-based infant feeding policy, but how such
policies are developed, supported and implemented requires careful consideration and regular review.
The policy will guide everyday working of staff and should be developed in each area to cover best
practice. A model of why breastfeeding interventions work in some places and not others can help to
understand the complex interactions between an intervention and the context in which it is delivered
(Hoddinott et al, 2010a). This model has been applied by the Baby Café movement (Dodds et al, 2010) to
understand how and why initiatives vary in different parts of the country.

It is important that the policy does not stand alone, outside of the context of care, whether antenatal,
intra-partum or postnatal. Polices developed to guide obstetric and midwifery care will have an impact on
the infant feeding policy and breastfeeding outcomes.
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For example, when developing guidance on choice of place of birth and midwife-led care, the infant
feeding policy should be aligned to the maternity services policy, based on the best available evidence
and cross referenced to both.

The National Perinatal Epidemiology Unit, Birthplace in England Research Programme (Birthplace), 2012,
concludes that planned place of birth for low-risk women at home or in a midwife-led unit increases
breastfeeding initiation rates (Hollowell et al, 2011).

The Infant Feeding Policy should be supported and guide the user to other polices such as: a bed-
sharing policy or a hypoglycaemia policy. This approach will provide flexibility so that specific information
is available at a personal level, meeting socio-cultural needs, while also being part of the strategic
framework. This next example demonstrates how, based on the evidence, the use of dummies/pacifiers
requires a policy that is flexible enough to be adapted to the context in which it is applied.

Example

The avoidance of promotion or use of dummies/pacifiers is part of the BFI programme, but their use

is known to be common practice in the UK. The impact of their use on breastmilk production and
successful breastfeeding has been hotly debated in the literature, both for premature and term babies.
In May 2012, the Cochrane Library produced a review analysing the effect of restricted pacifier use in
breastfeeding term infants for increasing duration of breastfeeding. They concluded that:

“Pacifier use in healthy term breastfeeding infants, started from birth or after lactation is
established, did not significantly affect the prevalence or duration of exclusive and partial
breastfeeding up to four months of age. However, evidence to assess the short-term breastfeeding
difficulties faced by mothers and long-term effect of pacifiers on infants’ health is lacking.”

(Jaafar et al, 2012).

Important key points to consider here when developing a ‘flexible’ policy are that the review identified a
lack of research in some areas and therefore could not conclude that the use of dummies/pacifiers would
not affect short-term breastfeeding outcomes if there were breastfeeding difficulties (e.g., cracked nipples,
maternal confidence etc.) and whether there would be any long-term effects of using pacifiers on the
infant’s health. In addition, the review did not consider the use of pacifiers for preterm or sick infants.

Understanding the specific elements of a policy is important so that other practices can be promoted to
support breastfeeding (e.g. midwife-led care) and so that the policy is flexible enough to be contextually
applied to meet women'’s and babies’ individual needs.

Turning policy into practice, and practice into improved breastfeeding outcomes

In 2013, the NICE Quality Standard 37 on Post Natal Care (NICE, 2013) highlights that “It is important
that the quality standard is considered alongside [other] current policy documents”. Public Health
Guidance (NICE, 2011a) recommended that all health care providers should have “A written, audited and
well-publicised breastfeeding policy that includes training for staff and support for those staff who may
be breastfeeding. That a health professional responsible for implementation of the policy is identified and
it is communicated to all staff and parents.

A policy in itself will not change practice, and the work needed to create a change in breastfeeding
prevalence across the UK should not be underestimated. Research calls for a co-ordinated and well
supported programme to implement a real change in culture and practice.

39 BABY FRIENDLY INITIATIVE
‘ Evidence and rationale



This requires:
e co-ordination of national with local policy that is funded, enabled and monitored at all levels; and

* ongoing monitoring of rates in variation in infant feeding combined with socio-demographic data
(Renfrew et al, 2005).

In times of austerity and in light of ongoing constraints on public spending and family incomes, it is
crucial that we focus resources on things that make a difference to women's breastfeeding outcomes.
Understanding the context and complexity in which policies and interventions occur is essential

to identifying and understanding the favourable conditions necessary for a successful intervention
(Hoddinott et al, 2010a).

Internationally, research papers describe challenges with uptake, interpretation and implementation of
infant feeding policies, ranging from partial implementation by an organisation to selective implementation
by an individual based on personal beliefs and their ability or inability to achieve the required task
(Bettinelli, 2012; Hallam, 2008; Jennifer et al, 2012; Moore et al, 2007; Perrine et al, 2012). WHO studies
demonstrate that, in the US and Europe, 30-50 per cent of patients fail to receive the care recommended
by the evidence (Robertson & Jochelson, 2006). Barriers at individual, organisational and national level can
exist and prevent implementation of evidence-based policy. To overcome this, the barriers that present
must be understood and addressed, both for the clinician and the user (Hoddinott et al, 2010a).

While there is a large body of evidence that supports why women should breastfeed from a public
health perspective, there are profound gaps in the research that inhibit the initiation of evidence-based
interventions within the community setting (Hoddinott et al, 2011; Renfrew et al, 2007). Emerging
studies highlight some of the reasons why women in the UK and other developed countries are not
breastfeeding. Hoddinott et al (2011) explores women's infant feeding experiences and argues that
there are clashes between families and the health services at pivotal points in their infant feeding
journeys. Some families perceive the only solution is to stop breastfeeding or introduce other foods.
This is supported by the work of Lee (2011), who explores women'’s experiences of formula feeding
and details their feelings of ‘failure’ at turning to the bottle when breastfeeding was unsuccessful.
This in turn developed into an ‘us and them’ relationship between the health professional and the
mother. In Australia, a similar dissonance exists, where the professionalisation of breastfeeding and
the medicalisation of birth have led to a loss of focus on the embodied nature of breastfeeding and the
importance of nurturing the relationship between the mother and baby (Barclay et al, 2012).

Thinking outside the box, a team of Infant Feeding Co-ordinators in the North West of England, led

a project with the community to create a socio-cultural shift in breastfeeding behaviours through
implementation of the BFI. What is important about this initiative is the application of a 'hearts and
minds’ approach that aimed to transcend the prescriptive nature of the BFI accreditation process and
the challenges described above. The team managed to combine the ‘hard’ evidence base with the
feelings, meanings, attitudes and beliefs of the local population. The passionate, motivational leadership
valued, listened and adapted the BFI process so that it was seen and valued as a meaningful and fulfilling
innovation that created a ‘buzz’ and inspired the whole community. This approach made the concerns
of the professionals and, crucially, the mothers, visible and legitimate, resulting in the development

of mutually trusting relationships between the breastfeeding supporter and the woman. In addition, it
emphasised the need to engage the health professional team at an ‘emotional’ as well as a ‘rational’
level in order to change beliefs, values and practices of individuals and the organisation (Thomson et

al, 2012a). Understanding why behaviour change occurs is complex. \When behaviour is rewarded, for
example through incentives and celebration (following audit and regular feedback), then change maybe
more likely to occur. In the North West, the provision of incentives (gifts and vouchers) did not influence
women'’s intention or motivation to breastfeed, but the connections forged provided psycho-social
benefits for both the users and peer supporters (Thomson et al, 2012b).
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As well as focusing on individual factors, it is important that policy takes steps to address social,
environmental, economic and legislative factors that affect people’s ability to change their behaviour
(NICE, 2007).

In 2010, NICE published a special report, commissioned by the WHO, to analyse the characteristics

of national, regional and local health systems and services that produce and support behaviour change
(Swann et al, 2010). The report recognises that health systems will have intended and unintended
effects on individuals and the populations in which they work — for example, how the system treats and
develops its staff and the impact this has on the environment. The important role of policy and national
programmes is to develop effective health systems that can react and adapt to the characteristics of

a 'live’ evolving system and ways to focus on improving the experiences of those using the services
(NICE, 2012b).

From the above literature cited and reflecting on the challenges of implementing the BFI as a public
health recommendation and reviewing the evidence, clear messages emerge that should be taken into
consideration when implementing an infant feeding policy:

1. Carefully plan interventions and programmes that:
e employ credible, passionate, inspirational leaders
e explore the local and national context, with the local population

e draw on multi-disciplinary teams working with partners, at all levels,
across the community and the women, develop networks

¢ understand the community and environment you are working with

e build informal networks at an emotional level

e develop links for media and marketing

e adopt a flexible, accessible and appreciative style

e understand the need for sustainable resources and develop strategies to implement them
e implement BFl in the hospital, community and university

e monitor infant feeding prevalence and demographic data in an ongoing way.

2. Equip practitioners with the knowledge and skills based on the evidence base:
* build upon existing knowledge and skills
e develop inter-professional training
e develop and involve BFI champions
e offer one-to-one support for women on low incomes
® give consistent messages and maintain a momentum
e develop a team to co-write the BFI infant feeding policy with shared outcomes

e invest in training and development.
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3. Continually reflect on change, communicate and celebrate feedback:

be brave and willing to ‘think outside the box" and explore the socio-cultural influences

audit progress and adapt processes based on results

develop service design and delivery

engage in reflective practice with multi-source feedback and diverse service-user involvement

ensure that there is no marketing of breastmilk substitutes, formula feed, bottles, teats or
dummies, which would interfere with effective implementation of the policy.

Based on the evidence, UNICEF has developed a guide for local planners/commissioners to inform
their decision making and priority setting to promote and support local infant feeding initiatives (see
Appendix 2).
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Chapter 3: An educated workforce

The evidence discussed in this chapter relates to:
Stage 1

Standard 2: Plan an education programme that will allow staff to implement the standards
according to their role.

This standard applies to maternity, health visiting/public heath, neonatal and children’s centres or
equivalent.

Stage 2

Standard: Educate staff to implement the standards according to their role and the service
provided.

This standard applies to maternity, health visiting/public heath, neonatal and children’s centres or
equivalent

and cross references to:

Stage 3:

Parents’ experiences of maternity services

Parents’ experiences of neonatal units

Parents’ experiences of health visiting/public health nursing and

Parents’ experiences of children’s services or equivalent early years settings in Wales, Scotland
and Northern Ireland.

The facility should have an education programme that is effectively planned and implemented.
The programme equips staff with the knowledge and skills required to implement the standards
successfully, according to their role, and that this is audited and evaluated appropriately.

Introduction

Training all health care staff is vital and necessary for the implementation of the infant feeding policy.
Staff cannot be expected to support women effectively if they do not have the knowledge, skills and
understanding of what works to help women initiate and continue to breastfeed. To be effective,
education and training packages must be mandatory for all staff, supported by a strong policy and senior
staff. If training is voluntary, attendance is poor and only those motivated and willing to change, adopt
and implement new, evidence-based ways of working will attend.

In the Infant Feeding Survey 2010 (McAndrew et al, 2012), three in five women said they would have
liked to breastfeed for longer. Many did not receive the help they needed and experienced problems
that were not resolved. This led to the introduction of formula feeds and ultimately to the cessation of
breastfeeding. The need for practical aspects of breastfeeding and problem-solving skills to be included
in basic training is now recognised. Compared to 2005, the number of mothers saying they would have
liked to have breastfed for longer did decrease (73 per cent in 2005 to 63 per cent in 2010) suggesting
that more mothers were able to follow their own feeding preferences. While there were improvements,
the highest levels of problems with breastfeeding were experienced by women who were already using
a combination of breastmilk and formula. Those who did not receive support were more likely to stop
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breastfeeding. The most commmon reasons given for stopping breastfeeding included difficulties with
positioning and attachment; painful breasts/nipples; insufficient milk; and the baby being ill.

It is necessary to increase knowledge, but it is also necessary to improve communication skills to
apply that knowledge. Actual clinical practice often differs from that recommended by the evidence,
policy or guidance, and barriers can stand in the way that obstruct the implementation of effective
practice. For some staff, a lack of understanding and awareness of why new knowledge is needed,
personal beliefs and a lack of the necessary skills may inhibit their adoption of new strategies to effect
change. In addition, staff may perceive that they do not have time to change ingrained practices, that
the organisational environment does not allow it and that managers do not support it (Robertson and
Jochelson, 2006).

The UK remains a country where formula feeding is the norm. While breastmilk is now commonly

seen as the ideal nutrition for the infant, formula is seen as a realistic, feasible alternative. The health,
emotional and well-being benefits of breastfeeding beyond the early days continue to be undermined by
poor practice, poor support and inconsistent or inaccurate information. In addition, a woman'’s confidence
is often weakened, inhibiting her own self-efficacy in her ability to succeed (Entwistle et al, 2010).

Implementing ‘standalone’ training for staff will not change breastfeeding initiation or prevalence rates.
Rather, education should be delivered as part of a multifaceted package. A systematic review found
that training alone made no difference to breastfeeding outcomes (Spiby et al, 2009). NICE guidance
(2006, 2011a) recommends that health professionals should have the appropriate knowledge and skills
to support the nutritional needs of infants, to support breastfeeding management and to implement the
BFI as a minimum standard. In addition, practices that have been shown to be effective/beneficial for
enhancing breastfeeding duration include skilled, practical, breastfeeding support, at both a peer and
professional level, proactively offered to women who want to breastfeed, antenatally, postnatally and in
the community (Dyson et al 2006; Renfrew et al, 2005; Renfrew et al, 2012b).

Knowledge, attitudes and practice of staff

Evidence suggests that breastfeeding prevalence increases when support is offered to women.
However, how messages around breastfeeding are communicated to women and received by them
needs exploring within education programmes.

Following breastfeeding support, some women report feeling confused and undermined in their ability
to breastfeed. They may experience conflicting advice and conflicting messages. Information may be
given in an autocratic, time-pressured manner. It may be perceived as mechanistic, well-meaning, but
overzealous. The outcome is that a woman can feel undermined and her self-confidence to breastfeed
is diminished. She can be left with feelings of failure and guilt and, even at this early stage of building
a relationship with her infant, she can even have feelings that she is a ‘bad mother’ (Mclnnes and
Chambers, 2008; Redshaw and Henderson, 2012; Sheehan et al, 2009).

A metasynthesis to explore women's perceptions and experiences of breastfeeding support (Schmied
et al, 2011) showed that continuity of caregiver enhances the probability of building a facilitative, trusting
relationship between the breastfeeding supporter and the mother. However, if this is not possible, each
individual breastfeeding support visit can be developed to be meaningful and positive.

This work highlighted that certain types of communications are more likely to help women to feel
supported, self-confident and enabled to continue to breastfeed. These types of communications are:

® positive but realistic
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® encouraging, proactive and focused on the benefits, but

e do not create pressure on women, making them feel inadequate or failures.

Furthermore, communications should be:
e 'person-centred’
e facilitated with empathy
e given with detailed problem solving skills
* centred on individual needs and,

e given with encouragement and affirmation.

The Joanna Briggs Institute, Australia (2010) provides systematic review evidence that indicates that
support for breastfeeding occurs along a continuum from authentic presence at one end (effective
support) to disconnected presence at the other (ineffective support). Based on the findings they made
five recommendations:

e services should support relationship-based care that is individualised
® support needs to be practical

e antenatal education and postnatal information needs to be more learner centred, realistic, positive
and encouraging

e health professional education needs to develop communication skills

e schemes that offer peer support need further development across all socio-economic groups.

Work by the National Childbirth Trust (Trickey & Newburn, 2012) explored three important infant feeding
support problems within the UK:

e mothers who use formula can feel under-supported and judged
e mothers can feel underprepared for problems with breastfeeding
e many mothers who might benefit from breastfeeding support do not access help.

The study analysed conflicts and dilemmas surrounding how education and support are provided to
attempt to clarify some priorities for action. The findings identified some key messages, including

the need to promote models of support that are proactive, continuous throughout the mother's infant
feeding journey and that aim to protect and promote breastfeeding. Most importantly, if the support is to
be acceptable, it must be genuinely mother-centred.

Furthermore, a recent Cochrane Review, Support for healthy breastfeeding mothers with healthy term
babies (Renfrew et al, 2012b) demonstrates that support should be tailored to the setting and the
needs of the population for it to be effective. In addition it should be planned in advance and ideally
conducted face-to-face. Support that is only offered if women seek help is unlikely to meet their needs.
A pilot randomised controlled trial of proactive telephone support for breastfeeding women living in
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disadvantaged areas delivered by a dedicated feeding team with maternity care assistants showed
considerable promise in terms of improving breastfeeding rates at six to eight weeks after birth
(Hoddinott et al, 2012b).

Work in the UK and abroad calls for the postnatal environment and the language of the breastfeeding
supporter to be developed to enable and nurture breastfeeding as part of the process of building a
meaningful relationship between the mother and her newborn baby and the mother and the midwife
(see Figure 14), not just a mechanism for purely giving information and providing the best nutrition to
the child (Burns et al, 2012a; Burns et al, 2012b; Dykes and Flacking, 2010; Furber and Thomson, 2010;
Hoddinott and Pill, 2000; Nelson, 2006).

Figure 11: Skills and approach required by the workforce to provide effective infant
feeding support
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The learning needs of health professionals
to promote and support breastfeeding

Many midwives, health visitors and other professionals supporting women to breastfeed trained and
practised in times when routinised care discriminated against breastfeeding. Their own knowledge and
skills of how to support women to breastfeed was founded on poor practice and the key principles were
not clearly understood.

The link between the nature of training and improved breastfeeding outcomes remains unclear. The
following sections draw together learning from the literature to inform best practice, based on the best
available evidence.

Between 2004-2005, Renfrew et al carried out a five-stage assessment across England and Wales to
map out the learning needs of health professionals to promote and support breastfeeding. The findings
and recommendations of the studies were published in a special edition of Maternal and Child Nutrition
(Volume 2, Issue 4, October 2006 onlinelibrary.wiley.com/doi/10.1111/mcn.2006.2.issue-4/issuetoc),
(Renfrew et al, 2006).

Key findings and recommendations from the Learning Needs Assessment (LNA) are presented in Table
1. Paper 6 summarises the findings from the studies and makes recommendations on how best to
support effective breastfeeding education packages for professionals. The final paper (7) describes a
‘conceptual framework’, which could create a cultural shift in breastfeeding behaviour as part of a public
health initiative, if implemented across the whole of society. Integral to this concept is the development
of effective educational programmes.

“Educational strategies will need to be accompanied by changes in practice and policy
across the health economy. Unless the whole health care system provides accurate
care and helpful support, women'’s experience of breastfeeding is unlikely to improve,
and staff are unlikely to learn how it can be different.”

Renfrew et al, 2006
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Table 1: Learning Needs Assessment

The following articles (except where indicated) are published in Maternal and Child Nutrition,
Volume 2, Issue 4, October 2006, pp 191-262

Authors Title Key findings and recommendations
1. McFadden A, Assessing e There is a mismatch between the care professionals provide and the
Renfrew M, learning needs for support women desire.
EB)ykeg F& br:eastfeedmg: Setting | & The most popular forms of education provision are workshops, seminars,
urt the scene online and written information.

e The content of courses varies, but frequently covers; health benefits, socio-
cultural issues, principles of lactation and anatomy, supporting women and
dealing with common problems.

e Greater knowledge and expertise is required in breastfeeding through
multidisciplinary, multi-agency education.

e There is support for a multidisciplinary national breastfeeding education
initiative.

2. Dykes F The education of ¢ Informing practitioners of the evidence alone does not necessarily change

health practitioners
supporting

breastfeeding women:

time for critical
reflection

practice.

e Practitioners need to understand breastfeeding as a biopsychosocial process
that is dynamic, relational and changes over time.

e Education should integrate embodied, vicarious, practice-based and
theoretical knowledge to enable practitioners to personally reflect and
critically engage with breastfeeding support and wider socio-political issues.

e Practitioners need to explore their own personal and vicarious experiences
of breastfeeding. When they are ‘self-confident’, they are more likely to
promote and support breastfeeding.

e Multi-professional, inter-agency, undergraduate training requires:
knowledgeable role models, effective mentorship, involvement of voluntary
and peer supporters to help develop skills of active listening, empathetic,
non-judgemental acceptance and genuineness for helping women to make
their own decisions.

e Post-registration; national standards for breastfeeding education, tailored
education for specific groups, designated funding and involvement of
breastfeeding specialists.

e BFHI-based courses have been shown to positively influence knowledge,
attitudes, practices, confidence and breastfeeding duration.

e All education programmes should incorporate opportunities for deep
reflexive learning, personal debriefing, high levels of interaction and teaching
of basic person-centred counselling skills. In this way women'’s individual
needs may be met and evidence-based information provided.
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Authors

3. Wallace L
& Kosmala-
Anderson J

Title

A training needs
survey of doctors’
breastfeeding support
skills in England

Key findings and recommendations

e GPs and paediatricians are likely to be influential in supporting mothers to
breastfeed and in determining the allocation of resources for training and
policy on practice for others in the health care team.

e Basic training and continuing professional development cannot be relied
upon to produce GPs and paediatricians who are confident in all key skills.

e Paediatricians reported more skill areas requiring update compared with
GPs.

e Organisational barriers to breastfeeding support were experienced by all
respondents.

e Few medical and paediatric respondents were correct in their knowledge of
national and international policy in regard to breastfeeding.

e Recommendations include purposively targeting training to those least
likely to seek training, and developing effective self-study and observational
methods of learning.

4. Abbott S,
Renfrew MJ &
McFadden A

‘Informal’ learning to

support breastfeeding:

local problems and
opportunities

e Local learning opportunities to promote and support breastfeeding, for
professionals and lay people, are usually provided by a small number of
enthusiasts.

e Of health care professionals, midwives and health visitors are the most likely
to attend, and doctors the least likely.

e Support for breastfeeding mothers is provided by the NHS, Sure Start
and voluntary organisations. There is limited co-ordination between
organisations.

e The provision of local learning opportunities is over-dependent on individual
champions working in relative isolation and is unlikely to be sustainable.

e Training should be funded, co-ordinated, multidisciplinary and multi-agency,
harnessing the enthusiasm and commitment of the voluntary sector,
including ‘debriefing’ for staff.

5. Wallace L
& Kosmala-
Anderson J

Training needs survey
of midwives, health
visitors and voluntary-
sector breastfeeding
support staff in
England (published
Maternal and Child
Nutrition Jan. 2007.
Vol. 3, Issue 1, pp.
25-39)

* Those already competent were most likely to want more updating.

e Only a third to a half of practitioners felt that they were competent in
areas almost universally regarded as part of the practitioner’s role; they
consistently had poor knowledge of evidence-based policy.

e QOrganisational barriers to breastfeeding support were experienced by all,
and especially by those with fewer years of experience.

e Courses on offer, from NHS and other providers, are not all ‘fit for purpose’.
* Respondents preferred training with a practical component.

e A systematic approach to establishing the training needs of practitioners
is required in all health care sectors. Reliance on self-selection will lead to
widening skill gaps.

Core training is relevant to all practitioners, and practice-based training with
access to evidence-based policies is required.
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Authors

6. Renfrew MJ,
McFadden A,
Dykes F, Wallace
L, Abbott S, Burt
S, & Kosmala-
Anderson J

Title

Addressing the
learning deficit

in breastfeeding:
strategies for change

Key findings and recommendations

Summary of findings from the Learning Needs Assessment:

e Major deficits were identified in the knowledge and skills of practitioners
from all backgrounds and all sectors.

e Many professionals reported poor knowledge about breastfeeding and had
low levels of confidence and clinical competence.

* Organisational constraints and barriers to effective education and practice
include fragmentation of care and education, lack of facilities, and a low
priority being given to breastfeeding.

e There is a range of current educational provision, although not all is fit for
purpose.

e \/oluntary organisations seem to have higher standards than some current
professional learning opportunities.

e Preferred methods of training include practical observation and mentorship,
volunteer counsellor involvement in training programmes, as well as self-
study and online opportunities.

Recommendations:

e A funded, mandatory, inter-agency and multidisciplinary education
programme, using a biopsychosocial approach.

e Appropriate content involving voluntary organisations, reflexive integration,
practice-based with mentorship.

e Support at local and national levels; breastfeeding education to be included
in clinical governance and audit mechanisms; and further research and
evaluation to examine optimum ways of providing education and training.

e Organisational barriers could be addressed through a public health policy and
evidence-based approach.

e Implementation of the UNICEF UK Baby Friendly Initiative standards in
hospitals, the community and universities for pre-registration training.

7. Renfrew MJ,
Herbert G,
Wiallace L, Spiby
H & McFadden A

Developing practice in
breastfeeding

Based on the evidence from the Learning Needs Assessment and informed
by the literature, this final paper describes a ‘conceptual framework’ that could
drive a cultural shift in breastfeeding prevalence, if implemented, nationally,
specifically in areas of low income.

Key points to consider:

e The production and dissemination of evidence and guidelines is necessary
but not sufficient on its own to effect change in practice.

¢ Review of the evidence and national guidance have shown that multifaceted
changes are essential if policy aspirations are to be realised

e The model presented provides a structured cross-sectoral approach
to developing practice, across the whole health economics, involving
professionals and the voluntary sector to create a sustainable change in
breastfeeding behaviours and public health.

e A key challenge for society is to identify who is responsible for resourcing
such a development when a number of sectors and disciplines are involved
to realise this public health initiative.
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Effectiveness of education programmes

Recognising that education and training is needed, systematic reviews of both the quantitative and
qualitative research evaluating programmes of education and training have been carried out to analyse
‘what works’. Gaps in the evidence have also been identified for future research (Beake et al, 2012;
Hannula et al, 2008; Spiby et al, 2009; Ward and Byrne, 2011). Staff use and draw on a range of different
sources of knowledge, both formal and informal, to inform their own practice. A qualitative study by
Marshall et al, 2006, observed that midwives and health professionals used their existing knowledge as
a reference point to test out new information, including research findings. The process of assimilating
and applying knowledge was gradual, which had the positive effect of safeguarding against rapid change,
but the drawback of reinforcing current practice. On the whole, the process of building on knowledge
over time and in a variety of forms seemed, for the most part, to be successful and in line with current
policy. A culture of life-long learning is encouraged across the health professions and highlights the need
for ongoing staff education, including regular reflection and updates to discuss the application of new
knowledge.

Evaluating education programmes is important to demonstrate whether changes in learning impacts on
outcomes in practice. For example, in two areas of England, health professionals were taught specific
'hands-off’ breastfeeding techniques to subsequently teach women in their care.

1. In Bristol significant increases were observed in the proportion of mothers breastfeeding at two and
six weeks and a decrease in the number of women reporting inadequate milk supply. Importantly it
empowered mothers to ‘do it for themselves’ and helped them to maintain breastfeeding (Ingram et
al, 2002).

2. In Coventry, midwives’ knowledge of breastfeeding support relevant to the immediate postnatal
period increased following a four-hour workshop in a positioning and attachment intervention, using a
coaching, 'hands-off’ approach (Law et al, 2007).

A systematic review of education and evidence-based practice interventions, 1980-2003, examined
breastfeeding outcomes, knowledge, attitude and behaviour change following education programmes
undertaken in developed countries (Spiby et al, 2009). Nine studies were identified involving the
training of health professionals. Many of the studies reviewed had methodological limitations and
lacked comparability. Findings suggest there is not one single way that consistently achieves changes
in breastfeeding behaviour. From those studies that were more robust (Cattaneo and Buzzetti, 2001),
the UNICEF/WHO Baby Friendly Hospital Initiative training has the potential to influence breastfeeding
duration, particularly if implemented alongside BFHI accreditation. A critical review of 15 studies from
nine countries carried out in Australia, (Ward and Byrne, 2011) found that continuing breastfeeding
education improves knowledge, skills, attitudes and practice. The study also found that there is strong
correlation between knowledge and positive support of breastfeeding. In addition, the review found

a decrease in non-medically indicated supplementation following education interventions, which is
encouraging as early supplementation is associated with early introduction of other foods.

This review concurs with other evaluations that, for the best results, education programmes should:
e Be delivered as both multi-professional and multi-agency
e Form part of a multi-faceted approach to achieve full BFHI accreditation
e Last a minimum of 18-20 hours to achieve the best results
e Be funded across the health economy

¢ Not be delivered as a standalone intervention, as this will not change practice.
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The review highlights that “the ability of [health professionals] to bring about change at an institutional
level should never be underestimated” (Ward and Byrne, 2011, p. 391).

In one reviewed study, despite organisation and obstetric resistance, after a critical mass of staff were
trained in the WHO/UNICEF 18-hour breastfeeding course, pressure from a group of individuals was
put on management to create a change in hospital policy. Skin-to-skin contact and facilitation of early
initiation of breastfeeding at birth was subsequently initiated (Wissett et al, 2000).

A further systematic review of qualitative and quantitative studies, 1992-2010, explored how structured
and non-structured breastfeeding programmes support the initiation and duration of breastfeeding in
health care settings (Beake et al, 2012). A total of 26 studies were involved in the final analysis, including
five systematic reviews. Most studies found an improvement in breastfeeding initiation, duration of
exclusive breastfeeding and any breastfeeding following the introduction of a structured breastfeeding
programme compared with no programme, although this was only statistically significant for increases

in initiation. In health care settings where breastfeeding rates are low, structured programmes may have
the greatest benefit.

This comprehensive review recommends that:

* Acute maternity settings should implement structured breastfeeding education programmes to
support increases in breastfeeding initiation and prevalence.

e The content of education programmes should be structured and should replicate programmes
such as the Baby Friendly Initiative and should be adapted to meet local needs (Beake et al, 2012).
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Conclusion

Education programmes need to focus on enhancing positive communication skills and include reflexive
practice (Clarke and Procter, 1999; Mantzoukas, 2007) developing the health professional’s ability to
provide women-centred care that is relationship-based. The focus should be to support the mother

to build a nurturing relationship with her infant, helping her to become self-confident in her ability to
breastfeed and find solutions herself to any problems that may arise.

A range of programmes is available and should be adapted to meet individual needs. It is important
that programmes are developed to meet the biopsychosocial needs of women, evaluated for their
effectiveness on breastfeeding outcomes and viability from an economic perspective.

A good example of innovation to improve the content of breastfeeding programmes is the use of video
narratives of women'’s lived experience of breastfeeding. Outcomes of this study positively impacted on
midwives' attitudes towards supporting breastfeeding women and improved clinical outcomes (Taylor
and Hutchings, 2012).

Organisational barriers to creating a cultural change in breastfeeding support need to be addressed.
Midwives and health visitors need support through policy, management and the environment to
implement evidence-based care and to build their own knowledge and self confidence in their ability to
support women effectively (Ingram et al, 2011).

“Mothers should have access to skilled support to help them initiate and sustain
appropriate feeding practices, and to prevent difficulties and overcome them when they
occur. Knowledgeable health workers are well placed to provide this support, which
should be a routine part not only of regular prenatal, delivery and postnatal care but
also of services provided for the well-baby and sick child.”

WHO, 2003, Global Strategy for Infant and Young Child Feeding. Chap 2.27, p. 12
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Chapter 4: Parents’ experiences

The evidence discussed in this chapter relates to:

Stage 3
Parents’ experiences of maternity services

Standard 1: Support pregnant women to recognise the importance of breastfeeding and early
relationships for the health and well-being of their baby*

Standard 2: Support all mothers and babies to initiate a close relationship and feeding soon
after birth

Standard 3: Enable mothers to get breastfeeding off to a good start

Standard 4: Support mothers to make informed decisions regarding the introduction of food or
fluids other than breastmilk

Standard 5: Support parents to have a close and loving relationship with their baby.

Stage 3
Parents’ experiences of health-visiting services

Standard 1: Support pregnant women to recognise the importance of breastfeeding and early
relationships for the health and well-being of their baby*

Standard 2: Enable mothers to continue breastfeeding for as long as they wish

Standard 3: Support mothers to make informed decisions regarding the introduction of food or
fluid other than breastmilk

Standard 4: Support parents to have a close and loving relationship with their baby.

Stage 3
Parents’ experiences of neonatal units

Standard 1: Support parents to have a close and loving relationship with their baby
Standard 2: Enable babies to receive breastmilk and to breastfeed when possible.

Stage 3
Parents’ experiences of children’s centres or equivalent early years settings in Wales, Scotland
and Northern Ireland

Standard 1: Support pregnant women to recognise the importance of early relationships and
breastfeeding for the health and well-being of their baby*

Standard 2: Encourage infant feeding practices that support health and well-being
Standard 3: Support parents to have a close and loving relationship with their baby
and cross references to

Stage 1

Standard 2: Plan an education programme that will allow staff to implement the standards
according to their role.

Stage 2

Standard: Educate staff to implement the standards according to their role and the
service provided.

*NB: For implementation of this standard, please refer to the introduction for further guidance.
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4.1 Standard 1: Support pregnant women to recognise the importance
of early relationships and breastfeeding on the health and well-being
of their baby

This standard and the underpinning evidence in this section of Chapter 4 applies across maternity,
health visiting/public health services and children’s centres’ services (or equivalent).

This standard requires that all pregnant women should have the opportunity for a meaningful discussion
about caring for their baby, including feeding and recognising and responding to baby’s needs in

ways that optimise well-being. The discussion should help the pregnant woman to develop a positive
relationship with her growing baby, taking into account her individual circumstances and needs, in an
environment that is helpful and enabling.

Introduction

The foundation for effective parenting begins before a baby is born and contributes to their later well-
being in childhood. Antenatal education, either one-to-one or in groups, should aim to incorporate the
social, psychological, biological and economic factors that impact on parents’ ‘transition to parenthood’
(Barlow et al, 2009).

Those providing support and care for women in pregnancy require the knowledge and skills to help parents
build a relationship with their baby in utero. Consistent, positive and loving care from mother to foetus,
mother to baby, mother to infant and mother to child will help the formation of a life-long relationship that
has a lasting impact, including health and well-being as an adult (DH, 2011f; Gerhardt, 2004).

Pregnant women formulate mental images of their baby in utero. Women will often express a range of
representations based on memories of their own early relationships, family traditions, hopes, fears and
fantasies. If positive, this stimulates the bonding process with their baby. Important foundations are laid
down for the mother's later relationship with her newborn baby. Conversely, where a pregnant woman is
reluctant to engage with her baby in utero, denies the pregnancy or displays negative mental images, this
can adversely impact on the mother-infant relationship and attachment in the postnatal period (RCM, 2012).

Advances in neuroscience demonstrate the links between early brain development and later life
outcomes. The prefrontal cortex and orbitofrontal area of the brain are interconnected in a more powerful
way if a baby is given love and attention (Gerhardt, 2004). A growing body of evidence suggests that, if
the unborn baby is exposed to a negative environment, and where the woman has poor mental health,
then this can have sustained effects and life-long consequences (Cuthbert et al, 2011; Glover, 2011;
Mensah & Kiernan, 2010; Kinsella & Monk, 2009). In order to build a positive relationship between the
unborn baby and the pregnant woman, both the mother and father can be supported to learn, understand
and respond to their baby's feelings and needs through the promotion of loving touch, tone of voice and
positive feedback (Gerhardt, 2004; RCM, 2011).

Figure 12 suggests ways to start a one-to-one conversation with parents regarding their relationship
with their baby. The health professional needs to take time to actively listen and to assess if further
support maybe required (e.g., through social and emotional support, antenatal education, peer support,
home visiting or referral to mental health services etc.) Helping parents to provide a stable, responsive,
nurturing relationship from the prenatal period through to the first years of life can prevent or even
reverse the damaging effects of adverse ‘early life stresses’ resulting in life-long benefits for the child’s
learning, behaviour and health (Centre on the Developing Child, 2013; Shonkoff et al, 2010).
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Figure 12: Starting a conversation with the pregnant woman and/or her partner about

the relationship with her baby
RCM (2012) Maternal Emotional Well-being and Infant Development: A Good Practice Guide

for Midwives. http://bit.ly/16RWr2E

As the unborn
baby matures
he/she recognises
different voices

Ask partners to
talk/sing to and
sooth the baby, so
they get to know
your voices

Ultrasound
shows how babies
yawn, exercise,
sleep, suck their
thumbs, swallow
and move

Find out
how parents
imagine their

baby

Pregnant
woman and

baby in
utero

When the
baby kicks,
suggest soothing
the baby through
their stomach and
talking to
him/her

Take time to
listen to the
woman and act
on signs of
negativity or
depression

Suggest playing
music to the baby
and see if they react
when you play
it again

From around
20 weeks the
unborn baby
begins to respond
to sound
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The role of antenatal education

Pregnancy is a ‘'magic moment’ when parents are uniquely receptive to support and motivated to do
the best for their baby (Cuthbert et al, 2011). Evidence from systematic reviews of the best method to
deliver antenatal education to improve breastfeeding outcomes is lacking (Gagnon and Sandall, 2011;
Lumbiganon et al, 2011). Recent research suggests that traditional antenatal classes aimed at preparing
parents for pregnancy and birth are not meeting women's needs. In addition, antenatal education is
currently not recognised as a high priority by many of those funding or providing it. In order to deliver
‘'what women want’, a review of the evidence suggests that antenatal education should be developed
to support parents in their ‘transition to parenthood’, rather than purely preparing them for birth. Group-
based parenting programmes that focus on emotional changes, couples’ relationships, parenting,
bonding, attachment and problem-solving skills have been shown to improve maternal psychological
well-being, parental confidence and parent-infant relationships. This is particularly true when the
communication is responsive to individual needs (Schrader McMlillan et al, 2009).

In 2009, the Department of Health, England, carried out a study to explore the views of parents’
maternity journey and early parenthood (DH, 2009a). Parents reported pregnancy as an ‘emotional
rollercoaster’ and highlighted some important points that are useful to consider when supporting women
in pregnancy:

e First-time parents are likely to need more support from the health service than parents in a
subsequent pregnancy

e High-income parents may lack informal support networks

e Teenage parents often feel ‘judged’

* Young mothers often want to carry on working or studying

e Fathers may not feel their relationship with the baby starts until s/he is six months old

e Strong informal support networks can become a barrier, preventing ethnic minority parents from
accessing services.

There is strong evidence that information and support in pregnancy can make a real difference to
children’s lives, particularly for those from vulnerable groups (Cuthbert et al, 2011). NICE antenatal care
guidelines (2010a) recommend that pregnant women should be offered opportunities for participant-led
antenatal classes, including breastfeeding workshops and that these should be interactive, tailored to
the needs of individuals (NICE, 2005) and learner-centred (The Joanna Briggs Institute, 2012). Table 2
summarises the research related to the delivery of antenatal education followed by a check list for those
delivering programmes.
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Table 2: Summary of information that informed the development of the DH’s Preparation
for Birth and Beyond: a resource pack for leaders of community groups and activities
http://bit.ly/oUqgwlw

Schrader McMillan A, Barlow J, Redshaw M (2009) Birth and Beyond: a review of the evidence about
antenatal education. University of Warwick, University of Oxford. November.

DH (2011) Preparation for Birth and Beyond: a resource pack for leaders of community groups and

activities.

Childbirth Parents want information about relaxation and pain management; there is some

and obstetric | evidence that a combination of antenatal education and music therapy can help

outcome women relax in labour. Participation in antenatal education is associated with higher
levels of satisfaction with the birth experience and feeling in control.

Health There is an association between group-based antenatal education and decreased risk

behaviours of smoking, fewer missed antenatal appointments, reduced alcohol consumption

and and increased breastfeeding. Peer breastfeeding support schemes can help women

breastfeeding

on low incomes. Interactive learning, sharing experiences with local women, social
support and media campaigns combined have been shown to improve breastfeeding
prevalence.

focusing on a
transition to
parenthood

Low birth Antenatal parent education that involved and engaged the parent in antenatal care and

weight development of the baby, such as Centering Pregnancy (Manant and Dodgson, 2011),
was associated with a reduction in low birth weight and improved breastfeeding
prevalence (Westdahl et al, 2008).

Parents in Women often have difficulty accessing antenatal education. To meet these women'’s

high-risk needs, a combination of culturally sensitive support activities is required, tailored to

groups individual needs (e.g., health professional support, peer support, interactive group-
based sessions, men-only sessions for fathers, home visiting etc.)

Programmes | Client-led, participative, group-based parenting programmes that focus on emotional

changes, couples’ relationships, parenting skills, bonding and attachment and
problem-solving skills have been well evaluated. Increasing maternal psychological
well-being, parental confidence and satisfaction with their parent-infant relationship in
the postnatal period.

Social support
and mental
health

Small antenatal education groups have an important role in creating social support for
parents antenatally, especially if they continue beyond childbirth. Social support can
improve the mood in women with sub-threshold symptoms of depression/anxiety.

If men are involved, they learn to provide emotional and practical support, which
enhances the quality of their relationship with their partner and child.
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To follow are key points to consider when working with families in the antenatal period:
* Antenatal education can help parents in their transition to parenthood

e Parents value the opportunity to meet and make friends with other parents and this can help
support women with low-level symptoms of depression or anxiety

e Parents value participatory, interactive forms of learning, incorporating practical skills

e |Interactive learning about the practicalities of breastfeeding and sharing experiences and involving
fathers is valued by parents (Hoddinott et al, 2012a)

* Men need opportunities to talk to other men (Henderson et al, 2011)

e Adolescent mothers prefer to learn in peer groups, one-to-one and through home visiting (Dyson
et al, 2010)

e \Women in prison value the same things as other parents to be (Albertson et al, 2012)
e Parents from minority ethnic groups value culturally sensitive antenatal education

e Parents who have a disability, or who have been told that their child will be born with a disability,
may need specialist support.

Group-based programmes that include topics such as relationships, co-parenting, gender, fatherhood,
parenting skills, bonding, attachment and problem-solving skills are associated with improved maternal
well-being, increased confidence, satisfaction and parent infant relationships. However, a policy of
providing separate breastfeeding groups has not been shown to be effective and the costs are the
equivalent to providing health visitor home visits to the women who attend (Hoddinott et al, 2009).

Meaningful conversations

Common sense suggests that it must be important to talk to all pregnant women about infant feeding
to help them prepare for feeding their baby and responding to their needs. In many communities where
breastfeeding is the norm, women do not need to be motivated to choose to breastfeed. Rather, they
need to be supported to do so optimally and to overcome any challenges they may face.

Information in pregnancy

Findings from the Infant Feeding Survey 2010 (McAndrew, 2012) demonstrate that four out of five
mothers received some information during pregnancy about the health benefits of breastfeeding. Those
who received information were more likely to actually initiate breastfeeding. Three-quarters (76 per cent)
of mothers discussed breastfeeding at their antenatal check-ups and two out of five mothers (41 per
cent) were taught how to position and attach their baby to the breast in pregnancy. Less than three out
of ten mothers discussed feeding at antenatal classes (28 per cent). First-time mothers and mothers
from managerial and professional occupations were the most likely to attend classes.

In 2010, 7 per cent more women said they intended to breastfeed their baby compared to 2005.
Knowing that three-quarters (75 per cent) of all women in the UK want to breastfeed is promising.
Understanding how women make decisions about feeding their newborn baby is complex; a review
by Jackson et al (2008) of how parents make health decisions on behalf of their child highlights three
overarching themes:
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1. Parents respond to timely, consistent, up-to-date evidence-based information tailored to their
individual needs, delivered in a variety of formats from a trustworthy source.

2. Parents need to talk to others in the same situation and share information, experiences and ideas.

3. Parents need to be in control of their preferred level of involvement in the decision-making
process (Jackson et al, 2008).

A growing body of evidence suggests that women want to be involved in a conversation that fits within
their own reality (Fenwick et al, 2012; Hoddinott et al, 2012a; Trickey and Newburn, 2012). When the
health professional purely ‘gives’ information (even when the evidence suggested is known to be the
‘best choice’, e.g. breastfeeding) this fails to address the needs of the parents and fails to take into
account the fact that individuals will use and interpret the information differently. Building a relationship
with the pregnant woman, sharing information sensitively and actively involving her in a meaningful
discussion, will help to ensure that information is received more positively (Marshall et al, 2012).

A conversation about infant feeding in the antenatal period should aim to involve the woman and her
partner in a discussion based on their individual needs, hopes and aspirations, including their known and
perceived, practical and emotional realities of breast and formula feeding. A meaningful conversation
will help to prepare the woman for birth and the postnatal period, equipping her with the self-efficacy
and problem-solving skills to overcome the challenges she may experience, or, empowering her with
confidence to ask for help when she needs it. The woman and her partner need to feel safe to explore
and discover how breastfeeding might be experienced within their own mother-infant relationship

and broader social and cultural context. Evidence suggests that parents benefit from knowing how to
position and attach their baby at the breast, overcome some common breastfeeding difficulties and
learning how to respond to their babies’ cues (DH, 2011f; Piscanne, 2005; RCM, 2011).

Interventions to increase the initiation of breastfeeding

A review of the literature on Interventions for promoting the initiation of breastfeeding (Dyson et al,
2008) demonstrated that low-income women in America were more likely to initiate breastfeeding when
antenatal sessions were delivered informally, one-to-one, based on individual need, provided by a trained
breastfeeding professional or peer supporter and, importantly, without any promotion of breastmilk
substitutes. A further review of the literature between 1985 and 2009 (Ibanez et al, 2012) concludes
that educational programmes in the context of on-going ‘personal contact’ with a health professional are
effective in promoting the initiation and prevalence of breastfeeding.

NICE guidance on maternal and child nutrition (NICE, 2011a) recommends adopting a multifaceted,
multidisciplinary, approach providing a co-ordinated programme of proactive and practical interventions
across different settings to increase breastfeeding rates. These should start in pregnancy and continue
during the postnatal period. Worldwide, meta-analysis findings suggest that involving lay health workers
in supporting women increases breastfeeding initiation, any breastfeeding and particularly, exclusive
breastfeeding (Lewin et al, 2010).

In common with many service providers across the world, UK maternity services face increasing
demands on an already overstretched system. Rising birth rates and financial constraints continue to
challenge safety and the way services are delivered. In order to maintain and improve the quality and
standard of care, there is a move to deploy more maternity workers to support models of midwife-

led care for low- and medium-risk women (Sandall et al, 2011). In one area of the UK where formula
feeding is seen as the ‘normal way' to feed a baby, appropriately trained maternity care assistants have
been used to facilitate antenatal breastfeeding information sessions for women and their families. The
results of this small study were positive. Providing social support to fathers and wider family members,
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the sessions aimed to break down some of the cultural barriers and equip fathers with strategies of
breastfeeding support and encouragement (Ingram & Johnson, 2009).

Due to the methodological weaknesses of current research studies available, a recent Cochrane review
of antenatal breastfeeding education (Lumbiganon, 2011) was not able to recommend any activities
that demonstrate a significant increase in breastfeeding duration. However, the review did identify that,
compared with routine care, peer counselling significantly increases breastfeeding initiation, and that
when women receive antenatal information in a variety of formats — written (via leaflet), visual (via DVD)
and through personal communication (via a breastfeeding consultant)- exclusive breastfeeding at three
months was significantly improved compared to women who had received no formal breastfeeding
education. In 2010, a DVD From bump to breastfeeding was issued free to all pregnant women in the
UK. Evaluation of the project demonstrated that those women who watched the DVD were significantly
more likely to be breastfeeding at six weeks postpartum compared to those that did not (Wilkins et al,
2010). A systematic review by Hannula et al, published in 2008, supported by a further study in Australia,
found that women were more likely to initiate and continue to breastfeed if they received information
about breastfeeding with an ‘individual conversation’ (Pannu et al, 2011).

The evidence is mixed and, as with all breastfeeding intervention trials, they are highly dependent on
context, culture and country (Hoddinott et al, 2011). Results are often based on single intervention
studies that have not been randomised. There is an urgent need for high-quality studies that take into
account the context that women and staff live in, particularly when formula feeding is the normative
culture. Trials that don't do that risk being completely ineffective. In addition, studies are needed,

free from commercial influence, that explore further the effectiveness of antenatal breastfeeding
education, particularly around the use of peer support. In contrast to Lewin’s findings above, recent
interrelated publications, including two systematic reviews (Ingram et al, 2012; Jolly et al, 2012) and

a randomised controlled trial (Jolly et al, 2011), conclude that universal peer support did not appear to
improve breastfeeding initiation or duration within the UK, compared to the provision of normal health
professional care. Targeted peer support may be effective but evaluative evidence is not available. Well-
trained peer support has been shown to be effective at enhancing care (Carr et al, 2011) and may be
beneficial for specialist groups, such as adolescents (Wambach et al, 2011; Meglio et al, 2010). NICE
(2011a) recommends implementation of peer support programmes as part of a multi-faceted approach
to increase breastfeeding prevalence for low-income women. Further high-quality research is required
to ascertain if targeted, combined, antenatal and postnatal peer support has any long-term effects on
breastfeeding outcomes, particularly for those from vulnerable groups (Carr et al, 2011; Dale et al, 2009;
Ingram et al, 2012; Jolly et al, 2011 & 2012).

Conclusion

There is some evidence that providing opportunities for women and their partners to learn about
breastfeeding and to share experiences either one-to-one or within a group is helpful. Antenatal
conversations and education that help women to build a relationship with their baby have positive
outcomes for both the mother and her child that are life-long. Parents are more receptive to information
if it is given sensitively, if it prepares them for the practicalities of feeding and caring for their baby and if
it is considered within their own cultural and social context. VWomen-centred, group-based antenatal care
and pro-active peer support that is individualised and targets specific need e.g., for adolescents or ethnic
minority groups, has been shown to increase breastfeeding initiation and prevalence for some women.
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Key points:

Advances in neuroscience demonstrate the links between early brain development
and later life outcomes.

Effective parenting through relationship building between the pregnant woman and
her baby, begins in pregnancy and contributes to their later well-being in childhood.

Pregnancy is a ‘'magic moment’ when parents are uniquely receptive to support and
motivated to do the best for their baby.

Woman centred, antenatal education can help parents in their transition to
parenthood.

A growing body of evidence suggests that women want to be involved in a
conversation about infant feeding that equips them with the self-confidence and
skills to feed and care for their baby within their own social context.
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4.2 Standard 2: Support all mothers and babies to initiate a
close relationship and feeding soon after birth
This evidence discussed in this section relates to:

Stage 3
Parents’ experiences of maternity services

The evidence in this section is also cross referenced to:

Stage 3

Parents’ experiences of maternity services

Standard 5: Support parents to have a close and loving relationship with their baby
Parents’ experience of health-visiting services

Standard 4: Support parents to have a close and loving relationship with their baby
Parents’ experiences of neonatal units

Standard 1: Support parents to have a close and loving relationship with their baby
Parents’ experiences of children’s centres

Standard 3: Support parents to have a close and loving relationship with their baby

This standard requires that all mothers have skin-to-skin contact with their baby after birth at least until
after the first feed and for as long as they wish. Mothers should be encouraged to have the first feed

in skin-to-skin contact, when the baby shows readiness. Where a mother and baby are unable to have
skin-to-skin contact immediately after birth, they are encouraged to start skin contact as soon as they are
able, whenever that may be.

Introduction to the birth environment

Providing an environment that facilitates skin-to-skin contact at birth supports implementation of this
standard. If this is not possible, alternative strategies will need to be put in place to ensure the mother
and baby are offered the time, place and space to experience skin-to-skin contact for as long and often
as they wish, as soon as possible.

The design of the conventional hospital birthing room is similar to the design of any other hospital

sick room. In an effort to promote normal labour and birth, many hospitals have developed ‘home-like’
environments within or alongside the labour ward. Some of the rooms contain a variety of sensory
stimuli and furnishings designed to promote feelings of calm, control and freedom. A review of these
alternative versus conventional settings for birth (Hodnett et al, 2011) found that women giving birth in
alternative environments were more satisfied with their care, had increased spontaneous vaginal births
and were more likely to be breastfeeding their baby at one and two months postpartum. These findings
are supported by the ‘Place of Birth’ study in England (Hollowell, 2011). This identified that, by offering
low-risk women a choice of birth settings (midwife-led unit, freestanding or alongside a maternity unit),
both the mother and baby benefit. Babies born, planned, at home or in midwife-led units are significantly
more likely to initiate breastfeeding. Services that provide midwife-led care offer a choice of place

of birth, support a birth companion and one-to-one care in labour will improve women's experiences
(Dodwell & Newburn, 2010; Hodnett et al, 2011).

When these options are not available, targeted additional support may be required. For example, an
analysis of the Millennium Cohort Study (Essex & Pickett, 2008) demonstrates that some vulnerable
women are less likely to be accompanied by a companion at birth. At nine months after the baby’s
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birth, these mothers were less satisfied with life and their babies demonstrated delayed gross motor
development. Supporting these women to learn, understand and respond to their baby’s feelings and
needs through the promotion of skin-to-skin contact may help bonding, attachment and a positive
transition to parenthood. Continuous support during the childbirth process can strengthen a mother's
self-esteem and her capacity to interact with her baby (Ekstrom and Nissen, 2006).

Skin-to-skin contact after birth

For some mother and baby pairs, in some maternity units, skin-to-skin contact at birth has become
normal practice. In the UK, in 2010, 81 per cent of mothers reported skin-to-skin contact with their
babies within the first hour of birth, a significant increase since the 2005 Infant Feeding Survey (72 per
cent). These mothers were more likely to initiate breastfeeding (McAndrew et al, 2012).

A growing body of evidence suggests that, when skin-to-skin contact is facilitated at birth (the baby lying
naked on the mother’s bare chest, both of them covered in a warm blanket), the mother is more likely to:

e |nteract with her baby, demonstrating love/affection and attachment behaviours and
e Be breastfeeding at one and four months.
In addition, as a result of skin-to-skin contact, the baby:
e Cries less
e Has better cardio-respiratory stability (late preterm babies)
e Has improved temperature control and
* Has better maintenance of blood glucose (Moore et al, 2012; Saloojee, 2008).

Early skin-to-skin contact helps the baby in its transition to extra-uterine life and should continue until

the end of the first successful breastfeed to enhance the infant’s adaptation to life outside of the

womb (Chaparro and Lutter, 2009; Mason et al, 2013). There are no known harmful short- or long-term
outcomes associated with skin-to-skin contact. However, in the very early postnatal period, sensible
precautions do need to be taken to ensure that very tired new mothers and babies are safe (for example,
it is recommended that midwives check on the infant’s condition frequently in the first 2-3 hours after
birth to make sure the infant’s position is safe and their mouth is not occluded).

Irrespective of feeding intention, all mother and baby dyads should be offered skin-to-skin contact at
birth, or as soon as possible after birth. After the first two hours post-birth, infants often become sleepy
and difficult to arouse (Moore et al, 2012).

Babies who do not have skin-to-skin contact at birth are at greater risk of not being breastfed, of neonatal
hypothermia and hypoglycaemia and increased episodes of crying. Understanding and recognising
infants’ feeding cues (searching, rooting and mouthing) can help parents to recognise and respond to
their baby’s needs. If these signs are missed, the baby will start to cry to get attention (see Table 3). An
effective way to calm a crying baby is to offer skin-to-skin contact.
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Table 3: Recognising baby’s feeding cues

FEEDING CUE DESCRIPTION

Rooting Baby turns the head from side to side, searching and moving the mouth
Increasing Rapid eye movement under closed eyelids

alertness

Flexing Baby moves arms and legs, stepping, crawling reflex

Hand to mouth The baby attempts to bring hand to mouth

Sucking reflex Baby sucks hand and fists

Mouthing Baby licks lips with tongue and mouths to find nipple

Cadwell K (2007) Latching-on and sucking of the health term neonate: breastfeeding assessment.
Journal of Midwifery & Women's Health. 52.6. pp 638 -642. www.jmwh.org

Skin-to-skin contact facilitates and enhances normal physiological processes. Following delivery, the baby
is dried, laid on the mother’s chest, skin-to-skin and left undisturbed (Puig & Sguassero, 2004). Skin-to-
skin contact will elicit pre-feeding behaviours and the baby will move towards the breast, locating the
nipple and often self-attach for the first feed (Cadwell, 2007; Colson et al, 2008; Henderson, 2011). The
healthy, term newborn baby can see, hear, smell, taste and also respond to touch. The baby’s rooting
reflex is mature. The baby moves his/her head, bringing hand to mouth, gravity and the use of leg and
arm movements enables the baby to ‘crawl’ to the breast, in search of food. In her communication with
the baby, the mother may help the baby to attach. Through touch and massage, she will gently help the
baby to find and attach to the breast.

The smell of breastmilk and secretions from the Montgomery's tubercles on the areola stimulate the
baby further to search, mouth, grasp and root for the nipple (Porter, 2004). In addition, warmth, massage,
stroking, nipple stimulation from the baby's hands 'kneading’ the breasts and the baby's legs ‘kicking’

on the uterus, stimulate the release of oxytocin. Oxytocin levels increase, contracting the myoepithelial
cells that surround the alveoli, initiating the milk ejection reflex and moving colostrum towards the nipple
(Cadwell, 2007; Smith, 2007).

When undisturbed, a series of behaviours have been identified following the birth that enable the baby to
self-regulate their feeding and sleeping (Widstrom et al, 2011). When the infant is peaceful and in skin-to-
skin contact with its mother, it will go through nine behavioural phases: birth cry, relaxation, awakening,
activity, crawling, resting, familiarisation, suckling and sleeping. These result in early optimal self-
regulation. Interrupting the process before the baby has completed this sequence, or trying to hurry him
through the stages, is counterproductive and detrimental to mother and baby. It may lead to problems at
subsequent breastfeeds (Brimdyr et al, 2012; Crenshaw et al, 2012).
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Figure 13: Nine stages of instinctive newborn behaviour

Widstrom et al (2011) Newborn behaviour to locate the breast

when skin-to-skin: a possible method for enabling early self-regulation.
Acta Paediatrica. Volume 100, Issue 1, pages 79-85, January.

Providing an environment that enables the infant to go through the nine behaviour phases while raising
the levels of oxytocin in the mother will help to relax them both, promoting bonding and decreasing
fear and anxiety. If this happens it will counteract the effects of cortisol, which is released in response
to stress (Gitu et al, 2002; Henderson, 2011). Oxytocin enhances parenting behaviours and this early
attachment behaviour between the mother and baby promotes women'’s self-confidence in her ability
to produce breastmilk and succeed at breastfeeding (Dennis, 1999 cited in Moore et al, 2012; Uvnas-
Moberg, 2003).

Labour ward practices

Labour ward practices and the type of delivery have an impact on maternal and newborn infant
behaviours. All drugs administered for pain relief to the woman in labour cross the placenta (Smith,
2007). The research evidence analysing their effect on breastfeeding outcomes and the mother-infant
relationship are inconclusive due to poor research methodology (Jones et al, 2012). Most methods of
non-pharmacological pain management are non-invasive and safe for mother and baby. Pharmacological
methods of pain relief have more known adverse side effects, including increased incidence of assisted
birth (Jones et al, 2012). The 2010 Infant Feeding Survey highlights that mothers who used pethidine for
pain relief in labour had the lowest breastfeeding initiation rates (77 per cent) and were less likely to be
breastfeeding at one and two weeks post-delivery (McAndrew et al, 2012).
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When caring for a mother and her infant at birth, careful consideration needs to be given about how best
to facilitate maternal-infant bonding, skin-to-skin contact and the first feed. Some mothers are not able to
give skin-to-skin contact post-birth. A study was carried out to explore the use of skin-to-skin care with
the father and the effect on newborn crying and pre-feeding behaviour. All the women had caesarean
sections. A total of 29 father-infant pairs were randomised to skin-to-skin care or conventional care (the
baby in a cot for the first two hours after birth). Infants in the skin-to-skin group stopped crying and
became calmer earlier than the conventional group (Erlandsson et al, 2007). While support of the father
promotes breastfeeding and the transition to parenthood, as soon as the mother is able, the baby needs
to be returned to her in skin contact and breastfeeding encouraged as this will stimulate the release of
oxytocin and subsequent lactogenesis.

A review of labour ward practices (Chaparro & Lutter, 2009) led to the recommendation of three simple
delivery care practices that have the potential to improve the short- and long-term nutrition and health
outcomes for the mother and her infant. They include delayed cord clamping, skin-to-skin contact and
exclusive breastfeeding. It is not within the scope of this book to present a review of delayed cord
clamping (clamping at the end of cord pulsations, 2-3 minutes after birth). However, it is worth noting
that delayed cord clamping may have long-term effects by reducing the risk of the infant developing iron
deficiency anaemia, particularly in preterm infants. The Resuscitation Council (UK) now recommends,
for uncompromised babies, a delay in cord clamping of a least one minute from the birth of the baby
(Resuscitation Guidelines, p14, 2010; RCOG, 2011). This information is important when discussing
‘exclusive breastfeeding’ for six months in relation to newborn iron stores (McDonald et al, 2013,
Kramer and Kakuma, 2012).

A summary of the Cochrane Systematic Review, reported by Moore et al in 2012, on early skin-to-skin
contact for mothers and their healthy newborn infants, is summarised in Table 4.
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Table 4: Early skin-to-skin (SSC) contact: summary of research findings

Background Mother-infant separation post-birth is common in Western cultures. Early SSC
starts at birth and involves placing the naked baby, head covered with a dry cap
and warm blanket across the back, prone on the mother’s chest. This evokes
neurobehaviours to fulfill basic biological needs. This is a ‘sensitive’ period for
programming future physiology and behaviour.

Objectives To assess the effects of early SSC on breastfeeding, physiological adaptation and
behaviour in healthy mother-newborn dyads.

Methods Literature search of RCTs up to 30 November 2011.

Main results 34 RCTs, involving 2,177 participants were included.

Positive effects of SSC: mothers were more likely to be breastfeeding at one and
four months, and tended to breastfeed for longer.

Babies exposed to SSC interacted more with their mothers and cried less.

Mothers who had early SSC were possibly more likely to have a good early
relationship with their baby.

Late preterm infants had better cardio-respiratory stability.

Blood glucose at 75-90 minutes following birth was significantly higher in SCC
infants.

SSC has no short- or long-term negative effects.

Discussion SSC helps to maintain breastfeeding, reduce crying, increase blood glucose and
maintains infant temperature — low blood glucose and increased crying causes
distress, consuming extra calories.

Late preterm infants are at higher risk of hypoglycemia and hypothermia, which
can worsen symptoms of respiratory distress.

Despite variations in timing and dose, SSC improves the mother/infant
relationship.

The baby in SSC may take 45-55 minutes to attach to the breast.

Recommendations | 1. Early SSC has measurable benefits and should be offered to all mother and
for practice baby pairs at birth. There is no benefit in any study from infants and mothers
being separated.

2. The benefits of SSC should be discussed antenatally and included in the birth
plan.

3. SSC should be offered within the first two hours when the baby is more alert
and last until the end of the first feed.

4. Babies in SSC should be dried, wear a dry cap and be covered across the back
with a warmed towel.

5. Mothers and babies should not be left alone during this transitional period.

Moore ER, Anderson GC, Bergman N, Dowswell T (2012) Early skin-to-skin contact for mother and their
healthy newborn infants (Review). The Cochrane Library. Issue 5. www.thecochranelibrary.com.
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Conclusion

The interactions between a mother and her baby immediately after birth are intuitive. The mother and
baby are physiologically programmed to interact. Skin-to-skin contact promotes the release of oxytocin,
supporting the development of a close loving relationship, bonding and attachment. The mother’s
intuitive behaviours to feed and care for her baby’s well-being are defined, but how a mother responds
to her baby's cues is dependent on her own behaviours and can be developed with support and
encouragement from those around her (Sunderland, 2007).

The delivery and the immediate postnatal period is a vulnerable time. Simple, cost effective, labour
ward practices such as delayed cord clamping, skin-