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Breastfeeding and Baby-Friendly Hospital Initiative:
more important and withmore evidence than ever

Miriam H. Labbok*

Breastfeeding is a primary element in child health and
survival, and has been so recognized for millennia. With the

commercialization of formula in the 20th century, an unpar-

alleled experiment was about to be vis-

ited upon mothers and children. In her

treatise on “Milk andmurder” in 1939,Dr.

Cicely Williams outlined the dangers of

disrupting breastfeeding: “If your lives

were embittered as mine is, by seeing

day after day this massacre of the inno-

cents by unsuitable feeding, then I be-

lieve you would feel as I do that

misguided propaganda on infant feeding should be punished

as the most criminal form of sedition, and that those deaths

should be regarded asmurder." (Many years later, I was privi-

leged to study with Dr. Williams, which certainly contributed

to my understanding of the need for breastfeeding and my

dedication to the mother/child dyad.)

Nonetheless, commercial formulamanufacture becamea

successful industry, aggressively marketing to the public,

health care providers, nurses and pediatricians, alike. As

women in industrialized settings began to enter the labor

market in larger numbers, the market for time-saving com-

mercial food products increased. Formula became known as

‘modern’, and risks associated with

the lack of breastfeeding were com-

pensated for by isolating infants and

early weaning. Youngwomen did not

grow up seeing breastfeeding, nor

learning of it fromothers. As a result,

by mid-century, the maternal skills

associated with initiation and main-

tenance of breastfeeding were in

danger of being lost in many settings around the world.

The Baby-Friendly Hospital Initiative (BFHI) came about

as the result of several concurrent health and health policy

events. Following the endorsement of the International Code

of Marketing of Breast-Milk Substitutes in the early 1980s,

therewas increasing recognition that, after nearly 50 years of

heavy formula marketing, health care providers and, often,

women themselves no longer retained the skills associated

with successful breastfeeding. Mr. James Grant, Director of

UNICEF, initiated a tightly directed campaign to reduce child

mortality: GOBI – Growth monitoring, oral rehydration,

breastfeeding and immunization. Subsequently, the Ten

Steps to Successful Breastfeeding were developed by the

World Health Organization (WHO) and the United Nations

Children’s Fund (UNICEF) in a very collaborative and compre-

hensive manner in order to provide a simplified outline for
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health care professionals, especially those working in mater-

nities, as to the basic elements of breastfeeding support.

Later in that decade, the technical staff of UNICEF, WHO,

theUnitedStatesAgency for InternationalDevelopment (US-

AID) and the Swedish International Development Coopera-

tion Agency (Sida) began to meet to discuss how

implementation of programs to improve breastfeedingmight

proceed. Following several targeted working conferences1

and a technical consultation held at WHO,2 a meeting was

held at the UNICEF Innocenti Centre in Florence, Italy, the

output of which became known as the Innocenti Declaration.

That Declaration called for implementation of the Code and

the TenSteps, aswell asmaternity protection and other inno-

vative law and regulation, with the goal that all maternities

worldwide would achieve the Ten Steps by 1995.

History tells us that that goal was a bit optimistic. How-

ever, history, along with a growing literature of well executed

studies, is also telling us that the Innocenti Declaration was,

indeed, an excellent roadmap. The Baby-Friendly Hospital

Initiative, the program that was designed to implement the

Ten Steps, is consistently shown to have profound impact at

the individual hospital level. Perhaps the best known demon-

strations of this fact are PROBIT (Promotion of Breastfeeding

Intervention Trial) studies3which demonstrated not only that

the TenStep approachwould increasebreastfeeding, but also

that this increase is demonstrably associatedwith a variety of

positive health outcomes. One aspect of BFHI – the 18 hours,

or approximately 3 days, of training, including practical ses-

sions and counseling skills, are effective in changing not only

hospital practices, but also the knowledge of health workers

and breastfeeding rates. Both of these findings, i.e., im-

proved health worker skills and improved breastfeeding

rates,4,5 were intended outcomes of the BFHI. Through regu-

lar review of the numbers of maternities that were ever des-

ignated as baby-friendly facilities, UNICEF reports that, by

the end of 2005, nearly 20,000 maternities had been so des-

ignatedat somepoint in time.6 There areno central records of

how many of these facilities are currently compliant with the

principles of BFHI.

There are a limited number of studies that attempt to

show the impact of BFHI at the population level. Recently, a

study of the impact of BFHI in Switzerland7 confirmed that

BFHI is associated with improved outcomes. They also ad-

dressed the issue of self-selection, i.e., the concern that the

BFH have better outcomes only because women who wish to

breastfeed choose to deliver at these sites. They found that

the duration of exclusive and full breastfeeding was signifi-

cantly longer if delivery occurred in a baby-friendly hospital

with high compliancewith theUNICEF guidelines.8 This study

confirmed that it is indeed the practices called for in BFHI,

rather than just the ‘label’ of BFH, that are associatedwith the

positive outcomes.

Perhapswe should take one stepback, andask ourselves:

Is breastfeeding worth the effort today? Since Innocenti, ex-

clusive breastfeeding in the first 6 months of life has in-

creased substantially, from34 to41%.This increasemaywell

have been a major contributor to the concurrent decline in

child mortality in developing countries, which has been well

documented. As to the importance of breastfeeding in this re-

gard, if there had been any doubt since the technical back-

ground for the Innocenti Declaration was assembled, these

concerns should have been substantially set aside with the

publication of the Lancet Child Survival series9 and the recent

meta-analyses on the long-term impacts of breastfeeding.10

The Lancet series presented a listing of those interventions

that could reduce child mortality, as called for in the Millen-

niumDevelopment Goals, especially Goal 4. The intervention

found to have the greatest potential for saving lives was ex-

clusive breastfeeding, with continued breastfeeding in the

first year of life. This one intervention alone would prevent

about 1 of 7.5 current child deaths, offering a programmatic

key to the achievement of this Millennium Goal. More re-

cently, the WHO meta-analysis on the long-term health im-

pact of breastfeeding clarified the significant risks associated

with the lack of breastfeeding.

Nonetheless, the global community has not as yet seen

this as a signal to redouble proven efforts; programand fund-

ing decision-makers continue to challenge these studies and

the many evaluations that document the impact of breast-

feeding, and that the BFHI increases breastfeeding rates; it is

indeed more difficult to demonstrate the costs and effects of

attempting to create a major socio-behavioral change in a

simple “dollar for outcome” equation than it is to document

the cost of delivering a commodity, such as a pill or a bed-net,

for example. Hence the cost-effectiveness and cost-benefit

analysts have tended to shy away from committing them-

selves when it comes to the cost-benefit of BFHI. As a result,

major international efforts on child survival today seem to be

shifting support for breastfeeding from the health system to

the community, despite the impact that has been achieved,

and will continue to be achieved, wherever BFHI is initiated.

One of the major stumbling blocks in establishing the

cost-effectiveness of BFHI has been the limited number of

studies that providedpopulation-baseddata on this interven-

tion. The study by Antônio Caldeira and Eduardo

Gonçalves,11 presented in this issue, entitled, “Assessment

of the impact of implementing the Baby-Friendly Hospital Ini-

tiative” provides uswith data on a population-based initiative

in the urban area of Montes Claros. The increases in exclusive

breastfeeding achieved, from 25 to 40% in each of the first 5

postpartum months, cannot be explained away by time or

other national-level interventions.

In addition, this article demonstrates that a well planned

activity such as this, which ensures that an entire population
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area receives this coverage, will have an impact not only on

initiation and short-term breastfeeding, but also would seem

to have a sustained impact at the community level, ensuring

longer durations of both exclusive and any breastfeeding.

Today, the BFHI is 15 years old. At this age, it could be

viewed as in its adolescence – growing, changing, and revis-

ing itself to meet the changing needs of adaptation, expan-

sion, integration and sustainability. In Brazil, as in most

countriesworldwide, it has contributed to the steady increase

in full and exclusive breastfeeding.12 Therefore, UNICEF and

WHO have revised both the guidance for implementation of

BFHI at the national and hospital levels, as well as the mate-

rials for decision-makers, training, and evaluation. These

materials are available for use and for final review, and are

expected to be finalized this year.

The four program pillars – legal protection for maternity

protection and against aggressive marketing of commercial

formula, health care worker training and BFHI, and commu-

nity support - are needed to continue the positive trends in

exclusive breastfeeding we have seen since 1990. With the

new materials and the new data available, BFHI should con-

tinue to receive our support and attention.
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