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Abstract

In the World Health Organization/United Nations Children’s Fund document Baby-Friendly Hospital Initiative: Revised, Updated and
Expanded for Integrated Care, neonatal care is mentioned as | area that would benefit from expansion of the original Ten Steps to
Successful Breastfeeding. The different situations faced by preterm and sick infants and their mothers, compared to healthy infants
and their mothers, necessitate a specific breastfeeding policy for neonatal intensive care and require that health care professionals
have knowledge and skills in lactation and breastfeeding support, including provision of antenatal information, that are specific
to neonatal care. Facilitation of early, continuous, and prolonged skin-to-skin contact (kangaroo mother care), early initiation
of breastfeeding, and mothers’ access to breastfeeding support during the infants’ whole hospital stay are important. Mother’s
own milk or donor milk (when available) is the optimal nutrition. Efforts should be made to minimize parent—infant separation
and facilitate parents’ unrestricted presence with their infants. The initiation and continuation of breastfeeding should be guided
only by infant competence and stability, using a semi-demand feeding regimen during the transition to exclusive breastfeeding.
Pacifiers are appropriate during tube-feeding, for pain relief, and for calming infants. Nipple shields can be used for facilitating
establishment of breastfeeding, but only after qualified support and attempts at the breast. Alternatives to bottles should be used
until breastfeeding is well established. The discharge program should include adequate preparation of parents, information about
access to lactation and breastfeeding support, both professional and peer support, and a plan for continued follow-up.
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The Baby-Friendly Hospital Initiative (BFHI) was launched 'Department of Women'’s and Children’s Health, University Children’s

by the World Health Organization (WHO) and the United
Nations Children’s Fund (UNICEF) as a global effort to
implement practices that protect, promote, and support
breastfeeding. The Ten Steps to Successful Breastfeeding
have been accepted as minimum global criteria for designa-
tion of a hospital as Baby-Friendly." The assessments for
designating a hospital as Baby-Friendly are based on a defi-
nition of minimal level of achievement. However, in response
to the recognition that breastfeeding was an endangered
practice in both rich and poor countries, to a renewed call in
the Global Strategy for Infant and Young Child Feeding® for
implementation of the BFHI, and to the HIV pandemic, the
Baby-Friendly Hospital Initiative: Revised, Updated and
Expanded for Integrated Care was published in 2009.° This
document states that the issue of mother- and baby-friendly
neonatal intensive care units (NICUs) has been raised in
some countries, as the BFHI standards and criteria are not
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adapted to the special situation of preterm infants (born at a
gestational age of less than 37 weeks), sick infants, and their
mothers.* A wide gap in breastfeeding rates at discharge has
been noted in preterm infants compared to healthy term
infants,™® and a shorter breastfeeding duration has been
noted,” especially in very preterm infants.®

Designation of a hospital as Baby-Friendly can also
have positive effects on the NICU. In one unit in the United
States, 4 years after the Baby-Friendly designation, NICU
breastfeeding initiation rates had increased from 35% to
74%, the proportion of infants at the postnatal age of 2
weeks receiving any breast milk had increased from 28% to
66%, and the proportion receiving breast milk exclusively
increased from 9% to 39%.° In Brazil, implementation of
guidelines associated with the BFHI program increased the
breastfeeding rate and exclusivity at discharge among very
preterm infants.'’ Another study in Brazil after implemen-
tation of the BFHI found a higher rate of exclusive breast-
feeding in preterm infants at the postnatal age of 6 months
compared to before."'

Because of these discrepancies in breastfeeding initia-
tion rates and duration between healthy term infants and
preterm and sick infants who require neonatal intensive
care, a multidisciplinary team of breastfeeding experts from
Norway, Denmark, Sweden, Finland, and Quebec, Canada,
decided to expand the BFHI program to meet the special
needs of these infants and mothers. The expert group, which
has been meeting twice a year since 2009, prepared a draft
of an expanded BFHI program, which was discussed by
international experts at a conference in Sweden in 2011.
The participants were invited to send additional sugges-
tions after the conference. All these comments were consid-
ered in the process of compiling the document, which
includes standards and criteria for Three Guiding Principles
and Ten Steps to Successful Breastfeeding. An expanded
version of the BFHI’s External Assessment Tool was pre-
pared for pilot tests in 2013. The goal is to have the docu-
ments, including the Hospital Self-Appraisal Tool, the
External Assessment Tool, and the Hospital Monitoring
Tool, available in 2014. The dissemination of the document
and availability of the External Assessment Tool are being
prepared in consultations with the WHO, UNICEF, and the
International Lactation Consultant Association (ILCA).
Standards for lactation and breastfeeding support have also
been established by UNICEF UK.'? Regarding infants with
certain medical conditions requiring neonatal intensive
care, a special adaptation of the Ten Steps for “vulnerable
infants” has been suggested by Spatz."

Scientific reports from various settings have described
mothers’ experiences of having a baby in a NICU and how
they perceived the staff and the physical environment.'*"’
Because of their traumatic experiences, these mothers
should be considered vulnerable and be offered adequate
lactation and breastfeeding counseling and sensitive emo-
tional support. A model for family-integrated care in a

Canadian NICU resulted in higher breastfeeding incidence,
higher infant weight gain, and lower maternal stress at dis-
charge.'® Parents have identified the NICU environment as
a barrier to their presence and to opportunities for “becom-
ing parents” and they appreciate continuity of care.'” As
these aspects of care have relevance for all Ten Steps, they
were formulated as Three Guiding Principles: (1) The staff
attitude to the mother must focus on the individual mother
and her situation. (2) The facility must provide family-
centered care, supported by the environment. (3) The health
care system must ensure continuity of care, that is, continu-
ity of pre-, peri-, and postnatal care and postdischarge care.
In 2012, this expert group published these Three Guiding
Principles in the document, Expansion of the Ten Steps to
Successful Breastfeeding into Neonatal Intensive Care:
Expert Group Recommendations for Three Guiding
Principles.”® The current publication represents a follow-up
document to that paper. The expanded Ten Steps for neona-
tal wards are presented below. Table 1 shows the differ-
ences between the original Ten Steps to Successful
Breastfeeding and the expanded version, including the
Three Guiding Principles.

Step |: Have a written breastfeeding
policy that is routinely communicated
to all health care staff

A wide range of practices contributes to increasing breast-
feeding initiation, exclusivity, and duration in neonatal inten-
sive care units.”' Naturally, standards in NICU breastfeeding
policies must allow variations in practices depending on
local differences in challenges to infants’ and mothers’
health, and availability of health care services. They should
also include adherence to the International Code of Marketing
of Breast-milk Substitutes (Code)** and the WHO guidelines
for acceptable medical reasons for use of breast milk substi-
tutes™; the more vulnerable the infant-mother dyad, the
more important that breastfeeding is protected.

Besides the Code, a NICU breastfeeding policy will
share many components of a policy addressing the mater-
nity unit; hence, a hospital may reasonably decide to inte-
grate both into 1 policy. Some mothers may be advised not
to breastfeed for medical reasons, such as being HIV posi-
tive in certain settings.” Other mothers may decide not to
breastfeed for various reasons. The breastfeeding/infant
feeding policy must state that all mothers, irrespective of
method of feeding, receive appropriate counseling on infant
feeding and guidance on selecting options they find accept-
able and suitable for their situations. AFASS guidelines
(Acceptable, Feasible, Affordable, Sustainable, and Safe)
are used when applicable.** The policy should include guid-
ance for the implementation of the Three Guiding Principles
and Ten Steps for Neonatal Intensive Care Units, the Code,
and subsequent WHO resolutions.*>*** It should be avail-
able to all clinical staff members involved in lactation and
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Table I. Three Guiding Principles and Ten Steps to Successful Breastfeeding Expanded for Neonatal Wards

Guiding Principles

I. The staff attitude toward the mother must focus on the individual mother and her situation.
2. The facility must provide family-centered care, supported by the environment.
3. The health care system must ensure continuity of care, that is, continuity of pre-, peri-, and postnatal and postdischarge care.

Ten Steps

Expanded

Original

|. Have a written breastfeeding policy that is routinely
communicated to all health care staff.

2. Educate and train all staff in the specific knowledge and skills
necessary to implement this policy.

3. Inform all hospitalized pregnant women at risk for preterm
delivery or birth of a sick infant about the management of
lactation and breastfeeding and benefits of breastfeeding.

4. Encourage early, continuous, and prolonged mother—infant
skin-to-skin contact (kangaroo mother care) without
unjustified restrictions. Place babies in skin-to-skin contact
with their mothers immediately following birth for at least an
hour. Encourage mothers to recognize when their babies are
ready to breastfeed and offer help if needed.’

5. Show mothers how to initiate and maintain lactation and
establish early breastfeeding with infant stability as the only
criterion.

6. Give newborn infants no food or drink other than breast
milk, unless medically indicated.

7. Enable mothers and infants to remain together 24 hours a
day.

8. Encourage demand feeding or, when needed, semi-demand
feeding as a transitional strategy for preterm and sick infants.

9. Use alternatives to bottle-feeding at least until breastfeeding
is well established and use pacifiers and nipple shields only for
justifiable reasons.

10. Prepare parents for continued breastfeeding and ensure
access to support services/groups after hospital discharge.

I. Have a written breastfeeding policy that is routinely
communicated to all health care staff.

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

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

4. Help mothers initiate breastfeeding within a half hour of birth.

5. Show mothers how to breastfeed and how to maintain lactation
even if they should be separated from their infants.

6. Give newborn infants no food or drink other than breast milk,
unless medically indicated.

7. Practice rooming-in—that is, allow mothers and infants to
remain together—24 hours a day.

8. Encourage breastfeeding on demand.

9. Give no artificial teats or dummies to breastfeeding infants.

10. Foster the establishment of breastfeeding support groups and
refer mothers to them on discharge from the hospital or clinic.

breastfeeding support and to mothers. Summaries of the
policy should be visibly posted or available as written and
visual information in the neonatal (intensive and intermedi-
ate care) unit and be displayed in the language(s) and writ-
ten with wording most commonly understood by families
and clinical staff.

Step 2: Educate and train all staff in the
specific knowledge and skills necessary
to implement this policy

Training of staff in connection with implementation of a pro-
gram based on the BFHI Ten Steps in a NICU resulted in
increased breastfeeding initiation rates and duration.”*
Educational interventions have shown a potential for increas-
ing nurses’ knowledge about and attitudes to breastfeeding in
the NICU.***" However, skills must also be promoted in
order to enhance the quality of lactation and breastfeeding

counseling.” Specific knowledge and skills are needed for
breastfeeding counseling targeted at these vulnerable moth-
ers. Needless to say, educational and practical interventions
must be based on recent research on preterm/sick infants’
capacity for feeding at the breast and on systematic evalua-
tion of different lactation support strategies.
Multidisciplinary training on the regular maternity ward
has been shown to be effective in increasing staff knowl-
edge and improving documentation of mothers’ progress in
breastfeeding.”® An evaluation of training of NICU staff
demonstrated positive effects, evidenced by mothers’
attainment of a higher milk production and a higher breast-
feeding initiation rate.”” The NICU should have a plan for
education and training of all new staff members, irrespec-
tive of profession, and for regular continuing education.
This training should cover the Three Guiding Principles™
and the Ten Steps expanded for NICUs. The standard to be
attained by all clinical staff members set by the original
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WHO requirements for BFHI certification is a curriculum
corresponding to at least 20 hours, including at least 3 hours
of supervised training.”

Step 3: Inform hospitalized pregnant
women at risk for preterm delivery
or birth of a sick infant about the
management of lactation and
breastfeeding and benefits of
breastfeeding

The transition to becoming a mother is one of the most over-
whelming events in a woman’s life, for which she needs to be
adequately prepared.*® Giving birth to a preterm or sick
infant is even more challenging, as this event is often totally
unexpected.’' It can be assumed that most women who are
confronted with preterm delivery doubt their ability to pro-
duce breast milk and breastfeed. The initial immature suck-
ing pattern, often described as “disorganized” by researchers,
may incorrectly be interpreted by mothers (and staff) as
inability to handle nutritive sucking, although this early
suckling pattern does not predict later feeding development;
preterm infants seem to learn the various feeding skills at the
same corrected ages as full-term infants.*? In many settings,
mothers are physically separated from their infants, a pre-
dicament that requires special interventions for enabling
them to eventually breastfeed their infants. Furthermore, an
infant’s degree of prematurity and severity of illness may
affect his or her development of nutritive sucking capacity.
For the mother to be adequately prepared for this, adequate
and timely information is crucial. Mothers’ suggestions
regarding adaptation of the BFHI for neonatal intensive care
included that breastfeeding information given to pregnant
women in antenatal classes should address the possibility of
successful establishment of lactation after preterm birth,
using milk expression (by hand, or pump when available),*
and preterm infants’ early capacity for nutritive sucking at
the breast, but that it may take some time before breastfeed-
ing is possible.** Prenatal information about the benefits of
breast milk and practical aspects of breast milk expression
has been associated with longer breast milk feeding in pre-
term infants.”> Interventions for supporting breastfeeding
that commence during pregnancy and continue throughout
the intrapartum and postnatal period are most effective, com-
pared with interventions occurring during a shorter period.”®

Thus, women who are hospitalized because of impend-
ing preterm delivery or birth of a sick infant should be
offered standardized information about establishment of
lactation and breast milk feeding/breastfeeding, related to
the unborn infant’s expected medical condition. Sensitivity
to the woman’s knowledge and previous experience of
breastfeeding, if any, is essential. For the staff, a written
outline of information to be given renders this task easier
and more efficient.

Step 4: Encourage early, continuous, and
prolonged mother-infant skin-to-skin
contact (kangaroo mother care) without
unjustified restrictions

This step includes all infants requiring neonatal intensive
care, not just those with mothers who breastfeed. The core
concepts in kangaroo mother care (KMC) are warmth, breast
milk, and love.”” Studies in different types of settings have
confirmed that mother—infant skin-to-skin contact promotes
maternal milk volume® and breastfeeding initiation rates,
exclusivity, and duration.”’*"*' In low-income settings,
improved physical growth has been reported in low birth
weight infants who received KMC, compared to conventional
care.*”* For settings with optimal health and medical care
resources, the WHO guidelines recommend initiation of
KMC for stable infants from 28 postmenstrual weeks or from
a birth weight of 600 g.** Practical guidelines for KMC have
also been published by the Kangaroo Foundation in Bogota,
Colombia.*

Based on the overwhelming evidence of benefits with
KMC, universal promotion of KMC in both high-tech and
low-income settings has been recommended.*’** The NICU
should have a written KMC protocol. Parents should be
informed and encouraged to commence provision of KMC
as early as possible, ideally from birth, for as long a period
per day as they want, also continuously, around the clock,
without unjustified restrictions. Ideally, KMC is continued as
long as needed by the infant for thermal control, in hospital
and at home, provided that a program for safe early discharge
and adequate follow-up is in place.

Step 5: Show mothers how to initiate
and maintain lactation and establish
early breastfeeding with infant stability
as the only criterion

Mothers whose infants receive a high proportion of breast
milk feeds in hospital are more likely to attain successful
breastfeeding.*’ Early (within 6 hours) and frequent stimula-
tion of lactation is associated with higher milk production later
on.”**!" A Cochrane review found no evidence of difference in
volume with simultaneous or sequential pumping, or between
manual and electric pumps studied,> but recent research sup-
ports the use of simultaneous expression.” A combination of
hand expression and pumping has been found to be particu-
larly efficient.> Breastfeeding support should be offered using
a hands-off technique (unless the mother explicitly asks for
hands-on assistance™) to position and attach the infant for
breastfeeding and as guidance in observing the infant’s behav-
ior at the breast.”® Mothers of late preterm infants (born at a
GA of 34-36 weeks) require the same lactation and breastfeed-
ing support as mothers of infants born at a lower gestational
age.”’ Information can be given orally or in writing/pictures.
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Infant stability should be the only criterion for initiation of
nutritive sucking at the breast, not gestational, postnatal, or
postmenstrual age or current weight.** All mothers with diffi-
culties in establishing and maintaining milk production should
be offered focused individualized support and access to breast-
feeding support during the infant’s whole hospital stay.
Lactation counseling should be provided by staff with ade-
quate education and training in the specific needs of mothers
and infants in neonatal intensive care units and should include
demonstration of milk expression by hand or pump.

Step 6: Give newborn infants no food
or drink other than breast milk, unless
medically indicated

Breast milk is uniquely superior to all substitute feeding
preparations. Preterm and sick infants receive particular ben-
efits from breast milk with respect to host protection and
developmental outcomes.”** When mothers’ own milk is
not available, pasteurized screened human donor milk is the
best option,”*®' or nonpasteurized when other methods are
used to ensure the milk is safe, with preterm formula as the
next best option for infants with a weight of less than 2000 g,
followed by formula, in this order of priority. Acceptable
medical reasons for use of breast milk substitutes have been
issued by the WHO/UNICEF.*

The use of protein or multicomponent enrichment of
breast milk to support growth in preterm infants varies and
indications remain controversial.**®* In extremely preterm
infants, a combination of high volumes of mother’s milk
and individualized fortification has been associated with
improved growth.** A fortifier is a medication; thus, an infant
receiving fortification can be considered exclusively breast-
fed. However, a powdered fortifier, when compared to liquid
fortifier, may be preferred by parents and does not seem to
have any negative effects on the duration of breastfeeding.®
In order to protect a mother’s intention to continue lactation/
breastfeeding, she should be informed about the reason for
fortification of her milk before it is prescribed and be assured
that her milk remains her baby’s optimal nutrition.”> After
discharge, fortifying breast milk for infants fed directly from
the breast is difficult and may interfere with breastfeeding.®®

One main challenge in NICU policy is to not interrupt the
normal breastfeeding pattern: newborns feeding directly at
the breast. Infants are given something other than breast milk
only when there are justifiable medical reasons, when par-
ents do not accept the use of donor milk, or when the mother
has made an informed decision not to express milk/feed
directly at the breast. AFASS guidelines are used when
appropriate.”* Strategies for increasing infants’ total daily
milk intake, such as rapid enteral feeding advancement,®®
decreasing milk volume per feed combined with an increase
of the feeding frequency, implementing individualized
developmental care,” and adapting the pace of feeding
according to the infant’s tolerance, should be applied before

introduction of fortifier. A proactive feeding strategy, increas-
ing milk intake in low birth weight infants to volumes above
200 mL/kg/day, has been proven feasible.®®" In accordance
with the International Code for Marketing of Breast-milk
Substitutes, distribution to mothers of materials that recom-
mend use of breast milk substitutes and inappropriate feed-
ing practices should not be permitted, and the hospital should
not accept free or low-cost infant breast milk substitutes;
mothers of infants who receive breast milk substitutes should
be offered individual counseling, away from breastfeeding
mothers, about correct preparation and use of breast milk
substitutes and appropriate feeding strategies.”

Step 7: Enable mothers and infants to
remain together 24 hours a day

The United Nations Convention on the Rights of the Child”"
states that infants shall not be separated from their parents
against their will and have the right to be cared for by their
parents. It has become more common that infants and chil-
dren in pediatric wards are together with a parent day and
night, but this trend is not yet common in neonatal intensive
care. However, single-room care with parents rooming-in is
increasingly being introduced to NICUs and has been asso-
ciated with shorter infant hospital stay.”> Rooming-in is
beneficial for mother—infant bonding/attachment, parent
empowerment, and breastfeeding.”” Preterm infants cared
for by their mothers gained significantly more weight and
significantly more infants were breastfed exclusively at dis-
charge."® Opportunity for rooming-in helps the parents feel
like a family and not just visitors to their own baby.’® Mothers
separated from their newborn infants experience emotional
strain and anxiety, feel like outsiders, and experience lack of
control.”” The unit policy should be based on respect for
infants’ and parents’ right to nonseparation. Mothers should
have the opportunity for rooming-in, immediately after the
birth, irrespective of how their infants are fed. All possible
efforts should be made to enable mothers/parents to be
together with their infants day and night unless there are jus-
tifiable reasons. When rooming-in is not possible, mothers
should be offered the opportunity to sleep in another room on
the unit, or at least in a room at a short walking distance from
the NICU.

Step 8: Encourage demand feeding or,
when needed, semi-demand feeding as
a transitional strategy for preterm and
sick infants

Demand feeding (also called baby-led or ad libitum feeding)
means that the infant is breastfed based on the mother’s obser-
vation of the infant’s behavioral signs of interest in suckling
(rooting). However, this strategy is appropriate only once the
infant has reached sufficient neurological maturity, evidenced
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by coordination between hunger/satiety and sleep-awake states.
Nutritive suckling at the breast has been noted in very preterm
(GA 28-31 weeks) and extremely preterm infants (GA 27
weeks or less) from about 28 weeks, and exclusive breastfeed-
ing from 32 weeks.** Feeding preterm infants in response to
their hunger and satiation cues, rather than at scheduled inter-
vals, might help in the establishment of oral feeding, increase
nutrient intake and growth rates, and allow earlier hospital dis-
charge.”™ However, during the transition period to feeding
exclusively at breast, preterm/sick infants require supplementa-
tion by another feeding method in order to take the milk needed
for adequate growth, and in the mother’s absence. When the
mother is present, she should be encouraged to place the infant
at the breast at any discrete sign of waking up or wanting to
suck, but also be guided in protecting the infant’s deep sleep by
observation of behavioral signs. Strategies for ensuring that the
infant’s nutritional needs are met are (a) assessment of milk
intake at the breast by test-weighing before and after nursing,
combined with feeding a prescribed volume of expressed
breast milk over 24 hours,” (b) gradual reduction of a pre-
scribed total daily breast milk volume for supplementation (no
test-weighing), or (c) having a schedule for a number of days
specifying decreasing daily total volumes to be given as sup-
plementation. Mothers may appreciate the opportunity to select
type of strategy, as decisions about feeding belong to the mater-
nal role.”’ Irrespective of strategy, the infant’s weight gain
should guide the pace of reduction of supplementation.

The breastfeeding policy should state that the breastfeed-
ing process is guided by the preterm and sick infant’s compe-
tence and stability, not a certain postmenstrual or postnatal
age, or weight. Nor is any routine intervention for “suck train-
ing” necessary before introduction of breastfeeding in infants
without serious illness. The policy should describe strategies
for the transition to exclusive breastfeeding, and from sched-
uled (set volumes and frequencies) to demand feeding. During
this transition, semi-demand feeding should commence as
soon as the infant shows some milk intake at the breast and
there is no medical indication for scheduled feeding or rou-
tine administration of milk after each breastfeeding episode.
Mothers should be supported in selecting their preferred strat-
egy for reduction of supplementation given by other feeding
methods. To facilitate their infants’ breastfeeding progress,
mothers should be guided in observing their infants’ signs of
feeding cues and behavioral state shifts. Medications should
be administered and procedures scheduled so as to cause the
least possible disturbance of breastfeeding.

Step 9: Use alternatives to bottle-
feeding at least until breastfeeding
is well established and use pacifiers
and nipple shields only for justifiable
reasons

Bottle-feeding has been shown to negatively impact breast-
feeding success in both full-term® and preterm infants.*' In

contrast, cup feeding has been associated with higher breast-
feeding rates at discharge,*” does not cause physiological
instability,*’ and can be introduced from around 29 weeks.*
Tube-feeding has also been used successfully during the
transition from full enteral feeding to exclusive breastfeed-
ing.®® Pacifier sucking may encourage the development of
sucking behavior and improve digestion, has a calming
effect, reduces infant stress and anxiety, and gives pain relief
during procedures.*™® Therefore, pacifier sucking can be
offered in hospital when breastfeeding is not possible and in
the mother’s absence. It has been found that an ultra-thin
nipple shield can facilitate latching-on and milk transfer in
preterm and sick infants, as it compensates for a weak intra-
oral pressure and stimulates nutritive sucking.® It may be
helpful when the infant has problems with latching on, does
not stay fixed at the breast, or shows minimal sucking, but
only after the mother has received qualified breastfeeding
support and after ample trying.

Bottles should not be introduced to breastfed infants
unless the mother explicitly requests them and has been
informed of the risks. For infants of mothers who intend to
breastfeed, the first nutritive sucking experience should be at
the breast. When the mother intends to feed exclusively at
breast, alternative oral feeding methods, instead of bottles,
should be used until exclusive breastfeeding is well estab-
lished. Information to parents should include justifiable rea-
sons for pacifier use in hospital, alternate ways of soothing
the infant, and recommendation to minimize pacifier use.

Step 10: Prepare parents for continued
breastfeeding and ensure access to
support services/groups after hospital
discharge

All mothers who initiate breastfeeding or are expressing
their milk after discharge require appropriate follow-up. The
NICU staff have a responsibility to ensure that parents are
confident in feeding issues before discharge, to prepare
mothers for common challenges in breastfeeding, and to
inform them about where to find a professional or lay peer
counselor after discharge with adequate education and train-
ing in the specific needs of NICU infants and their mothers.
A positive association has been found between mothers’ milk
production at discharge and putting their infants directly to
breast before discharge from the NICU.* The breastfeeding
rates 4 and 6 months after discharge were higher in infants
who came home with early discharge and partial tube-feeding
than in infants discharged after attainment of full oral feed-
ing (only breast milk) in hospital; the early discharge group
was closely supervised by pediatric nurse specialists.” Thus,
when mothers intending to feed exclusively at breast are dis-
charged before they reach this goal, support by an experi-
enced professional increases the likelihood of a longer
duration of breast milk feeding/breastfeeding. Cooperation
between professionals and lay peer counselors in preparing
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mothers for breastfeeding after discharge has enhanced
mothers’ choice to breastfeed and to continue breastfeed-
ing.”"”® The unit management is responsible for the estab-
lishment and coordination of activities with breastfeeding
support groups or networks for parents of NICU graduates.

Planning of infant discharge from the unit should occur in
collaboration with the family and the community health ser-
vices and include a plan for the transition to full oral feeding,
promoting/protecting breastfeeding/breast milk feeding, to
which all professionals should adhere.'® There should also be
a plan for follow-up soon after the discharge, individualized
according to the infant’s condition, at the facility or in the
community. Efforts should be made to ensure continuity of
care, so the plan for the infant’s care and follow-up is shared
by all of the infant’s caregivers and the parents do not have to
repeat this information to caregivers, especially when the
infant is transferred to another hospital.”’

Interventions continuing throughout infancy are more
effective than interventions conducted during 1 period. Use
of various intervention packages for education and support
from well-trained professionals and peer supporters is more
effective than 1 single method.”' Peer support after discharge
has reduced the risk of not breastfeeding, increased the
amount of breast milk provided by mothers, and contributed
to longer duration of breastfeeding.” Telephone lactation
counseling’ and new technologies, such as video conferenc-
ing, facilitate early discharge, lactation/breastfeeding sup-
port, and follow-up.”®

The International Code of Marketing of
Breast-milk Substitutes

For Baby-Friendly designation, no employees of manufac-
turers or distributors of breast milk substitutes, bottles, teats,
or pacifiers are allowed any direct or indirect contact with
mothers.”” The hospital does not receive free gifts, materials
or equipment, money, or support for in-service education or
events from such manufacturers or distributors, and mothers
or families are not given any marketing material or gifts that
include breast milk substitutes, bottles/teats, pacifiers, other
infant feeding equipment, or coupons. The display of posters
or other materials provided by manufacturers is not allowed,
and the hospital keeps infant formula cans and pre-prepared
bottles of formula out of view unless in use.

Conclusion

The authors’ goal was to be as true as possible to the original
BFHI steps. However, there are wide differences between
preterm and sick infants and their mothers related to lacta-
tion, breastfeeding, and feeding, as well as between settings
in levels of medical-technical neonatal care and families’
access to care. This renders it difficult to specify standards
for high-quality lactation and breastfeeding support in neo-
natal intensive care units that are equally applicable every-
where. In the spirit and applicability of the original Ten

Steps, this expanded version of the BFHI for neonatal inten-
sive care units was formulated with the aim of rendering it
applicable irrespective of such differences.
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