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BREASTFEEDING:
GOOD FOR BABIES,GOOD FOR BUSINESS

The long-term benefits of breastfeeding for babies and mothers are undisputed. Breastfeeding is linked to
decreased risk of illness and mortality for infants. It is also associated with reduced risk for maternal

illness.

It is well documented that maternity practices in infant nutrition and care have a significant impact on a
mother’s initiation and continuation of breastfeeding.* That means the care your facility provides
to support breastfeeding can have a long-lasting effect on the health of babies born there as well as

enhance the health and care satisfaction of your patients.®

As the number of women who intend to breastfeed rises, families are seeking birthing facilities that
support and encourage their efforts to breastfeed. Every delivery is a chance to start a long-term
relationship with the birth family. Providing breastfeeding support can deliver long-term benefits to your

facility as well.
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SUPPORT FOR BREASTFEEDING
IS A NATIONAL PRIORITY

Perinatal support of breastfeeding is the focus of several national initiatives:

Surgeon General’s Call to Action to Support Breastfeeding

The U.S. Surgeon General encourages the health-care sector to help make breastfeeding easier for

moms, beginning with ensuring that maternity care practices are fully supportive of breastfeeding.

Healthy People 2020

The United States Department of Health and Human Services’ Healthy People 2020 establishes
breastfeeding as a national public health priority. National objectives aim to increase rates of
breastfeeding initiation, duration, and exclusivity; increase the proportion of employers who have
worksite lactation support programs; reduce the proportion of breastfed newborns receiving formula
supplementation within the first two days of life; and increase the proportion of live births that occur in

facilities that provide recommended care for lactating mothers.



Joint Commission

The Joint Commission encourages families to make informed decisions about infant feeding. The

Commission’s Speak Up™ education campaign empowers families to request specific, evidence-based
practices that improve breastfeeding success. Birth facilities are asked to report exclusive breastmilk
feeding rates at discharge as one of five evidence-based measures included in the Joint Commission’s

Perinatal Care Core Measure Set.6

National Quality Forum

The National Quality Forum (NQF) was created to develop and implement a national strategy for
health-care quality measurement and reporting to improve national health-care policy. The NQF
National Consensus Standards for Perinatal Care include the quality care performance measure of
exclusive breastfeeding throughout the hospital stay and at discharge for all live births not discharged
from the NICU.

CDC Maternity Practices in Infant Nutrition and Care (mPINC) Survey

To support achievement of our nation’s Healthy People 2020 objectives, the Centers for Disease Control
and Prevention (CDC) administers the biennial mPINC survey to all U.S. hospitals and birth centers

that provide maternity care. Participating facilities receive individualized benchmark reports detailing
the facility’s quality-practice rank scores for performance measures in seven maternity-care practice
domains. Rationale, explanations, and suggested areas for improvement are provided to support facilities

in establishing evidence-based infant feeding and care practices.

Baby-Friendly USA, Inc.

The Baby-Friendly Hospital Initiative (BFHI) is a global program sponsored by the World Health
Organization (WHO) and the United Nations Children’s Fund (UNICEF) to encourage and recognize
hospitals and birthing centers that offer an optimal level of care for infant feeding. Baby-Friendly USA
is the national authority for the BFHI in the United States. It envisions an American culture that values
the enduring benefits of breastfeeding and human milk for mothers, babies, and society. In order to
meet Healthy People 2020 objectives, it is necessary to increase the number of live births that occur
in facilities that fully implement the Ten Steps to Successful Breastfeeding—the maternity practice
standards that form the basis of the BFHI.
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MATERNITY CARE POLICIES
SHAPE BREASTFEEDING OUTCOMES

Breastfeeding rates in Texas lag behind national averages, and many women report they are unable to
meet their breastfeeding goals. Whether a woman chooses to start breastfeeding and how long she
continues is closely tied to the patient care practices she and her infant experience during her

newborn’s first minutes, hours, and days.

Practices that delay or interrupt the first breastfeed, that cause separation of babies and mothers, or
that result in formula supplementation of breastfed babies make it difficult for mothers and babies to
successfully breastfeed. When hospitals support mothers to remain in close contact with their infants
and to feed their babies only breastmilk, they help ensure successful breastfeeding from the start, with

continued exclusive breastfeeding once they go home.

A multi-center, randomized control study found that babies born in hospitals whose policies promoted
exclusive breastfeeding were significantly more likely to be exclusively breastfed at six months.” Other
studies confirm that evidence-based maternity practices, including “Baby-Friendly” hospital standards,

improve mothers’ chances of achieving their breastfeeding goals (see Figure 1)."#

Although breastfeeding is natural for mother and baby, it also requires a set of skills that need to be
learned. During this critical period, birthing facilities are best positioned to foster skill development and

nurture behaviors to support the successful establishment of lactation.



INCREASED NUMBER OF BABY-FRIENDLY HOSPITAL PRACTICES
IN PLACE DECREASES RISK OF BREASTFEEDING CESSATION
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Figure 1: Among women who initiated breastfeeding and intended to breastfeed for >2 months, percentage who stopped

breastfeeding before 6 weeks according to the number of the “Baby-Friendly” Steps that they reported experiencing.'
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ablished Bundle of Best Practices—The Ten Steps to Successful Breastfeeding

Have a written breastfeeding policy that is routinely communicated to all health-care staff.
. Train all health-care staff in the skills necessary for implementing this policy.
Inform all pregnant women about the benefits and management of breastfeeding.

Help mothers initiate breastfeeding within an hour of birth. Place babies in skin-to-skin contact
with their mothers for at least an hour immediately following birth. Encourage mothers to recognize

when their babies are ready to breastfeed and offer help if needed.

Show mothers how to breastfeed and how to maintain lactation, even if they should be

separated from their infants.
. Give infants no food or drink other than breastmilk unless medically indicated.
Practice rooming-in. Allow mothers and infants to remain together 24 hours a day.
Encourage breastfeeding on demand. Teach mothers cue-based feeding, regardless of feeding method.

. Give no artificial nipples or pacifiers to breastfeeding infants.

10. Foster the establishment of breastfeeding support groups and refer mothers to them upon discharge.

The

Ten Steps to Successful Breastfeeding are endorsed by the American Academy of Pediatrics and the

American Academy of Family Physicians.



CDC MPINC SURVEYS SHOW TEXAS
MATERNITY FACILITIES NEED IMPROVEMENT

The CDC’s mPINC survey scores U.S. birth facilities for seven maternity care practice dimensions.
Survey results indicate that most birth facilities fall short in providing evidence-based maternity care
that is fully supportive of breastfeeding. Texas’s 2009 composite quality practice score was 62 out of

100, placing it in the third quartile of all states.

Figure 2 shows how Texas performed compared to the national average and to the highest ranked state,
according to each of the seven subscales. The survey’s performance results indicate the average facility

score by state. Texas ranks lower than the national average in all measures except staff training.

State and national mPINC data are available from www.cdc.gov/breastfeeding/data/mpinc/results.
htm. Find information about the survey, benchmark reports, scoring methods, and complete references

at www.cdc.gov/mpinc.

The CDC recommends that Texas birth facilities integrate maternity care into related hospital-wide Quality
Improvement efforts. In addition, the CDC encourages statewide utilization of the Joint Commission’s

Perinatal Care Core Measure Set, which includes exclusive breastfeeding at discharge, in hospital data

collection.



2009 MPINC SURVEY—HOW TEXAS COMPARES
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Figure 2: 2009 CDC National Survey of Maternity Practices in Infant Nutrition and Care (mPINC).?

The green bars represent the state with the highest score in each category.




THE TEXAS TEN STEP PROGRAM:
YOUR PATH TO IMPROVING BREASTFEEDING SUPPORT

All across Texas, birthing facilities are challenged in their efforts to improve infant feeding outcomes.
They are tasked with assisting a diverse patient population to navigate barriers to successful
breastfeeding, especially those encountered in the early postpartum days. So where do you start? The
Ten Steps to Successful Breastfeeding give all birthing facilities access to the same best practices. Outlined

by WHO/UNICEF, the Ten Steps provide evidence-based guidance for improving breastfeeding outcomes.

The Texas Hospital Association and the Texas Department of State Health Services developed
the Texas Ten Step Program to provide resources and a framework to help birthing facilities improve
breastfeeding outcomes through incremental adoption of evidence-based practices. The Texas Ten
Step Program recognizes facilities implementing policies aligned with the Ten Steps to Successful

Breastfeeding and encourages continued progress toward pursuit of Baby-Friendly Hospital designation.

The Texas Ten Step Program is voluntary and self-reporting. There are no external audits or site visits.

The program is endorsed by the Texas Medical Association and the Texas Hospital Association.

As of August 2012, 89 Texas facilities participate in the Texas Ten Step Program. Of these, 7 have
become Baby-Friendly Hospitals and an additional 25 Texas facilities have demonstrated their intent to

pursue Baby-Friendly designation.



IMPROVED QUALITY = IMPROVED COMPETITIVENESS

Implementing the Ten Steps to Successful Breastfeeding is a cost-neutral way to greatly increase the

quality of maternity care in your facility.®

Implementation of the Ten Steps addresses the six Aims of Improvement first laid out in the Institute of
Medicine’s groundbreaking 2001 report, Crossing the Quality Chasm: A New Health System for the 21st
Century.®

Aims of Improvement

Safety: Facilities can improve the safety and stability of all neonates regardless of chosen infant feeding
method. Investing time and energy in preparation and implementation of best practices for infant
nutrition and care will result in improved infant health outcomes. Evidence-informed support of
infant feeding protects your facility against avoidable risks such as nosocomial infection, hypothermia,
hypoglycemia, jaundice, and hypernatremic dehydration. The Ten Steps promote optimal nutritional

and developmental outcomes for the newborn as well as optimal health outcomes for babies and their

mothers.

Effectiveness: When old practices are replaced with the Ten Steps, facilities are well positioned to
improve their performance in measures such as those assessed by the CDC’s Maternity Practices in
Infant Nutrition and Care survey and the Joint Commission’s Perinatal Care Core Measure Set. Facilities
recognized for their integration of best practices have an advantage in recruitment and retention of
qualified health-care professionals and in cultivating satisfaction and lifelong loyalty in their patient

population.
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Patient-Centeredness: Facilities that implement the Ten Steps demonstrate their commitment to place

families at the center of care by promoting informed decision-making, facilitating achievement of patients’
infant feeding goals, and supporting maternal confidence and parental self-efficacy. This patient-centered

approach results in higher rates of patient satisfaction.

Timeliness: By making a facility-wide commitment to increase staff competencies and continuity of
lactation support, implementation of the Ten Steps results in fewer delays experienced by families that

are seeking effective assistance with infant nutrition and care.

Efficiency: A 2009 cost analysis prepared for the Texas Department of State Health Services concluded
that overall expenditures for implementing the Ten Steps as parts of the Baby-Friendly Hospital
Initiative are effectively cost-neutral and are reduced each year.® Meanwhile, savings in space, time,

supplies, capital, and improved health outcomes continue to increase.

Equity: Breastfeeding allows all infants access to the same quality of nutrition and immune protection,
regardless of social and economic resources. Texas data demonstrate that racial/ethnic disparity gaps in

infant feeding are narrowed through implementation of the Ten Steps.
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PREVALENCE OF EXCLUSIVE BREASTMILK FEEDING
ON DAY 2 POSTPARTUM BY MOTHER’S RACE/ETHNICITY AND

DESIGNATION STATUS OF BIRTHING FACILITY, 2009
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Figure 3: Texas DSHS Office of Program Decision Support.

Texas Vital Statistics, Provisional Live Births, 2009. Newborn Screening, 2009.

In its policy statement, “Breastfeeding and the Use of Human Milk,” published in March 2012, the

American Academy of Pediatrics (AAP) reaffirmed these recommendations:™
+ Exclusive breastfeeding for about the first six months of a baby’s life.

+ Breastfeeding in combination with the introduction of complementary

foods until at least 12 months of age.

+ Continuation of breastfeeding for as long as mutually desired by mother and baby.
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The AAP concludes that “breastfeeding and human milk are the reference normative standards for

infant feeding and nutrition” and provides a current analysis of the maternal and child health

outcomes related to breastfeeding. Breastfeeding is associated with improved outcomes, including in:

Infant Outcomes:

.

Otitis media and
recurrent otitis media

Upper and lower
respiratory tract infection

Asthma

RSV bronchiolitis
Atopic dermatitis
Eczema

Food allergies
Gastroenteritis
Inflammatory bowel disease
Obesity

Celiac disease
Type 1diabetes
Type 2 diabetes

Leukemia

Sudden infant death
syndrome (SIDS)

Neurodevelopment

Child abuse and neglect

Preterm Infant Outcomes:

-

Necrotizing

enterocolitis (NEC)
Sepsis

Immune system host
defense development

llinesses requiring
hospital readmission

Growth and
neurodevelopment

Clinical feeding tolerance
and attainment
of full enteral feeding

Severe retinopathy
of prematurity

Intelligence and mental,
motor, and behavior ratings
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Maternal Outcomes:

+ Postpartum blood loss
+ Birth spacing
+ Postpartum depression

+ Postpartum
weight retention

+ Type 2 diabetes

+ Rheumatoid arthritis

+ Cardiovascular disease
+ Hypertension

+ Hyperlipidemia

+ Breast cancer

+ Ovarian cancer



EXCESS HEALTH RISKS ASSOCIATED WITH NOT BREASTFEEDING

Outcome Excess Risk* (%) (95% CI*)  Comparison Groups
Among full-term infants

Acute ear infections (otitis media) 100 (56, 233) EFF* vs. EBFS for 3 or 6 mos
Eczema (atopic dermatitis) 47 (14, 92) EBF <3 mos vs. EBF >3 mos
Duthes g ity T
ek drseavesnine fratyon 257 (85, 614) v BF v EEF e
Asthma, with family history 67 (22,133) BF <3 mos vs. 3 mos
Asthma, no family history 35 (9, 67) BF <3 mos vs. >3 mos
Childhood obesity 32 (16, 49) Never BF vs. ever BF

Type 2 diabetes mellitus 64 (18,127) Never BF vs. ever BF
Acute lymphocytic leukemia 23 (10, 41) Never BF vs. >6 mos

Acute myelogenous leukemia 18 (2, 37) Never BF vs. >6 mos
Sudden infant death syndrome 56 (23, 96) Never BF vs. ever BF
Among preterm infants

Necrotizing enterocolitis 138 (22, 2400) Never BF vs. ever BF
Among mothers

Breast cancer 4(36) Z:)ee\;eyrez'r: ;/F.bi\;zg’S:Zeding)
Ovarian cancer 27 (10, 47) Never BF vs. ever BF
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SAVING COSTS FOR FAMILIES,
COMMUNITIES, AND HOSPITALS

A cost analysis conducted by researchers from the Harvard Medical School calculated that if prevalence
of breastfeeding increased so that 90 percent of U.S. women would breastfeed exclusively for the first
six months, 13 billion dollars a year could be saved and over 900 deaths could be prevented. The

analysis includes direct and indirect costs of medical care for pediatric illness and cost of premature

death.

Even health disparities can be addressed by practicing the Ten Steps. All breastfed infants have

equal access to the same quality of nutrition, immune protection, and developmental stimulation.
Recommended care practices to support breastfeeding provide long-term protection for economically
disadvantaged families against a disproportionate burden of disease and health-care expenses. In

addition, avoiding the cost of formula leaves more dollars in the family budget.

A study of Baby-Friendly hospitals in the U.S. found that whether a hospital had a large or small population
of women who were African American or low income, breastfeeding outcomes were the same, with

an average initiation rate of 84 percent and in-hospital exclusivity rate of 78 percent.”? As the national
breastfeeding initiation rate of African American mothers was 60 percent in 2007 compared to 75

percent for the general population, Ten Steps practices make a stark difference.™

According to the CDC, the most effective public health improvement strategies are those that change
the context for health so that individuals’ default choices are those choices which are healthy.* When
organizational policies, practices, and environments are changed to support healthy choices such as
breastfeeding, a significant health impact can be realized for a large number of people with very little
individual effort required by those who are at risk for poor health outcomes. As the site of the first minutes,
hours, and days of a newborn’s life, birthing facilities are first in line to make changes that will improve

breastfeeding rates.

+ Improved patient outcomes.

+ Less space required for managing feeding supplies and newborn nursery.
+ Reduced costs and time associated with breastfeeding complications.

+ Increased patient satisfaction and safety.

+ Elevation of staff morale and teamwork.

+ Enhanced reputation for quality and patient-centered care.
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TAKE STEPS TO MAKE THE CHANGE

Every facility has the ability to improve its maternity care to be more closely aligned with best practices
in infant nutrition and care. The Model for Improvement, developed by Associates in Process
Improvement, is a simple yet powerful tool for accelerating quality improvement. Details on this model

are available on the Institute for Healthcare Improvement website at: www.ihi.org.

The Texas Department of State Health Services encourages facilities to consider their current
practices using the Self-Assessment Checklist located in the pocket of this guide. What is one area in

which your facility is able to begin making changes for improvement this week?

Draft a plan to help put quality improvement into action.
The (facility name)

will accomplish (include a general overarching statement of the change you wish to make. What is your

desired end result?)

by (time frame, in which you intend to accomplish improvement)

for (what group are you doing this for—what population will the change impact?)
because (what is the reason and rationale for this improvement?)

We can make the following changes to accomplish this improvement: (what best practices, strategies,

and activities can be tested to accomplish what you intend to change?)

16—



We will know the changes improve quality if: (what simple measures can be used to let you know that
you've accomplished your facility’s goal?)

When will you begin? Taking small steps doesn’t require extensive planning. Now that you have answered

the questions above, it is time to move your plan into action. Put your chosen strategies to the test, and study the
outcomes.

Keep going! Use your measures as a guide to let you know whether, over time, the changes are resulting

in improved care. Make adjustments as needed, and continue to build on your successes with further
improvements.




DSHS IS HERE TO HELP AND
TO RECOGNIZE YOUR SUCCESSES

The Texas Department of State Health Services offers free resources such as breastfeeding trainings,
education materials, and other tools and technical assistance. To learn about resources available to help you

achieve the improvements you aim to accomplish, visit: www.TexasTenStep.org and go to the training

and resource page.

You can get assistance in starting or progressing in the Ten Steps from the Texas Ten Step Program. Even if you
are not yet ready to apply for the Texas Ten Step designation, the program is here to help you with
guidance and best practices to support your improvement goals. Once your facility addresses 85

percent of the Ten Steps to Successful Breastfeeding, it becomes eligible to receive designation as a

Texas Ten Step Facility.

Preparation
Right from (tools, training, ! .
the Start review of Texas Ten Step TTS Star Achiever Baby-Friendly

best practices)

Figure 5: Texas Ten Step Pathway to Recommended Care.

Is your facility already Texas Ten Step-designated? Congratulations! You have made significant
progress on the continuum to best practice care. DSHS encourages your continued efforts toward full
implementation of the Ten Steps to Successful Breastfeeding and designation by Baby-Friendly USA as
a Baby-Friendly Facility. Visit www.TexasTenStep.org for more information about Texas Ten Step Star
Achiever, an initiative designed to assist facilities to take the next steps toward providing recommended

care for lactating mothers and their babies.
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For more information about the Texas Ten Step Program, contact:

Texas Ten Step Program Coordinator

Special Supplemental Nutrition Program for Women, Infants and Children (WIC)
Texas Health and Human Services

4616 W Howard Lane, Bldg 8, Ste 840 « Austin, TX 78728

(512) 341-4592 - www.TexasTenStep.org

texastenstep@hhsc.state.tx.us
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AIM |: SAFETY

THE INSTITUTE OF MEDICINE’S “AIMS OF IMPROVEMENT”
IN RELATION TO THE TEN STEPS

The Texas Ten Step Program, developed by the Texas Hospital Association and the Texas Department
of Health and endorsed by the Texas Medical Association, provides recognition to facilities that

have adopted recommended care practices to support breastfeeding. The Ten Steps to Successful
Breastfeeding, which form the basis of both the Texas Ten Step Program and the WHO/UNICEF
Baby-Friendly Hospital Initiative, are a bundle of recommended maternity care practices that, when

implemented together, improve infant feeding outcomes.

The Ten Steps are:

—_

Have a written breastfeeding policy that is routinely communicated to all health-care staff.
Train all health-care staff in the skills necessary to implement this policy.

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

oo

Help mothers initiate breastfeeding within an hour of birth. 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 breastfeed and how to maintain lactation, even when they are separated from
their infants.

6. Give infants no food or drink other than breastmilk, unless medically indicated.

7. Practice rooming-in. Allow mothers and infants to remain together 24 hours a day.

8. Encourage breastfeeding on demand. Teach mothers cue-based feeding regardless of feeding method.
9. Give no artificial nipples or pacifiers to breastfeeding infants.

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

AIM 1: Safety

Birth facilities can improve the safety and stability of all infants by using evidence-based practices
promoted by the Ten Steps to protect against infection, hypothermia, hypoglycemia, jaundice,
dehydration, and other harmful conditions.
1. A well-researched policy establishes clear guidance about the most effective practices for reducing and
managing risk.
2. Staff trained in the Ten Steps, the Code, and basic breastfeeding knowledge and skills can
successfully implement evidence-based care that optimizes infant feeding outcomes. Baby-
Friendly hospitals often report reduced rates and readmissions for hypoglycemia, jaundice, and

dehydration.

3. Infants whose mothers receive accurate information prenatally about breastfeeding, skin-to-skin



contact, rooming-in, and demand-feeding are likelier to benefit from the resultant protections.

4. Skin-to-skin contact promotes physiologic stability, protects the infant against infection, reduces risk of
hypothermia and hypoglycemia, and promotes optimal breastfeeding. An unhurried environment and
unlimited skin-to-skin contact facilitate effective feeding and allow an infant access to immunity-rich

colostrum from the mother’s breast.

5. Support for effective breastfeeding reduces maternal risk for nipple trauma, engorgement,
mastitis, milk insufficiency, and lactation failure. It also reduces the infant risk for jaundice,
hypoglycemia, excessive weight loss, dehydration, failure to thrive, and the short- and long-term risks

of non-exclusive breastfeeding.

6. Inthe absence of a medical indication for supplemental feedings, breastfeeding is the safest form of
infant feeding. It provides nutrients and immune factors specific to each infant’s needs. Demand-
feeding yields the right nutrition at the right time in the right amount. Exclusive breastfeeding conveys
significant health benefits,> whereas alternate forms of nutrition pose significant health risks*' due
to manufacturing errors,”® or contamination by bacteria or environmental pollutants," or unsafe

handling and misuse.’®2

7. Soon after birth, bacteria colonize the infant’s nasopharynx and the mother’s milk ducts. When
remaining close after birth, the mother transfers her strain of microflora to her infant. These
accumulate in the infant’s skin and digestive and respiratory tracts, limiting the growth of pathogenic
bacteria and curbing infection.?*24Rooming-in results in more frequent breastfeedings and helps
control infection. Breastmilk imparts antibodies and local immunity to pathogens in the rooming-in
environment. It will not protect against pathogens in other environments (e.g., the nursery). Rooming-
in also facilitates frequent skin-to-skin contact, which helps regulate and maintain infant temperature

and blood glucose levels and is associated with more effective feeding and less crying.?®

8. Demand-feeding is the safest and healthiest way to feed an infant. Restricting, limiting, or

scheduling feedings may result in:

+ Less intake of nutrient- and immunity-rich colostrum and higher rates of jaundice.
+ Delay and reduction in infant weight gain and development of a full milk supply.

+ Increased risk of maternal engorgement, mastitis, sore nipples, and lactation failure.
+ Increased use of formula and other supplemental feedings and early weaning.

+ Increased lifetime health risks associated with non-exclusive breastfeeding.

9. Eliminating routine, non-medical use of pacifiers and artificial nipples during the hospital stay
increases patient safety. Early use of pacifiers and artificial nipples has been associated with
ineffective breastfeeding, nipple pain and trauma, reduced feeding intensity, insufficient weight
gain, reduced establishment of milk supply, and early weaning. The American Academy of
Pediatrics (AAP) recommends considering pacifier use when placing an infant down for sleep as
a possible risk-reduction strategy for sudden infant death syndrome (SIDS), but recommends
that this practice be delayed until after the infant is 1 month of age to ensure breastfeeding is well
established.? Inform your maternity patients that breastfeeding significantly reduces the risk
of SIDS.?”28 Pacifier use during the maternity stay should be limited to infants for whom the benefit
outweighs the risk. For example, pacifiers may facilitate gastrointestinal development in premature
infants or soothe an infant during painful procedures. Policies restricting pacifier use should

incorporate these exceptions.

10. Early postpartum follow-up can avert or reduce problems that stem from ineffective breastfeeding,



such as hyperbilirubinemia, hypernatremic dehydration, failure to thrive, and breast infection.??-3
Postpartum support also facilitates detection and remediation of other problems such as
maternal depression, poor social support, and unsafe handling or administration of infant formula
upon weaning. According to a recent cost analysis, increasing exclusive six-month breastfeeding

rates to 9O percent could save an estimated $13 billion and more than 900 lives per year in the U.S.3®
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AIM 2: EFFECTIVENESS

THE INSTITUTE OF MEDICINE’S “AIMS OF IMPROVEMENT”
IN RELATION TO THE TEN STEPS

The Texas Ten Step Program, developed by the Texas Hospital Association and the Texas Department of

Health and endorsed by the Texas Medical Association, provides recognition to facilities that have adopted

recommended care practices to support breastfeeding. The Ten Steps to Successful Breastfeeding, which
form the basis of both the Texas Ten Step Program and the WHO/UNICEF Baby-Friendly Hospital Initiative,

are a bundle of recommended maternity care practices that, when implemented together, improve infant

feeding outcomes.

The Ten Steps are:

—_

oo

Have a written breastfeeding policy that is routinely communicated to all health-care staff.
Train all health-care staff in the skills necessary to implement this policy.
Inform all pregnant women about the benefits and management of breastfeeding.

Help mothers initiate breastfeeding within an hour of birth. 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.

Show mothers how to breastfeed and how to maintain lactation, even when they are separated from
their infants.

. Give infants no food or drink other than breastmilk, unless medically indicated.

. Practice rooming-in. Allow mothers and infants to remain together 24 hours a day.

6
7
8.
9

Encourage breastfeeding on demand. Teach mothers cue-based feeding regardless of feeding method.

. Give no artificial nipples or pacifiers to breastfeeding infants.

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

from hospital or clinic.

AIM 2: Effectiveness

Implementation of the Ten Steps promotes evaluation of current practices and challenges birth facilities

to replace ineffective practices with universally recognized evidence-based practices for maternity care.

1.

Developing policy through a thorough review of current scientific knowledge ensures that policy
is evidence-based and that the most effective strategies are consistently applied. Enacting and
communicating such written policy frames a sanctioned course of action that all staff should be

expected to follow for performing and evaluating best practices.

The Ten Steps and the Code are evidence-based practices that are universally recommended

components of optimal perinatal and newborn care. When staff members are trained to follow these



practices, they are equipped to provide recommended care.

Breastfeeding initiation and continuation increase when infant feeding decisions are informed

by factual, accurate, and full information about the benefits of breastfeeding and the risks of not
breastfeeding. When families have received information prenatally about the practices supportive
of breastfeeding, including skin-to-skin contact, rooming-in, and demand-feeding, they enter your

facility expecting to participate in these practices.

Skin-to-skin contact is the appropriate level of technology for most newborn infants. When
dried and placed skin-to-skin against the mother in a sufficiently warmed room and covered with a
warmed blanket, the infant’s temperature is regulated at least as effectively as by a radiant warmer.
Infants denied skin-to-skin contact without a medical indication lack access to the physiologic

protections of the maternal environment.

Assessment and support of nutritional status is a basic component of patient care. Assessment of
lactation acuity ensures that the appropriate level of support is provided for maximum effectiveness.

Effective milk removal and transfer improves breastfeeding and other health outcomes.

The adequacy, sufficiency, and optimal duration of exclusive breastfeeding is well established.™
Additional fluids are not needed, even in hot climates.5-® Studies show that infants who are
allowed to regulate their own intake receive gradually increasing amounts of colostrum, and then
mature milk, to meet their needs.”" Exclusive breastfeeding throughout the newborn’s hospital
stay is a National Quality Forum-endorsed voluntary consensus standard for hospital care. The
Joint Commission has adopted it as one of five core measures for perinatal care. Eliminating
non-medically indicated supplemental feedings for the breastfed infant increases the frequency
and effectiveness of breastfeeding, ensures timely establishment of an abundant milk supply,

reduces the risk of engorgement, and improves maternal and infant health outcomes.

Rooming-in 24/7 is positively associated with breastfeeding duration and exclusivity. It also results in
more frequent feedings, greater milk intake, and establishment of a strong milk supply. Infants who
room-in expend less energy from crying, gain more weight, rely less on formula supplementation,

and have a reduced risk of jaundice.”?Nursery care interferes with demand-feeding and increases
feeding complications. In addition, the timing of bringing a newborn to the mother’s room doesn’t
always coincide with the baby’s readiness to feed. Rooming-in helps mothers to respond to their
babies and feed them whenever they are hungry. It allows a mother to learn her baby’s early hunger
cues, such as mouthing and hand-to-mouth activity,?* which yields optimal feedings. (See Step 8.)

Frequent, unrestricted feedings also reduce the likelihood and severity of engorgement.

The benefits of demand-feeding, which can occur only during 24-hour rooming-in, are well-
established. Demand-feeding supports the physiologic needs of the infant as well as the physiologic
requirements for establishing and sustaining lactation. In the first few weeks, milk supply and the
upper limit of milk production are established by proliferation of prolactin receptors and secretion
of prolactin in the mother. This occurs in response to suckling and stimulation of the breasts and
by local effects of milk removal.?>-? The more milk removed from the breast, the more milk will
be produced. Because prolactin levels are higher at night, night feedings are especially critical
for maximizing milk supply. Demand-feeding ensures that a sufficient supply is established to
meet the baby’s needs for growth and that milk is emptied from the breasts sufficiently to ensure
maternal comfort and breast health.



9. Insufficient milk supply®® is the most commonly cited reason that Texas women report for early
weaning. Frequent demand-based feeding ensures establishment and maintenance of a good milk
supply. Because such feeding decreases with the use of pacifiers or artificial nipples, facilities should
avoid their use during the maternity stay unless medically indicated. Pacifiers and artificial nipples

should not be used to delay an infant’s need to suckle at the breast.

10. Fostering and linking patients to postpartum-support systems in the community is evidence-based
care. Numerous studies demonstrate that postpartum support for breastfeeding can have a
significant impact on breastfeeding duration and exclusivity.
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AIM 3: PATIENT-CENTEREDNESS

THE INSTITUTE OF MEDICINE’S “AIMS OF IMPROVEMENT”
IN RELATION TO THE TEN STEPS

The Texas Ten Step Program, developed by the Texas Hospital Association and the Texas Department
of Health and endorsed by the Texas Medical Association, provides recognition to facilities that

have adopted recommended care practices to support breastfeeding. The Ten Steps to Successful
Breastfeeding, which form the basis of both the Texas Ten Step Program and the WHO/UNICEF
Baby-Friendly Hospital Initiative, are a bundle of recommended maternity care practices that, when

implemented together, improve infant feeding outcomes.

The Ten Steps are:

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

N

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

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

oo

Help mothers initiate breastfeeding within an hour of birth. 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 breastfeed and how to maintain lactation, even when they are separated

from their infants.
6. Give infants no food or drink other than breastmilk, unless medically indicated.
7. Practice rooming-in. Allow mothers and infants to remain together 24 hours a day.

8. Encourage breastfeeding on demand. Teach mothers cue-based feeding regardless of feeding
method.

9. Give no artificial nipples or pacifiers to breastfeeding infants.

10.Foster the establishment of breastfeeding support groups and refer mothers to them on

discharge from hospital or clinic.

AIM 3: Patient-centeredness

Care should honor and empower patients as individuals and occur within a context of respect for the
patient’s choices, culture, values, social context, and specific needs. Implementation of the Ten Steps
places families at the center of care, promotes informed decision-making, facilitates achievement of

patients’ infant feeding goals, and results in higher customer satisfaction rates.

1. Implementation of an evidence-based policy establishes a framework for providing coordinated,

respectful, responsive care that can be tailored to individual patients.

2. Training gives staff the knowledge, skills, and practical experience to best inform and support



families to care for their babies within the context of the family’s culture, needs, and desires.
Successful implementation of the Ten Steps enhances the bonding experience for all families and

reduces the influence of commercial pressures on infant feeding decisions.

. Prenatal education about breastfeeding and the practices that support it is critical to ensure that

families feel empowered to make decisions about infant feeding.

. Skin-to-skin contact is the physiologic norm for human mothers and infants. Maternal and infant
health, wellness, and attachment should be facilitated through skin-to-skin contact unless there
is a medical indication for which the risks of immediate skin-to-skin care outweigh the benefits,
or unless the mother explicitly requests to avoid or interrupt skin-to-skin contact. If the mother is

unavailable, the infant should be placed in skin-to-skin contact with the father or other caretaker.

. Staff support for mastering comfortable, effective feeding techniques instills confidence in the
mother and helps her achieve her infant feeding goals. Providing consistent, accurate information also

increases patient satisfaction.

. Promoting and supporting exclusive breastfeeding in the context of informed decision-making
helps women to confidently work toward achieving their breastfeeding goals. Eliminating non-
medically indicated supplemental feedings removes unnecessary barriers to the establishment

and continuation of breastfeeding.

Regardless of feeding decisions, all healthy mothers and babies benefit from rooming-in. Itis a
component of family-centered maternity care, providing maximum opportunities for new parents
to interact with and learn how to care for the baby as well as how to incorporate the baby into the
family unit. Patients report greater satisfaction with a system of rooming-in care. The practice
reassures mothers because they can keep an eye on their babies. While together, parents quickly
learn their babies’ patterns of behavior and feeding, and they discover how best to care for and
soothe their newborns more confidently."2Rooming-in may also provide long-term emotional benefits.
Research shows that mothers who remain close to their newborns for extended amounts of time
postpartum are less likely to abuse, neglect, or abandon their children.>4Babies use their senses
to get to know their mothers and can recognize their mother’s scent soon after birth. Infants
feel safest when they can feel, hear, and smell their mothers, and being near mom makes it easier
for them to adapt to life outside the womb. The bright lights and frequent disturbances in nurseries
can upset an infant’s physiologic regulation. In contrast, rooming-in and skin-to-skin contact help babies
regulate their sleep cycles, heart rates, body temperatures, and other internal rhythms.>Studies show
that infants who room-in cry and move less, have more organized cries, startle less easily, soothe
more quickly, and spend more time quietly sleeping. They thus expend less energy and have more
stable blood glucose levels.®” Mothers who are with their babies for longer periods of time score
higher on tests of maternal attachment.®° As a baby’s attachment instinct is highest during the

first few days, continuous attachment has a positive effect on his or her brain development.”

. Providing an environment supportive of demand-feeding provides patient-centered care for

families and their babies because:

Families are empowered to learn to care for and respond to their babies’ needs competently,

and babies have their needs met in a timely manner.



- Temptation to supplement with formula is reduced.

Mastery of breastfeeding and establishment of a full milk supply occur more quickly and with
fewer difficulties.

+ Infants who feed on demand learn to recognize their senses of hunger and satiety. This
self-regulation of appetite may help explain the lower rates of obesity in children who were
breastfed.

9. Without systems to promote family-centered care, staff may find it expedient to use artificial means
to pacify a baby. However, using pacifiers and artificial nipples in the early postpartum can negatively
affect the care experience for both parents and infants. Use of pacifiers during the maternity stay
may interfere with the parents’ ability to learn to recognize infant hunger cues, causing delays in
parental responsiveness and demand-feeding.'® If a hungry baby is given a pacifier instead of a
feeding, the baby may take less milk and not grow as well." If pacifiers or artificial nipples and bottle-
feeding are used to placate a baby who is fussy for reasons other than hunger, the infant’s true need
may not be addressed in a timely manner. In addition to interfering with normal establishment
of breastfeeding, the use of pacifiers may also be a marker for problem breastfeeding, a lack of
confidence with breastfeeding, or an attempt to space and delay feedings.’»® Early lack of
breastfeeding confidence is associated with early weaning.”? In the context of family-centered
care, hospital staff can explore pacifier use with families, assess feeding efficacy and sufficiency,
and provide anticipatory guidance and support.

10. Assess each patient’s infant feeding needs and available support system before discharge,
involving key family members when possible. Doing this, along with facilitating access to high-quality,
culturally relevant professional and peer support upon discharge, maximizes the likelihood that families

will have their individual needs met, including fulfilling their personal infant feeding goals.
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AIM 4: TIMELINESS

THE INSTITUTE OF MEDICINE’S “AIMS OF IMPROVEMENT”
IN RELATION TO THE TEN STEPS

The Texas Ten Step Program, developed by the Texas Hospital Association and the Texas Department
of Health and endorsed by the Texas Medical Association, provides recognition to facilities that

have adopted recommended care practices to support breastfeeding. The Ten Steps to Successful
Breastfeeding, which form the basis of both the Texas Ten Step Program and the WHO/UNICEF
Baby-Friendly Hospital Initiative, are a bundle of recommended maternity care practices that, when

implemented together, improve infant feeding outcomes.

The Ten Steps are:

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

N

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

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

Aoow

Help mothers initiate breastfeeding within an hour of birth. 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 breastfeed and how to maintain lactation, even when they are separated

from their infants.
6. Give infants no food or drink other than breastmilk, unless medically indicated.
7. Practice rooming-in. Allow mothers and infants to remain together 24 hours a day.

8. Encourage breastfeeding on demand. Teach mothers cue-based feeding regardless of feeding
method.

9. Give no artificial nipples or pacifiers to breastfeeding infants.

10.Foster the establishment of breastfeeding support groups and refer mothers to them on

discharge from hospital or clinic.

AIM 4: Timeliness

Care should be accessed and delivered with minimal delay for both patients and staff. By increasing
capacity and continuity of support, implementation of the Ten Steps results in fewer delays for families

when accessing the help they need for recommended infant care.

1. A consistently communicated policy assures that appropriate support will be delivered throughout

the patients’ stay, and that continuity of care will be assured.

2. When all staff members are trained in practices that support routine breastfeeding, they can help



and guide new moms. This allows patients with routine concerns to have their needs met quickly
and frees time to allow specialists (e.g., International Board Certified Lactation Consultants) to
expeditiously help patients who need more intensive support. When staff members are uniformly
trained, they will not have to spend time correcting misinformation or addressing preventable

problems.

. Accurate messages consistently delivered throughout the prenatal period—and continued into the
perinatal and postpartum periods—reduce misinformation and confusion while increasing continuity
and maternal confidence. Mothers who receive accurate information prenatally will enter your facility
with a basic awareness about the types of information and care that they can expect. Informative,
consistent, positive communication and education about breastfeeding helps new mothers avoid
common, oftentimes time-consuming problems with infant feeding. As a result, health-care staff will

spend less time and use fewer resources on infant feeding problems.

. Early and continuous skin-to-skin contact allows the mother immediate and unlimited access to
her newborn infant, and the baby gains access to the protections of the maternal environment.

Promoting and preserving these practices reduces the need for clinical intervention.

. Implementation of Step 5 ensures prevention and early detection of breastfeeding and lactation
problems requiring care. Step 5 also allows for effective discharge and follow-up planning (See

also Step 10), which improves timeliness and continuity of care.

. Use of artificial feedings delays the response to an infant’s early hunger cues. The feeding
product and feeding system have to be obtained, distributed, and delivered. In addition, handling
and preparation are required before the feeding. Exclusive breastfeeding ensures timely infant
feeding, as long as mothers and infants stay together in continuous close proximity (e.g., rooming-

in, Step 7) and mothers receive instruction on the principles of feeding on-demand (Step 8).

. Since routine care during rooming-in occurs at the bedside, continuity of care is enhanced and
families become better informed about how to care for their infants.' This also enhances timeliness
because staff can simultaneously educate families while performing assessments and infant-care

routines, and parents can receive immediate feedback on the care of their infant.
. With demand-feeding:

+ Infants experience little or no delay in eating when they are hungry.

+ Infant weight gain is enhanced because babies feed when most prepared to eat effectively.

+ Mothers have less need to wait for staff assistance with feedings, as feedings are easier when
they occur at times when infants are most ready and responsive to eating.

+ Mothers develop a full and abundant milk supply more quickly.

. Pacifiers and artificial nipples should not be used to delay an infant’s need to suckle at the breast.

Establishing successful feeding and learning social interaction with the primary caregiver are critical

to an infant’s primary tasks of survival and growth.? Hospital staff often use pacifiers or artificial

nipples to placate an infant who is demanding to be fed but is separated from the mother or to

allow staff to prioritize other tasks over the infant’s need to breastfeed. Routine use of pacifiers and

artificial nipples interferes with demand-feeding and with the establishment of optimal milk supply.

Timeliness for fulfillment of an infant’s need to suckle can be facilitated by skin-to-skin contact and

rooming-in.



10.Timeliness is not just a matter of convenience with postpartum breastfeeding support. Access to
timely support can avert a range of problems, from unnecessary discomfort related to poor latch or
engorgement to urgent medical conditions requiring immediate re-hospitalization. Timely support
can also mean the difference between the establishment of an abundant milk supply and failed
lactation. When facilities actively engage in developing postpartum breastfeeding support groups
and services, they are better able to promote linkages between their patients and these services,

increasing timely access to support.

Resources

1 Janssen pa, Klein Mc, Harris sJ, et al. Single room maternity care and client satisfaction. Birth. 2000;
27(4): 235-43.

2 Gennacw, ed. Supporting Sucking Skills in Breastfeeding Infants. Boston, MA: Jones and Bartlett, p.
97-129; 2008.
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AIM 5: EFFICIENCY

THE INSTITUTE OF MEDICINE’S “AIMS OF IMPROVEMENT”
IN RELATION TO THE TEN STEPS

The Texas Ten Step Program, developed by the Texas Hospital Association and the Texas Department
of Health and endorsed by the Texas Medical Association, provides recognition to facilities that

have adopted recommended care practices to support breastfeeding. The Ten Steps to Successful
Breastfeeding, which form the basis of both the Texas Ten Step Program and the WHO/UNICEF
Baby-Friendly Hospital Initiative, are a bundle of recommended maternity care practices that, when

implemented together, improve infant feeding outcomes.

The Ten Steps are:

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

N

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

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

oo

Help mothers initiate breastfeeding within an hour of birth. 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 breastfeed and how to maintain lactation, even when they are separated from

their infants.
6. Give infants no food or drink other than breastmilk, unless medically indicated.
7. Practice rooming-in. Allow mothers and infants to remain together 24 hours a day.

8. Encourage breastfeeding on demand. Teach mothers cue-based feeding regardless of feeding
method.

9. Give no artificial nipples or pacifiers to breastfeeding infants.

10.Foster the establishment of breastfeeding support groups and refer mothers to them on

discharge from hospital or clinic.

AIM 5: Efficiency
Waste of resources, including space, supplies, technologies, human resources, human spirit, ideas, and
capital should be avoided. A 2009 cost analysis prepared for the Texas Department of State Health
Services concluded that overall expenditures for implementing the Ten Steps are nominal and lessen each
year.! Meanwhile, savings and improved health outcomes continue to increase.

1. When all staff members are trained in and consistently adhere to the same evidence-based

standards of care, they avoid cross-purpose efforts and reduce waste on many levels.



. Families that receive consistent information and support from all caretakers have increased

confidence in the hospital staff and in their ability to care for their newborns.

. Accurate messages consistently delivered throughout the prenatal period—and continued into the
perinatal and postpartum periods—reduce misinformation and confusion while increasing continuity
and maternal confidence. Informative, consistent, positive communication and education about
breastfeeding helps new mothers avoid common, often time-consuming problems with infant
feeding. As a result, hospital staff spends less time and use fewer resources on infant feeding

problems.

. A single nurse can provide maternal and infant recovery care by monitoring the infant and the
mother in the first hour(s) after birth. The nurse can perform routine care with the infant in skin-to-
skin contact or at the bedside after the first breastfeeding and educate the parents at the same
time. Eliminating transportation to and from a level-one nursery saves time, space, and technologies

(e.g. warmers, probes, etc.).

. Helping mothers and babies get a good start with breastfeeding is one of the best investments of
time and effort made in the postpartum period. Basic breastfeeding routines, founded on evidence-
based physiologic principles, prevent many problems. Accurate assessment, determination of
lactation acuity, and an appropriate intensity of proactive support make patient and staff efforts
more efficient and effective and best utilize technologies and supplies (e.g., nipple shields, bottles,
nipples, formula, breast pumps, glucose monitoring, etc.). They also prevent or minimize the need for
remedial treatments in mothers and babies such as restoration of skin integrity or wound care for

sore or damaged nipples, treatment of pain or infection, phototherapy, or supplemental fluids.

. Avoiding supplemental feedings for newborns and eliminating distribution of formula sample

packs free up facility resources and reduces:

- Staff time spent stocking, logging, maintaining, and distributing breastmilk substitutes and
feeding supplies.

+ Expenditures on bottles, nipples, breastmilk substitutes, sterile water, and/or glucose water.

+ Space required for storage of formula, nipples, bottles, and discharge packs.

+ Amount of waste generated.

+ Conflicts of interest, ethical, and liability concerns related to accepting or distributing
commercial discharge packs or other commercial marketing materials.

Rooming-in requires minimal costs and presents a significant opportunity for cost savings.?Among its

many benefits, it:

+ Frees space, staff, and budget for equipment by eliminating the need for a traditional newborn
nursery.

+ Improves workflow efficiency, as less time and effort are put into transporting infants to and from
the nursery.

+ Allows families to be directly responsible for the care of their babies.

+ Reduces the amount of staff time needed for responding to hard-to-soothe infants and problems
with hypothermia, hypoglycemia, jaundice, and excessive weight loss as well as in responding to
mothers’ breastfeeding concerns such as breast engorgement and nipple pain.

+ Shortens hospital stays, thus increasing bed space, and reduces the need for follow-up

services.®



8. Despite the changes in traditions and routines needed to support an environment in which demand-
feeding can occur, demand-feeding is more efficient than scheduled or restricted feeding for all of

the reasons already mentioned. In addition:

+ Families can better address the infant’s other need:s.
+ Parents are empowered, in the hospital and after discharge, to attend to the routine needs of
their infants.

9. Pacifier and artificial nipple use during the hospital stay results in these inefficiencies:

+ They require more storage space than other alternate feeding systems such as cups, syringes and
tubing.

+ An excess of staff time is spent correcting disordered feeding that results from pacifier and
artificial nipple use.

+ Interrupted or reduced breastfeeding increases the need for infant formula, which is costly to
families (even when it is provided by formula manufacturers at no direct cost to the hospital), as
are the potential health risks associated with its use.

10.Continuity of care, as well as effectiveness, is enhanced when support begins in the prenatal period
and continues through the postpartum. Establishing communication and systems of referral and
counter-referral among the different support programs available in a community also enhance the
continuum of care. When patients know how to access care in a timely manner, problems are less

severe and require fewer resources to resolve them.

References

1 DelliFraine J, Langabeer J 11, Williams JF, et al. Cost comparison of baby friendly and non-baby
friendly hospitals in the United States. Pediatrics. 2011; 127(4): €989-94.

2 Levine RE, Huffman sL. The Economic Value of Breastfeeding: The National Public Sector, Hospital and
Household Levels. A review of the literature. Washington, bc: Center to Prevent Childhood Malnutrition;
1990.

3 Taylor MR, O’'Connor P. Resident parents and shorter hospital stay. Arch Dis Child. 1989; 64(2): 274-6.
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AIM 6: EQUITY

THE INSTITUTE OF MEDICINE’S “AIMS OF IMPROVEMENT?”
IN RELATION TO THE TEN STEPS

The Texas Ten Step Program, developed by the Texas Hospital Association and the Texas Department
of Health and endorsed by the Texas Medical Association, provides recognition to facilities that

have adopted recommended care practices to support breastfeeding. The Ten Steps to Successful
Breastfeeding, which form the basis of both the Texas Ten Step Program and the WHO/UNICEF
Baby-Friendly Hospital Initiative, are a bundle of recommended maternity care practices that, when

implemented together, improve infant feeding outcomes.

The Ten Steps are:
1. Have a written breastfeeding policy that is routinely communicated to all health-care staff.
2. Train all health-care staff in the skills necessary to implement this policy.
3. Inform all pregnant women about the benefits and management of breastfeeding.
4

. Help mothers initiate breastfeeding within an hour of birth. 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 breastfeed and how to maintain lactation, even when they are separated from

their infants.
6. Give infants no food or drink other than breastmilk, unless medically indicated.
7. Practice rooming-in. Allow mothers and infants to remain together 24 hours a day.

8. Encourage breastfeeding on demand. Teach mothers cue-based feeding regardless of feeding
method.

9. Give no artificial nipples or pacifiers to breastfeeding infants.

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

from hospital or clinic.

AIM 6: Equity
Systems should strive to improve health equity by reducing disparities. When implemented fully, the
Ten Steps greatly reduce racial and ethnic disparities in exclusive breastfeeding during the hospital stay.

Texas Ten Step hospitals have higher exclusive breastfeeding rates and narrower disparity gaps than non-

Texas Ten Step hospitals. This effect is even more pronounced in Texas Baby-Friendly Hospitals.

1. Establishing and clearly communicating policy sets an explicit standard for delivery of care. Consis-

tently implementing the Ten Steps reduces disparities in outcomes.

2. Training prepares staff to sensitively address cultural beliefs, customs, and needs related to infant



10.

feeding and newborn care. Disparities in breastfeeding outcomes lessen in facilities that implement
the Ten Steps.

When all mothers have equal access to accurate, consistent infant feeding information and are sup-
ported in their infant feeding preferences, disparities in breastfeeding and poor health outcomes

related to not breastfeeding decline.

When all mothers and infants have access to early and continuous skin-to-skin contact, they have an

equal opportunity to establish strong foundations for attachment, feeding, and healthy outcomes.

Thorough assessment and individualized support for breastfeeding improves breastfeeding outcomes

and helps all families receive equal access to the benefits of breastfeeding.

Promoting exclusive breastfeeding can help significantly to reduce disparities in health outcomes.
Breastfeeding allows all infants access to the same quality of nutrition and immune protection, re-
gardless of social and economic resources. Moreover, exclusive breastfeeding greatly reduces the

risk for diseases and conditions disproportionately affecting low-income and minority populations.

All families, regardless of their socioeconomic characteristics or chosen infant feeding methods,
should experience rooming-in. It is evidence-based, family-centered care that increases parental con-
fidence, parental skills, and newborn safety. For breastfeeding families, rooming-in improves breast-

feeding outcomes.

Demand-feeding should be the standard of care for all families, regardless of feeding type. It as-
sures that feeding spacing, duration, and volume matches the infants’ physiologic needs. Facilitating
infants’ self-regulation of appetite is a key strategy for establishing healthy patterns of eating and
reducing the risk of obesity. Demand-feeding also promotes health equity by enabling more families
to successfully establish breastfeeding with fewer complications. Along with the type of delivery and
rooming-in, demand-feeding is a more important determinant of exclusive breastfeeding than so-
ciodemographic parameters.' Poor previous breastfeeding experiences, perceptions that breastfeed-
ing is too hard, and lack of confidence in their baby’s ability to breastfeed are leading reasons that
low-income Texans give for never initiating breastfeeding. Insufficient milk supply is the most common
reason low-income Texas women report as a cause for early weaning.? Each of these determinants for
sub-optimal breastfeeding can be addressed through education, promotion, and support of demand-
feeding.

Socially disadvantaged groups appear to use pacifiers more frequently than other groups. Pacifier
use is associated with increased morbidity and shorter breastfeeding duration, even when controlling
for socioeconomic status.? Use of artificial nipples also reduces breastfeeding exclusivity and dura-
tion across socioeconomic groups. Through reduced risk for illness, higher levels of breastfeeding has

the potential to equalize health status across the range of socioeconomic groups.*

Increasing access to relevant postpartum support is important for closing socioeconomic gaps in

breastfeeding rates. Peer support, including mother-to-mother support groups and peer counseling,



can be individually tailored to address the diverse needs of populations in a culturally competent
way. For example, peer counseling programs have been effective in a variety of settings to close gaps

in breastfeeding duration and exclusivity in populations with breastfeeding disparities.>™
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RIGHT FROM THE START FACT SHEET

PROMOTION OF EXCLUSIVE BREASTFEEDING PROVIDES
OPTIMAL CARE ACROSS COMMUNITIES

Benefits for Hospitals

.

Evidence-based policies such as the WHO/UNICEF “Baby-Friendly” policies and the Texas Ten Step
policies will help hospitals achieve high exclusive breastfeeding rates.

Adoption of supportive policies will better position hospitals for reporting on exclusive breastmilk
feeding d uring the newborn’s hospitalization rates at discharge, in adherence with the Joint
Commission Perinatal Care Core Measure Set.

Infants who are exclusively breastfed have improved short- and long-term health outcomes, with
enhanced immunity and lower rates of infectious and chronic disease.

Adopting evidence-based policies to support exclusive breastfeeding can be integrated into Quality
Improvement efforts and can be an effective recruitment and marketing tool.

Exclusive breastfeeding policies are evidence-based and provide the optimal care that hospitals strive

to provide, improving the health of communities.

Benefits for Baby

.

Human milk provides immune protection to help babies fight everyday infections such as influenza

and to reduce the frequency and severity of several infectious diseases such as respiratory tract
infections, ear infections, bacterial meningitis, pneumonia, urinary tract infections, and diarrhea.
Breastfed infants are at a lower risk for sudden infant death syndrome, and infant mortality rates after
the first month of life are reduced by up to 21 percent.

Breastfed babies are less likely to suffer from childhood cancers such as Hodgkin's disease and
leukemia.

Breastfeeding reduces the risk for obesity, high blood pressure, and high cholesterol levels later in life.

Exclusive breastfeeding reduces risk for asthma, eczema, and for type 1and type 2 diabetes.

Benefits for High-Risk Infants

-

-

-

Breastmilk stimulates brainstem maturation in premature babies.
Breastmilk protects against necrotizing enterocolitis and other diseases in neonates.
High-risk infants who receive breastmilk have shorter stays in the neonatal intensive care unit and

have lower rates of readmission.

Benefits for Mom

.

-

Women who breastfeed have less bleeding and recover from birth more quickly.

Breastfeeding from birth allows for an intensified bond between mom and baby.

+ The longer a mother breastfeeds, the lower her risk is for long-term medical conditions such as ovarian

-

cancer, breast cancer, and cardiovascular disease.

Breastfeeding moms are less likely to develop type 2 diabetes.
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HOSPITAL SELF-ASSESSMENT GUIDELINES

TEN STEPS TOWARD EXCLUSIVE BREASTFEEDING PRACTICES

Evidence shows hospitals with policies supporting exclusive breastfeeding are realizing multiple benefits for patients,
themselves, and the communities they serve. Take a few minutes to consider the practices that can help your hospital

provide evidence-based, optimal care for your patients.

Step 1: Encourage exclusive breastfeeding with a written hospital policy.
+ Review and maintain an up-to-date hospital policy that outlines the hospital’s goals and steps toward
supporting mothers to exclusively breastfeed.
+ Communicate hospital breastfeeding policies to new and current staff.
+ Inform the staff of the short-term and long-term advantages of exclusive breastfeeding. Refer to the enclosed

resource list for free materials.

Step 2: Remain up-to-date in training of exclusive breastfeeding practices.

+ Provide regular opportunities for hospital staff to attend trainings and workshops on current breastfeeding
practices and medical advances. The Texas Department of State Health Services (DSHS) has a nationally
recognized training program for health-care professionals that can be arranged onsite for free. In addition,
staff can soon train for free at their own pace via the DSHS Online Breastfeeding Module. For all training and
educational opportunities, please consult the enclosed resource list.

+ Within six months of employment, maternity service staff should be trained and knowledgeable on
breastfeeding management issues, communications skills used with breastfeeding mothers, and their
importance to the success of exclusive breastfeeding duration. Knowledge and skill competencies should be
updated annually with continuing education.

+ Provide specialized training for staff members directly assisting new moms.

Step 3: Support the mom’s decision to breastfeed and inform all mothers of breastfeeding benefits.

+ Inform mothers during the prenatal period of the health benefits of exclusive breastfeeding to her and her
infant. Materials that can be shared with patients are available at www.dshs.state.tx.us/wichd/WICCatalog/
contents.shtm. Texas Ten Step-designated facilities may order these materials at no cost.

+ Support mom in her decision to exclusively breastfeed by providing encouragement and organizing maternity

care practices to provide the opportunity for the mother to do so successfully.

Step 4: After birth, practices to encourage immediate breastfeeding are a top priority.
+ Place babies in uninterrupted and continuous skin-to-skin contact with their mothers immediately following
birth for at least an hour.
+ Encourage moms to recognize when their babies are ready to breastfeed.

+ Provide support from skilled staff to offer help with breastfeeding if needed.



Step 5: Encourage and support breastfeeding, including during separations.

+ If baby is separated from mom, offer an electric breast pump and provide instruction on expression of
breastmilk and maintaining lactation. Teach all breastfeeding mothers how to manually hand express their
milk.

+ Encourage moms to attend prenatal classes, which provide expecting mothers with information to prepare
them for normal breastfeeding as well as about lactation maintenance during temporary separation.

+ If baby is unable to breastfeed for medical reasons, encourage and facilitate frequent and regular skin-to-skin

contact.

Step 6: Formula should be made available only when medically necessary or upon request.
+ Inform the parents of the risks of introducing infants to formula as a breastmilk substitute or supplement.
+ Do not offer formula without medical indication. Fully inform mothers who request formula about the risks of
its use for her and her infant’s health.
+ Remove promotional substitutes from the hospital supply. This includes formula, company-sponsored

discharge bags, feeding brochures, nametags, etc. Please consult the resource list for alternative products.

Step 7: Rooming-in should be encouraged.
+ Keep mom and baby close with supportive, 24-hour rooming-in practices throughout their postpartum stay.
* When experiencing resistance to keeping the newborn in the same room, explore the reasons with the patient

and work together to find solutions that reduce separation.

Step 8: Encourage breastfeeding on demand.
+ Encourage close and regular contact for moms and babies, regardless of feeding method.
+ No limitations should be set on frequency or length of feeding.
+ Teach moms how to recognize hunger cues and signs of sufficient feedings, such as wet and dirty diapers.
+ Develop a nursing care plan to ensure that mothers are provided with adequate opportunities to rest,

ensuring 24-hour rooming-in and demand breastfeeding.

Step 9: Pacifiers and artificial nipples during the maternity stay should be discouraged.
+ Discourage the use of artificial nipples such as pacifiers or bottles.
+ If supplementation is required, alternative supplemental feeding methods that supply baby with mom’s milk

should be considered first and highly encouraged.

Step 10: Make community resources available to new moms.
+ Provide contact information for breastfeeding support and follow up after discharge.
+ Implement support groups, telephone follow-up, in-home visits, and other practices to help support and
encourage mothers to continue breastfeeding.

+ Involve and educate key family members in supportive practices after hospital discharge.

This assessment is to serve as a self-reflection of the progress your hospital is making toward exclusive breastfeeding
practices. Even one step in the direction of exclusive breastfeeding is a step toward healthier patients, practices, and

communities.

Source: Texas Department of State Health Services. WIC Nutrition, Texas Breastfeeding Promotion Activities. www.TexasTenStep.org
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TEXAS WOMEN REPORT ON

THEIR MATERNITY CARE EXPERIENCES

Rationale

(adapted from 2009 CDC
mPINC benchmark report)*

Reported practice
experience,
2011 Texas WIC Infant

Ideal response
indicating

experience of

Percent re-
porting expe-

rience of the

Feeding Practices recommended | recommended
Survey” practice practice
(red indicates
desired response
was <70%)*
Initial skin-to- Skin-to-skin contact improves infant | Baby placed skin-to-skin | Yes 53.7%
skin contact ability to establish breastfeeding’ immediately after birth
Able to hold baby for | Yes 60.0%
30 minutes or longer in
the first hour after birth
Initial Early initiation of breastfeeding | Breastfed or attempted | Yes 491%
breastfeeding increases overall breastfeeding to breastfeed baby
opportunity duration and reduces a mother’s in first hour
risk of delayed onset of milk
production.?
Initial feeding Neonatal immune system Received breastmilk Yes 651%
received development depends on transfer | at first feeding
after birth of specific antibodies through
colostrum and is impaired by prior
introduction
of non-breast milk feeds.*
Supplementary | The AAP and ACOG Guidelines for | Exclusively Yes 30.0%
feedings Perinatal Care® and Academy for | breastfed during
Breastfeeding Medicine guidelines | entire hospital stay
.for supplementing feedlng§ For infants who received | No 24.0%
in healthy®and hypoglycemic’
. formula, formula was
neonates all recommend against .
) ) : given to the mother or
routine supplementation with e
formula, glucose water, or water. 7
the mother's request
Breastfeeding Effective breastfeeding relies on Told how to recognize Yes 89.4%
advice and feeding in direct response to when baby is hungry
counseling specific infant cues rather than . Told to breastfeed Ves 24.3%
scheduled frequency or duration h th
Ffoodings.o? whenever the
© gs- baby wanted
Told to limit length of No 32.3%

breastfeeding sessions




Rationale
(adapted from 2009 CDC
mPINC benchmark report)*

Reported practice
experience,
2011 Texas WIC Infant

|deal response
indicating

experience of

Percent re-
porting expe-

rience of the

Feeding Practices recommended | recommended
Survey” practice practice
(red indicates
desired response
was <70%)*
Breastfeeding | The AAP recommends pediatricians | Assisted with Yes 83.8%
advice and provide parents with complete, breastfeeding
counseling current information on the benefits
(continued) and methods of breastfeeding to
ensure that the feeding decision
is a fully informed one.® Patient
education is important in order
to establish breastfeeding.™™
Pacifier use In-hospital pacifier use reduces Baby given pacifier while | No 32.4%
duration of exclusive in hospital
breastfeeding.® The AAP position
statements on breastfeeding™® and
on sudden infant death syndrome
(SIDS)* both recommend that
pacifier use should be avoided
until after breastfeeding is well
established.
Patient Rooming-in of mother-infant pairs Baby spent one or more | No 63.8%
rooming-in increases infants’ opportunities nights out of room
Fo learn to brea'stfeedm and ) Roomed-in throughout | Yes 50.4%
increases duration and quality of hosoital st
pital stay
maternal sleep.®
Assurance of Ensuring post discharge Mother given Yes 691%
ambulatory ambulatory support improves phone number for
breastfeeding breastfeeding outcomes.”® follow-up support
support-referral
(note: mother’s
experience
of physical
contact and of
active reaching
out were not
assessed)
Distribution of | The AAP and ACOG recommend Received formula No 22.0%
“discharge packs” | against distributing infant formula marketing
containing infant |“discharge packs™" because it “discharge bag”

formula

reduces exclusive breastfeeding
rates and implies health care
professional endorsement of
specific commercial items.2>




*Centers for Disease Control and Prevention. Division of Nutrition, Physical Activity, and Obesity,

National Center for Chronic Disease Prevention and Health Promotion.
2009 National Survey of Maternity Care Practices
in Infant Nutrition and Care Sample Benchmark Report. March, 20m.

“Texas Department of State Health Services.

Office of Program Decision Support. Texas WIC Infant Feeding Practices Survey. 2011.
The Texas 2011 WIC Infant Feeding Practices Survey was administered by the Texas Department of State Health
Services with new mothers participating in the Texas Special Supplemental Nutrition Program for Women, Infants
and Children (WIC). The survey examined factors associated with a mother reporting she did not breastfeed as long

as she wanted to.

The prevalence of breastfeeding initiation for the sample population was 81.5 percent. More than half of the
respondents (54.6 percent) who breastfed said they did not breastfeed for as long as they wanted. Hispanics
were most likely, and whites were least likely to meet their personal breastfeeding goals. However, women who
reported experiencing Ten Step maternity care practices were more likely to report that they were able to meet

their personal breastfeeding goals, even when adjusting for other factors.

Maternity Care Experiences

Although the majority of respondents who initiated breastfeeding reported experiencing certain practices known
to be supportive of breastfeeding, more than half said they did not experience evidence-based care practices such
as breastfeeding in the first hour postpartum, breastfeeding exclusively during the hospital stay, avoiding the use of

pacifiers, and avoiding the marketing of infant formula by facility staff.
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WIC & HOSPITALS: PARTNERING TO IMPROVE

BREASTFEEDING OUTCOMES FOR BABIES AND MOTHERS

The Women, Infants and Children (WIC) nutrition program serves low-income women and children who
are nutritionally at risk. For more than 30 years, WIC has enabled pregnant women, new mothers, and
young children access nutritious foods, nutrition education, and the opportunity to stay healthy. The

program serves about 56 percent of all infants born in Texas and is free to those who qualify.

Individuals Eligible for WIC
+ Pregnant women (through pregnancy and up to six weeks after birth or after pregnancy ends)
+ Breastfeeding women (up to the infant’s first birthday)
+ Non-breastfeeding postpartum women (up to six months after the birth of an infant or after
pregnancy ends)
+ Infants (up to their first birthday)
+ Children (up to their fifth birthday)

WIC Benefits
+ Helpful nutrition information for mothers and families
+ Breastfeeding education, assistance, and breast pumps
+ Supplemental nutritious foods
+ Screenings and referrals to other health and medical services
+ Immunizations at some WIC clinics
+ Referrals to social services
+ Nutrition education and counseling at WIC clinics

+ Follow-up support through peer counselors

The Health Advantages of Exclusive Breastfeeding: A WIC Focus

All WIC staff complete breastfeeding training. WIC's prenatal breastfeeding education emphasizes
the importance of exclusive breastfeeding for six months. Exclusive breastfeeding provides numerous
physiological and psychological benefits for babies and new moms. It protects babies against infection
and illnesses, lowers their risk for several chronic diseases, promotes mother/baby bonding, and reduces

mothers’ risks for certain chronic diseases.



WIC clients learn prenatally about maternity practices that best support exclusive breastfeeding.

However, WIC surveys show that many WIC moms encounter practices that are unsupportive of

exclusive breastfeeding and that can result in early weaning.

The 201 Texas WIC Infant Feeding Practices Survey questioned almost 9,700 mothers across Texas who
received WIC services during the first year of their infants’ lives. Among respondents who initiated breast-

feeding:

+ 50.9 percent did not breastfeed their babies within the first hour after birth.
+ Only 30 percent breastfed exclusively during their hospital stay.
+ 78 percent of breastfeeding mothers reported they received a discharge bag containing formula

from the hospital.

How Your Hospital Can Help Improve Breastfeeding Outcomes

The babies and mothers served by WIC need your help. Receiving consistent, evidence-based breastfeed-
ing information starts in the WIC clinic prenatally and should continue through labor, delivery, and post
discharge. Collaborating with your local WIC agency provides a unified message and creates a strong
system of support for breastfeeding across all settings. The more Ten Steps to Successful Breast-
feeding practices that your facility adopts and implements, the likelier WIC clients are to successfully
establish breastfeeding and continue to breastfeed, thereby maximizing the health benefits for both mom
and baby. Breastfeeding resource staff members in your local WIC agency are available to work with your
facility to meet the needs of the WIC breastfeeding mother. For more information on the Texas Ten Step
Program, please contact texastenstep@dshs.state.tx.us. To contact your local WIC agency staff for

assistance in your area, visit: txhealth.ziplocator.com.
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RIGHT FROM THE START RESOURCE LIST

This list of resources provides information to assist health professionals who want to move their hospitals

closer to recommended maternity practices.

Breastfeeding Policies and Practices: Introduction and Assessments

SELF-AsSESSMENT GuiDE + WWW.TEXASTENSTEP.ORG
The Texas Department of State Health Services (DSHS) offers a brief self-assessment guide describing

various hospital practices supportive of exclusive breastfeeding.

HospiTAL-SPECIFIC DATA

DSHS has collected data demonstrating each hospital’s exclusive breastfeeding rate. This information is not
public and is shared privately with individual hospitals. Regional and state-level data are also available.

For questions about your hospital’s data received with this report, please email the State Breastfeeding

Coordinator at julie.stagg@dshs.state.tx.us.

Breastfeeding Policy Programs and Initiatives

Texas TeN STEP PROGRAM « WWW.TEXASTENSTEP.ORG
The Texas Hospital Association and DSHS developed this program in an effort to improve the health of Texas

mothers and infants by promoting exclusive breastfeeding.

BABY-FRIENDLY HOSPITAL INITIATIVE * WWW.BABYFRIENDLYUSA.ORG
This global program sponsored by the World Health Organization and UNICEF encourages and recognizes

hospitals and birthing centers that offer an optimal level of care for lactation.

GROWING COMMUNITY: BREASTFEEDING VIDEO « WWW.DSHS.STATE.TX.US/OBESITY/GROWINGCOMMUNITY.SHTM

View an inspirational video to see how breastfeeding is flourishing in El Paso, thanks to a local hospital and

the Baby Café.

Staff Education and Training

BREASTFEEDING TRAININGS FOR HEALTH PROFESSIONALS + WWW.DSHS.STATE.TX.US/WICHD/LACTATE/COURSES.SHTM
Information includes training descriptions, a schedule, and how to register for courses such as Principles of

Lactation Management, Lactation Counseling and Problem Solving, Evidence-Based Lactation Management,
Mini Breastfeeding, Management Program |, Breastfeeding the Compromised Infant, Managing Breastfeeding

Complications, Physician's Breastfeeding Course, and Peer Counselor Trainer Workshop.

TexAs HEALTH STEPS PROVIDER BREASTFEEDING MODULE * WWW.TXHEALTHSTEPS.COM/CMS/?Q=CATALOG/
COURSE/1870

A free one-hour breastfeeding Continuing Education module for health-care professionals is available on the

Texas Health Steps Online Provider Education portal.



TexAs DEPARTMENT OF STATE HEALTH SERVICES’ BREASTFEEDING TRAINING MODULE
WWW.DSHS.STATE.TX.US/WICHD/LACTATE/COURSES.SHTM (COMING SOON!)

The breastfeeding training module will be available at no cost, and lessons can be completed at an individual
pace. This interactive module goes through an extensive breastfeeding curriculum and will offer continuing

education units.

Continuing Support for Breastfeeding

Vipeos (AVAILABLE FOR ONLY COST OF REPRODUCTION) ¢ WWW.DSHS.STATE.TX.US/WICHD/BF/VIDEOS.SHTM

Videos cover a variety of topics and are designed to educate patients but can also be used to help train
hospital staff. All are available for the cost of reproduction, shipping, and handling. Examples: Pumping Breast
Milk for Your Premature Infant, To Baby With Love/The Comfortable Latch, etc.

HeALTH PROFESSIONAL TooOLS
TEXASWIC.DSHS.STATE.TX.US/WICLESSONS/ENGLISH/HEALTHCARE/WIC-BREASTFEEDING-PROMOTION-AND-SUP-
PORT.ASP

Helpful information for health-care professionals, including diagnosis codes often used in lactation counseling.

HEALTH-CARE PROVIDER’S GUIDE TO BREASTFEEDING IPHONE APPLICATION
TEXASTENSTEP.ORG/TOOLS-AND-RESOURCES/HEALTH-CARE-GUIDE-TO-BREASTFEEDING/

This application puts evidenced-based protocols and recommendations for lactation management at your
fingertips. The application includes guidance on lactation assessment, drug interactions and treatment of
common maternal and infant conditions, as well as resources for training staff and improving hospital

maternity care practices. Reference citations are included for all content.

BREASTFEEDING BROCHURES AND POSTERS ¢« WWW.DSHS.STATE.TX.US/WICHD/WI|CCATALOG/CONTENTS.SHTM
Science-based, commercial-free forms, literature and other resources may be downloaded for use in
facility breastfeeding support efforts. Print copies of these resources may be ordered at no cost by

Texas Ten Step-designated facilities.

ALTERNATIVE-TO-FORMULA MARKETING MATERIALS: BAN THE BAG TOOLKIT ¢+ BANTHEBAGS.ORG/CATEGORY/TOOL-KIT
Ban the Bag is a national campaign offering alternatives to formula-marketing materials for hospitals. This
toolkit provides background information, supporting data, educational materials, and alternative marketing

resources.

STATEWIDE LACTATION SUPPORT HOTLINES « WWW.DSHS.STATE.TX.US/WICHD/BF/HOTLINE.SHTM

These breastfeeding information and referral call lines are available to anyone in Texas.

TeExAS BREASTFEEDING COALITION ¢« WWW.TXBFCOALITION.ORG
A consortium of breastfeeding promotion groups, organizations, and individuals from across the state.
Through the website, visitors can locate a local coalition and find information about local breastfeeding

resources and support.

LA LECHE LEAGUE + WWW.LLLI.ORG//WEB/TEXAS.HTML
An international, nonprofit, nonsectarian organization dedicated to providing education, information, support,
and encouragement to women who want to breastfeed. Health-care professionals can refer their clients to a

local chapter for breastfeeding support and can seek out continuing education opportunities and research.
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	BREASTFEEDING: GOOD FOR BABIES, GOOD FOR BUSINESS
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	BREASTFEEDING: GOOD FOR BABIES, GOOD FOR BUSINESS
	 

	The long-term benefits of breastfeeding for babies and mothers are undisputed. Breastfeeding is linked to decreased risk of illness and mortality for infants. It is also associated with reduced risk for maternal illness. 
	It is well documented that maternity practices in infant nutrition and care have a significant impact on a mother’s initiation and continuation of breastfeeding. That means the care your facility provides to support breastfeeding can have a long-lasting effect on the health of babies born there as well as enhance the health and care satisfaction of your patients.
	1–4
	5

	As the number of women who intend to breastfeed rises, families are seeking birthing facilities that support and encourage their efforts to breastfeed. Every delivery is a chance to start a long-term relationship with the birth family. Providing breastfeeding support can deliver long-term benefits to your facility as well. 
	SUPPORT FOR BREASTFEEDING IS A NATIONAL PRIORITY
	 

	Perinatal support of breastfeeding is the focus of several national initiatives:
	Surgeon General’s Call to Action to Support Breastfeeding 
	The U.S. Surgeon General encourages the health-care sector to help make breastfeeding easier for moms, beginning with ensuring that maternity care practices are fully supportive of breastfeeding. 
	Healthy People 2020 
	The United States Department of Health and Human Services’ Healthy People 2020 establishes breastfeeding as a national public health priority. National objectives aim to increase rates of breastfeeding initiation, duration, and exclusivity; increase the proportion of employers who have worksite lactation support programs; reduce the proportion of breastfed newborns receiving formula supplementation within the first two days of life; and increase the proportion of live births that occur in facilities that pr



	Joint Commission 
	Joint Commission 
	Joint Commission 
	Joint Commission 
	The Joint Commission encourages families to make informed decisions about infant feeding. The Commission’s Speak Up™ education campaign empowers families to request specific, evidence-based practices that improve breastfeeding success. Birth facilities are asked to report exclusive breastmilk feeding rates at discharge as one of five evidence-based measures included in the Joint Commission’s Perinatal Care Core Measure Set.6
	National Quality Forum 
	The National Quality Forum (NQF) was created to develop and implement a national strategy for health-care quality measurement and reporting to improve national health-care policy. The NQF National Consensus Standards for Perinatal Care include the quality care performance measure of exclusive breastfeeding throughout the hospital stay and at discharge for all live births not discharged from the NICU.
	 

	CDC Maternity Practices in Infant Nutrition and Care (mPINC) Survey
	To support achievement of our nation’s Healthy People 2020 objectives, the Centers for Disease Control and Prevention (CDC) administers the biennial mPINC survey to all U.S. hospitals and birth centers that provide maternity care. Participating facilities receive individualized benchmark reports detailing the facility’s quality-practice rank scores for performance measures in seven maternity-care practice domains. Rationale, explanations, and suggested areas for improvement are provided to support facilitie
	 
	 
	 
	 

	Baby-Friendly USA, Inc. 
	The Baby-Friendly Hospital Initiative (BFHI) is a global program sponsored by the World Health Organization (WHO) and the United Nations Children’s Fund (UNICEF) to encourage and recognize hospitals and birthing centers that offer an optimal level of care for infant feeding. Baby-Friendly USA is the national authority for the BFHI in the United States. It envisions an American culture that values the enduring benefits of breastfeeding and human milk for mothers, babies, and society. In order to meet Healthy

	–
	–
	–
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	MATERNITY CARE POLICIES SHAPE BREASTFEEDING OUTCOMES
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	MATERNITY CARE POLICIES SHAPE BREASTFEEDING OUTCOMES
	 

	Breastfeeding rates in Texas lag behind national averages, and many women report they are unable to meet their breastfeeding goals. Whether a woman chooses to start breastfeeding and how long she continues is closely tied to the patient care practices she and her infant experience during her newborn’s first minutes, hours, and days. 
	 

	A multi-center, randomized control study found that babies born in hospitals whose policies promoted exclusive breastfeeding were significantly more likely to be exclusively breastfed at six months. Other studies confirm that evidence-based maternity practices, including “Baby-Friendly” hospital standards, improve mothers’ chances of achieving their breastfeeding goals (see Figure 1).
	7
	1, 4

	Although breastfeeding is natural for mother and baby, it also requires a set of skills that need to be learned. During this critical period, birthing facilities are best positioned to foster skill development and nurture behaviors to support the successful establishment of lactation.
	INCREASED NUMBER OF BABY-FRIENDLY HOSPITAL PRACTICES IN PLACE DECREASES RISK OF BREASTFEEDING CESSATION
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	Figure 1: Among women who initiated breastfeeding and intended to breastfeed for >2 months, percentage who stopped breastfeeding before 6 weeks according to the number of the “Baby-Friendly” Steps that they reported experiencing.
	Figure 1: Among women who initiated breastfeeding and intended to breastfeed for >2 months, percentage who stopped breastfeeding before 6 weeks according to the number of the “Baby-Friendly” Steps that they reported experiencing.
	Figure 1: Among women who initiated breastfeeding and intended to breastfeed for >2 months, percentage who stopped breastfeeding before 6 weeks according to the number of the “Baby-Friendly” Steps that they reported experiencing.
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	Established Bundle of Best Practices—The Ten Steps to Successful Breastfeeding 
	1. 
	1. 
	1. 
	1. 

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

	2. 
	2. 
	2. 

	Train all health-care staff in the skills necessary for implementing this policy.

	3. 
	3. 
	3. 

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

	4. 
	4. 
	4. 

	Help mothers initiate breastfeeding within an hour of birth. Place babies in skin-to-skin contact with their mothers for at least an hour immediately following birth. Encourage mothers to recognize when their babies are ready to breastfeed and offer help if needed.
	 


	5. 
	5. 
	5. 

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


	6. 
	6. 
	6. 

	Give infants no food or drink other than breastmilk unless medically indicated. 

	7. 
	7. 
	7. 

	Practice rooming-in. Allow mothers and infants to remain together 24 hours a day.

	8. 
	8. 
	8. 

	Encourage breastfeeding on demand. Teach mothers cue-based feeding, regardless of feeding method.

	9. 
	9. 
	9. 

	Give no artificial nipples or pacifiers to breastfeeding infants. 

	10. 
	10. 
	10. 

	Foster the establishment of breastfeeding support groups and refer mothers to them upon discharge.


	The Ten Steps to Successful Breastfeeding are endorsed by the American Academy of Pediatrics and the American Academy of Family Physicians. 
	CDC mPINC SURVEYS SHOW TEXAS MATERNITY FACILITIES NEED IMPROVEMENT
	 

	The ’s m survey scores  birth facilities for seven maternity care practice dimensions. Survey results indicate that most birth facilities fall short in providing evidence-based maternity care that is fully supportive of breastfeeding. Texas’s 2009 composite quality practice score was 62 out of 100, placing it in the third quartile of all states.
	CDC
	PINC
	U.S.

	Figure 2 shows how Texas performed compared to the national average and to the highest ranked state, according to each of the seven subscales. The survey’s performance results indicate the average facility score by state. Texas ranks lower than the national average in all measures except staff training.
	State and national m data are available from www.cdc.gov/breastfeeding/data/mpinc/results.htm. Find information about the survey, benchmark reports, scoring methods, and complete references at www.cdc.gov/mpinc.
	PINC

	The  recommends that Texas birth facilities integrate maternity care into related hospital-wide Quality Improvement efforts. In addition, the  encourages statewide utilization of the Joint Commission’s Perinatal Care Core Measure Set, which includes exclusive breastfeeding at discharge, in hospital data collection. 
	CDC
	CDC

	2009 mPINC SURVEY—HOW TEXAS COMPARES
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	Figure 2: 2009  National Survey of Maternity Practices in Infant Nutrition and Care (m).The green bars represent the state with the highest score in each category.
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	Figure 2: 2009  National Survey of Maternity Practices in Infant Nutrition and Care (m).The green bars represent the state with the highest score in each category.
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	THE TEXAS TEN STEP PROGRAM: YOUR PATH TO IMPROVING BREASTFEEDING SUPPORT
	 

	All across Texas, birthing facilities are challenged in their efforts to improve infant feeding outcomes. They are tasked with assisting a diverse patient population to navigate barriers to successful breastfeeding, especially those encountered in the early postpartum days. So where do you start? The Ten Steps to Successful Breastfeeding give all birthing facilities access to the same best practices. Outlined by , the Ten Steps provide evidence-based guidance for improving breastfeeding outcomes. 
	 
	WHO/UNICEF

	The Texas Hospital Association and the Texas Department of State Health Services developed the Texas Ten Step Program to provide resources and a framework to help birthing facilities improve breastfeeding outcomes through incremental adoption of evidence-based practices. The Texas Ten Step Program recognizes facilities implementing policies aligned with the Ten Steps to Successful Breastfeeding and encourages continued progress toward pursuit of Baby-Friendly Hospital designation.
	The Texas Ten Step Program is voluntary and self-reporting. There are no external audits or site visits. The program is endorsed by the Texas Medical Association and the Texas Hospital Association. 
	 

	As of August 2012, 89 Texas facilities participate in the Texas Ten Step Program. Of these, 7 have become Baby-Friendly Hospitals and an additional 25 Texas facilities have demonstrated their intent to pursue Baby-Friendly designation.
	Patient-Centeredness: Facilities that implement the Ten Steps demonstrate their commitment to place families at the center of care by promoting informed decision-making, facilitating achievement of patients’ infant feeding goals, and supporting maternal confidence and parental self-efficacy. This patient-centered approach results in higher rates of patient satisfaction. 
	Timeliness: By making a facility-wide commitment to increase staff competencies and continuity of lactation support, implementation of the Ten Steps results in fewer delays experienced by families that are seeking effective assistance with infant nutrition and care. 
	 

	Efficiency: A 2009 cost analysis prepared for the Texas Department of State Health Services concluded that overall expenditures for implementing the Ten Steps as parts of the Baby-Friendly Hospital Initiative are effectively cost-neutral and are reduced each year. Meanwhile, savings in space, time, supplies, capital, and improved health outcomes continue to increase. 
	 
	 
	8

	Equity: Breastfeeding allows all infants access to the same quality of nutrition and immune protection, regardless of social and economic resources. Texas data demonstrate that racial/ethnic disparity gaps in infant feeding are narrowed through implementation of the Ten Steps. 

	“The Texas Ten Step designation has helped to establish our reputation within the community, among our employees, and other larger medical facilities.”
	“The Texas Ten Step designation has helped to establish our reputation within the community, among our employees, and other larger medical facilities.”
	 

	 —Diana Forrester, RNC, IBCLCBayshore Medical Center • Pasadena, Texas
	 


	“We proudly display our Texas Ten Step designation throughout Women’s and Children’s Service. Parents are delighted knowing their baby will receive excellent breastfeeding care during their hospital stay.”
	“We proudly display our Texas Ten Step designation throughout Women’s and Children’s Service. Parents are delighted knowing their baby will receive excellent breastfeeding care during their hospital stay.”
	 
	 

	—Coral Dicks, RNMemorial Hermann • Memorial City Medical Center • Houston, Texas
	 


	“Creating an environment supportive of breastfeeding isn’t nearly as difficult as you might think. The cost didn’t turn out to be a barrier at all.” 
	“Creating an environment supportive of breastfeeding isn’t nearly as difficult as you might think. The cost didn’t turn out to be a barrier at all.” 
	 

	 —Deborah A. Paganelli Fellow of the American College of Healthcare Executives Texas Health Harris Methodist Hospital Hurst-Euless-Bedford • A Baby-Friendly Hospital
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	Survey Respondent

	 
	 
	 
	•

	Hospital Administrator/
	CEO


	 
	 
	 
	•

	Quality Improvement Director

	 
	 
	 
	•

	Obstetrics Medical Director

	 
	 
	 
	•

	Pediatrics Medical Director

	 
	 
	 
	•

	Mother-Baby Nurse Manager








	Baby-Friendly Steps measured:
	Baby-Friendly Steps measured:
	Baby-Friendly Steps measured:

	Early breastfeeding initiation
	Early breastfeeding initiation

	Exlcusive breastfeeding
	Exlcusive breastfeeding

	Rooming-in
	Rooming-in

	On Demand feedings
	On Demand feedings

	No pacifiers
	No pacifiers

	Breastfeeding information
	Breastfeeding information


	2009 mPINC SURVEY—HOW TEXAS COMPARES
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	•

	The U.S. average for Labor and Delivery Care was 63%. Texas scored 59% compared to the highest score for Alaska at 85%.

	 
	 
	 
	•

	The U.S. average for Feeding of Breastfed Infant was 78%. Texas scored 73% compared to the highest score for New Hampshire at 92%.

	 
	 
	 
	•

	The U.S. average for Breastfeeding Assistance was 81%. Texas scored 77% compared to the highest score for Rhode Island at 96%.

	 
	 
	 
	•

	The U.S. average for Mother/Infant Contact was 71%. Texas scored 70% compared to the highest score for Washington at 93%.

	 
	 
	 
	•

	The U.S. average for Discharge Care was 43%. Texas scored 40% compared to the highest score for New Hampshire at 80%.
	-


	 
	 
	 
	•

	The U.S. average for Staff Training was 51%. Texas scored 53% compared to the highest score for Rhode Island at 75%.
	-


	 
	 
	 
	•

	The U.S. average for Structure/Organization was 69%. Texas scored 63% compared to the highest score for Rhode Island at 88%.





	IMPROVED QUALITY = IMPROVED COMPETITIVENESS
	IMPROVED QUALITY = IMPROVED COMPETITIVENESS
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	IMPROVED QUALITY = IMPROVED COMPETITIVENESS
	Implementing the Ten Steps to Successful Breastfeeding is a cost-neutral way to greatly increase the quality of maternity care in your facility. 
	8

	Implementation of the Ten Steps addresses the six Aims of Improvement first laid out in the Institute of Medicine’s groundbreaking 2001 report, Crossing the Quality Chasm: A New Health System for the 21st Century.
	9

	Aims of Improvement 
	Safety: Facilities can improve the safety and stability of all neonates regardless of chosen infant feeding method. Investing time and energy in preparation and implementation of best practices for infant nutrition and care will result in improved infant health outcomes. Evidence-informed support of infant feeding protects your facility against avoidable risks such as nosocomial infection, hypothermia, hypoglycemia, jaundice, and hypernatremic dehydration. The Ten Steps promote optimal nutritional and devel
	Effectiveness: When old practices are replaced with the Ten Steps, facilities are well positioned to improve their performance in measures such as those assessed by the ’s Maternity Practices in Infant Nutrition and Care survey and the Joint Commission’s Perinatal Care Core Measure Set. Facilities recognized for their integration of best practices have an advantage in recruitment and retention of qualified health-care professionals and in cultivating satisfaction and lifelong loyalty in their patient popula
	CDC
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	In its policy statement, “Breastfeeding and the Use of Human Milk,” published in March 2012, the 
	American Academy of Pediatrics 
	(AAP)
	10

	 
	 
	 
	 
	•

	Exclusive breastfeeding for about the first six months of a baby’s life.

	 
	 
	 
	•

	Breastfeeding in combination with the introduction of complementary foods until at least 12 months of age.
	 


	 
	 
	 
	•

	Continuation of breastfeeding for as long as mutually desired by mother and baby.



	Ethnicity
	Ethnicity
	Ethnicity
	Ethnicity
	Ethnicity
	Ethnicity
	Ethnicity
	Ethnicity


	Non-Texas Ten Step,
	Non-Texas Ten Step,
	Non-Texas Ten Step,
	 
	Non-Baby-Friendly


	Texas Ten Step, 
	Texas Ten Step, 
	Texas Ten Step, 
	 
	Non-Baby Friendly


	Texas Baby-Friendly 
	Texas Baby-Friendly 
	Texas Baby-Friendly 
	Facilities




	Other
	Other
	Other
	Other
	Other


	39.9%
	39.9%
	39.9%


	45.6%
	45.6%
	45.6%


	71.5%
	71.5%
	71.5%



	Hispanic
	Hispanic
	Hispanic
	Hispanic


	23.2%
	23.2%
	23.2%


	33.2%
	33.2%
	33.2%


	65.8%
	65.8%
	65.8%



	Black
	Black
	Black
	Black


	21.9%
	21.9%
	21.9%


	33.2%
	33.2%
	33.2%


	53.5%
	53.5%
	53.5%



	White
	White
	White
	White


	51.4%
	51.4%
	51.4%


	69.4%
	69.4%
	69.4%


	75.9%
	75.9%
	75.9%









	The  concludes that “breastfeeding and human milk are the reference normative standards for infant feeding and nutrition” and provides a current analysis of the maternal and child health outcomes related to breastfeeding. Breastfeeding is associated with improved outcomes, including in: 
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	Infant Outcomes: 
	 
	 
	 
	 
	•

	Otitis media and recurrent otitis media 

	 
	 
	 
	•

	Upper and lower respiratory tract infection 

	 
	 
	 
	•

	Asthma

	 
	 
	 
	•

	RSV bronchiolitis

	 
	 
	 
	•

	Atopic dermatitis

	 
	 
	 
	•

	Eczema

	 
	 
	 
	•

	Food allergies

	 
	 
	 
	•

	Gastroenteritis

	 
	 
	 
	•

	Inflammatory bowel disease

	 
	 
	 
	•

	Obesity

	 
	 
	 
	•

	Celiac disease

	 
	 
	 
	•

	Type 1 diabetes

	 
	 
	 
	•

	Type 2 diabetes

	 
	 
	 
	•

	Leukemia

	 
	 
	 
	•

	Sudden infant death syndrome (SIDS)

	 
	 
	 
	•

	Neurodevelopment

	 
	 
	 
	•

	Child abuse and neglect


	Preterm Infant Outcomes: 
	 
	 
	 
	 
	•

	Necrotizing enterocolitis (NEC)

	 
	 
	 
	•

	Sepsis 

	 
	 
	 
	•

	Immune system host defense development

	 
	 
	 
	•

	Illnesses requiring hospital readmission

	 
	 
	 
	•

	Growth and neurodevelopment

	 
	 
	 
	•

	Clinical feeding tolerance and attainment of full enteral feeding
	 


	 
	 
	 
	•

	Severe retinopathy of prematurity

	 
	 
	 
	•

	Intelligence and mental, motor, and behavior ratings


	Maternal Outcomes: 
	 
	 
	 
	 
	•

	Postpartum blood loss

	 
	 
	 
	•

	Birth spacing

	 
	 
	 
	•

	Postpartum depression

	 
	 
	 
	•

	Postpartum weight retention
	 


	 
	 
	 
	•

	Type 2 diabetes

	 
	 
	 
	•

	Rheumatoid arthritis

	 
	 
	 
	•

	Cardiovascular disease

	 
	 
	 
	•

	Hypertension

	 
	 
	 
	•

	Hyperlipidemia

	 
	 
	 
	•

	Breast cancer

	 
	 
	 
	•

	Ovarian cancer


	Outcome
	Outcome
	Outcome
	Outcome
	Outcome
	Outcome
	Outcome


	Excess Risk* (%) (95% CI†)
	Excess Risk* (%) (95% CI†)
	Excess Risk* (%) (95% CI†)


	Comparison Groups
	Comparison Groups
	Comparison Groups



	Among full-term infants
	Among full-term infants
	Among full-term infants



	Acute ear infections (otitis media)
	Acute ear infections (otitis media)
	Acute ear infections (otitis media)
	Acute ear infections (otitis media)

	100 (56, 233)
	100 (56, 233)

	‡ vs.  for 3 or 6 mos
	‡ vs.  for 3 or 6 mos
	EFF
	EBF
	§



	Eczema (atopic dermatitis)
	Eczema (atopic dermatitis)
	Eczema (atopic dermatitis)

	47 (14, 92)
	47 (14, 92)

	 <3 mos vs.  3 mos
	 <3 mos vs.  3 mos
	EBF
	EBF



	Diarrhea and vomiting (gastrointestinal infection)
	Diarrhea and vomiting (gastrointestinal infection)
	Diarrhea and vomiting (gastrointestinal infection)
	 


	178 (144, 213)
	178 (144, 213)

	Never ** vs. ever 
	Never ** vs. ever 
	BF
	BF



	Hospitalization for lower respiratory tract diseases in the first year
	Hospitalization for lower respiratory tract diseases in the first year
	Hospitalization for lower respiratory tract diseases in the first year

	257 (85, 614)
	257 (85, 614)

	Never  vs.  4 mos
	Never  vs.  4 mos
	BF
	EBF



	Asthma, with family history
	Asthma, with family history
	Asthma, with family history

	67 (22, 133)
	67 (22, 133)

	 <3 mos vs. 3 mos
	 <3 mos vs. 3 mos
	BF



	Asthma, no family history
	Asthma, no family history
	Asthma, no family history

	35 (9, 67)
	35 (9, 67)

	 <3 mos vs. 3 mos
	 <3 mos vs. 3 mos
	BF



	Childhood obesity
	Childhood obesity
	Childhood obesity

	32 (16, 49)
	32 (16, 49)

	Never  vs. ever 
	Never  vs. ever 
	BF
	BF



	Type 2 diabetes mellitus
	Type 2 diabetes mellitus
	Type 2 diabetes mellitus

	64 (18, 127)
	64 (18, 127)

	Never  vs. ever 
	Never  vs. ever 
	BF
	BF



	Acute lymphocytic leukemia
	Acute lymphocytic leukemia
	Acute lymphocytic leukemia

	23 (10, 41)
	23 (10, 41)

	Never  vs. >6 mos
	Never  vs. >6 mos
	BF



	Acute myelogenous leukemia
	Acute myelogenous leukemia
	Acute myelogenous leukemia

	18 (2, 37)
	18 (2, 37)

	Never  vs. >6 mos
	Never  vs. >6 mos
	BF



	Sudden infant death syndrome
	Sudden infant death syndrome
	Sudden infant death syndrome

	56 (23, 96)
	56 (23, 96)

	Never  vs. ever 
	Never  vs. ever 
	BF
	BF



	Among preterm infants
	Among preterm infants
	Among preterm infants


	Necrotizing enterocolitis
	Necrotizing enterocolitis
	Necrotizing enterocolitis

	138 (22, 2400)
	138 (22, 2400)

	Never  vs. ever 
	Never  vs. ever 
	BF
	BF



	Among mothers
	Among mothers
	Among mothers


	Breast cancer
	Breast cancer
	Breast cancer

	4 (3, 6)
	4 (3, 6)

	Never  vs. ever (per year of breastfeeding)
	Never  vs. ever (per year of breastfeeding)
	BF
	BF
	 



	Ovarian cancer
	Ovarian cancer
	Ovarian cancer

	27 (10, 47)
	27 (10, 47)

	Never  vs. ever 
	Never  vs. ever 
	BF
	BF



	Figure 4: Surgeon General’s Call to Action to Support Breastfeeding, 2011.
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	*The excess risk is approximated by using the odds ratios reported in the references studies.
	† = confidence interval ‡ = exclusive formula feeding  = exclusive breastfeeding ** = breastfeeding
	CI
	EFF
	§
	EBF
	BF






	SAVING COSTS FOR FAMILIES, COMMUNITIES, AND HOSPITALS
	 

	A cost analysis conducted by researchers from the Harvard Medical School calculated that if prevalence of breastfeeding increased so that 90 percent of  women would breastfeed exclusively for the first six months, 13 billion dollars a year could be saved and over 900 deaths could be prevented. The analysis includes direct and indirect costs of medical care for pediatric illness and cost of premature death.
	U.S.
	 

	Even health disparities can be addressed by practicing the Ten Steps. All breastfed infants have equal access to the same quality of nutrition, immune protection, and developmental stimulation. Recommended care practices to support breastfeeding provide long-term protection for economically disadvantaged families against a disproportionate burden of disease and health-care expenses. In addition, avoiding the cost of formula leaves more dollars in the family budget.
	A study of Baby-Friendly hospitals in the  found that whether a hospital had a large or small population of women who were African American or low income, breastfeeding outcomes were the same, with an average initiation rate of 84 percent and in-hospital exclusivity rate of 78 percent. As the national breastfeeding initiation rate of African American mothers was 60 percent in 2007 compared to 75 percent for the general population, Ten Steps practices make a stark difference.
	U.S.
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	According to the , the most effective public health improvement strategies are those that change the context for health so that individuals’ default choices are those choices which are healthy. When organizational policies, practices, and environments are changed to support healthy choices such as breastfeeding, a significant health impact can be realized for a large number of people with very little individual effort required by those who are at risk for poor health outcomes. As the site of the first minut
	CDC
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	BOTTOM-LINE BONUSES FOR HOSPITALS
	BOTTOM-LINE BONUSES FOR HOSPITALS

	 •Improved patient outcomes. •Less space required for managing feeding supplies and newborn nursery.  •Reduced costs and time associated with breastfeeding complications. •Increased patient satisfaction and safety. •Elevation of staff morale and teamwork. •Enhanced reputation for quality and patient-centered care.
	 •Improved patient outcomes. •Less space required for managing feeding supplies and newborn nursery.  •Reduced costs and time associated with breastfeeding complications. •Increased patient satisfaction and safety. •Elevation of staff morale and teamwork. •Enhanced reputation for quality and patient-centered care.

	TAKE STEPS TO MAKE THE CHANGE
	Every facility has the ability to improve its maternity care to be more closely aligned with best practices in infant nutrition and care. The Model for Improvement, developed by Associates in Process Improvement, is a simple yet powerful tool for accelerating quality improvement. Details on this model are available on the Institute for Healthcare Improvement website at: www.ihi.org. 
	 

	The Texas Department of State Health Services encourages facilities to consider their current practices using the Self-Assessment Checklist located in the pocket of this guide. What is one area in which your facility is able to begin making changes for improvement this week? 
	Draft a plan to help put quality improvement into action. 
	The (facility name) 
	will accomplish (include a general overarching statement of the change you wish to make. What is your desired end result?)
	by (time frame, in which you intend to accomplish improvement) 
	for (what group are you doing this for—what population will the change impact?) 
	because (what is the reason and rationale for this improvement?)
	We can make the following changes to accomplish this improvement: (what best practices, strategies, and activities can be tested to accomplish what you intend to change?) 

	EXCESS HEALTH RISKS ASSOCIATED WITH NOT BREASTFEEDING
	EXCESS HEALTH RISKS ASSOCIATED WITH NOT BREASTFEEDING
	EXCESS HEALTH RISKS ASSOCIATED WITH NOT BREASTFEEDING


	Form
	Form
	Form
	Form
	Form
	Form


	Document
	Article
	Story
	We will know the changes improve quality if: (what simple measures can be used to let you know that you’ve accomplished your facility’s goal?)
	When will you begin? Taking small steps doesn’t require extensive planning. Now that you have answered the questions above, it is time to move your plan into action. Put your chosen strategies to the test, and study the outcomes. 
	Keep going! Use your measures as a guide to let you know whether, over time, the changes are resulting in improved care. Make adjustments as needed, and continue to build on your successes with further improvements.

	“Texas Ten Step gives our staff pride in our facility.”
	“Texas Ten Step gives our staff pride in our facility.”
	—Linda Zeccola, , , Seton Northwest Hospital
	RN
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	RLC
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	DSHS IS HERE TO HELP AND TO RECOGNIZE YOUR SUCCESSES
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	DSHS IS HERE TO HELP AND TO RECOGNIZE YOUR SUCCESSES
	 

	The Texas Department of State Health Services offers free resources such as breastfeeding trainings, education materials, and other tools and technical assistance. To learn about resources available to help you achieve the improvements you aim to accomplish, visit: www.TexasTenStep.org and go to the training and resource page.
	You can get assistance in starting or progressing in the Ten Steps from the Texas Ten Step Program. Even if you are not yet ready to apply for the Texas Ten Step designation, the program is here to help you with guidance and best practices to support your improvement goals. Once your facility addresses 85 percent of the Ten Steps to Successful Breastfeeding, it becomes eligible to receive designation as a Texas Ten Step Facility.
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	Figure 5: Texas Ten Step Pathway to Recommended Care.
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	Is your facility already Texas Ten Step-designated? Congratulations! You have made significant progress on the continuum to best practice care.  encourages your continued efforts toward full implementation of the Ten Steps to Successful Breastfeeding and designation by Baby-Friendly  as a Baby-Friendly Facility. Visit www.TexasTenStep.org for more information about Texas Ten Step Star Achiever, an initiative designed to assist facilities to take the next steps toward providing recommended care for lactating
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	For more information about the Texas Ten Step Program, contact: 
	Texas Ten Step Program Coordinator Special Supplemental Nutrition Program for Women, Infants and Children  Texas Health and Human Services4616  Howard Lane, Bldg 8, Ste 840 • Austin,  78728 (512) 341-4592 • www.TexasTenStep.orgtexastenstep@hhsc.state.tx.us
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	How Texas Hospitals Can Improve Quality Through Breastfeeding Policies
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	AIM 1: SAFETY
	AIM 1: SAFETY
	AIM 1: SAFETY
	AIM 1: SAFETY
	THE INSTITUTE OF MEDICINE’S “AIMS OF IMPROVEMENT” IN RELATION TO THE TEN STEPS
	 


	The Texas Ten Step Program, developed by the Texas Hospital Association and the Texas Department of Health and endorsed by the Texas Medical Association, provides recognition to facilities that have adopted recommended care practices to support breastfeeding. The Ten Steps to Successful Breastfeeding, which form the basis of both the Texas Ten Step Program and the  Baby-Friendly Hospital Initiative, are a bundle of recommended maternity care practices that, when implemented together, improve infant feeding 
	The Texas Ten Step Program, developed by the Texas Hospital Association and the Texas Department of Health and endorsed by the Texas Medical Association, provides recognition to facilities that have adopted recommended care practices to support breastfeeding. The Ten Steps to Successful Breastfeeding, which form the basis of both the Texas Ten Step Program and the  Baby-Friendly Hospital Initiative, are a bundle of recommended maternity care practices that, when implemented together, improve infant feeding 
	WHO/UNICEF

	The Ten Steps are:
	1. 
	1. 
	1. 
	1. 

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

	2. 
	2. 
	2. 

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

	3. 
	3. 
	3. 

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

	4. 
	4. 
	4. 

	Help mothers initiate breastfeeding within an hour of birth. 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. 
	5. 
	5. 

	Show mothers how to breastfeed and how to maintain lactation, even when they are separated from their infants.

	6. 
	6. 
	6. 

	Give infants no food or drink other than breastmilk, unless medically indicated.

	7. 
	7. 
	7. 

	Practice rooming-in. Allow mothers and infants to remain together 24 hours a day.

	8. 
	8. 
	8. 

	Encourage breastfeeding on demand. Teach mothers cue-based feeding regardless of feeding method.

	9. 
	9. 
	9. 

	Give no artificial nipples or pacifiers to breastfeeding infants.

	10. 
	10. 
	10. 

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


	AIM 1: Safety
	Birth facilities can improve the safety and stability of all infants by using evidence-based practices promoted by the Ten Steps to protect against infection, hypothermia, hypoglycemia, jaundice, dehydration, and other harmful conditions. 
	1. 
	1. 
	1. 
	1. 

	A well-researched policy establishes clear guidance about the most effective practices for reducing and managing risk. 

	2. 
	2. 
	2. 

	Staff trained in the Ten Steps, the Code, and basic breastfeeding knowledge and skills can successfully implement evidence-based care that optimizes infant feeding outcomes. Baby-Friendly hospitals often report reduced rates and readmissions for hypoglycemia, jaundice, and dehydration. 

	3. 
	3. 
	3. 

	Infants whose mothers receive accurate information prenatally about breastfeeding, skin-to-skin contact, rooming-in, and demand-feeding are likelier to benefit from the resultant protections. 

	4. 
	4. 
	4. 

	Skin-to-skin contact promotes physiologic stability, protects the infant against infection, reduces risk of hypothermia and hypoglycemia, and promotes optimal breastfeeding. An unhurried environment and unlimited skin-to-skin contact facilitate effective feeding and allow an infant access to immunity-rich colostrum from the mother’s breast. 

	5. 
	5. 
	5. 

	Support for effective breastfeeding reduces maternal risk for nipple trauma, engorgement, mastitis, milk insufficiency, and lactation failure. It also reduces the infant risk for jaundice, hypoglycemia, excessive weight loss, dehydration, failure to thrive, and the short- and long-term risks of non-exclusive breastfeeding. 

	6. 
	6. 
	6. 

	In the absence of a medical indication for supplemental feedings, breastfeeding is the safest form of infant feeding. It provides nutrients and immune factors specific to each infant’s needs. Demand-feeding yields the right nutrition at the right time in the right amount. Exclusive breastfeeding conveys significant health benefits, whereas alternate forms of nutrition pose significant health risks due to manufacturing errors, or contamination by bacteria or environmental pollutants, or unsafe handling and m
	1–3
	4–12
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	18–22


	7. 
	7. 
	7. 

	Soon after birth, bacteria colonize the infant’s nasopharynx and the mother’s milk ducts. When remaining close after birth, the mother transfers her strain of microflora to her infant. These accumulate in the infant’s skin and digestive and respiratory tracts, limiting the growth of pathogenic bacteria and curbing infection.Rooming-in results in more frequent breastfeedings and helps control infection. Breastmilk imparts antibodies and local immunity to pathogens in the rooming-in environment. It will not p
	23, 24
	 
	25


	8. 
	8. 
	8. 

	Demand-feeding is the safest and healthiest way to feed an infant. Restricting, limiting, or scheduling feedings may result in: 
	 
	 
	 
	 
	•

	Less intake of nutrient- and immunity-rich colostrum and higher rates of jaundice. 

	 
	 
	 
	•

	Delay and reduction in infant weight gain and development of a full milk supply. 

	 
	 
	 
	•

	Increased risk of maternal engorgement, mastitis, sore nipples, and lactation failure. 

	 
	 
	 
	•

	Increased use of formula and other supplemental feedings and early weaning.

	 
	 
	 
	•

	Increased lifetime health risks associated with non-exclusive breastfeeding.




	9. 
	9. 
	9. 

	Eliminating routine, non-medical use of pacifiers and artificial nipples during the hospital stay increases patient safety. Early use of pacifiers and artificial nipples has been associated with ineffective breastfeeding, nipple pain and trauma, reduced feeding intensity, insufficient weight gain, reduced establishment of milk supply, and early weaning. The American Academy of Pediatrics  recommends considering pacifier use when placing an infant down for sleep as a possible risk-reduction strategy for sudd
	(AAP)
	(SIDS)
	26
	SIDS
	27, 28


	10. 
	10. 
	10. 

	Early postpartum follow-up can avert or reduce problems that stem from ineffective breastfeeding, such as hyperbilirubinemia, hypernatremic dehydration, failure to thrive, and breast infection. Postpartum support also facilitates detection and remediation of other problems such as maternal depression, poor social support, and unsafe handling or administration of infant formula upon weaning. According to a recent cost analysis, increasing exclusive six-month breastfeeding rates to 90 percent could save an es
	29–37
	U.S
	.
	38
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	The Ten Steps are:
	1. 
	1. 
	1. 
	1. 

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

	2. 
	2. 
	2. 

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

	3. 
	3. 
	3. 

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

	4. 
	4. 
	4. 

	Help mothers initiate breastfeeding within an hour of birth. 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. 
	5. 
	5. 

	Show mothers how to breastfeed and how to maintain lactation, even when they are separated from their infants.

	6. 
	6. 
	6. 

	Give infants no food or drink other than breastmilk, unless medically indicated.

	7. 
	7. 
	7. 

	Practice rooming-in. Allow mothers and infants to remain together 24 hours a day.

	8. 
	8. 
	8. 

	Encourage breastfeeding on demand. Teach mothers cue-based feeding regardless of feeding method.

	9. 
	9. 
	9. 

	Give no artificial nipples or pacifiers to breastfeeding infants.

	10. 
	10. 
	10. 

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


	AIM 2: Effectiveness
	Implementation of the Ten Steps promotes evaluation of current practices and challenges birth facilities to replace ineffective practices with universally recognized evidence-based practices for maternity care. 
	1. 
	1. 
	1. 
	1. 

	Developing policy through a thorough review of current scientific knowledge ensures that policy is evidence-based and that the most effective strategies are consistently applied. Enacting and communicating such written policy frames a sanctioned course of action that all staff should be expected to follow for performing and evaluating best practices. 

	2. 
	2. 
	2. 

	The Ten Steps and the Code are evidence-based practices that are universally recommended components of optimal perinatal and newborn care. When staff members are trained to follow these practices, they are equipped to provide recommended care. 

	3. 
	3. 
	3. 

	Breastfeeding initiation and continuation increase when infant feeding decisions are informed by factual, accurate, and full information about the benefits of breastfeeding and the risks of not breastfeeding. When families have received information prenatally about the practices supportive of breastfeeding, including skin-to-skin contact, rooming-in, and demand-feeding, they enter your facility expecting to participate in these practices.

	4. 
	4. 
	4. 


	5. 
	5. 
	5. 

	Assessment and support of nutritional status is a basic component of patient care. Assessment of lactation acuity ensures that the appropriate level of support is provided for maximum effectiveness. Effective milk removal and transfer improves breastfeeding and other health outcomes.

	6. 
	6. 
	6. 

	The adequacy, sufficiency, and optimal duration of exclusive breastfeeding is well established. Additional fluids are not needed, even in hot climates. Studies show that infants who are allowed to regulate their own intake receive gradually increasing amounts of colostrum, and then mature milk, to meet their needs. Exclusive breastfeeding throughout the newborn’s hospital stay is a National Quality Forum-endorsed voluntary consensus standard for hospital care. The Joint Commission has adopted it as one of f
	1–4
	5–8
	9–11


	7. 
	7. 
	7. 

	Rooming-in 24/7 is positively associated with breastfeeding duration and exclusivity. It also results in more frequent feedings, greater milk intake, and establishment of a strong milk supply. Infants who room-in expend less energy from crying, gain more weight, rely less on formula supplementation, and have a reduced risk of jaundice.Nursery care interferes with demand-feeding and increases feeding complications. In addition, the timing of bringing a newborn to the mother’s room doesn’t always coincide wit
	12–23
	 
	24


	8. 
	8. 
	8. 

	25–29
	 

	9. 
	9. 
	9. 

	30

	10. 
	10. 
	10. 

	Fostering and linking patients to postpartum-support systems in the community is evidence-based care. Numerous studies demonstrate that postpartum support for breastfeeding can have a significant impact on breastfeeding duration and exclusivity.
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	AIM 3
	AIM 3
	AIM 3
	AIM 3
	AIM 3
	:
	 PATIENT-CENTEREDNESS

	THE INSTITUTE OF MEDICINE’S “AIMS OF IMPROVEMENT” IN RELATION TO THE TEN STEPS
	 


	The Texas Ten Step Program, developed by the Texas Hospital Association and the Texas Department of Health and endorsed by the Texas Medical Association, provides recognition to facilities that have adopted recommended care practices to support breastfeeding. The Ten Steps to Successful Breastfeeding, which form the basis of both the Texas Ten Step Program and the WHO/UNICEF Baby-Friendly Hospital Initiative, are a bundle of recommended maternity care practices that, when implemented together, improve infan
	The Texas Ten Step Program, developed by the Texas Hospital Association and the Texas Department of Health and endorsed by the Texas Medical Association, provides recognition to facilities that have adopted recommended care practices to support breastfeeding. The Ten Steps to Successful Breastfeeding, which form the basis of both the Texas Ten Step Program and the WHO/UNICEF Baby-Friendly Hospital Initiative, are a bundle of recommended maternity care practices that, when implemented together, improve infan
	The Ten Steps are:
	1. 
	1. 
	1. 
	1. 

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

	2. 
	2. 
	2. 

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

	3. 
	3. 
	3. 

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

	4. 
	4. 
	4. 

	Help mothers initiate breastfeeding within an hour of birth. 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. 
	5. 
	5. 

	Show mothers how to breastfeed and how to maintain lactation, even when they are separated from their infants.

	6. 
	6. 
	6. 

	Give infants no food or drink other than breastmilk, unless medically indicated.

	7. 
	7. 
	7. 

	Practice rooming-in. Allow mothers and infants to remain together 24 hours a day.

	8. 
	8. 
	8. 

	Encourage breastfeeding on demand. Teach mothers cue-based feeding regardless of feeding method.

	9. 
	9. 
	9. 

	Give no artificial nipples or pacifiers to breastfeeding infants.

	10. 
	10. 
	10. 

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


	AIM 3: Patient-centeredness
	Care should honor and empower patients as individuals and occur within a context of respect for the patient’s choices, culture, values, social context, and specific needs. Implementation of the Ten Steps places families at the center of care, promotes informed decision-making, facilitates achievement of patients’ infant feeding goals, and results in higher customer satisfaction rates. 
	1. 
	1. 
	1. 
	1. 

	Implementation of an evidence-based policy establishes a framework for providing coordinated, respectful, responsive care that can be tailored to individual patients. 

	2. 
	2. 
	2. 

	Training gives staff the knowledge, skills, and practical experience to best inform and support families to care for their babies within the context of the family’s culture, needs, and desires. Successful implementation of the Ten Steps enhances the bonding experience for all families and reduces the influence of commercial pressures on infant feeding decisions. 

	3. 
	3. 
	3. 

	Prenatal education about breastfeeding and the practices that support it is critical to ensure that families feel empowered to make decisions about infant feeding. 

	4. 
	4. 
	4. 

	Skin-to-skin contact is the physiologic norm for human mothers and infants. Maternal and infant health, wellness, and attachment should be facilitated through skin-to-skin contact unless there is a medical indication for which the risks of immediate skin-to-skin care outweigh the benefits, or unless the mother explicitly requests to avoid or interrupt skin-to-skin contact. If the mother is unavailable, the infant should be placed in skin-to-skin contact with the father or other caretaker. 

	5. 
	5. 
	5. 

	Staff support for mastering comfortable, effective feeding techniques instills confidence in the mother and helps her achieve her infant feeding goals. Providing consistent, accurate information also increases patient satisfaction. 

	6. 
	6. 
	6. 

	Promoting and supporting exclusive breastfeeding in the context of informed decision-making helps women to confidently work toward achieving their breastfeeding goals. Eliminating non-medically indicated supplemental feedings removes unnecessary barriers to the establishment and continuation of breastfeeding.

	7. 
	7. 
	7. 

	Regardless of feeding decisions, all healthy mothers and babies benefit from rooming-in. It is a component of family-centered maternity care, providing maximum opportunities for new parents to interact with and learn how to care for the baby as well as how to incorporate the baby into the family unit. Patients report greater satisfaction with a system of rooming-in care. The practice reassures mothers because they can keep an eye on their babies. While together, parents quickly learn their babies’ patterns 
	1, 2
	 
	3, 4
	 
	5
	 
	6, 7
	8–10
	11


	8. 
	8. 
	8. 

	Providing an environment supportive of demand-feeding provides patient-centered care for families and their babies because: 
	 
	 
	 
	 
	•

	Families are empowered to learn to care for and respond to their babies’ needs competently, and babies have their needs met in a timely manner. 

	 
	 
	 
	•

	Temptation to supplement with formula is reduced. 

	 
	 
	 
	•


	 
	 
	 
	•

	Infants who feed on demand learn to recognize their senses of hunger and satiety. This self-regulation of appetite may help explain the lower rates of obesity in children who were breastfed. 





	9. 
	9. 
	9. 
	9. 

	12, 13
	14
	12, 16–18
	19

	10. 
	10. 
	10. 

	Assess each patient’s infant feeding needs and available support system before discharge, involving key family members when possible. Doing this, along with facilitating access to high-quality, culturally relevant professional and peer support upon discharge, maximizes the likelihood that families will have their individual needs met, including fulfilling their personal infant feeding goals. 
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	WHO/UNICEF

	The Ten Steps are:
	1. 
	1. 
	1. 
	1. 

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

	2. 
	2. 
	2. 

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

	3. 
	3. 
	3. 

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

	4. 
	4. 
	4. 

	Help mothers initiate breastfeeding within an hour of birth. 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. 
	5. 
	5. 

	Show mothers how to breastfeed and how to maintain lactation, even when they are separated from their infants.

	6. 
	6. 
	6. 

	Give infants no food or drink other than breastmilk, unless medically indicated.

	7. 
	7. 
	7. 

	Practice rooming-in. Allow mothers and infants to remain together 24 hours a day.

	8. 
	8. 
	8. 

	Encourage breastfeeding on demand. Teach mothers cue-based feeding regardless of feeding method.

	9. 
	9. 
	9. 

	Give no artificial nipples or pacifiers to breastfeeding infants.

	10. 
	10. 
	10. 

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


	AIM 4: Timeliness
	Care should be accessed and delivered with minimal delay for both patients and staff. By increasing capacity and continuity of support, implementation of the Ten Steps results in fewer delays for families when accessing the help they need for recommended infant care. 
	1. 
	1. 
	1. 
	1. 

	A consistently communicated policy assures that appropriate support will be delivered throughout the patients’ stay, and that continuity of care will be assured. 

	2. 
	2. 
	2. 

	When all staff members are trained in practices that support routine breastfeeding, they can help and guide new moms. This allows patients with routine concerns to have their needs met quickly and frees time to allow specialists (e.g., International Board Certified Lactation Consultants) to expeditiously help patients who need more intensive support. When staff members are uniformly trained, they will not have to spend time correcting misinformation or addressing preventable problems. 

	3. 
	3. 
	3. 

	Accurate messages consistently delivered throughout the prenatal period—and continued into the perinatal and postpartum periods—reduce misinformation and confusion while increasing continuity and maternal confidence. Mothers who receive accurate information prenatally will enter your facility with a basic awareness about the types of information and care that they can expect. Informative, consistent, positive communication and education about breastfeeding helps new mothers avoid common, oftentimes time-con

	4. 
	4. 
	4. 

	Early and continuous skin-to-skin contact allows the mother immediate and unlimited access to her newborn infant, and the baby gains access to the protections of the maternal environment. Promoting and preserving these practices reduces the need for clinical intervention. 

	5. 
	5. 
	5. 

	Implementation of Step 5 ensures prevention and early detection of breastfeeding and lactation problems requiring care. Step 5 also allows for effective discharge and follow-up planning (See also Step 10), which improves timeliness and continuity of care. 

	6. 
	6. 
	6. 

	Use of artificial feedings delays the response to an infant’s early hunger cues. The feeding product and feeding system have to be obtained, distributed, and delivered. In addition, handling and preparation are required before the feeding. Exclusive breastfeeding ensures timely infant feeding, as long as mothers and infants stay together in continuous close proximity (e.g., rooming-in, Step 7) and mothers receive instruction on the principles of feeding on-demand (Step 8). 

	7. 
	7. 
	7. 

	Since routine care during rooming-in occurs at the bedside, continuity of care is enhanced and families become better informed about how to care for their infants.This also enhances timeliness because staff can simultaneously educate families while performing assessments and infant-care routines, and parents can receive immediate feedback on the care of their infant.
	1
	 


	8. 
	8. 
	8. 

	With demand-feeding: 
	 
	 
	 
	 
	•

	Infants experience little or no delay in eating when they are hungry. 

	 
	 
	 
	•

	Infant weight gain is enhanced because babies feed when most prepared to eat effectively. 

	 
	 
	 
	•

	Mothers have less need to wait for staff assistance with feedings, as feedings are easier when they occur at times when infants are most ready and responsive to eating. 

	 
	 
	 
	•

	Mothers develop a full and abundant milk supply more quickly.




	9. 
	9. 
	9. 

	Pacifiers and artificial nipples should not be used to delay an infant’s need to suckle at the breast. Establishing successful feeding and learning social interaction with the primary caregiver are critical to an infant’s primary tasks of survival and growth. Hospital staff often use pacifiers or artificial nipples to placate an infant who is demanding to be fed but is separated from the mother or to allow staff to prioritize other tasks over the infant’s need to breastfeed. Routine use of pacifiers and art
	2


	10. 
	10. 
	10. 

	Timeliness is not just a matter of convenience with postpartum breastfeeding support. Access to timely support can avert a range of problems, from unnecessary discomfort related to poor latch or engorgement to urgent medical conditions requiring immediate re-hospitalization. Timely support can also mean the difference between the establishment of an abundant milk supply and failed lactation. When facilities actively engage in developing postpartum breastfeeding support groups and services, they are better a
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	WHO/UNICEF

	The Ten Steps are:
	1. 
	1. 
	1. 
	1. 

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

	2. 
	2. 
	2. 

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

	3. 
	3. 
	3. 

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

	4. 
	4. 
	4. 

	Help mothers initiate breastfeeding within an hour of birth. 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. 
	5. 
	5. 

	Show mothers how to breastfeed and how to maintain lactation, even when they are separated from their infants.

	6. 
	6. 
	6. 

	Give infants no food or drink other than breastmilk, unless medically indicated.

	7. 
	7. 
	7. 

	Practice rooming-in. Allow mothers and infants to remain together 24 hours a day.

	8. 
	8. 
	8. 

	Encourage breastfeeding on demand. Teach mothers cue-based feeding regardless of feeding method.

	9. 
	9. 
	9. 

	Give no artificial nipples or pacifiers to breastfeeding infants.

	10. 
	10. 
	10. 

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


	AIM 5: Efficiency
	Waste of resources, including space, supplies, technologies, human resources, human spirit, ideas, and capital should be avoided. A 2009 cost analysis prepared for the Texas Department of State Health Services concluded that overall expenditures for implementing the Ten Steps are nominal and lessen each year. Meanwhile, savings and improved health outcomes continue to increase.
	1

	1. 
	1. 
	1. 
	1. 

	When all staff members are trained in and consistently adhere to the same evidence-based standards of care, they avoid cross-purpose efforts and reduce waste on many levels. 

	2. 
	2. 
	2. 

	Families that receive consistent information and support from all caretakers have increased confidence in the hospital staff and in their ability to care for their newborns. 

	3. 
	3. 
	3. 

	Accurate messages consistently delivered throughout the prenatal period—and continued into the perinatal and postpartum periods—reduce misinformation and confusion while increasing continuity and maternal confidence. Informative, consistent, positive communication and education about breastfeeding helps new mothers avoid common, often time-consuming problems with infant feeding. As a result, hospital staff spends less time and use fewer resources on infant feeding problems. 

	4. 
	4. 
	4. 

	A single nurse can provide maternal and infant recovery care by monitoring the infant and the mother in the first hour(s) after birth. The nurse can perform routine care with the infant in skin-to-skin contact or at the bedside after the first breastfeeding and educate the parents at the same time. Eliminating transportation to and from a level-one nursery saves time, space, and technologies (e.g. warmers, probes, etc.).

	5. 
	5. 
	5. 


	6. 
	6. 
	6. 

	Avoiding supplemental feedings for newborns and eliminating distribution of formula sample packs free up facility resources and reduces: 
	 
	 
	 
	 
	•

	Staff time spent stocking, logging, maintaining, and distributing breastmilk substitutes and feeding supplies. 

	 
	 
	 
	•

	Expenditures on bottles, nipples, breastmilk substitutes, sterile water, and/or glucose water. 

	 
	 
	 
	•

	Space required for storage of formula, nipples, bottles, and discharge packs. 

	 
	 
	 
	•

	Amount of waste generated. 

	 
	 
	 
	•

	Conflicts of interest, ethical, and liability concerns related to accepting or distributing commercial discharge packs or other commercial marketing materials. 




	7. 
	7. 
	7. 

	Rooming-in requires minimal costs and presents a significant opportunity for cost savings.Among its many benefits, it: 
	2
	 
	 
	 
	 
	 
	•

	Frees space, staff, and budget for equipment by eliminating the need for a traditional newborn nursery. 

	 
	 
	 
	•


	 
	 
	 
	•

	Allows families to be directly responsible for the care of their babies. 

	 
	 
	 
	•

	Reduces the amount of staff time needed for responding to hard-to-soothe infants and problems with hypothermia, hypoglycemia, jaundice, and excessive weight loss as well as in responding to mothers’ breastfeeding concerns such as breast engorgement and nipple pain. 

	 
	 
	 
	•

	Shortens hospital stays, thus increasing bed space, and reduces the need for follow-up services.
	3
	 





	8. 
	8. 
	8. 

	Despite the changes in traditions and routines needed to support an environment in which demand-feeding can occur, demand-feeding is more efficient than scheduled or restricted feeding for all of the reasons already mentioned. In addition: 
	 
	 
	 
	 
	•

	Families can better address the infant’s other needs. 

	 
	 
	 
	•

	Parents are empowered, in the hospital and after discharge, to attend to the routine needs of their infants. 




	9. 
	9. 
	9. 

	Pacifier and artificial nipple use during the hospital stay results in these inefficiencies: 
	 
	 
	 
	 
	•

	They require more storage space than other alternate feeding systems such as cups, syringes and tubing. 

	 
	 
	 
	•

	An excess of staff time is spent correcting disordered feeding that results from pacifier and artificial nipple use. 

	 
	 
	 
	•

	Interrupted or reduced breastfeeding increases the need for infant formula, which is costly to families (even when it is provided by formula manufacturers at no direct cost to the hospital), as are the potential health risks associated with its use. 




	10. 
	10. 
	10. 

	Continuity of care, as well as effectiveness, is enhanced when support begins in the prenatal period and continues through the postpartum. Establishing communication and systems of referral and counter-referral among the different support programs available in a community also enhance the continuum of care. When patients know how to access care in a timely manner, problems are less severe and require fewer resources to resolve them.
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	AIM 6: EQUITY
	THE INSTITUTE OF MEDICINE’S “AIMS OF IMPROVEMENT” IN RELATION TO THE TEN STEPS
	 

	The Ten Steps are:
	The Texas Ten Step Program, developed by the Texas Hospital Association and the Texas Department of Health and endorsed by the Texas Medical Association, provides recognition to facilities that have adopted recommended care practices to support breastfeeding. The Ten Steps to Successful Breastfeeding, which form the basis of both the Texas Ten Step Program and the WHO/UNICEF Baby-Friendly Hospital Initiative, are a bundle of recommended maternity care practices that, when implemented together, improve infan
	The Texas Ten Step Program, developed by the Texas Hospital Association and the Texas Department of Health and endorsed by the Texas Medical Association, provides recognition to facilities that have adopted recommended care practices to support breastfeeding. The Ten Steps to Successful Breastfeeding, which form the basis of both the Texas Ten Step Program and the WHO/UNICEF Baby-Friendly Hospital Initiative, are a bundle of recommended maternity care practices that, when implemented together, improve infan
	1. 
	1. 
	1. 
	1. 

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

	2. 
	2. 
	2. 

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

	3. 
	3. 
	3. 

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

	4. 
	4. 
	4. 

	Help mothers initiate breastfeeding within an hour of birth. 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. 
	5. 
	5. 

	Show mothers how to breastfeed and how to maintain lactation, even when they are separated from their infants.

	6. 
	6. 
	6. 

	Give infants no food or drink other than breastmilk, unless medically indicated.

	7. 
	7. 
	7. 

	Practice rooming-in. Allow mothers and infants to remain together 24 hours a day.

	8. 
	8. 
	8. 

	Encourage breastfeeding on demand. Teach mothers cue-based feeding regardless of feeding method.

	9. 
	9. 
	9. 

	Give no artificial nipples or pacifiers to breastfeeding infants.

	10. 
	10. 
	10. 

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


	AIM 6: Equity
	Systems should strive to improve health equity by reducing disparities. When implemented fully, the Ten Steps greatly reduce racial and ethnic disparities in exclusive breastfeeding during the hospital stay. Texas Ten Step hospitals have higher exclusive breastfeeding rates and narrower disparity gaps than non-Texas Ten Step hospitals. This effect is even more pronounced in Texas Baby-Friendly Hospitals.
	1. 
	1. 
	1. 
	1. 

	Establishing and clearly communicating policy sets an explicit standard for delivery of care. Consistently implementing the Ten Steps reduces disparities in outcomes.
	-


	2. 
	2. 
	2. 

	Training prepares staff to sensitively address cultural beliefs, customs, and needs related to infant feeding and newborn care. Disparities in breastfeeding outcomes lessen in facilities that implement the Ten Steps.

	3. 
	3. 
	3. 

	When all mothers have equal access to accurate, consistent infant feeding information and are supported in their infant feeding preferences, disparities in breastfeeding and poor health outcomes related to not breastfeeding decline. 
	-


	4. 
	4. 
	4. 

	When all mothers and infants have access to early and continuous skin-to-skin contact, they have an equal opportunity to establish strong foundations for attachment, feeding, and healthy outcomes.

	5. 
	5. 
	5. 

	Thorough assessment and individualized support for breastfeeding improves breastfeeding outcomes and helps all families receive equal access to the benefits of breastfeeding.

	6. 
	6. 
	6. 

	Promoting exclusive breastfeeding can help significantly to reduce disparities in health outcomes. Breastfeeding allows all infants access to the same quality of nutrition and immune protection, regardless of social and economic resources. Moreover, exclusive breastfeeding greatly reduces the risk for diseases and conditions disproportionately affecting low-income and minority populations.
	-


	7. 
	7. 
	7. 

	All families, regardless of their socioeconomic characteristics or chosen infant feeding methods, should experience rooming-in. It is evidence-based, family-centered care that increases parental confidence, parental skills, and newborn safety. For breastfeeding families, rooming-in improves breastfeeding outcomes.
	-
	-


	8. 
	8. 
	8. 

	Demand-feeding should be the standard of care for all families, regardless of feeding type. It assures that feeding spacing, duration, and volume matches the infants’ physiologic needs. Facilitating infants’ self-regulation of appetite is a key strategy for establishing healthy patterns of eating and reducing the risk of obesity. Demand-feeding also promotes health equity by enabling more families to successfully establish breastfeeding with fewer complications. Along with the type of delivery and rooming-i
	-
	-
	1
	-
	2


	9. 
	9. 
	9. 

	Socially disadvantaged groups appear to use pacifiers more frequently than other groups. Pacifier use is associated with increased morbidity and shorter breastfeeding duration, even when controlling for socioeconomic status. Use of artificial nipples also reduces breastfeeding exclusivity and duration across socioeconomic groups. Through reduced risk for illness, higher levels of breastfeeding has the potential to equalize health status across the range of socioeconomic groups.
	3
	-
	4


	10. 
	10. 
	10. 

	Increasing access to relevant postpartum support is important for closing socioeconomic gaps in breastfeeding rates. Peer support, including mother-to-mother support groups and peer counseling, can be individually tailored to address the diverse needs of populations in a culturally competent way. For example, peer counseling programs have been effective in a variety of settings to close gaps in breastfeeding duration and exclusivity in populations with breastfeeding disparities.
	5–11
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	RIGHT FROM THE START FACT SHEET
	PROMOTION OF EXCLUSIVE BREASTFEEDING PROVIDESOPTIMAL CARE ACROSS COMMUNITIES
	 


	Benefits for Hospitals
	Benefits for Hospitals
	 
	 
	 
	 
	•

	Evidence-based policies such as the WHO/UNICEF “Baby-Friendly” policies and the Texas Ten Step policies will help hospitals achieve high exclusive breastfeeding rates.

	 
	 
	 
	•

	Adoption of supportive policies will better position hospitals for reporting on exclusive breastmilk feeding d uring the newborn’s hospitalization rates at discharge, in adherence with the Joint Commission Perinatal Care Core Measure Set.

	 
	 
	 
	•

	Infants who are exclusively breastfed have improved short- and long-term health outcomes, with enhanced immunity and lower rates of infectious and chronic disease.

	 
	 
	 
	•

	Adopting evidence-based policies to support exclusive breastfeeding can be integrated into Quality Improvement efforts and can be an effective recruitment and marketing tool.

	 
	 
	 
	•

	Exclusive breastfeeding policies are evidence-based and provide the optimal care that hospitals strive to provide, improving the health of communities.


	Benefits for Baby
	 
	 
	 
	 
	•

	Human milk provides immune protection to help babies fight everyday infections such as influenza and to reduce the frequency and severity of several infectious diseases such as respiratory tract infections, ear infections, bacterial meningitis, pneumonia, urinary tract infections, and diarrhea.

	 
	 
	 
	•

	Breastfed infants are at a lower risk for sudden infant death syndrome, and infant mortality rates after the first month of life are reduced by up to 21 percent.

	 
	 
	 
	•

	Breastfed babies are less likely to suffer from childhood cancers such as Hodgkin’s disease and leukemia.

	 
	 
	 
	•

	Breastfeeding reduces the risk for obesity, high blood pressure, and high cholesterol levels later in life.

	 
	 
	 
	•

	Exclusive breastfeeding reduces risk for asthma, eczema, and for type 1 and type 2 diabetes.


	Benefits for High-Risk Infants
	 
	 
	 
	 
	•

	Breastmilk stimulates brainstem maturation in premature babies.

	 
	 
	 
	•

	Breastmilk protects against necrotizing enterocolitis and other diseases in neonates.

	 
	 
	 
	•

	High-risk infants who receive breastmilk have shorter stays in the neonatal intensive care unit and have lower rates of readmission.


	Benefits for Mom
	 
	 
	 
	 
	•

	Women who breastfeed have less bleeding and recover from birth more quickly.

	 
	 
	 
	•

	Breastfeeding from birth allows for an intensified bond between mom and baby.

	 
	 
	 
	•

	The longer a mother breastfeeds, the lower her risk is for long-term medical conditions such as ovarian cancer, breast cancer, and cardiovascular disease.

	 
	 
	 
	•

	Breastfeeding moms are less likely to develop type 2 diabetes.
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	HOSPITAL SELF-ASSESSMENT GUIDELINES
	TEN STEPS TOWARD EXCLUSIVE BREASTFEEDING PRACTICES
	Evidence shows hospitals with policies supporting exclusive breastfeeding are realizing multiple benefits for patients, themselves, and the communities they serve. Take a few minutes to consider the practices that can help your hospital provide evidence-based, optimal care for your patients.
	Evidence shows hospitals with policies supporting exclusive breastfeeding are realizing multiple benefits for patients, themselves, and the communities they serve. Take a few minutes to consider the practices that can help your hospital provide evidence-based, optimal care for your patients.
	Step 1: Encourage exclusive breastfeeding with a written hospital policy.
	 
	 
	 
	 
	•

	Review and maintain an up-to-date hospital policy that outlines the hospital’s goals and steps toward supporting mothers to exclusively breastfeed.

	 
	 
	 
	•

	Communicate hospital breastfeeding policies to new and current staff.

	 
	 
	 
	•

	Inform the staff of the short-term and long-term advantages of exclusive breastfeeding. Refer to the enclosed resource list for free materials.
	 



	Step 2: Remain up-to-date in training of exclusive breastfeeding practices.
	 
	 
	 
	 
	•

	Provide regular opportunities for hospital staff to attend trainings and workshops on current breastfeeding practices and medical advances. The Texas Department of State Health Services (DSHS) has a nationally recognized training program for health-care professionals that can be arranged onsite for free. In addition, staff can soon train for free at their own pace via the DSHS Online Breastfeeding Module. For all training and educational opportunities, please consult the enclosed resource list.

	 
	 
	 
	•

	Within six months of employment, maternity service staff should be trained and knowledgeable on breastfeeding management issues, communications skills used with breastfeeding mothers, and their importance to the success of exclusive breastfeeding duration. Knowledge and skill competencies should be updated annually with continuing education.

	 
	 
	 
	•

	Provide specialized training for staff members directly assisting new moms.


	Step 3: Support the mom’s decision to breastfeed and inform all mothers of breastfeeding benefits.
	 
	 
	 
	 
	•

	Inform mothers during the prenatal period of the health benefits of exclusive breastfeeding to her and her infant. Materials that can be shared with patients are available at www.dshs.state.tx.us/wichd/WICCatalog/contents.shtm. Texas Ten Step-designated facilities may order these materials at no cost.

	 
	 
	 
	•

	Support mom in her decision to exclusively breastfeed by providing encouragement and organizing maternity care practices to provide the opportunity for the mother to do so successfully.


	Step 4: After birth, practices to encourage immediate breastfeeding are a top priority.
	 
	 
	 
	 
	•

	Place babies in uninterrupted and continuous skin-to-skin contact with their mothers immediately following birth for at least an hour.

	 
	 
	 
	•

	Encourage moms to recognize when their babies are ready to breastfeed.

	 
	 
	 
	•

	Provide support from skilled staff to offer help with breastfeeding if needed.



	Step 5: Encourage and support breastfeeding, including during separations.
	Step 5: Encourage and support breastfeeding, including during separations.
	 
	 
	 
	 
	•

	If baby is separated from mom, offer an electric breast pump and provide instruction on expression of breastmilk and maintaining lactation. Teach all breastfeeding mothers how to manually hand express their milk.

	 
	 
	 
	•

	Encourage moms to attend prenatal classes, which provide expecting mothers with information to prepare them for normal breastfeeding as well as about lactation maintenance during temporary separation.

	 
	 
	 
	•

	If baby is unable to breastfeed for medical reasons, encourage and facilitate frequent and regular skin-to-skin contact.


	Step 6: Formula should be made available only when medically necessary or upon request.
	 
	 
	 
	 
	•

	Inform the parents of the risks of introducing infants to formula as a breastmilk substitute or supplement.

	 
	 
	 
	•

	Do not offer formula without medical indication. Fully inform mothers who request formula about the risks of its use for her and her infant’s health. 

	 
	 
	 
	•

	Remove promotional substitutes from the hospital supply. This includes formula, company-sponsored discharge bags, feeding brochures, nametags, etc. Please consult the resource list for alternative products.


	Step 7: Rooming-in should be encouraged.
	 
	 
	 
	 
	•

	Keep mom and baby close with supportive, 24-hour rooming-in practices throughout their postpartum stay.

	 
	 
	 
	•

	When experiencing resistance to keeping the newborn in the same room, explore the reasons with the patient and work together to find solutions that reduce separation.


	Step 8: Encourage breastfeeding on demand.
	 
	 
	 
	 
	•

	Encourage close and regular contact for moms and babies, regardless of feeding method.

	 
	 
	 
	•

	No limitations should be set on frequency or length of feeding.

	 
	 
	 
	•


	 
	 
	 
	•

	Develop a nursing care plan to ensure that mothers are provided with adequate opportunities to rest, ensuring 24-hour rooming-in and demand breastfeeding.


	Step 9: Pacifiers and artificial nipples during the maternity stay should be discouraged. 
	 
	 
	 
	 
	•

	Discourage the use of artificial nipples such as pacifiers or bottles.

	 
	 
	 
	•

	If supplementation is required, alternative supplemental feeding methods that supply baby with mom’s milk should be considered first and highly encouraged.


	Step 10: Make community resources available to new moms.
	 
	 
	 
	 
	•

	Provide contact information for breastfeeding support and follow up after discharge. 

	 
	 
	 
	•

	Implement support groups, telephone follow-up, in-home visits, and other practices to help support and encourage mothers to continue breastfeeding.

	 
	 
	 
	•

	Involve and educate key family members in supportive practices after hospital discharge.


	This assessment is to serve as a self-reflection of the progress your hospital is making toward exclusive breastfeeding practices. Even one step in the direction of exclusive breastfeeding is a step toward healthier patients, practices, and communities.
	Source: Texas Department of State Health Services. WIC Nutrition, Texas Breastfeeding Promotion Activities. www.TexasTenStep.org
	Source: Texas Department of State Health Services. WIC Nutrition, Texas Breastfeeding Promotion Activities. www.TexasTenStep.org
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	Rationale
	Rationale
	Rationale
	Rationale
	Rationale
	Rationale
	(adapted from 2009  m benchmark report)*
	CDC
	 
	PINC


	Reported practice experience, 2011 Texas WIC Infant Feeding Practices Survey^
	Reported practice experience, 2011 Texas WIC Infant Feeding Practices Survey^
	 


	Ideal response indicating experience of recommended practice
	Ideal response indicating experience of recommended practice

	Percent reporting experience of the recommended practice
	Percent reporting experience of the recommended practice
	(red indicates desired response was 70%)*
	Figure



	Initial skin-to-skin contact
	Initial skin-to-skin contact
	Initial skin-to-skin contact

	Skin-to-skin contact improves infant ability to establish breastfeeding.
	Skin-to-skin contact improves infant ability to establish breastfeeding.
	1


	Baby placed skin-to-skin immediately after birth
	Baby placed skin-to-skin immediately after birth

	Yes
	Yes

	53.7%
	53.7%


	Able to hold baby for 30 minutes or longer in the first hour after birth 
	Able to hold baby for 30 minutes or longer in the first hour after birth 
	Able to hold baby for 30 minutes or longer in the first hour after birth 

	Yes
	Yes

	60.0%
	60.0%


	Initial breastfeeding opportunity
	Initial breastfeeding opportunity
	Initial breastfeeding opportunity

	Early initiation of breastfeeding increases overall breastfeeding duration and reduces a mother’s risk of delayed onset of milk production.
	Early initiation of breastfeeding increases overall breastfeeding duration and reduces a mother’s risk of delayed onset of milk production.
	 
	2


	Breastfed or attempted to breastfeed baby in first hour
	Breastfed or attempted to breastfeed baby in first hour
	 


	Yes
	Yes

	49.1%
	49.1%


	Initial feeding received after birth
	Initial feeding received after birth
	Initial feeding received after birth
	 


	Neonatal immune system development depends on transfer of specific antibodies through colostrum and is impaired by prior introduction of non-breast milk feeds.
	Neonatal immune system development depends on transfer of specific antibodies through colostrum and is impaired by prior introduction of non-breast milk feeds.
	 
	3, 4


	Received breastmilk at first feeding
	Received breastmilk at first feeding
	 


	Yes
	Yes

	65.1%
	65.1%


	Supplementary feedings
	Supplementary feedings
	Supplementary feedings

	The  and  Guidelines for Perinatal Care and Academy for Breastfeeding Medicine guidelines for supplementing feedings in healthyand hypoglycemic neonates all recommend against routine supplementation with formula, glucose water, or water.
	The  and  Guidelines for Perinatal Care and Academy for Breastfeeding Medicine guidelines for supplementing feedings in healthyand hypoglycemic neonates all recommend against routine supplementation with formula, glucose water, or water.
	AAP
	ACOG
	5
	6 
	7


	Exclusively breastfed during entire hospital stay
	Exclusively breastfed during entire hospital stay
	 
	 


	Yes
	Yes

	30.0%
	30.0%


	For infants who received formula, formula was given to the mother or infant by staff without the mother’s request
	For infants who received formula, formula was given to the mother or infant by staff without the mother’s request
	For infants who received formula, formula was given to the mother or infant by staff without the mother’s request

	No
	No

	24.0%
	24.0%


	Breastfeeding advice and counseling
	Breastfeeding advice and counseling
	Breastfeeding advice and counseling

	Effective breastfeeding relies on feeding in direct response to specific infant cues rather than scheduled frequency or duration of feedings.
	Effective breastfeeding relies on feeding in direct response to specific infant cues rather than scheduled frequency or duration of feedings.
	 
	8, 9


	Told how to recognize when baby is hungry
	Told how to recognize when baby is hungry

	Yes
	Yes

	89.4%
	89.4%


	Told to breastfeed whenever the baby wanted
	Told to breastfeed whenever the baby wanted
	Told to breastfeed whenever the baby wanted
	 


	Yes
	Yes

	74.3%
	74.3%


	Told to limit length of breastfeeding sessions
	Told to limit length of breastfeeding sessions
	Told to limit length of breastfeeding sessions

	No
	No

	32.3%
	32.3%


	Breastfeeding advice and counseling (continued)
	Breastfeeding advice and counseling (continued)
	Breastfeeding advice and counseling (continued)

	The  recommends pediatricians provide parents with complete, current information on the benefits and methods of breastfeeding to ensure that the feeding decision is a fully informed one. Patient education is important in order to establish breastfeeding.
	The  recommends pediatricians provide parents with complete, current information on the benefits and methods of breastfeeding to ensure that the feeding decision is a fully informed one. Patient education is important in order to establish breastfeeding.
	AAP
	10
	11, 12


	Assisted with breastfeeding 
	Assisted with breastfeeding 

	Yes
	Yes

	83.8%
	83.8%


	Pacifier use
	Pacifier use
	Pacifier use

	In-hospital pacifier use reduces duration of exclusive breastfeeding. The  position statements on breastfeeding and on sudden infant death syndrome  both recommend that pacifier use should be avoided until after breastfeeding is well established. 
	In-hospital pacifier use reduces duration of exclusive breastfeeding. The  position statements on breastfeeding and on sudden infant death syndrome  both recommend that pacifier use should be avoided until after breastfeeding is well established. 
	 
	13
	AAP
	10
	(SIDS)
	14


	Baby given pacifier while in hospital
	Baby given pacifier while in hospital

	No
	No

	32.4%
	32.4%


	Patient rooming-in
	Patient rooming-in
	Patient rooming-in
	 


	Rooming-in of mother-infant pairs increases infants’ opportunities to learn to breastfeed and increases duration and quality of maternal sleep.
	Rooming-in of mother-infant pairs increases infants’ opportunities to learn to breastfeed and increases duration and quality of maternal sleep.
	 
	15
	 
	16


	Baby spent one or more nights out of room
	Baby spent one or more nights out of room

	No
	No

	63.8%
	63.8%


	Roomed-in throughout hospital stay
	Roomed-in throughout hospital stay
	Roomed-in throughout hospital stay

	Yes
	Yes

	50.4%
	50.4%


	Assurance of ambulatory breastfeeding support-referral (note: mother’s experience of physical contact and of active reaching out were not assessed)
	Assurance of ambulatory breastfeeding support-referral (note: mother’s experience of physical contact and of active reaching out were not assessed)
	Assurance of ambulatory breastfeeding support-referral (note: mother’s experience of physical contact and of active reaching out were not assessed)

	Ensuring post discharge ambulatory support improves breastfeeding outcomes.
	Ensuring post discharge ambulatory support improves breastfeeding outcomes.
	 
	17, 18


	Mother given phone number for follow-up support
	Mother given phone number for follow-up support
	 


	Yes
	Yes

	69.1%
	69.1%


	Distribution of “discharge packs” containing infant formula
	Distribution of “discharge packs” containing infant formula
	Distribution of “discharge packs” containing infant formula

	The  and  recommend against distributing infant formula “discharge packs” because it reduces exclusive breastfeeding rates and implies health care professional endorsement of specific commercial items.
	The  and  recommend against distributing infant formula “discharge packs” because it reduces exclusive breastfeeding rates and implies health care professional endorsement of specific commercial items.
	AAP
	ACOG
	5, 19
	 
	20–22


	Received formula marketing “discharge bag”
	Received formula marketing “discharge bag”
	 


	No
	No

	22.0%
	22.0%




	*Centers for Disease Control and Prevention. Division of Nutrition, Physical Activity, and Obesity, 
	National Center for Chronic Disease Prevention and Health Promotion. 2009 National Survey of Maternity Care Practices in Infant Nutrition and Care Sample Benchmark Report. March, 2011.
	 
	 

	^Texas Department of State Health Services. 
	WIC
	The Texas 2011 WIC Infant Feeding Practices Survey was administered by the Texas Department of State Health Services with new mothers participating in the Texas Special Supplemental Nutrition Program for Women, Infants and Children (WIC). The survey examined factors associated with a mother reporting she did not breastfeed as long as she wanted to. 
	The prevalence of breastfeeding initiation for the sample population was 81.5 percent. More than half of the respondents (54.6 percent) who breastfed said they did not breastfeed for as long as they wanted. Hispanics were most likely, and whites were least likely to meet their personal breastfeeding goals. However, women who reported experiencing Ten Step maternity care practices were more likely to report that they were able to meet their personal breastfeeding goals, even when adjusting for other factors.
	Maternity Care Experiences
	Although the majority of respondents who initiated breastfeeding reported experiencing certain practices known to be supportive of breastfeeding, more than half said they did not experience evidence-based care practices such as breastfeeding in the first hour postpartum, breastfeeding exclusively during the hospital stay, avoiding the use of pacifiers, and avoiding the marketing of infant formula by facility staff.
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	The Women, Infants and Children (WIC) nutrition program serves low-income women and children who are nutritionally at risk. For more than 30 years, WIC has enabled pregnant women, new mothers, and young children access nutritious foods, nutrition education, and the opportunity to stay healthy. The program serves about 56 percent of all infants born in Texas and is free to those who qualify.
	The Women, Infants and Children (WIC) nutrition program serves low-income women and children who are nutritionally at risk. For more than 30 years, WIC has enabled pregnant women, new mothers, and young children access nutritious foods, nutrition education, and the opportunity to stay healthy. The program serves about 56 percent of all infants born in Texas and is free to those who qualify.
	Individuals Eligible for WIC 
	 
	 
	 
	 
	•

	Pregnant women (through pregnancy and up to six weeks after birth or after pregnancy ends)

	 
	 
	 
	•

	Breastfeeding women (up to the infant’s first birthday)

	 
	 
	 
	•

	Non-breastfeeding postpartum women (up to six months after the birth of an infant or after pregnancy ends)

	 
	 
	 
	•

	Infants (up to their first birthday)

	 
	 
	 
	•

	Children (up to their fifth birthday)


	WIC Benefits
	 
	 
	 
	 
	•

	Helpful nutrition information for mothers and families

	 
	 
	 
	•

	Breastfeeding education, assistance, and breast pumps

	 
	 
	 
	•

	Supplemental nutritious foods

	 
	 
	 
	•

	Screenings and referrals to other health and medical services

	 
	 
	 
	•

	Immunizations at some WIC clinics

	 
	 
	 
	•

	Referrals to social services

	 
	 
	 
	•

	Nutrition education and counseling at WIC clinics

	 
	 
	 
	•

	Follow-up support through peer counselors


	The Health Advantages of Exclusive Breastfeeding: A WIC Focus
	All WIC staff complete breastfeeding training. WIC’s prenatal breastfeeding education emphasizes the importance of exclusive breastfeeding for six months. Exclusive breastfeeding provides numerous physiological and psychological benefits for babies and new moms. It protects babies against infection and illnesses, lowers their risk for several chronic diseases, promotes mother/baby bonding, and reduces mothers’ risks for certain chronic diseases.
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	WIC clients learn prenatally about maternity practices that best support exclusive breastfeeding. However, WIC surveys show that many WIC moms encounter practices that are unsupportive of exclusive breastfeeding and that can result in early weaning. 
	WIC clients learn prenatally about maternity practices that best support exclusive breastfeeding. However, WIC surveys show that many WIC moms encounter practices that are unsupportive of exclusive breastfeeding and that can result in early weaning. 
	 

	The 2011 Texas WIC Infant Feeding Practices Survey questioned almost 9,700 mothers across Texas who received WIC services during the first year of their infants’ lives. Among respondents who initiated breastfeeding: 
	-

	 
	 
	 
	 
	•

	50.9 percent did not breastfeed their babies within the first hour after birth.

	 
	 
	 
	•

	Only 30 percent breastfed exclusively during their hospital stay. 

	 
	 
	 
	•

	78 percent of breastfeeding mothers reported they received a discharge bag containing formula from the hospital.


	How Your Hospital Can Help Improve Breastfeeding Outcomes
	The babies and mothers served by WIC need your help. Receiving consistent, evidence-based breastfeeding information starts in the WIC clinic prenatally and should continue through labor, delivery, and post discharge. Collaborating with your local WIC agency provides a unified message and creates a strong system of support for breastfeeding across all settings. The more Ten Steps to Successful Breastfeeding practices that your facility adopts and implements, the likelier WIC clients are to successfully estab
	-
	-




	RIGHT FROM THE START RESOURCE LIST
	RIGHT FROM THE START RESOURCE LIST
	RIGHT FROM THE START RESOURCE LIST
	RIGHT FROM THE START RESOURCE LIST

	This list of resources provides information to assist health professionals who want to move their hospitals closer to recommended maternity practices. 
	This list of resources provides information to assist health professionals who want to move their hospitals closer to recommended maternity practices. 
	Breastfeeding Policies and Practices: Introduction and Assessments
	Self-Assessment Guide • www.TexasTenStep.org
	The Texas Department of State Health Services (DSHS) offers a brief self-assessment guide describing various hospital practices supportive of exclusive breastfeeding.
	 

	Hospital-Specific Data
	DSHS has collected data demonstrating each hospital’s exclusive breastfeeding rate. This information is not public and is shared privately with individual hospitals. Regional and state-level data are also available. For questions about your hospital’s data received with this report, please email the State Breastfeeding Coordinator at julie.stagg@dshs.state.tx.us.
	 
	 

	Breastfeeding Policy Programs and Initiatives
	Texas Ten Step Program • www.TexasTenStep.org
	The Texas Hospital Association and DSHS developed this program in an effort to improve the health of Texas mothers and infants by promoting exclusive breastfeeding.
	Baby-Friendly Hospital Initiative • www.babyfriendlyUSA.org
	This global program sponsored by the World Health Organization and UNICEF encourages and recognizes hospitals and birthing centers that offer an optimal level of care for lactation.
	Growing Community: Breastfeeding Video • www.dshs.state.tx.us/obesity/GrowingCommunity.shtm
	View an inspirational video to see how breastfeeding is flourishing in El Paso, thanks to a local hospital and the Baby Café.
	Staff Education and Training
	Breastfeeding Trainings for Health Professionals • www.dshs.state.tx.us/wichd/lactate/courses.shtm
	Information includes training descriptions, a schedule, and how to register for courses such as Principles of Lactation Management, Lactation Counseling and Problem Solving, Evidence-Based Lactation Management, Mini Breastfeeding, Management Program I, Breastfeeding the Compromised Infant, Managing Breastfeeding Complications, Physician’s Breastfeeding Course, and Peer Counselor Trainer Workshop.
	Texas Health Steps Provider Breastfeeding Module • www.txhealthsteps.com/cms/?q=catalog/course/1870
	A free one-hour breastfeeding Continuing Education module for health-care professionals is available on the Texas Health Steps Online Provider Education portal.
	Texas Department of State Health Services’ Breastfeeding Training Module www.dshs.state.tx.us/wichd/lactate/courses.shtm (Coming Soon!)
	 

	The breastfeeding training module will be available at no cost, and lessons can be completed at an individual pace. This interactive module goes through an extensive breastfeeding curriculum and will offer continuing education units.
	Continuing Support for Breastfeeding
	Videos (Available for Only Cost of Reproduction) • www.dshs.state.tx.us/wichd/bf/videos.shtm
	Videos cover a variety of topics and are designed to educate patients but can also be used to help train hospital staff. All are available for the cost of reproduction, shipping, and handling. Examples: Pumping Breast Milk for Your Premature Infant, To Baby With Love/The Comfortable Latch, etc.
	Health Professional Toolstexaswic.dshs.state.tx.us/wiclessons/english/healthcare/wic-breastfeeding-promotion-and-support.asp
	 
	-

	Helpful information for health-care professionals, including diagnosis codes often used in lactation counseling.
	Health-Care Provider’s Guide to Breastfeeding iPhone Applicationtexastenstep.org/tools-and-resources/health-care-guide-to-breastfeeding/
	 

	This application puts evidenced-based protocols and recommendations for lactation management at your fingertips. The application includes guidance on lactation assessment, drug interactions and treatment of common maternal and infant conditions, as well as resources for training staff and improving hospital maternity care practices. Reference citations are included for all content.
	 

	Breastfeeding Brochures and Posters • www.dshs.state.tx.us/wichd/WICCatalog/contents.shtm
	Science-based, commercial-free forms, literature and other resources may be downloaded for use in facility breastfeeding support efforts. Print copies of these resources may be ordered at no cost by Texas Ten Step-designated facilities.
	 
	 

	Alternative-to-Formula Marketing Materials: Ban the Bag Toolkit • banthebags.org/category/tool-kit
	Ban the Bag is a national campaign offering alternatives to formula-marketing materials for hospitals. This toolkit provides background information, supporting data, educational materials, and alternative marketing resources.
	Statewide Lactation Support Hotlines • www.dshs.state.tx.us/wichd/bf/hotline.shtm
	These breastfeeding information and referral call lines are available to anyone in Texas. 
	Texas Breastfeeding Coalition • www.txbfcoalition.org
	A consortium of breastfeeding promotion groups, organizations, and individuals from across the state. Through the website, visitors can locate a local coalition and find information about local breastfeeding resources and support.
	 

	La Leche League • www.llli.org//web/texas.html
	An international, nonprofit, nonsectarian organization dedicated to providing education, information, support, and encouragement to women who want to breastfeed. Health-care professionals can refer their clients to a local chapter for breastfeeding support and can seek out continuing education opportunities and research.
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