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Abstract

Objective: To compare the prevalence rates of breastfeeding and the principal causes of consultations at the infant

and neonatal clinic of a basic healthcare center in the city of Rio de Janeiro, before and after its being accredited by the

Breastfeeding Friendly Primary Care Initiative.

Methods: Information was analyzed from 121 and 200 children followed-up at the healthcare center before and

after certification, respectively. Type of feeding was classified as exclusive breastfeeding, predominant breastfeeding

or breastfeeding, and the 10th International Classification of Diseases was used to classify the complaints causing

consultations.

Results: A statistically significant increase was observed in the prevalence of exclusive breastfeeding, both among

those less than 4 months old (68 vs. 88%; p < 0.0001) and among children aged from 4 to 6 months (41 vs. 82%; p <

0.0001). Furthermore, an impressive increase was observed in the prevalence of breastfeeding in children more than 6

monthsold, especially thoseaged9 to12months (24vs.82%;p<0.0001).After certification, therewasalsoa reduction

in the number of consultations motivated by some type of disease among infants more than 4 months old.

Conclusion: Implementation of the Breastfeeding Friendly Primary Care Initiative proved to be an important

strategy for increasing the rate of breastfeeding and reducing consultations due to disease among infants less than one

year old cared for at this health center.
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Introduction

Breastfeeding is one of the principal practices that pro-

motes health, and is associated with the reduction of infant

morbidity and mortality, with positive repercussions through-

out life.1-5 Despite breastfeeding promotion being one of the

targets of public policy in Brazil, the prevalence of breastfeed-

ing (BF) has not yet reached the level recommended by the

World Health Organization (WHO), which is that BF be the

exclusive form of feeding up until 6 months, and be contin-

ued, together with complementary foods until 2 years or

more.6

Although 71% of Brazilian children start breastfeeding on

the first day of their lives, weaning is started early.7 Never-

theless, studies undertaken during the last 30 years in Brazil

demonstrate that the median BF duration has increased from

2.5months in1975 to9.9months in1999, demonstrating that

1. Doutoranda em Saúde Pública, Instituto Fernandes Figueira, Fundação Oswaldo Cruz (Fiocruz), Rio de Janeiro, RJ, Brazil.
2. Pós-graduanda em Nutrição Clínica, Universidade Gama Filho, Rio de Janeiro, RJ, Brazil.
3. Mestre, Fiocruz, Rio de Janeiro, RJ, Brazil.
4. Doutoranda em Saúde da Criança e da Mulher, Fiocruz, Rio de Janeiro, RJ, Brazil.

No conflicts of interest declared concerning the publication of this article.

Suggested citation: Cardoso LO, Vicente AS, Damião JJ, Rito RV. The impact of implementation of the Breastfeeding Friendly Primary Care Initiative on the
prevalence rates of breastfeeding and causes of consultations at a basic healthcare center. J Pediatr (Rio J). 2008;84(2):147-153.

Manuscript received Oct 22 2007, accepted for publication Jan 21 2008.

doi:10.2223/JPED.1774

147



the practice has recovered on a national level. Furthermore,

increaseshavebeenobserved in the rate of exclusiveBF (EBF)

among infants under 4 months old, which has increased from

3.6% in 1986 to 35.6% in 1999.8 Recent studies conducted in

certain Brazilian cities, such as Botucatu and Rio de Janeiro,

have also identified increases in the practice of EBF among

children less than 6 months old and of BF during the first year

of life.9,10

In the state of Rio de Janeiro, one of the most recent strat-

egies adopted as part of the BF promotion policy is a Breast-

feedingFriendly PrimaryCare Initiative (BFPCI). Theobjective

of this initiative is the promotion protection and support of BF,

by means of mobilizing the state's basic healthcare centers

(BHC) to adopt the “Ten Steps to Successful Breastfeeding in

Primary Care”. In addition to this, the initiative also includes

an important role in supporting families, through the BHC in

partnership with the hospitals, which should help to make BF

a universal practice, thereby contributing to the health and

wellbeing of babies and their mothers.11

The objective of this study is to compare the prevalence

rates of BF and the principal causes of consultations at the

infant and neonatal clinic at a BHC belonging to the municipal

healthcare system of the city of Rio de Janeiro, before and

after certification on the BFPCI, with the intention of investi-

gating the impact of the initiative on these outcomes.

Methods

The BHC investigated in this study is in the East quarter of

the city of Rio de Janeiro and is responsible for the care of, on

average, 380 children under the age of one year each month,

at its infant and neonatal clinic. This was the first unit in the

city to be awarded the BFPCI accreditation, in May of 2003,

after a period of interventions and assessments starting in

2001. This process has since been formalized by the regula-

tions contained in resolution SES 2673, passed on 2nd March,

2005 by the Rio de Janeiro state health department.12 The

initiative was designed on the basis of the results of a system-

atic review of studies published on infant nutrition, between

1980 and 1999, carried out to identify strategies and proce-

dures appropriate to a primary healthcare system that effec-

tively increase the duration of BF.13 This review made it

possible to propose the “Ten Steps to Successful Breastfeed-

ing in PrimaryCare”,which specify items ranging from the cre-

ation of a written standard, capacitation and training of all

professionals at the BHC to welcoming, taking seriously and

dealing with doubts and concerns expressed by expectant

mothers and their families about thepracticeof breastfeeding.

In order to verify the impact of the initiative, two cohorts

of children less than 1 year old were studied. All of these chil-

dren had been followed-up at the infant and neonatal clinic of

the BHC, one group between May of 2001 and May of 2002

and theother fromMayof2003 toMayof 2004. The first period

ended one year before the date of BFPCI certification and was

chosen in order to avoid influence on the outcomes under

analysis from the fact that, from May 2002 onwards, training

of the healthcare team was intensified during the buildup to

certification. The second period started soon after the BHC

received its accreditation.

The study enrolled every child seen at the BHC at least

once, in each age group of interest (described below).

Data were obtained from the medical records of children

eligible for enrollment, and this information was recorded by

the second author of this paper, using a form designed for the

purpose. The following information was collected: date of

birth, dates of consultations, age of mother, reason for con-

sultation and type of feeding at the time of the consultation.

The infants were classified by age as belonging to one of

the following groups: 0 to 3.9; 4 to 5.9; 6 to 8.9 or 9 to 12

months. Mothers were classified by age into the following

groups: ≤ 19 years, from 20 to 34 years and ≥ 35 years. Type

of feeding was classified in accordance with WHO

definitions14:

- EBF: children fed exclusively breastmilk, with no water,

teas, juices, other types of milk or other foods;

- predominant BF (PBF): children fed breastmilk plus water

and/or tea and/or juices, but no other types of milk or food;

- BF: children fed breastmilk irrespective of any other type

of food.

It should be pointed out that the health professionals at

this BHC had all received previous training on the value of

recording the type of feeding for each child regularly and on

how to do so correctly according to the standardized catego-

ries presented above, thereby making it possible to use this

variable with a relative degree of confidence.

The health-related outcomes that motivated each consul-

tation were classified according to the International Classifi-

cation of Diseases (ICD-10),15 which was employed by the

municipal healthcare system of Rio de Janeiro at the time the

study was conducted. This classification resulted in the fol-

lowing categories: routine consultation (asymptomatic);

diarrhea; respiratory infections (RI) and others.

Epi-Info 6.0416 was used for data entry and analysis. The

results from before BFPCI accreditation were compared with

the results from after accreditation. The chi squared test was

used to compare proportions and differences were defined as

statistically significant where p < 0.05.

This study was submitted to the Research Ethics Commit-

tee of the Rio de Janeiro Municipal Health Department (Sec-

retariaMunicipal deHealth) andall procedureswere approved

with no restrictions.

Results

After application of the inclusion criteria, a total of 121

medical records from before certification and 200 medical
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records from after certification were analyzed. There were no
losses because all of the medical records contained the infor-
mation needed for analysis. It will be observed that the study
population exhibited a similar profile at both sampling times,
in terms of the sex of the children and the age of the mothers
(p = 0.59; p = 0.38), as is illustrated in Table 1.

In Table 2, it can be observed that there was a statistically

significant increase in the prevalence of EBF among children

under 6 months of age, when the periods before and after

implementation of the BFPCI are compared (p < 0.0001). Of

particular note is the fact that, for children aged from 4 to 6

months, the prevalence of EBF doubled. Furthermore, there

was a reduction in the prevalence of PBF, both among chil-

dren less than4monthsold andamongchildrenagedbetween

4 and 6 months (p < 0.0001). Also of interest was the increase
in the prevalence of BF among children more than 6 months
old (p < 0.0001), especially among those aged 9 to 12 months
(24 vs. 82%).

Comparing causeof consultation, beforeandafter accredi-
tation of the BHC, it was observed that in all age groups there
wasastatistically significant reductionbeencancelledpatients
motivated by some type of disease, after the BHC had been
certificated as being Breastfeeding Friendly, particularly for
infants aged more than 4 months (Table 3). Of particular
prominence in this age group was a reduction by more than
half in the number of console patients motivated by diarrhea.

When an analysis was performed of the proportions of
health-related outcomes (cause of consultation) for children

Table 1 - Distribution of the study population by sex of child and age of mother, before and after BFPCI certification of a BHC in the city of Rio de

Janeiro

Pre-BFPCI Post-BFPCI

Variables n % n % p

Sex of child

Female 63 52.1 98 49.0

Male 58 47.9 102 51.0 0.59

Mother’s age (years)

≤ 19 11 16.9 35 23.5

20 to 34 49 75.4 98 65.8

≥ 35 05 7.7 16 10.7 0.38

BFPCI = Breastfeeding Friendly Primary Care Initiative; BHC = basic healthcare center.

Table 2 - Type of feeding by age group of child, before and after BFPCI certification of a BHC in the city of Rio de Janeiro

EBF* PBF† BF‡

Pre-BFPCI Post-BFPCI Pre-BFPCI Post-BFPCI Pre-BFPCI Post-BFPCI

Age group (months) n % n % n % n % n % n %

< 4 82 68.0 175 88.0 16 13.0 6 3.0 116 96.0 190 95.0

4-5.9 50 41.0 163 82.0 14 12.0 1 1.0 104 86.0 189 94.0

6-8.9 - - - - - - - - 69 57.0 172 86.0

9-12 - - - - - - - - 29 24.0 164 82.0

BF = breastfeeding; BFPCI = Breastfeeding Friendly Primary Care Initiative; BHC = basic healthcare center; EBF = exclusive breastfeeding; PBF = pre-
dominant breastfeeding.
* p < 0.001 in all age groups.
† p < 0.0001 in all age groups.
‡ p < 0.001 in all age groups, except those less than 4 months old.
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less than 4 months old, broken down by type of feeding, it

was observed that after BFPCI certification there was an

increase in routine consultations (asymptomatic) anda reduc-

tion in consultations caused by diarrhea. These results were

different with statistical significance between children on EBF

and those on BF, as can be observed from Figure 1.

Discussion

This study has demonstrated that positive results were

observed after implementation of the BFPCI strategy, both in

terms of the increase in the proportion of children being

breastfed, particularly those less than 6 months old being

exclusively breastfed, and also in terms of the reduced fre-

quency of consultations caused by common causes of infant

morbidity at the BHC studied. These results are relevant to

infant health promotion, and also to the prevention of com-

mon complaints in child healthcare.

With relation to changesobserved in theprevalenceof EBF

among those less than 4 months old, it should be noted that,

even before accreditation, the rate at this BHU (68%) was

already higher than EBF prevalence rates that have been

observed in the city of Rio de Janeiro (31.0%)10 and also than

rates observed in municipalities in the state of São Paulo,

where the highest prevalence of EBF observed for this age

group was 30%.17 Part of the reason for this difference is the

heterogeneous nature of the populations studied. Both in the

city of Rio de Janeiro and in the municipalities in São Paulo

state, the samples were representative of the population of

infants aged less than one year who attended for vaccination

on national vaccination campaign days and, as such, are com-

posed of differing social and economic strata, which is not the

case of the population studied here.

Another contributing reason for this difference may be the

adoption of different methodologies for detecting the type of

feeding. In the studies in Rio de Janeiro and São Paulo state,

a standardized questionnaire was used which had been vali-

dated for collecting indicators of type of feeding. In this study,

secondary data were used based on records made by health

professionals, a methodology which is more susceptible to

errors, which would tend to overestimate EBF prevalence

rates. Nevertheless, it should be stressed that the majority of

health professionals at this BHC, even before all of the proce-

dures and standards of the BFPCI had been implemented, val-

ued correct and regular recording of this information on

medical records and had already systematically carried out

Table 3 - Frequency of health-related outcomes causing attendance at the neonatal and infant health clinic by child's age, before and after BFPCI

certification of a BHC in the city of Rio de Janeiro

Health-related outcome (%)

Asymptomatic* Diarrhea† RI‡ Others

Age group

(months) Pre-BFPCI Post-BFPCI Pre-BFPCI Post-BFPCI Pre-BFPCI Post-BFPCI Pre-BFPCI Post-BFPCI

< 4 74.0 91.0 12.0 6.0 8.0 1.0 5.0 4.0

4-5.9 58.0 85.0 28.0 6.0 7.0 3.0 7.0 6.0

6-8.9 44.0 72.0 41.0 12.0 6.0 5.0 9.0 11.0

9-12 41.0 72.0 38.0 11.0 11.0 6.0 11.0 12.0

BFPCI = Breastfeeding Friendly Primary Care Initiative; BHC = basic healthcare center; RI = respiratory infections.
* p < 0.0001 in all age groups.
† p < 0.0001 in all age groups, except those less than 4 months old.
‡ p < 0.01 only for those less than 4 months old.
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* p < 0.05
BF = breastfeeding; BFPCI = Breastfeeding Friendly Primary Care Initiative;
EBF = exclusive breastfeeding; PBF = predominant breastfeeding.

Figure 1 - Frequency (%)of health-relatedoutcomes causing con-
sultations at the infant and neonatal clinic, by type of
feeding, in childrenunder4monthsold, before andafter
BFPCI certification of a basic healthcare center in the
city of Rio de Janeiro
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actions to encourage and maintain EBF, such as, for example,

a group for welcoming and instructing the pregnant women

cared for at this BHC since it was opened. It is therefore plau-

sible that, even if such errors did occur, they were probably

not of a great magnitude.

The prevalence of EBF was lower among infants aged from

4 to 6 months, when compared with those less than 4 months

old. Someauthors have suggested that this difference is prob-

ably due to mothers returning to work, since the legal period

of maternity leave is 120 days.18 Notwithstanding, after the

BHC was accredited as a Breastfeeding Friendly basic health-

care center, the proportion of children aged 4 to 6 months

beingexclusivelybreastfedwas closer to that observedamong

those under 4 months than it had been before certification.

This is possibly a result of reinforcement of the instruction to

complywith step threeof theBFPCI (instruct pregnantwomen

andmothers on their rights and theadvantages of breastfeed-

ing, promoting exclusive breastfeeding until the baby reaches

6 months and complemented breastfeeding up to 2 years of

life or more) and also step 6 (show pregnant women and

mothershow tobreastfeedandhow tomaintain lactationeven

when separated from their children).12

A significant reduction in PBF was another relevant result

and one which suggests that the BFPCI may be an effective

strategy for meeting the international recommendations

which encourage exclusive breastfeeding up until 6 months

of life.6 Venâncio et al.17 state that the high prevalence of PBF

in Brazil should be seen as a warning signal by health authori-

ties, and that educational actions should be implemented pro-

viding mothers with information on the harmful effects of

giving non-nutritional liquids to their children during the first

few months of life.

With relation to the overall prevalence of BF among chil-

dren less than 12 months old, it was observed that a greater

proportion of children were being breastfed at this BHU after

accreditation (82%) when compared with results for the city

of Rio de Janeiro (68.6%)10 and with national data (37.0%).8

Maintenance of BF up until the second year of life is part of the

BFPCI recommendations12 and of Ministry of Health recom-

mendations on feeding children less than 2 years old.19 This

practice has been identified as a possible protective factor

against school age obesity, which is an ever-more common

cause of concern in the field of public health, due to the

increased risk that such children will become obese adults, in

viewof the rangeofmorbid conditions that are associatedwith

obesity.20,21

Another significant result is related to the change in pri-

mary complaints causing consultations at the infant and neo-

natal clinic. There was an increase in the number of children

attending consultations with no complaints, who had been

brought to the BHC for monitoring of child growth and devel-

opment. Additionally, there was a reduction in the number of

consultationswhere theprimary complaintwasdiarrhea.Data

from the Ministry of Health show that in Brazil infectious and

contagious diseases are the principal cause linked with infant

mortality, when causes connected with perinatal conditions,

congenital malformations and anomalies are excluded.22,23

Diarrhea is not a significant cause of death in infants less than

1 year old in the city of Rio de Janeiro. Nevertheless, there is

still a high number of registrations on the program for the

treatment of persistent diarrhea, which, in 2003 treated 556

children.24 Therefore, actions that result in a reduction in the

number of consultations caused by diarrhea should be valued

by an integrated child healthcare approach.

Analyzing the profile of complaints causing consultations,

according to type of feeding, it was also observed that there

were changes for children who were on EBF and BF. It is

believed that the reduction in the proportion of consultations

motivatedbydiarrheamay, inpart, be the result of an increase

in the specificity of diagnosis (thereby reducing the number

of false-positive cases), since this is included in agroupof sub-

jects dealt with in the training that is part of implementing the

BFPCI. It should be noted that the small number of children

aged less than 4 months and on PBF, both before and after

accreditation of the BHC (16 and six, respectively), may have

contributed towards the failure to identify an association

between type of feeding and causes of consultation in that age

group.

The changes observed in the prevalence rates of type of

feeding, always in the direction of meeting the recommenda-

tions, indicate the potential of the BFPCI strategy for promo-

tion and maintenance of BF. Studies undertaken in other parts

of the country with different methodologies and sample sizes

have also observed positive effects on the proportion of EBF

(of similar or greater magnitude), when the locus of actions

was the BHC, prioritizing investment in training and raising

the awareness of health professionals.25-28 The potential of

this strategy is due to its being based on actions considered

effective, the fact that it is implemented by the BHC and by its

role in making the team reflect on the practices adopted in

caring for pregnant women, mothers and babies, and their

families.

Nevertheless, certain limitations of a methodological

nature should be pointed out. Since the study employed sec-

ondary sources of data, few variables could be used to com-

pare the pre- and post-implementation groups (sex of child

and age of mother). It is not therefore known whether the dis-

tribution of potential confounding variables was similar

between the twogroups, in particular variables related toperi-

natal care (type of delivery, type of hospital - whether public

or private and whether affiliated to the Baby Friendly Hospital

Initiative or not). It is reasonable to suppose that other char-

acteristics of the children (birth weight) and the family (pres-

ence of partner at home, educational level, income and living

conditions) were similar among the two study populations.

The fact that variableswhichmayhave contributed to changes
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in prevalence rates of theoutcomes studiedwerenot recorded

does not allow us to claim that the results were exclusively

due to implementation of the BFPCI. It should also be pointed

out that extrapolation of the results observed here to other

localities merits caution, since it was carried out in a specific

location in the city of Rio de Janeiro. Nevertheless, despite

the limitations described, the changes in the outcomes inves-

tigated after BFPCI certification of the BHC are worthy of note.

It was concluded that the BFPCI is a strategy that contrib-

utes to increasing the prevalence rates of EBF and BF and of

reducing both PBF and the proportion of consultations prima-

rily causedbydiarrhea, in infants aged less thanoneyear seen

at this BHC belonging to the municipal healthcare system of

Rio de Janeiro. Our experience of managing and implement-

ing the BFPCI within primary care (conventional healthcare

centers and family healthcare teams) in this city has shown

us that this is a tool that transforms working processes and

the perceptions of health professionals, thereby having a sig-

nificant impact on the adoption and maintenance of EBF and

complemented BF up to 2 years of life or more.
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