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PREFACE  

The following dissertation, according to the North-West University (NWU) guidelines, has been 

submitted in article format. Two articles, included in this dissertation, will be submitted for 

publication (chapter 2 – literature review and chapter 3 – methodology and results of the study). 

Chapter 1 includes the study’s overview and background and chapter 4 addresses the 

conclusions, recommendations and limitations. This information has also been summarised in 

two articles (chapters 2 and 3), causing inevitable repetitions in the chapters and in the articles. 

The selected journal guidelines’ reference styles differ from that used in the other chapters. At the 

conclusion of each chapter a list of references is provided and one combined list at the end of the 

dissertation. The reference styles for the journals and the NWU differ. Thus, the reference style 

used in each chapter, is specified at the beginning of each chapter, where relevant to do so. 

A detailed outline of the ethics and rigour, applicable to this study, are provided in chapter 1, and 

are also summarised, where applicable, in the articles. Chapter 1 also presents a detailed 

description of the methodology used.  

According to the NWU guidelines, a draft article should be submitted simultaneously with the 

examination copies of a master’s dissertation. Therefore, the candidate decided to submit this 

dissertation in article format to disseminate valuable information to interested persons. This will 

meet the NWU’s requirements to submit a paper to an ISI-accredited journal.  

Letters to the editors had been submitted to the relevant journals and feedback has been received 

regarding the suitability of the articles for the selected journals. The journals have been informed 

that the articles form part of this master’s dissertation. In order to avoid incorrect plagiarism 

reports, the dissertation will only be placed on the NWU institutional repository after publication 

of the articles.  

In line with an international agreement, article 2 may only be submitted for publication after the 

article reporting on the international study had been accepted for publication as per agreement. 

As this international study’s report was published on the 10th of September 2018, this article will 

be submitted to the relevant journal as soon as the dissertation has been examined. 

Table 1A provides a summary of the affiliation team members and their involvements in 

conducting the current study.  
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ABSTRACT  

This study formed part of a larger study where a multi-country comparison was conducted to 

assess the level of implementation of the Neo-Baby-friendly Hospital Initiative (Neo-BFHI) in 

various neonatal wards in 36 countries. This study however focused on the South African data. 

Introduction and problem statement 

In 2009, the World Health Organisation (WHO) and United Nations International Children’s 

Emergency Fund (UNICEF) published an update of the Baby-friendly Hospital Initiative (BFHI) 

package and encouraged all concerned sectors of the health care system and other relevant 

settings to support the recommendation of encouraging exclusive breastfeeding (EBF). That 

same year, the Nordic and Quebec Working Group was formed to address BFHI for the special 

context of preterm and sick infants and their families. The working group has developed a unified 

expansion of the BFHI to neonatal wards ("Neo-BFHI"). The adaptation takes into consideration 

that neonatal wards provide various levels of neonatal care, ranging from care for extremely 

preterm infants and infants with serious medical/surgical conditions, to care for premature, late 

preterm, low birth weight, early term and full-term infants, who may require episodic or short-term 

monitoring or medical interventions. The Nordic and Quebec Working Group developed a self-

assessment tool to assist units in expanding BFHI to the neonatal ward environment. However, 

this self-assessment tool had not been tested and contextualised for the South African situation, 

and the level of compliance with the Neo-BFHI recommendations, in South African neonatal 

wards, was unknown. 

Research aim and objective 

This study aimed to measure the level of compliance with the recommendations for the Baby-

Friendly Hospital Initiative for Neonatal wards (known as Neo-BFHI) in a set of neonatal units 

across South Africa. The objective of this study was to provide baseline data regarding the level 

of compliance with Neo-BFHI in South African neonatal wards.   

Research design 

This study used a quantitative cross-sectional survey design. 

Research method 

Data were collected by using the questionnaire developed by the international working group. The 

respondents completed questionnaires, using EasyTrial online software. Respondents were 

instructed to ensure that each questionnaire was completed by the person/s with the best 



 

v 

knowledge about current breastfeeding practices in the ward. Respondents were reminded, 

during completion of the questionnaire, that the intention was to measure compliance with 

practices implemented in their neonatal wards at that time, rather than what they might be working 

towards. In order to participate, wards were not required to be working towards improving 

implementation of breastfeeding practices, hold BFHI-certified accreditation, or even be aware of 

the Baby-friendly Program. For most countries, the survey aimed to provide initial, baseline data 

about Neo-BFHI compliance and this was also the case for South Africa.  

Results 

A total of 48 completed questionnaires were received. South-Africa scored 76.5% compliance 

overall for neonatal wards complying with the Neo-BFHI recommendations.  The public hospital 

groups that participated, scored an average of 85.1%, while the participating private hospital 

groups scored 73.2%. The level 1 hospitals that participated scored an average of 89%.  

Furthermore, hospitals that are authorised to provide level 3 care, scored an average of 75%, 

whereas level 2 hospitals scored 92%.  

Conclusion 

South-African hospitals managed to score an overall compliance rate of 76.5% with the 

recommendations. The public hospital group scored higher than the private hospital groups. Level 

2 hospitals scored the highest, followed by level 1 hospitals; and level 3 hospitals had the lowest 

compliance scores.  

Keywords: Baby-friendly Hospital Initiative (BFHI); Neonatal; Neo-BFHI; Pre-term; Rooming-in; 

Kangaroo-mother-care (KMC), Neonatal units; Compliance with breastfeeding guidelines; 

Mother-baby-friendly Hospital Initiative (MBFHI). 
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CHAPTER 1: RATIONALE AND OVERVIEW 

1.1 INTRODUCTION 

Chapter 1 presents the background of the problem concerning the unknown levels of compliance 

with the Neo-BFHI recommendations in South African neonatal units, providing the rationale and 

an overview of the research study. The research aim and objectives, the methodology used as 

well as the ethical considerations will be discussed in this chapter. The Harvard reference style is 

used in this chapter (NWU Library Sources, 2012).  

1.2 BACKGROUND 

The Baby-friendly Hospital Initiative (BFHI) was conceived by the World Health Organization 

(WHO) in response to the 1990 Innocenti Declaration to protect, promote and support 

breastfeeding in maternity wards worldwide. This initiative strives to ensure that all hospitals, 

maternity facilities and communities become centres of breastfeeding support. Since the BFHI 

initiative was designed to support optimal infant and young child feeding, 156 countries assessed 

their hospitals, to identify at least one facility or ward to obtain BFHI designation (WHO & UNICEF, 

2009a:1). The BFHI entails ten steps towards achieving successful breastfeeding and adherence 

to the WHO International Code of Marketing of Breastmilk Substitutes (WHO, 1981:1).  

In 2002 the WHO identified the need for renewed support of EBF from birth to six months of age, 

and breastfeeding as appropriate complementary feeding for two years or longer (WHO & 

UNICEF, 2009a). Furthermore, in 2005, an assessment was carried out by the United Nations 

International Children’s Emergency Fund (UNICEF) in close collaboration with the WHO, 

regarding the progress and challenges associated with the sustainability of breastfeeding. This 

close collaboration culminated in the second Innocenti Declaration on Infant and Young Child 

Feeding (WHO, 2017:2). One hundred and seventeen countries completed the BFHI module and 

adopted BFHI as a national policy by January 2017, South-Africa being one of these countries 

(WHO, 2017:2). In South-Africa, a total of 176 hospitals obtained BFHI accreditation through an 

auditing process (UNICEF, 2005).  

Although BFHI was originally designed to ensure breastfeeding success of healthy, newborn 

infants born from healthy mothers, the benefits of breastfeeding and BFHI may be even more 

relevant for mothers and infants in the neonatal ward environment. Despite numerous challenges, 

there are several valuable attributes associated with the expansion of the BFHI to the neonatal 

setting such as EBF and Kangaroo Mother Care (KMC), which contribute to infant stability and 

maternal well-being (Benoit & Semenic, 2014). The valuable attributes, associated with such 

expansion, highlighted the importance of early initiation of breastfeeding for all newborn babies 
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(WHO & UNICEF, 2009a:2). The neonatal period refers to the period between birth and 28 days 

of age. Thus, neonatal wards refer to the wards where infants, from birth until one month (28 

days), are admitted (Harrison, 2012:1).  

Expansion of the BFHI initiative to include the neonatal ward context became more evident during 

the last few years. However, some criteria are difficult to meet in the neonatal ward setting, such 

as zero separation of mother and infant due to the medical condition of the mother, her infant or 

both (WHO, 2017). In response to these challenges, associated with neonatal wards, the Nordic 

and Quebec Working Group were established in 2016 with the aim to propose the expansion of 

the BFHI criteria, also known as the Ten Steps to Successful Breastfeeding, to suit the neonatal 

ward environment (Haiek & Maastrup, 2016).  This initiative was coined as the Neo-BFHI and 

was based on the original Baby-friendly Hospital Initiative: Revised, Updated and Expanded for 

Integrated Care - WHO and UNICEF - Original BFHI Guidelines developed 1992 - (WHO & 

UNICEF, 2009b). The proposed Neo-BFHI include three guiding principles, the adapted ten steps 

to protect, promote and support breastfeeding as well as educational materials for decision-

makers and staff members (Haiek & Maastrup, 2016). 

In order to disseminate the proposed expansion, the working group published a Neo-BFHI 

information package with a core document (Nyqvist et al., 2015), a self-appraisal tool, educational 

materials, a (confidential) external assessment tool and two peer-reviewed articles published in 

the Journal of Human Lactation. These two articles are: 1) Expansion of the Baby-friendly Hospital 

Initiative Ten Steps to successful breastfeeding into neonatal intensive care: expert group 

recommendations (Nyqvist et al., 2013) and 2) Expansion of the Ten Steps to successful 

breastfeeding into neonatal intensive care: expert group recommendations for three guiding 

principles (Nyqvist et al., 2012). Interested countries could register on the International Lactation 

Consultant Association (ILCA) website to download the first three documents and the registration 

process has provided a clear indication that the Neo-BFHI has global importance. Furthermore, 

the two articles presenting the Neo-BFHI expansion published in the Journal of Human Lactation 

in 2012 (Nyqvist et al., 2012; Nyqvist et al., 2013) remain among the journal’s ten most 

downloaded articles (3rd and 7th respectively).  

The Neo-BFHI self-appraisal tool was reviewed and validated for use in different countries across 

the globe.  In order to gather baseline information on the status of breastfeeding support in 

neonatal wards, a global survey was conducted aiming to validate the tool, and to enhance 

understanding of the level of compliance with Neo-BFHI in different participating countries.  This 

larger international study was initiated as collaboration between Quebec (Canada) and Norway, 

to assess compliance with the Neo-BFHI recommendations in neonatal wards in a set of 
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countries/regions. Furthermore, it aimed to conduct international comparisons of the level of 

implementation of the Neo-BFHI in neonatal wards in different countries. This comparison was 

possible because parallel research projects, using the same methodology, were conducted in 36 

participating countries. The self-assessment tool of the Neo-BFHI (as from the original 

international proposal) is available in Annexure A of this dissertation. Ethical approval for the 

international study was obtained from St. Mary’s Research Ethics Committee in Canada (see 

Annexure B). 

It is relevant for South Africa to participate in this international study because in South Africa up 

to 14% of infants are born with low birth weight and/or prematurity and admitted to neonatal 

intensive care units (NICUs), according to Lloyd and De Witt (2013). These infants could benefit 

most from EBF, but would also experience great exclusively breastfeeding challenges (Bonet et 

al., 2015).  However, limited literature is available on the implementation of BFHI in neonatal 

wards. In determining the current level of compliance with Neo-BFHI in South African hospitals, 

researchers should be able to determine the current status of compliance, test the self-

assessment tool for applicability in the South African context, compare the level of implementation 

of Neo-BFHI in different levels of care and types of hospitals and use this data to plan full scale 

implementation of Neo-BFHI in South Africa. However, the latter is beyond the scope of the 

current study. The South African study forms part of the larger international study. 

1.3 PROBLEM STATEMENT 

BFHI was expanded to include the neonatal context and coined the Neo-BFHI. The Nordic and 

Quebec Working Group developed a self-assessment tool to assist neonatal units in determining 

their own level of compliance with BFHI principles. The working group also initiated a larger study 

internationally to determine the level of compliance with the Neo-BFHI recommendations globally.  

However, South African neonatal wards did not use the Neo-BFHI self-assessment tool to 

determine the level of compliance with Neo-BFHI recommendations in the local setting. Thus, the 

level of compliance with Neo-BFHI recommendations in South African neonatal wards was 

unknown prior to the commencement of the current study’s investigation.  

1.4 RESEARCH QUESTION 

The research question formulated for the current study was: What is the level of compliance with 

the Neo-BFHI recommendations in neonatal wards across South Africa?  

1.5 AIM 

The study aimed to determine the level of compliance with the Neo-BFHI recommendations in 

neonatal wards across South Africa. This study is positioned within a larger international study 
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which aimed to form part of multi-country comparisons conducted to assess the level of 

implementation of the Neo-BFHI in various neonatal wards in 36 countries. 

1.6 OBJECTIVES 

The objectives of this study were to gather baseline data regarding the level of compliance with 

Neo-BFHI in South African neonatal wards, and to identify gaps in compliance with Neo-BFHI to 

compile recommendations for better practice.  It should be noted that this study forms part of a 

larger South African study that will explore more factors regarding Neo-BFHI compliance. 

1.7 RESEARCH METHODOLOGY 

The research methodology addresses the research design, study context, population, sampling, 

inclusion and exclusion criteria, recruitment of respondents and the informed consent process. 

1.7.1 Research design 

Quantitative research is research known to have its roots in logical positivism and to focus on 

measurable aspects (Brink, Van der Walt & Van Rensburg, 2012). A quantitative design with a 

cross-sectional survey was adopted (as proposed by the international study protocol) to 

determine the compliance of South African neonatal wards with Neo-BFHI recommendations, as 

perceived by neonatal staff members and managers,  The Neo-BFHI self-assessment tool, 

developed by the Nordic and Quebec Work Group (Haiek & Maastrup, 2016) was used as the 

research instrument. The Neo-BFHI self-appraisal tool has been adapted from the WHO BFHI 

self-appraisal tool with an expansion of the BFHI tool to accommodate special situations, such as 

sick and preterm infants, and their families. Data were gathered from 48 completed questionnaires 

during November and December 2017, making this study cross-sectional, since it is not current 

in nature, and is done at a specific point in time (Brink et al., 2012). 

1.7.2  Study context 

The context of the current study comprised all 187 South African hospitals, including different 

private hospital groups as well as the public sector with neonatal wards, providing different levels 

of care, irrespective of their BFHI accreditation status (Pattinson & Rhoda, 2014).  

Levels of neonatal care are not categorised in this report, although various levels of care have 

been described in the South African context.  Primary Health Care (PHC) facilities provide 

standard care including the examination of newborn babies, routine care of the healthy newborn, 

breastfeeding initiation within the golden hour, continuous breastfeeding support, provision of 

Anti-Retroviral Treatment (ART), management of minor problems and follow-up care (South 
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Africa, National Department of Health, Directorate: Child and Youth Health, 2008:6-7). These 

facilities may also provide 24-hour services, including KMC. District (level 1) hospitals provide 

routine care as well as care for sick newborns requiring intravenous therapy, nasogastric feeds, 

antibiotics, phototherapy and oxygen therapy [including nasal Continuous Positive Airway 

Pressure (CPAP). Sick infants who do not require ventilation, as well as stabile low birth weight 

(LBW) infants, are cared for at level 1 facilities (Lubbe, 2009). Regional (level 2) hospitals 

provide high level care, including standard inpatient care and care for LBW infants (weighing less 

than 1500 gram) and for infants with severe neonatal jaundice (especially those who need blood 

transfusions). Level 2 hospitals also provide care for infants with moderate to severe respiratory 

distress, severe Hypoxic Ischemic Encephalopathy (HIE), infants requiring Total Parenteral 

Nutrition (TPN), as well as simple neonatal surgical procedures (Lubbe, 2009). Tertiary (level 3 

and 4) hospitals provide intensive or specialised care for severely ill and fragile infants, including 

those requiring assisted ventilation. Sub-specialist care of infants with complicated conditions, or 

requiring complicated care, is also provided at level 3 and 4 facilities (South Africa, National 

Department of Health, Directorate: Child and Youth Health, 2008:15). Level 3 units are usually 

part of teaching hospitals and affiliated to universities’ medical schools (Lubbe, 2009). One 

hospital can provide more than one level of care, and therefore can have more than one unit, with 

different unit managers or with one unit manager.  

1.7.3 Population 

The current study’s population included all 187 neonatal wards in South-Africa providing different 

levels (level 1, 2 or 3) of neonatal care in both public and private sectors. Any type of ward was 

included (newborn nurseries, premature baby units, KMC units, high risk neonatal care units and 

NICUs).  No single documented and publicly available database provided information about the 

number, types and levels of neonatal wards in the public and private sectors in South Africa. Only 

the number of hospitals with maternity and associated neonatal facilities (N=187) are available 

from various platforms.  Therefore, a database was compiled as part of the current study, based 

on the findings of previous research studies (Lubbe, 2009) and the Saving Babies report 

(Pattinson & Rhoda, 2014).   

The level of care, rendered by the wards participating in the current study, was unknown and not 

shared by hospitals prior to the granting of ethical approval for the current study. Goodwill 

permission was obtained during the process of obtaining ethical approval. One private hospital 

group declined the invite to participation, although they were included, due to being involved in 

another study and they did not want to overload their staff members with research activities. Some 

provinces shared all their facilities’ details while others nominated some of their hospitals which 
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they regarded as fitting the inclusion criteria. Some provinces refused to share any biographical 

data prior to the granting of ethical clearance, since ethical approval was needed prior to sharing 

any information. An in-depth discussion is presented under ethical considerations (see section 

1.12 of this dissertation). 

1.7.4 Sampling 

The sample included the unit manager/s or equivalent (the person/s directly responsible for 

managing the neonatal ward, or a person who was knowledgeable about breastfeeding practices 

and culture in the ward) together with the professional experienced person responsible for 

providing breastfeeding support in the ward (if there was one).  These unit managers’ details were 

provided to the researcher after goodwill permission had been obtained to access the hospital 

and enrol the facility in the research.  It was assumed that the appointed unit manager would have 

sufficient knowledge about breastfeeding policies and practices in the relevant ward and could 

therefore be regarded as a breastfeeding specialist.   

Different levels of neonatal care units in the same hospital were included as separate wards/ 

respondents when different managers were responsible for different units. However, when 

different neonatal wards in one hospital were managed by one person, those units were included 

as one ward. 

1.7.4.1 Sample size 

A comprehensive database on neonatal wards in South Africa was compiled in preparation for 

the study. Based on other lists 187 neonatal wards should have been available (Pattinson & 

Rhoda, 2014; Lubbe, 2009). However, due to provincial and private ethical approval processes, 

only 133 units could be contacted by the researcher to obtain goodwill permission. From this 

potential sample only 69 facilities signed a letter of intent indicating their interest and willingness 

to participate in the current study. All 69 accessible facilities were invited to be included in the 

final sample and received links to the electronic Neo-BFHI compliance questionnaire. 48 

participated, amounting to a response rate of 70%. 

According to Gerrish and Lathelean (2015:271), questionnaires have low response rates. Since 

this number can be described as a small sample size (due to a small accessible sample) for 

quantitative research, the research team used an all-inclusive sampling technique.  

Table 1.1 provides a summary of the accessible sample available at the time of the current study’s 

data collection phase (November and December 2017). 
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Table 1.1:  Summary of population and sample 

 

Group/Province 
Estimated total 

number of hospitals 
with neonatal facilities 

Number of respondents 
(potential sample) that signed 

goodwill permission 

Accessible sample for 
this study (letter of 

intent) 

Known levels of neonatal services/ 
comments 

Private hospital group A  34 n = 14 n = 14 All hospitals included were level 3 

Private hospital group B 34 n = 26 n = 26 Only Vermont Oxford Network hospitals 

were included – all level 3 services  

Private hospital group C 36 n = 0 n = 0 All hospitals can provide level 3 services 

Northern Cape 10 n = 2 n = 2 Nominated two hospitals that fit inclusion 

criteria 

National central = 0  

Tertiary = 1 

Regional = 1 

District = 8 

Eastern Cape 43 n = 11 n = 1 National central = 1 

Tertiary = 3 

Regional = 1 

District = 38 

Western Cape 28 n = 17 n = 17 National central = 2 

Tertiary = 0 

Regional = 5 

District = 21 

Limpopo 35 n = 0 n = 0 National central = 0 

Tertiary = 2 

Regional = 4 

District = 29 
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Group/Province 
Estimated total 

number of hospitals 
with neonatal facilities 

Number of respondents 
(potential sample) that signed 

goodwill permission 

Accessible sample for 
this study (letter of 

intent) 

Known levels of neonatal services/ 
comments 

Mpumalanga 23 n = 6 n = 0 National central = 0 

Tertiary = 2 

Regional = 3 

District = 18 

Free State 21 n = 0 n = 0 National central = 1 

Tertiary = 0 

Regional = 5 

District = 15 

North West 17 n = 14 n =2 National central = 0 

Tertiary = 2 

Regional = 3 

District = 12 

Kwa-Zulu Natal  52 n = 41 n = 5 National central = 2 

Tertiary = 2 

Regional = 11 

District = 37 

Gauteng 23 n = 2 n = 2 National central = 4 

Tertiary = 0 

Regional = 9 

District = 10 
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Vermont Oxford Network (VON) is a non-profit group of more than 1200 hospitals (based in 

Canada) collaborating globally to improve neonatal care. 

1.7.5 Inclusion criteria 

This study included all public and all private hospitals in South Africa with neonatal wards which 

provide various levels of care. All types of wards were included in the current study, such as 

newborn nurseries, premature baby units, KMC units, high risk neonatal units and NICUs. A 

questionnaire was completed by the unit manager/s or equivalent person/s (directly responsible 

for managing the neonatal ward) or the professional experienced person responsible for providing 

breastfeeding support in the ward (if there was one).  Respondents were considered to be 

knowledgeable regarding breastfeeding practices and policies implemented in their wards and 

would therefore be able to complete the self-assessment tool providing the best available 

information on the topic.  

1.7.6 Exclusion criteria 

Neonatal wards were excluded from participation when: 

• No goodwill permission could be obtained (from the chief executive officer [CEO] or nursing 

services manager) prior to data collection as specified in the international protocol (see 

Annexure A). 

• Unit managers/representatives who had less than two years’ experience in specific units. 

The reason being that the best source of empirical data was required, and respondents with 

less than two years’ experience in their units might lack the necessary insight into their units’ 

operation.  

1.7.7 Recruitment of respondents 

Regarding the legal authority, firstly permission was granted by the international ethics committee 

(see Annexure B) to conduct the study in the different countries. Permission to conduct the study 

in South Africa was requested from the North-West University (NWU) and conditional approval 

was granted (see Annexure C). Permission was then sought from each provincial Department of 

Health via the National Health Research Database (NHRD), after submitting the international 

protocol together with the relevant documents. Next, approval was requested from the private 

hospital groups’ ethics committees. These permission letters are available in Annexure D. 

The next step in the recruitment process was to obtain the contact details of every neonatal ward 

in South Africa.  This information was not readily available, necessitating the consultation of 
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various sources in order to create a comprehensive database.  The South African survey leader 

has a contact list of hospitals, both private and public, with neonatal units and who had been 

contacted previously for training-related enquiries.  Furthermore, the researcher consulted 

various websites and professional networks to expand this list. Published contact details included 

South Africa facilities that provide maternity services and newborn services and possibly 

information about the number of annual births per facility.  However, the actual contact details of 

unit managers, together with demographic data such as numbers of neonatal beds and level of 

provided neonatal care had not been published anywhere.  

The next step was to contact provincial sub-district head offices to obtain goodwill permission for 

the study in the provinces because the provinces provide public health services in South Africa. 

Thereafter the provincial maternal, child, and woman’s health coordinators were also contacted, 

who in turn provided the research team with the contact details of the District Clinical Specialist 

Team (DCST) coordinators.  In cases where the provincial coordinator could not provide contact 

details of neonatal wards, these details were gathered by phoning each hospital individually 

requesting the contact details of the hospital managers and/or CEO’s.  This list could then be 

used to obtain goodwill permission from individual facilities. An information letter together with a 

‘letter of intent’ was sent by e-mail to each CEO, who returned these signed documents to the 

research team.  The CEO (or clinical manager in some instances) was requested to provide the 

contact details (telephone numbers and email addresses) of the person they regarded as being 

most suitable to participate in the survey.  This was mostly the neonatal unit manager or neonatal 

medical manager. The Health Research Ethics Committee (HREC) of the NWU granted full ethical 

clearance after submission of the goodwill permissions and/or study permissions received from 

the facilities participating in the current study (Annexure C).   

1.7.8 Process of obtaining informed consent 

An introductory e-mail message was sent to each potential respondent inviting him/her to 

participate in the current research project. This message included a copy of the informed consent 

(see Annexure E for informed consent) for the respondent’s perusal and records.  This message 

contained the project title and information, the institutional details, the contact details of the 

researcher and an URL link to route the respondent to the questionnaire via EasyTrial, which 

served as a questionnaire administration tool. As a respondent followed the link, the informed 

consent formed a barrier to access the questionnaire and the respondents would first have to 

click on “accept”, confirming his/her consent to participate in the research, in order to gain access 

to the questionnaire. If a respondent clicked on “decline”, the questionnaire could not be opened 

and he/she would have to exit the site. 
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The respondents, participating in the current study, were not in subservient positions. They could 

freely choose whether to participate, withhold any information they deemed necessary and 

withdraw from the study at any time without fear of retribution. Any questions could be posed to 

the researcher via email, data message or telephone, since the contact details of both the 

researcher and the study’s supervisor were available in the consent form and introductory email. 

Following recruitment and obtaining informed consent, data collection commenced. 

1.8 DATA COLLECTION 

Data collection is defined as gathering information relevant to the purpose of a study (Burns & 

Grove, 2010:524). An online survey software program, namely EasyTrial, was used to send the 

data collection tool to the respondents. EasyTrial is an online clinical trial management system 

used by healthcare professionals. This software consists of clinical trial tasks (operational and 

logistical) to ensure that healthcare professionals can use their time efficiently (Anon., 2016).  The 

next section will describe the data collection tool and processes used during the current study.  

1.8.1 Data collection tool 

The Neo-BFHI Self-Appraisal Tool was modelled after the original BFHI self-appraisal tool 

published in the WHO/UNICEF BFHI package, “Section 4: Hospital Self-Appraisal and 

Monitoring” (WHO & UNICEF, 2009a). Although developed to measure readiness for external 

assessment or to monitor continued compliance of designated facilities, the tool could also be 

used for planning, research or quality-improvement exercises. Using the Neo-BFHI as a 

framework, the tool assesses compliance with a set of criteria formulated for each of the Three 

Guiding Principles, the Neo-BFHI Ten Steps and the Breastmilk Substitute Code. For the purpose 

of the current survey, the Self-Appraisal Tool has been adapted by the Nordic and Quebec 

working group, according to evidence-based information in the Neo-BFHI core document (Haiek 

& Maastrup, 2016), and renamed the Neo-BFHI Self-Assessment tool. The questionnaire has 

been organized according to the components of the Neo-BFHI document. Statements are based 

on experts’ experiences of the Three Guiding Principles, expanded Ten Steps and the Code to 

assess their level of implementation in neonatal wards (Nyqvist et al., 2015). The tool also 

includes a hospital data sheet describing the participating neonatal wards (see Annexure F), but 

a brief explanation of the Three Guiding Principles and Ten Steps, as found in the data collection 

tool, follows: 

• Guiding principle 1: Staff members’ attitudes toward the mothers must focus on each 

individual mother and her situation. 
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• Guiding principle 2: The facility must provide family-centred care, supported by the 

environment.  

• Guiding principle 3: The health care system must ensure continuity of care from 

pregnancy till after the infant’s discharge from hospital.  

• Step 1: Have a written breastfeeding policy that is routinely communicated to all health care 

staff members. 

• Step 2: Educate and train all staff members about the specific knowledge and skills required 

to implement the policy. 

• Step 3: Inform hospitalized pregnant women, at risk of preterm delivery or birth, about a 

sick infant’s benefits of breastfeeding and the management of lactation and breastfeeding.  

• Step 4: Encourage early, continuous and prolonged mother-infant skin-to-skin 

contact/KMC. 

• Step 5: Show mothers how to initiate and maintain lactation, and establish early 

breastfeeding with infant stability as the only criterion.  

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

indicated. 

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

• Step 8: Encourage demand breastfeeding or, when needed, semi-demand feeding as a 

transitional strategy for preterm and sick infants.  

• Step 9: Use alternatives to bottle feeding at least until breastfeeding is well established, 

and use pacifiers and nipple shields only for justifiable reasons.  

• Step 10: Prepare parents for continued breastfeeding and ensure access to support 

services/groups after discharge from hospital.  

The Neo-BFHI Self-Appraisal Tool was compiled and adapted specifically for this research by the 

international Nordic and Quebec Working Group, and consists of short, closed-ended questions, 

with some options to substantiate an answer, where applicable. These questions are easily 

comprehensible and easy to complete. There are three options: 

• Yes or No (or “Don’t know” for certain statements), 

• Five-point Likert scale ranging from “Never” to “Always” 

• Five-point Likert scale ranging from “None” to “All”. 

The questionnaire has also been translated into Danish and French and was pilot tested in the 

United Kingdom, Quebec, France and Denmark (in English, Danish and French) to determine 

face and content validity. The pilot test was done by healthcare professionals involved in BFHI 

and/or neonatal care and resulted in the reduction of the number of questions. Questions that 
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were hard to measure or could be easily biased, were deleted. Questions that almost measured 

the same information were also deleted. Questions that could be misunderstood were improved, 

especially negative questions. Instructions on how to answer some questions were added and 

some Likert scales were changed to improve the structure. A section, with questions about 

breastfeeding rates in neonatal wards, was removed and all questions about having a protocol 

were combined into one new question. The tool was then ready for use in participating countries 

across the globe (Maastrup et al., 2018:3). The tool may cause mild fatigue and boredom, since 

it took approximately 30 minutes to complete, but since the topic was relevant and of interest to 

the population, fatigue and boredom were prevented.  

1.8.2 Data collection process 

An URL link to the questionnaire was sent to each neonatal ward, who signed a letter of intent, 

with an introductory letter by e-mail, after informed consent had been received from the hospital’s 

CEO. To access the EasyTrial website, hosting the questionnaire, the respondent would first have 

to click on “accept”, confirming his/her consent to participate in the research. After accepting, the 

respondent gained access to the questionnaire and could complete the self-assessment tool 

electronically on the website. Respondents could exit the questionnaire before completion and 

return later. When done, the completed questionnaire was submitted directly via the EasyTrial 

website and data were received by the international principal investigator in charge of supervision 

of the data collection. If a hospital had more than one neonatal ward, with more than one manager, 

each ward received its own self-assessment tool with a unique URL link and respondent code. If 

a hospital had multiple wards but one unit manager responsible for all these wards, only one 

questionnaire needed to be completed. The instructions specified that the questionnaire should 

be completed by the neonatal ward head nurse or equivalent (that is the person directly 

responsible for managing the neonatal ward/s) together with the professional experienced person 

responsible for providing breastfeeding support in the ward (if there was one). The respondents 

could consult other health care professionals in the neonatal ward if necessary to do so. The 

submitted completed questionnaires were emailed directly to the statistical analysis team. When 

required, the researcher sent reminders three, five and six weeks after the initial message (by e-

mail followed by a phone call) to those who did not respond.  

In order to monitor the rate of participation, the researcher kept a list of the numbers of both 

distributed and completed questionnaires. When known, the neonatal ward level of care was 

added to the list. This enabled a better description of the nature of neonatal wards which 

responded and those that failed to respond. Each questionnaire was electronically labelled with 

a unique code. However the code and identifiable details were stored in different places.  Only 
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the researcher could match the code and unit details identifying respondents who needed 

reminder messages. The international principal investigator (PI) only received the coded, 

anonymously completed questionnaires from the Easy Trial software as exported to MS Excel 

(version 15.0.5127.1000) by the international PI and returned to the country survey team, who 

then analyzed the data to address the aim and objectives of the current study. 

1.9 RELIABILITY OF THE INSTRUMENT 

Nursing managers of all neonatal wards in South-Africa were invited to evaluate each unit’s level 

of compliance with the Neo-BFHI, using the international self-assessment tool of policies and 

practices to protect, promote and support breastfeeding in neonatal wards. 

Reliability occurs when an instrument measures the same thing more than once and results in 

the same outcomes (De Vos et al., 2011:75). As discussed in section 1.8.1 of this dissertation, 

an international pilot study had been conducted to assess the instrument’s reliability. The Neo-

BFHI Self-Assessment instrument was not tested for reliability, it was however pilot tested to 

ensure face validity and content validity. It is modelled after the original BFHI Self-Appraisal tool.  

Validity refers to the extent to which an empirical measure adequately reflects the real meaning 

of the concept under consideration (Babbie, 2007:146). The validity of the international study, of 

which the current study formed part, has been discussed in section 1.8.1 of this dissertation. 

1.10 DATA ANALYSIS 

Compliance with each criterion was measured by analyzing the “correct” answers. In the case of 

Yes/No answers, the answer YES was considered as being “correct”. Likert scale responses were 

dichotomized and the more favorable options were considered to be correct. 

To summarize compliance, composite scores were constructed for each guiding principle and 

step (partial scores) and for all Three Guiding Principles, Ten Steps and the Code (global scores). 

To build the Guiding Principle/Step Partial Compliance Score, a value of 1 or 0 was attributed to 

each criterion measured by the relevant self-assessment statement depending on the ward’s 

compliance. The score was then calculated by adding all the points attributed to each criterion of 

the given Guiding Principle/Step divided by the maximum number of points that could be 

accumulated if the ward had been compliant with all criteria, resulting in a score ranged from 0 

(no compliance with Neo-BFHI criteria) to 1 (complete compliance with Neo-BFHI criteria). Global 

Compliance Scores were obtained thereafter by adding the Partial Compliance Scores, varied 

from 0 to 3 for the Guiding Principles, and from 0 to 10 for the Neo-BFHI Ten Steps. The Code 
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Global Compliance Score was calculated in the same way as the partial score, ranging from 0 to 

1.  

Descriptive statistics were used to quantify compliance with Neo-BFHI criteria and to describe the 

distribution among participating facilities. Means were used. Means or averages are the most 

common measures of central tendency and refer to the average value of a group of numbers 

(Sykes et al., 2016:275).  

Data capturing was coordinated in Quebec by one of the principal investigators. However, 

descriptive statistics were computed by the master’s student with the assistance of a statistician 

and the study’s supervisor. The research did not aim to test the tool’s validity as it had already 

been demonstrated at the international study level, but it aimed to measure the South African 

neonatal units’ compliance with the Neo-BFHI criteria. 

The tool was adapted from the self-appraisal tool in the Neo-BFHI package (Nyqvist et al., 2015). 

The tool was modelled after the BFHI “Section 4: Hospital Self-Appraisal and Monitoring” 

(WHO/UNICEF, 2009b). Thereafter, the questionnaire was pilot tested for face and content 

validity in Quebec, Denmark, the United Kingdom, and France by 11 persons. Statements that 

was hard to measure or repetitive, and those referring to the content of ward protocols were 

grouped into one statement (Maastrup et al., 2018). These changes were done after the pilot 

study was done.  

1.11 RESULTS 

The compliance rate of participating neonatal units in South Africa ranged from 75% to 90%, with 

an average percentage of 76.5% for the entire country. Public hospitals scored 85.1% compared 

to private hospitals which scored 73.2%. It appears that all wards performed poorly concerning 

step 9 (use of alternatives to bottle feeding at least until breastfeeding is well established, and 

use pacifiers and nipple shields only for justifiable reasons) scoring an overall 71.0%. Staff 

members’ attitudes towards the mothers (guiding principle one) showed good compliance rates 

in both public and private hospitals (neonatal wards in public hospitals scored 100% whereas 

those in private hospitals scored 90%). The results are portrayed graphically in chapter 3 of this 

dissertation.  

1.12 ETHICAL CONSIDERATIONS 

During the current study, all ethical codes for the protection of human research respondents, as 

well as obtaining ethical and scientific clearance prior to data collection, were adhered to, as 

discussed in the following sections of this chapter.  
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1.12.1 Obtaining permission to conduct the study and obtaining informed consent from 

the respondents 

Permission for the current study was obtained under the larger study application with ethical 

approval number from the NWU HREC (NWU-00020-17-A1-01). The process of obtaining 

permission and informed consent was discussed in section 1.7.7 of this dissertation.  

Even though a National Health Research Database (NHRD) existed at the time of obtaining 

ethical approval for this study, it was impossible to obtain approval on a national level. Approval 

applications were done on the NHRD, but per province. Although there were some similarities in 

the process, each province added its own extra requirements, which will be elaborated upon in 

the relevant sections of this chapter.  

For the Eastern Cape and North West provinces, the research applications were submitted via 

the NHRD that forwarded the application to the provincial ethics offices. After review by these 

offices, additional information was requested from the applicant, including proof of ethical 

approval granted by the NWU HREC. Following approval by the provincial ethics committee the 

applicant was provided with a list of related hospitals containing contact details of each hospital’s 

contact person such as the CEO, head of department (HOD) or unit manager (UM); or contact 

details of a provincial committee such as the DCST team.  

In other provinces (Gauteng, Western Cape, Northern Cape and Mpumalanga) permission was 

requested via the NHRD and directed to a sub-district committee which sent a letter of permission 

(obtained from the hospital by the committee representative) to the researcher. The researcher 

thus never knew which hospitals were informed about the research and/or which hospitals 

declined participation. Only after many email exchanges and close to the cut-off time for 

participation, it became clear that tertiary hospitals were excluded from participation during the 

provincial application process. 

One province (Kwa-Zulu Natal) provided the researcher with a list of all hospitals providing some 

sort of neonatal care services applicable to the study. The researcher contacted each hospital on 

the list, one by one, to obtain contact details for every CEO. The researcher experienced 

numerous challenges to find all the correct contact details to obtain informed consent including 

the unavailability of the CEO/relevant person to grant consent, Internet and email systems being 

offline and outdated contact details.  

The NHRD of the Limpopo Province directed the request for permission to a person who was not 

designated to give permission. This only became evident when the province invited researchers 
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to present their research findings at a provincial research day when it became clear that the 

relevant person had never received the application. Timely permission could not be obtained.  

The ethics committee of the Free State Province did not manage to give permission before the 

deadline, excluding participation of this province in the current study.  

1.12.2 Anonymity 

Anonymity means that no one, including the researcher, should be able to identify any respondent 

(De Vos et al., 2011:120). Anonymity will be protected in any report or publication. All records 

were handled with the strictest confidence and only the research team had access to the data. All 

data were summarized and no individual would be identifiable in any report. All data were coded 

to ensure anonymity. Since a comprehensive data base was needed to contact potential 

respondents by means of reminders and when disseminating the results of the study, the country 

survey leader had a list with identifiable data for each neonatal ward on a password protected 

computer.  This list was coded and each questionnaire received a unique code, which was 

emailed directly to the respondents via a secure data collection software program.  The statistical 

analysers only received the completed, coded questionnaires and were unable to link responses 

to specific respondents.  The detailed data list and the list with the unique codes were stored in 

separate places.  

1.12.3 Confidentiality 

Confidentiality implies that only the researcher should be aware of the identity of respondents (De 

Vos et al., 2011:120). Only the researcher had access to the raw data. All data were handled with 

confidence, and the data were summarized and no individual respondents could be identified. 

Confidentiality was assured by strict maintenance of the respondents’ contact details, such as cell 

phone numbers, since only the researcher managed all communication, including invitations to 

participate in the current study, reminders to return the completed questionnaires and invitations 

to attend a session on the dissemination of the current study’s results. These contact details are 

stored on a password protected computer and will never be shared with anyone without 

permission from the respondents. 

1.12.4 Justification for conducting the research study 

At the onset of the current study there were no research reports addressing the compliance of 

Neo-BFHI in South-Africa. Thus, by working together with the Nordic-Quebec Working Group the 

current South African study could contribute to the international study conducted in 36 countries.  

This study was not initiated by the WHO, although it provided BFHI information to the WHO. While 
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compiling the current research report, the WHO published an update of the original Ten Steps 

(April 2018) and this update integrates the Neo-BFHI recommendations (WHO & UNICEF, 2018).  

1.12.5 Respect for respondents 

Respondents were treated fairly. This study used all-inclusive sampling, so the entire population 

was invited to participate in the study. No persons were included or excluded for the benefit of the 

researchers.  

1.12.6 Benefit-risk ratio analysis 

The following table summarises the risks of the current study and specified precautions taken to 

address these risks.  

Table 1.2:  Summary of study risks and precautions 

RISKS PRECAUTIONS 

The risks for this study included the 

personal time that it took to complete the 

questionnaire (approximately 30 minutes), 

which might have caused mild fatigue and 

boredom while completing the 

questionnaire. 

The topic was relevant and of interest to the study 

population.  

The respondents were informed about the time required 

to complete the questionnaire. These risks were 

addressed by ensuring that the topic was relevant and of 

interest to the study population. The questionnaire could 

be accessed at any convenient time for the respondent 

and a user-friendly questionnaire administration tool 

(EasyTrial) was utilized.  The questionnaire could be 

completed during several sessions and did not have to be 

finished during one uninterrupted session.  

Due to the nature of the current study the respondents did 

not have to travel and they were not inconvenienced and 

incurred no travel costs. 

Due to the online nature of the survey, the respondents 

were able to complete the questionnaires in the comfort of 

their offices and/or homes to limit the possibility of losing 

working time, fatigue, discomfort and/or boredom.  
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RISKS PRECAUTIONS 

Financial implications  The respondents used minimal amounts of data to 

complete the questionnaire, implying no financial 

implications. As the respondents did not need to travel to 

complete questionnaires, no travel expenses were 

incurred. 

There might have been an emotional risk 

to respondents, if they realised during the 

completion of the questionnaires that they 

did not comply with the Neo-BFHI 

guidelines and were possibly providing 

sub-optimal care to their neonatal 

patients. 

In the event that a respondent felt distressed, she/he could 

immediately contact the researcher to arrange for the 

respondent and his/her staff members to be informed about 

sources for the implementation of the intervention. No such 

event happened. 

 

 
Table 1.3:  Direct and indirect study benefits that the current study might have had for the 

respondents. 

Table 1.3:  Direct and indirect study benefits 

Direct benefits for respondents 
Indirect benefits for society at large or for the 

researchers/institutions 

There was no direct benefit for respondents during 

the course of the research. However, after the data 

had been collected and results had been shared 

with respondents, they might benefit from adapting 

their care to be aligned with international 

standardised care for their patients and thereby 

improve patient care and neonatal outcomes.  

This study is beneficial for determining the level of 

compliance with the Neo-BFHI in South African 

hospitals, providing baseline data for future 

research. 

It further aimed to inform the WHO about the 

expansion of BFHI to neonatal wards as part of the 

international study.  

As a result of the implementation of the Neo-BFHI, 

neonatal care and health outcomes could improve. 

Based on the current study’s results, 

recommendations will be formulated for the 

implementations of the Neo-BFHI in South African 

hospitals.  

The above specification of risks and benefits indicates that the benefits outweighed the risks. 
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1.12.7 Reimbursement of study respondents 

There was no remuneration of the current study’s respondents, since the cost of participation by 

completing a questionnaire online, was negligible and involved no financial risks.  

1.13 DATA MANAGEMENT 

Once the respondents had submitted the completed questionnaires, they were automatically sent 

(via the software system) to the responsible data capturer. Information captured from the 

EasyTrial responses by the international PI, was shared with the researcher for analysis. Data 

were exported from EasyTrial to an MS Excel (version 15.0.5127.1000) workbook according to 

the questionnaire’s items. This MS Excel sheet was sent to South Africa via secured email. The 

data, provided in an MS Excel spreadsheet format, were saved on a password protected 

computer of the researcher and will be kept until no more studies will be done for this international 

project. During data collection, only the student, her supervisor and the survey’s leader had 

access to the database. No one has access to the completed questionnaires except the 

statistician, data capturer and researchers. 

1.14 DISSEMINATION OF RESEARCH RESULTS 

In the following column summarises the dissemination of the current study’s results. 

What? International article: Reporting international survey results (not part of this study) 

Results of the international study have been published in a peer-reviewed journal 

(Maastrup et al., 2018) (see Annexure G). As agreed at the onset of the study, Ragnhild 

Maastrup is the first author and Laura Haiek the last author. Co-authors included those 

who contributed substantially to the completion of the questionnaire in their region/country 

and to the writing of the manuscript. Co-authorship was discussed individually to take into 

account the situation of each setting. International study only included the country survey 

leaders as authors, as agreed at the onset of the larger study. Each country received a 

copy of their own data, but was asked not to publish their data before the joint report had 

been published.  

Article one: (Literature review of South African study) 

This article, comprising the literature review (see chapter 2 of this thesis), will be submitted 

to the Journal of Human Lactation.  
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Article two: (South African results) 

The South African data have been compiled as an academic article (see chapter 3 of this 

dissertation) and is ready for submission to the Journal for Mother and Child Nutrition. 

Presentation of the results will be done at various local and international conferences.  

Both articles will be submitted to the respective journals after the examination processes 

of the dissertation have been completed.  

How? The dissertation is presented in article format (see chapters 2 and 3 of this dissertation), 

and these articles will be submitted for publication after the examination of this dissertation. 

As soon as the articles have been published, they will be sent to the national and local 

Departments of Health and private hospital groups, and all the respondents will receive an 

URL link to the article via a message system. The current study’s findings will be presented 

at relevant provincial research days (if invited) and at those of private hospital groups. All 

respondents will be invited to these presentations, and receive an URL link to the power 

point presentation via a message system. 

The article will be shared with all hospitals that participated. These results have been 

presented at the Dr. Kenneth Kaunda District research day (during July 2018) and at the 

North West Provincial Research Conference (March 2019).  Individualized PDF reports 

were prepared and sent to each participating unit and hospital group. 

When?  The international article (as found in annexure G), regarding the larger project, has been 

published in the journal of Mother and Child Nutrition and is published at 

https://www.ncbi.nlm.nih.gov/pubmed/30198645 (Maastrup et al., 2018).  

To whom? The article will be sent to the ethics committees of each province, and an URL link will be 

sent to the respondents via email.  The presentation will be made to whoever the 

Department of Health and private hospital groups invite, and all the respondents will be 

invited to the presentations, and sent an URL link to the power point presentations. 

 

1.15 RESEARCH REPORT STRUCTURE 

This dissertation has been structured according to the article format guidelines of the NWU.  

Chapter 1: Overview of the study 

Chapter 2: Article 1 – The importance of BFHI in neonatal units: a review of the literature. 

Journal of Human Lactation. (Will be submitted after the examination of the 

dissertation) 
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Chapter 3: Article 2 – The article titled: Compliance with the Baby-friendly Hospital Initiative 

for Neonatal Wards (Neo-BFHI) in South Africa, will be submitted after the 

examination of the dissertation to the Journal for Mother and Child Nutrition. 

Chapter 4:  Conclusions, limitations and recommendations 

Since chapters 2 and 3 are in article format, some duplications are inevitable in order to comply 

with the guidelines of the respective journals and with the NWU’s requirements. 

1.16 SUMMARY 

The background information highlighted the need for expansion of the Neo-BFHI to neonatal 

wards in different countries. This expansion led to the Nordic and Quebec working group’s 

development a self-assessment tool to assist units with this expansion.  However, this self-

assessment tool had not been tested nor contextualised in the South African context. This 

problem statement inspired the researcher to ask the following research question: What is the 

level of compliance with the Neo-BFHI recommendations in neonatal wards across South Africa? 

The current study aimed to measure the level of compliance with the recommendations for the 

Neo-BFHI for neonatal wards across South Africa. This study formed part of a larger study where 

multi-country comparisons were conducted to assess the level of implementation of the Neo-BFHI 

in various neonatal wards in 36 countries. The objective of the current study was to gather 

baseline data regarding the level of compliance with Neo-BFHI in South African neonatal wards. 

The most suitable research design was selected, namely a quantitative cross-sectional survey 

which was the most relevant method to gather the best information to answer the research 

question. A discussion of the ethical considerations pertaining to the current study, addressed 

issues of permission and informed consent, anonymity, confidentiality, justification for the 

research study, respect for the researcher, benefit-risk ratio analysis as well as the remuneration 

of the study’s respondents. Lastly an explanation of the proposed chapters of the dissertation was 

provided. In line with dissemination of scholarly work, this dissertation will be presented in article 

format. Chapter 2 will be presenting the literature review on the importance of BFHI in neonatal 

units. 
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CHAPTER 2: THE IMPORTANCE OF BABY-FRIENDLY HOSPITAL 

INITIATIVE IN NEONATAL UNITS: A REVIEW OF THE LITERATURE 

2.1 Chapter aim and outline 

In the following chapter, the literature review is presented in article format. Other researchers and 

clinical practitioners might find this literature review interesting and it could contribute to future 

research and to improving neonatal care. Presenting the literature review in article format is a 

useful method to make it easily readable while providing a thorough discussion of the literature 

available about this topic. This literature review helped the researcher to identify a gap in the 

literature and to formulate a worthwhile research question for the empirical part of the study. The 

guidelines stipulated by the Journal of Human Lactation (JHL) were used to format this chapter 

and can be found in Annexure H. The American Psychological Association (APA) referencing 

style was used as prescribed by the JHL.  

This article will be submitted to the JHL for publication. The journal will be informed that the 

article forms part of a master’s degree dissertation and that the latter will only be loaded on the 

North West University’s repository after all the articles have been published to prevent a false 

plagiarism report.  

Word count of Article: 2613 words 

Word count of Abstract: 306 words 
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Abstract 

Background 

The World Health Organization (WHO) launched the Baby-friendly Hospital Initiative (BFHI) in 

the 1990s in response to the Innocenti Declaration to protect, promote and support breastfeeding 

in maternity wards worldwide. The benefits of breastfeeding are widely known and accepted.  The 

implementation of BFHI in the neonatal ward setting could benefit ill and at-risk infants, since 

challenges such as mother-infant separation and infant morbidity could hamper breastfeeding 

success.  

The Nordic and Quebec Working Group proposed an expansion of the BFHI to neonatal wards, 

known as Neo-BFHI and this paper aims to provide some evidence to support the need for BFHI 

in a neonatal ward context (Maastrup, Haiek, & Neo, 2018). 

Review aim 

The aim of this review is to explore the literature on BFHI and to demonstrate the importance of 

the implementation of the Neo-BFHI in the neonatal context. 

Methods 

The keywords Breastfeeding; BFHI; Neonatal; pre-term; KMC; Neonate; Baby-friendly hospital 

initiative; Rooming-in; separation; Neonatal units were used in a systematic manner to conduct a 

comprehensive search of the literature to provide an in-depth description of the relevance of BFHI 

in a neonatal ward setting.  A thematic analysis of the selected articles was conducted and 

concluded with evidence supporting the Ten Steps of the BFHI in a neonatal context.  
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Result 

BFHI is considered to be an evidence-based program that improves breastfeeding outcomes, but 

primary research on this topic has been limited (Howe-Heyman & Lutenbacher, 2016). According 

to the WHO and UNICEF (2009a), BFHI contributes to improved health outcomes for women and 

infants, and enhanced maternal-infant bonding. While BFHI is a great initiative in the healthy, full 

term birth environment, it could be even more beneficial in the high-risk neonatal environment, 

such as neonatal wards (Nyqvist et al., 2013). 

Conclusion 

Expanding the BFHI to the neonatal units could benefit ill and at risk neonates and its 

implementation should be seriously considered and further researched. 
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The importance of BFHI in neonatal units: a review of the literature – to be 

submitted to the Journal of Human Lactation after the conclusion of the 

examination processes 

Key messages 

• Research regarding the importance of the Baby-friendly Hospital Initiative was needed to 

prove the importance of the Baby-Friendly Hospital Initiative specific to neonatal units.  

• There is a significant correlation between the importance of implementation of the Baby-

Friendly Hospital Initiative in healthy infants. This correlation emphasizes the much bigger 

need for Baby-Friendly Hospital Initiative to be implemented into the neonatal units, where 

it is even more beneficial for sick or premature neonates. 

• This literature study necessitated the researcher to ask the research question of what the 

current level of compliance of the Neonatal Baby-Friendly Hospital Initiative 

recommendations is, in neonatal units in South-Africa. 

Introduction 

By exploring the importance of the Baby-friendly Hospital Initiative (BFHI), this literature review 

aims to show the importance of BFHI specific to neonatal units. The authors provide a 

chronological overview of the development of BFHI over time with the primary aim to describe 

the importance of this initiative specifically applied to the neonatal ward context. 

Background 

The aim of perinatal care is to improve the outcomes of both mothers and their newborn infants.  

An essential aspect of newborn care is successful breastfeeding. Breastfeeding has been shown to 

save lives, especially for high risk, ill and premature neonates separated from their mothers 

(Woodman, 2017:15-16). However, breastfeeding is also more challenging in this population. The 

BFHI contributed to increased breastfeeding rates among healthy neonate populations (Munn, 
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Newman, Mueller, Phillips & Taylor, 2016). Although breastfeeding is more important in the 

neonatal context, BFHI does not cater for the neonatal ward context.  In response to this identified 

shortcoming, the Nordic and Quebec Working Group expanded the BFHI for implementation in 

the neonatal context and coined this initiative Neo-BFHI.  

BFHI is considered to be an evidence-based program that improves breastfeeding outcomes, but 

primary research on this topic has been limited (Howe-Heyman & Lutenbacher, 2016). According 

to the WHO and UNICEF (2009a), BFHI contributes to improved health outcomes for women and 

infants, and enhanced maternal-infant bonding. 

To support this practice, the WHO launched the BFHI in the 1990s in response to the 1990 

Innocenti Declaration to protect, promote and support breastfeeding in maternity wards worldwide 

(WHO & UNICEF, 2009a). The aim of the launch of the BFHI was to ensure that the mother and 

her newborn could be managed as a unit, enhancing breastfeeding success and decreasing a 

mother’s anxiety about her baby being out of sight (MacDonald, 2016, p. 13). The BFHI entails 

Ten Steps towards successful breastfeeding and adherence (WHO, 1981). 

While BFHI is a great initiative in the healthy, full term birth environment, it could be even more 

beneficial in the high-risk neonatal environment, such as neonatal wards (Nyqvist et al., 2013). 

This potential expanded application was identified by the Nordic and Quebec Working Group, 

which explored the expansion of BFHI to the neonatal ward environment, coined in 2015 as Neo-

BFHI. The Neo-BFHI is intended to be an intervention to be rolled out in the neonatal wards of all 

hospitals, irrespective of their BFHI designation. 

The implementation of BFHI in the neonatal setting has been associated with numerous challenges, 

due to practices such as mother-infant separation, the difficulties these ill infants experience with 

breastfeeding directly after birth and the associated need for feeding support, including the use of 

bottles and pacifiers. Despite numerous challenges, several valuable attributes are associated with 
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the expansion of the BFHI to neonatal settings (Benoit & Semenic, 2014). The numerous 

challenges highlighted the importance of early initiation of breastfeeding for all newborn babies 

(WHO & UNICEF, 2009b, p. 2).   

In order to disseminate the proposed expansion, the working group published a Neo-BFHI 

information package with a core document  (Nyqivist, Maastrup, Hansen, Haggkvist, Hannula & 

Ezeonodo, 2015), a self-appraisal tool, education materials, a (confidential) external assessment 

tool and two peer-reviewed articles published in the Journal of Human Lactation (Nyqvist et al., 

2012; Nyqvist et al., 2013).    

Review aim and question 

The aim of this review is to explore the literature on BFHI and to demonstrate the importance of 

its implementation in neonatal wards. To achieve this aim, the following research question was 

formulated: What evidence supports the expansion of BFHI to neonatal wards?  

Research method 

A literature review can be defined as an organized written presentation of a topic that has 

previously been explored. This presentation of research includes specific studies done in a selected 

field. The literature review is therefore important for providing a scientific background to the study 

(Burns & Grove, 20019, p. 92). A narrative review summarizes different primary studies from 

which conclusions could be drawn to produce a holistic interpretation including the reviewers’ 

experiences, theories and models (Onwuegbuzie, 2016). A narrative review was done of the Neo-

BFHI-related available, published, primary research, guidelines available at the time of the study, 

explorative work as well as evidence-based opinions. The reviewed literature sources included 

mainly journal articles (relevant to this topic) published until 2018, accessed via the North-West 

University database; Science direct; SAGE; Google scholar; EBSCOHost; and Medline. 
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Keywords included: Breastfeeding; BFHI; Neonatal; Pre-term; KMC; Neonat*; Baby-friendly 

Hospital Initiative; Rooming-in; Separation; Neonatal units.  

Discussion 

The BFHI was conceptualized in the early 1990s in response to the 1990 Innocenti Declaration 

and call for action to promote, protect and support of breastfeeding. The Innocenti Declaration 

maintained that all women should be enabled to practise EBF and all infants should be fed 

exclusively on human milk from birth till 4-6 months of age. Thus, EBF was considered as a global 

goal for optimizing maternal and child health and nutrition (UNICEF, 1990). Thus, the BFHI was 

launched by UNICEF and the WHO in 1991-1992 (WHO & UNICEF, 2009b).  

In 2002, the WHO/UNICEF’s Global Strategy for Infant and Young Child Feeding (GSIYCF) 

called for urgent renewed support for EBF from birth till six months of age, and continued 

breastfeeding for two years or longer (WHO & UNICEF, 2009b). This GSIYCF strategy and the 

associated implementation plan was prepared by the WHO and UNICEF, which reconfirmed the 

importance of the Innocenti Declaration’s goals while emphasizing support for complementary 

feeding, maternal nutrition and community action (WHO & UNICEF, 2009a). According to the 

WHO (2009), the nine operational areas of the Global Strategy are to:  

1.  Appoint a national breastfeeding co-ordinator, and establish a breastfeeding committee. 

2.  Ensure that every maternity facility practices the Ten Steps to Successful Breastfeeding. 

3.  Take action to give effect to the International Code of Marketing of Breast-milk 

Substitutes and subsequent relevant resolutions of the World Health Assembly (WHA). 

4.  Enact imaginative legislation protecting the breastfeeding rights of working women. 

5.  Develop, implement, monitor and evaluate a comprehensive policy covering all aspects of 

infant and young child feeding. 
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6.  Ensure that the health care system and other relevant sectors protect, promote and support 

EBF for six months and continued breastfeeding for at least two years of age, while 

supporting women to achieve this goal, in the family, community and workplace. 

7.  Promote timely, adequate, safe and appropriate complementary feeding with continued 

breastfeeding. 

8.  Provide guidance on feeding of infants and young children in exceptionally difficult 

circumstances, which include emergencies and parental HIV infection. 

9.  Consider what new legislation or other suitable measures might be required to enhance the 

principles and aim of the International Code of Marketing of Breastmilk Substitutes and to 

subsequent relevant World Health Assembly (WHA) resolutions (WHO & UNICEF, 

2009a). 

In 2005, the fifteenth anniversary of the Innocenti Declaration was celebrated. During this 

celebration a declaration was made that these actions, forming part of the nine operational areas 

of the global strategies, are urgent and necessary to ensure the best start in life. The achievements, 

challenges and future imperatives were celebrated (UNICEF, 2005). It followed with an 

assessment of progress and challenges. The challenges that remained included poverty, the HIV 

pandemic, natural and human-made emergencies, globalisation, environmental contamination, 

health systems investing primarily in curative rather than in preventive services, gender inequities 

and women’s increasing rates of employment outside the home (UNICEF, 2005). These challenges 

led to the second Innocenti Declaration 2005 on Infant and Young Child Feeding. The importance 

of the early initiation of breastfeeding was highlighted and suggestions were made regarding ways 

to strengthen breastfeeding actions as part of the declaration. Urgent activities to address the nine 

operational areas of the Global Strategy for Infant and Young Child Feeding (WHO & UNICEF, 

2009b) were identified.  
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This BFHI initiative has grown over the years, with more than 20 000 hospitals globally being 

designated in 156 countries by 2009. After two regional meetings, recommendations were 

proposed for updating the Global Criteria, related assessment tools as well as the “18-hour course”. 

The importance of addressing “mother-friendly care” within this initiative was also raised. These 

concerns to address mother-friendly care resulted in the urgent request for updating the BFHI 

package. UNICEF (in close coordination with the WHO) reviewed the materials in 2004-2005 

(WHO & UNICEF, 2009b). The BFHI has a measurable and proven impact, although it needs a 

comprehensive system to achieve and sustain the behaviours and practices required to enable every 

mother and family to give every child the best possible start in life (WHO & UNICEF, 2009b).  

In 2009 the WHO and UNICEF published the revised BFHI package (WHO & UNICEF, 2009b). 

This package included: 

• Section 1: Background and implementation  

• Section 2: Strengthening and sustaining the Baby-friendly Hospital Initiative: A course for 

decision-makers 

• Section 3: Breastfeeding promotion and support in a Baby-friendly Hospital, a 20-hour 

course for maternity staff 

• Section 4: Hospital self-appraisal and monitoring 

• Section 5: External assessment and re-assessment 

Starting in 2015, the WHO and UNICEF coordinated to review the scientific evidence 

underpinning the Ten Steps in an attempt to strengthen the implementation of this initiative (WHO 

& Unicef, 2018). These updated guidelines from the WHO and UNICEF reflect the efforts to build 

a more robust programme that could sustain improved quality of care. These revised guidelines, 

published in April 2018, emphasize the importance of applying the Ten Steps in all facilities, for 

all babies, whether premature or full term, born in private or public facilities, and in rich or poor 
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communities (WHO & UNICEF, 2018). The Ten Steps to Successful Breastfeeding is a summary 

of the guidelines for all maternity care facilities. This summary was presented in the Joint 

WHO/UNICEF (2018) Statement Protecting, Promoting and Supporting Breastfeeding.  

Despite numerous challenges, valuable attributes are associated with the expansion of BFHI to 

neonatal settings (Benoit & Semenic, 2014). Breastfeeding (human milk) provides optimal 

nutrition and health benefits for both mother and infant. Therefore that the WHO and the American 

Academy of Paediatrics recommend EBF for the first six months of the infant’s life, which should 

be continued for at least one to two more years (Tuthill, McGrath, Graber, Cusson, & Young, 

2016). Exclusively breastfeeding of an infant (excluding solids and other liquids) decreases the 

risk of gastrointestinal infections (Brahm & Valdes, 2017). A gastrointestinal infection often 

encountered in the NICU is necrotizing enterocolitis.  Necrotizing enterocolitis (NEC) is identified 

as the most common cause of gastrointestinal-related mortality and morbidity in neonatal units and 

neonatal intensive care units (NICUs). As many as 90% of infants who developed NEC were born 

prematurely (Gephart, McGrath, Effken, & Halpern, 2012). Human milk is considered to be 

protective, being associated with a 64% reduction rate in non-specific gastrointestinal infections. 

Exclusively formula-fed infants, on the other hand, had an 80% increased risk of diarrhoea. There 

is also an inverse correlation between breastfeeding (and human milk) and acute febrile illness 

during the first months of life (Brahm & Valdes, 2017).  

Regarding respiratory infections, non-breastfed infants have almost a 15 times greater mortality 

rate from pneumonia (Brahm & Valdes, 2017). The alternative to breastfeeding in the neonatal 

ward is formula feeding. Risks associated with formula feeding include: diarrhoea, upper 

respiratory tract infections, lower respiratory tract infections, bronchiolitis, otitis media, 

dermatitis, asthma, obesity, diabetes mellitus, leukaemia, NEC and celiac disease.  
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Different pathologies showed correlations with formula feeding, as compared with breastfeeding. 

Table 1 stipulates the percentage of decreased risk of developing pathologies, according to the 

type of breastfeeding as adapted from Paediatrics 2012 by Brahm and Valdes (2017): 

Table 2.1:  Percentage of decreased risk of developing pathologies, according to type 

of breastfeeding 

Pathology 
Percentage decrease 

in risk 
Type of Breastfeeding 

Diarrhoea 64 Any 

Upper respiratory infections 63 EBF > 6 months 

Lower respiratory infections 72 EBF > 4 months 

77 EBF > 6 months 

Bronchiolitis by respiratory 

syncytial virus 

74 > 4 months 

Acute otitis media 23 Any 

50 EBF > 3-6 months 

Recurrent acute otitis media 77 EBF > 6 months 

Atopic dermatitis 27 > 3 months without family history 

42 > 3 months with family history 

Asthma 26 > 3 months without family history 

40 > 3 months with family history 

Obesity 24 Any 

30 > 3 months 

Diabetes Mellitus Type 1 40 Any 

Diabetes Mellitus Type 2 15-20 > 6 months 

Leukaemia 77 Exclusive breast milk during ICU 

hospitalization 

Necrotizing enterocolitis 52 > 2 months, with exposure to gluten 

during BF 

Celiac disease 31 Any 

 

Breastfeeding has benefits for all infants, which can be summarised as the reduced risk for atopic dermatitis, 

acute otitis media, gastrointestinal infections, lower respiratory tract diseases, asthma, impaired cognitive 

development, obesity, cardiovascular diseases, Type 1 and 2 diabetes, childhood leukaemia and infant 

mortality (Motee and Jeewon, 2014). 
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Another benefit for parent and infant wellbeing is keeping the mother and her baby together and 

empowering parents to care for their babies if they are admitted to neonatal units (Hawdon, 2017). Early 

mother-child separation could have long term implications for children. Aguirre-Benitez et al. (2017) stated 

that behaviour problems at three years of age, was strongly associated with early mother-child separation. 

Early mother-child separation could influence children’s aggression and negativity (Aguirre-Benitez et al., 

2017). However, early parent-preterm infant bonding benefits from their closeness during hospitalization 

(Raiskila, et al. 2017). Long term mother-child bonding problems could be reduced with BFHI.  

Need for expansion to neonatal units 

Neonatal care is identified as an area that would benefit from expansion of the original Ten Steps to 

Successful Breastfeeding, as identified by the WHO/UNICEF (Nyqvist et al., 2012). For this purpose, an 

expert group (with a special interest in breastfeeding and therefore advocating for breastfeeding) from the 

Nordic countries and from Quebec, Canada, prepared a draft proposal regarding this expansion. The goal 

for this group was to create a final document to develop tools for self-appraisal and monitoring of 

compliance regarding the Neo-BFHI guidelines (Nyqvist et al., 2012). The group emphasizes the necessity 

of a specific breastfeeding policy for neonatal intensive care. It also requires that health care professionals 

are knowledgeable and possess specific skills to provide lactation and breastfeeding support. This also 

includes the provision of antenatal information specific to neonatal care. Important factors include early, 

continuous and prolonged skin-to-skin care (kangaroo mother care or KMC), early initiation of 

breastfeeding and the mothers’ access to breastfeeding support during the infants’ hospitalization. Minimal 

parent-infant separation should occur and parents should have unrestricted contact with their infants to 

reduce stress levels. Breastfeeding should be guided only by infant competence and stability. It is 

appropriate to use pacifiers during tube-feeding, for pain relief and for calming infants. Nipple shields can 

facilitate breastfeeding but only after attempts at breastfeeding (Nyqvist et al., 2013; Lubbe & Ten Ham-

Baloyi, 2017).   
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Summary of change in the three guiding principles and ten steps from BFHI to Neo-BFHI 

The expansion from BFHI to Neo-BFHI was adopted by the WHO on 11 April 2018. Table 2.2 presents 

the latest summary of the Ten Steps (revised 2018 version in comparison to the original Ten Steps and the 

steps expanded for the neonatal wards) (Nyqvist et al., 2013; WHO & UNICEF, 2018): 
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Table 2.2:  Ten steps to successful breastfeeding 
 

Three guiding principles 

and ten steps to successful 

breastfeeding - original 

Three guiding principles and 

ten steps to successful 

breastfeeding - expanded for 

neonatal wards 

Clinical 

management 

procedures 

Ten steps to  

successful breastfeeding -  

revised 2018 

Guiding principle 1 The staff members’ attitudes 

towards the mother must focus on 

the individual mother and her 

situation 

The staff members’ attitudes 

towards the mother must focus on 

the individual mother and her 

situation 

 

1. a. 

Comply fully with the International 

Code of Marketing of Breast-milk 

Substitutes and relevant World 

Health Assembly resolutions 

Guiding principle 2 The facility must provide family-

centred care, supported by the 

environment 

The facility must provide family-

centred care, supported by the 

environment 

1. b. Have a written infant feeding policy 

that is routinely communicated to 

staff and parents. 

Guiding principle 3 The health care system must 

ensure continuity of care, that is, 

continuity of pre-, peri-, and 

postnatal and post discharge care 

The health care system must 

ensure continuity of care, that is, 

continuity of pre-, peri-, and 

postnatal and post discharge care 

1. c. Establish ongoing monitoring and 

data-management systems. 

Step 1 Have a written breastfeeding 

policy that is routinely 

communicated to all health care 

staff members 

Have a written breastfeeding 

policy that is routinely 

communicated to all health care 

staff members 

2. Ensure that staff members have 

sufficient knowledge, competence 

and skills to support breastfeeding. 

Step 2 Train all health care staff 

members about skills required to 

implement this policy 

Educate and train all staff 

members about the specific 

knowledge and skills necessary to 

implement this policy 

Key clinical 

practices 

3. 

Discuss the importance and 

management of breastfeeding with 

pregnant women and their families. 
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Step 3 Inform all pregnant women about 

the benefits and management of 

breastfeeding 

Inform all hospitalized pregnant 

women at risk of preterm delivery 

or birth of a sick infant about the 

management of lactation and 

breastfeeding, including the 

benefits of breastfeeding 

4. Facilitate immediate and 

uninterrupted skin-to-skin contact 

and support mothers to initiate 

breastfeeding as soon as possible 

after birth. 

Step 4 Help mothers initiate 

breastfeeding within half an hour 

after birth 

Encourage early, continuous and 

prolonged mother-infant skin-to-

skin (kangaroo mother care) 

without unjustified restrictions. 

Place babies in skin-to-skin 

contact with their mothers 

immediately following birth for at 

least an hour. Encourage mothers 

to recognize when their babies are 

ready to breastfeed and offer help 

if needed 

5. Support mothers to initiate and 

maintain breastfeeding and manage 

common difficulties. 

Step 5 Show mothers how to breastfeed 

and how to maintain lactation 

even if they should be separated 

from their infants 

Show mothers how to initiate and 

maintain lactation and establish 

early breastfeeding with infant 

stability as the only criterion 

6. Do not provide breastfed newborns 

any food or fluids other than 

breastmilk, unless medically 

indicated.  

Step 6 Give newborn infants no food or 

drink other than breastmilk, unless 

medically indicated 

Give newborn infants no food or 

drink other than breast milk, 

unless medically indicated 

7. Enable mothers and their infants  

to remain together and to practise 

rooming-in 24 hours a day.  
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Step 7 Practise rooming-in - that is,  

allow mothers and infants to 

remain together 24 hours a day 

Enable mothers and infants to 

remain together 24 hours a day 

8. Support mothers to recognize and 

respond to their infants' cues for 

breastfeeding. 

Step 8 Encourage breastfeeding on 

demand 

Encourage demand feeding or 

when needed, semi-demand 

feeding as a transitional strategy 

for preterm and sick infants 

9. Counsel mothers on the use and risks 

of feeding bottles, teats and pacifiers. 

Step 9 Give no artificial teats or  

dummies to breastfeeding infants 

Use alternatives to bottle-feeding 

at least until breastfeeding is well 

established and use pacifiers and 

nipple shields only for justifiable 

reasons 

10. Coordinate discharge so that parents 

and their infants have timely access 

to ongoing support and care. 

Step 10 Foster the establishment of  

breastfeeding support groups and 

refer mothers to them on 

discharge from the hospital or 

clinic 

Prepare parents for continued 

breastfeeding and ensure access to 

support services/groups after 

hospital discharge 
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Recommendations for future research and practice 

By reviewing the literature, the following recommendations for future research were identified, namely: 

• To determine the implementation level of compliance with the Neo-BFHI recommendations in 

various settings, to provide baseline for further role out, especially in line with the updated 10 steps. 

• To enhance the wellbeing of neonates and reduce the neonatal morbidity and mortality rates in 

different countries. 

Conclusion 

The reviewed literature emphasizes the importance of the BFHI principles for full-term, healthy infants but 

will be even more beneficial for sick or premature neonates. As a result, the Neo-BFHI has been developed, 

following a rigorous process. Neo-BFHI has influenced the revision and publication of the 2018 revised 

ten steps which consider the neonatal population. However, after this literature review, the absence of 

baseline data, addressing the level of compliance in South-African neonatal units, was identified. This 

necessitated the researcher to ask: What is the current level of compliance of the Neo-BFHI 

recommendations in neonatal units in South-Africa? 
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CHAPTER 3: CURRENT STATUS OF SOUTH AFRICAN NEONATAL 

WARDS’ COMPLIANCE WITH NEO-BFHI RECOMMENDATIONS: A 

SURVEY 

3.1 Chapter aim and outline 

In chapter one, the background of the identified problem was discussed. The identified problem 

was that the self-assessment tool had not been tested nor contextualised in South Africa and the 

compliance level with the Neo-BFHI recommendations in South Africa was unknown. The 

research aim, objectives, methodology and ethical considerations were explained. Chapter two, 

reviewed literature on the importance of BFHI in neonatal units (in an article format). Chapter 

three discusses the current status of South African neonatal wards’ compliance with the Neo-BFHI 

recommendations. This chapter is presented in an article format according to the author guidelines 

(annexure I) of the Journal of Mother and Child Nutrition (JMCN). Therefore, the style, formatting 

and references (APA style) were done according to the requirements of that journal. This 

submission will only be done after examination of the dissertation. The aim of this chapter is to 

present the study’s findings in article format. 

Word count – Abstract: 246 words  

Word count – Article: 5166 words  
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Abstract 

Background 

In 2009, the WHO/UNICEF published an update of the Baby-Friendly Hospital Initiative (BFHI) 

package and encouraged all concerned health care settings to support the recommendation of 

exclusive breastfeeding (EBF). A Nordic and Quebec Working Group developed a unified 

expansion of the BFHI to neonatal wards (namely Neo-BFHI). The adaptations consider that 

neonatal wards provide various levels of care, ranging from care for extremely preterm infants and 

infants with serious medical/surgical conditions, to care for late preterm infants, full term low birth 

weight infants, and term infants, who require episodic or short-term monitoring or medical 

interventions. 

Research Aim 

The aim of this study was to determine the level of compliance with the Neo-BFHI 

recommendations in South African neonatal wards.    

Research Question 

What is the level of compliance with the Neo-BFHI recommendations in South African neonatal 

wards?  

Research Methods 

A quantitative design was adopted and a cross-sectional survey was conducted, using EasyTrial 

software, to determine the compliance levels, practices and policies as perceived by neonatal staff 

members and managers.  

Research Results 

South-Africa scored an average of 76.5% compliance rate with the Neo-BFHI recommendations. 

The participating public hospital groups, scored 85.1% on average, while the two participating 

private hospital groups scored 73.2% on average.  

Conclusion 

 South-African hospitals (both public and private) demonstrated a high level of compliance 

with Neo-BFHI recommendations although it is still a new concept. 
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 Public hospitals scored higher than private hospital groups.  

 Compliance to the Neo-BFHI recommendations should be improved. 

Keywords 

Baby-friendly Hospital Initiative; preterm care; Kangaroo Mother Care; breastfeeding; 

compliance; lactation; neonatal. 

Key message 

The current level of compliance of the Neo-BFHI recommendations in neonatal units in South-

Africa, was unknown. There is minimal research available regarding the implementation and 

compliance with the Neo-BFHI recommendation in neonatal units in South-Africa. The research 

study was nested into an international study and the current compliance level was measured by 

using a self-assessment tool. Although Neo-BFHI is considered as a new concept, significant 

evidence was found regarding the current level of compliance with the recommendations, forming 

the baseline information for South-African neonatal units. The overall score for level of 

compliance to the Neo-BFHI recommendation was 77%.  
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Article: The current status of South African neonatal wards’ compliance with the Neo-BFHI 

recommendations: A survey 

Background 

Annually an estimated 15 million infants are born prematurely globally. Leading causes of under-

five mortality often relate to preterm birth complications (Liu et al., 2016). Preterm is defined by 

the World Health Organization (WHO) as babies born alive before 37 weeks’ gestation and is sub-

categorised according to weeks of gestation as: extremely preterm (less than 28 weeks), very 

preterm (28 to 32 weeks) and moderate to late preterm (32+ to 37 weeks) (WHO, 2018a). 

Breastfeeding is regarded as the optimal way of providing infants with the required nutrients, 

especially those who are born preterm or are ill (WHO, 2018b).  

In response to the 1990 Innocenti Declaration to protect, promote and support breastfeeding, the 

WHO conceived the Baby-friendly Hospital Initiative (BFHI) in 1990 (WHO & UNICEF, 2009). 

The BFHI aims to protect, promote and support breastfeeding in maternity wards worldwide and 

to ensure that all hospitals, maternity facilities and communities become centres of breastfeeding 

support. Since this initiative was designed to support optimal infant and young child feeding, 156 

countries assessed their hospitals, to identify at least one facility or ward to obtain BFHI 

designation (WHO & UNICEF, 2009). The BFHI entails Ten Steps towards successful 

breastfeeding and adherence to the WHO International Code of Marketing of Breastmilk 

substitutes (WHO, 1981). In 2002 the WHO identified the need for renewed support of exclusive 

breastfeeding (EBF) from birth to six months, and breastfeeding thereafter as appropriate 

complementary feeding for two years or more (WHO & UNICEF, 2009). Furthermore, in 2005, 

UNICEF in close cooperation with the WHO, assessed the progress and challenges associated with 

the sustainability of breastfeeding. This culminated in the second Innocenti Declaration on Infant 

and Young Child Feeding. By January 2017, the BFHI module had been completed and adopted 

as a national policy by 117 countries, including South Africa (WHO, 2017). The BFHI was 

originally designed to ensure breastfeeding success of healthy, newborn infants born from healthy 

mothers. However, the benefits of breastfeeding and BFHI might be even more relevant for 

mothers and infants in the neonatal ward environment.  

The benefit of expansion of the BFHI initiative to include neonatal wards became evident, but it 

remains difficult to meet some criteria. In some neonatal wards, zero separation of mother and 

infant due to the medical condition of the mother, the infant or both might be difficult to achieve 
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(Ncube, Barlow, & Mayers, 2016). In response to this challenge the Nordic and Quebec Working 

Group was established in 2016 with the aim to propose an expansion of the BFHI criteria, also 

known as the Ten Steps to Successful Breastfeeding, to suit the neonatal wards (Haiek & Maastrup, 

2016).  The proposed Neo-BFHI included Three Guiding Principles and an adaptation of the Ten 

Steps to protect, promote and support breastfeeding and to supply educational materials to 

decision-makers and staff members (Haiek & Maastrup, 2016). 

In order to disseminate the proposed expansion, the working group published a Neo-BFHI 

information package with a core document  (Nyqivist, et al., 2015), a self-appraisal tool, education 

materials, a (confidential) external assessment tool and two peer-reviewed articles published in the 

Journal of Human Lactation, namely: Expansion of the Baby-friendly Hospital Initiative Ten Steps 

to successful breastfeeding into neonatal intensive care: expert group recommendations (Nyqvist 

et al., 2013) and Expansion of the ten steps to successful breastfeeding into neonatal intensive care: 

expert group recommendations for three guiding principles (Nyqvist et al., 2012). Interested 

countries could register on the International Lactation Consultant Association (ILCA) website to 

download the first three documents and the registration process showed that the Neo-BFHI had 

global relevance.  

On the 11th of April 2018, the WHO and UNICEF issued a new Ten-Step guide to increase support 

for breastfeeding in maternity and newborn facilities. Breastfeeding all babies for the first two 

years could save more than 820 000 lives of children under-five, annually (WHO & UNICEF, 

2018). This aligns with the proposed Neo-BFHI guidelines (with the exception of Step 10: 

Coordinate discharge so that parents and their infants have timely access to ongoing support and 

care). This multi-country work positively informed WHO guidelines to be relevant, timely and 

evidence-based (WHO & Unicef, 2018).  

In order to gather baseline information on the status of breastfeeding support in neonatal wards, a 

global survey was conducted with the aim to validate the tool, but also to understand the 

compliance level with Neo-BFHI in different participating countries (Nyqvist et al., 2012). This 

larger international study was initiated as a collaboration between Quebec and Norway. It aimed 

to assess compliance with the Neo-BFHI recommendations in neonatal wards in different countries 

and to conduct international comparisons of the Neo-BFHI implementation levels. This 

comparison was possible because parallel research projects, using the same methodology, were 

conducted in different participating countries.  
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South Africa could benefit from participating in the international study as about 14% of infants 

are born with low birth weight and prematurity and admitted to neonatal intensive care units 

(NICUs) in this country (Lloyd & De Witt, 2013). These infants could reap significant benefits 

from EBF, but would experience EBF challenges (Bonet, Forcella, Blondel, Draper, Agostino, 

Cuttini, & Zeitlin, 2015).  Limited literature reports address BFHI implementation in South 

African neonatal wards. In identifying the current level of Neo-BFHI compliance within South 

African hospitals, researchers could also test the self-assessment tool for applicability in the South 

African context, compare the level of Neo-BFHI implementation at different levels of care and 

types of hospitals.  This data could be used as a departure point to plan a full scale Neo-BFHI 

implementation in South Africa as part of the larger international study.  

Research method 

Quantitative research make use of structured methods to evaluate objective data (Welman et al., 

2005). The following section provides an overview of the method that was followed in this study.  

Research design 

A quantitative design, using a cross-sectional survey was adopted (as proposed by the international 

study protocol) to determine the Neo-BFHI compliance from the perspectives of the neonatal staff 

members and managers.  The Neo-BFHI self-assessment tool, (comprising part of the Neo-BFHI 

core document and developed for this purpose) was used (Haiek & Maastrup, 2016). The Neo-

BFHI self-appraisal tool has been adapted from the WHO BFHI self-appraisal tool with the 

expansion of the BFHI tool to accommodate special situations such as sick and preterm infants 

and their families. Data were gathered from 48 completed questionnaires during November and 

December 2017, making this study cross-sectional (Botma, Greeff, Mulaudzi, & Wright, 2010). 

Research setting 

The current study tried to involve all hospitals with neonatal wards, providing different levels of 

care and falling within different hospital groups in South Africa, irrespective of their BFHI 

accreditation status.   

Neonatal care includes various levels of care. Primary health care facilities provide standard care 

such as examination of infants, routine care of healthy newborn babies, initiation of breastfeeding 

within the golden hour, ongoing breastfeeding support, provision of ART medication, treatment 

and management of minor problems and follow-up care (South Africa, Department of Health, 
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Directorate: Child and Youth Health, 2008). These facilities can also provide Kangaroo Mother 

Care (KMC) and function 24-hours every day. District (level 1) hospitals provide routine care as 

well as care for sick newborns requiring intravenous therapy, nasogastric feeding, antibiotics, 

phototherapy and oxygen therapy (including nasal continuous positive airway pressure [CPAP]). 

Sick infants who do not need ventilation, and stable low birth weight (LBW) infants, are cared for 

at level 1 facilities (South Africa, Department of Health, Directorate: Child and Youth Health, 

2008). Regional (level 2) hospitals provide high level neonatal care including standard in-patient 

care as well as care of the LBW  infants weighing less than 1500 gram and care to infants with 

severe neonatal jaundice (especially those who need blood transfusions). Level 2 hospitals also 

provide care for infants with moderate to severe respiratory distress, severe HIE (hypoxic ischemic 

encephalopathy), infants requiring TPN (total parenteral nutrition) as well as simple neonatal 

surgical procedures (South Africa, Department of Health, Directorate: Child and Youth Health, 

2008). Tertiary (levels 3 and 4) hospitals provide intensive or specialised care for the critically ill 

and most fragile infants. High care, including the care of neonates requiring assisted ventilation, 

is provided by these facilities. Sub-specialist care of infants with complicated conditions or 

requiring complicated care are also provided at level 3 and 4 facilities (South Africa, Department 

of Health, Directorate: Child and Youth Health, 2008). Level 3 units are usually part of teaching 

hospitals and affiliated with a university’s medical school (Lubbe, 2009).  

Study population 

The population included all neonatal wards in South Africa. All wards were included (newborn 

nurseries, premature units, KMC units, high risk neonatal units and NICUs).  No single 

documented and publicly available database was available that contained data about the number, 

types and levels of neonatal wards of the public and private health care sectors in South Africa.  

Therefore, a database was compiled as part of the current study based on previous researchers’ 

findings (Lubbe, 2009) and on the Saving Babies Report (Pattinson & Rhoda, 2014) indicating 

that there were 187 neonatal wards in the country. Table 3.1 provides a summary of the study 

population and sample per hospital group and province. 
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Table 3.1:  Summary of population and sample per group/province 

 Population Sample 

Province / 

Group 

Total 

hospitals with 

neonatal 

facilities 

National 

central 

hospitals 

Tertiary 

hospitals 

(Level 3 A, B 

and C) 

Regional 

hospitals 

(Level 2) 

District 

hospitals 

(Level 1) 

Hospitals 

contacted and 

permissions 

provided 

Number of units that 

gave permission by 

means of letter of 

intent 

Actually 

participated 

Private group A 34 - - - - 14 14 14 

Private group B 34 - - - - 26 26 26 

Private group C 36 - - - - 0 0 0 

Northern Cape 10 0 1 1 8 2 2 1 

Eastern Cape 43 1 3 1 38 11 1 1 

Western Cape 28 2 0 5 21 17 17 3 

Limpopo 35 0 2 4 29 0 0 0 

Mpumalanga 23 0 2 3 18 6 0 0 

Free State 21 1 0 5 15 0 0 0 

North West 17 0 2 3 12 7 2 2 

Kwa-Zulu Natal 52 2 2 11 37 48 5 0 

Gauteng 23 4 0 9 10 2 2 1 
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Research sample 

The sample included the unit manager/s or equivalent person/s (who had direct responsibility for 

managing the neonatal ward in the absence of the appointed unit manager, and were 

knowledgeable about breastfeeding practices and culture in the ward) together with the 

professional person experienced in or responsible for providing breastfeeding support in the ward 

(if there was one).  It was assumed that the unit manager would have sufficient knowledge about 

breastfeeding policies and practices in her ward and was therefore a specialist in this field.   

Different levels of neonatal care units in the same hospital were included as independent wards if 

each ward was managed by a different manager.  When different neonatal wards in one hospital 

were managed by one manager, those units were included as one ward. The unit managers’ details 

were provided to the local research team when obtaining goodwill permission to access the 

hospitals and to include facilities in the current study. 

A complete and comprehensive data base of all the neonatal units in South Africa was unavailable.  

The most recent official document in this regard was the Government Gazette no 34521 of 12 

August 2011 (Anon., 2011). This document reports on the number of public hospitals in the 

country, and the level of care provided by hospitals per province, but does not specify which 

hospitals provide neonatal services. This report excluded private hospitals. 

Another resource used to compile the database was the Saving Babies Report of 2012-2013 

(Pattinson & Rhoda, 2014). This document reported on perinatal care in South Africa’s public 

sector only, presenting the number of births and perinatal deaths per level of care and per institution 

as well as mortality indices for provinces and districts according to birth weight. Hospitals 

providing midwifery services are summarised in this document but levels of care provided by 

neonatal facilities are not specified.  

Inclusion criteria 

All public and private hospitals in South Africa with neonatal units, providing various levels of 

care were eligible to be included in the current study. All types of neonatal wards were included, 

such as newborn nurseries, premature units, Kangaroo Mother Care units, high risk neonatal units 

and NICUs. Online questionnaires were completed by the unit manager/s or equivalent person/s. 

Respondents were knowledgeable about the breastfeeding practices and policies implemented in 

their wards.  
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Exclusion criteria 

The university’s Health Research Ethics Committee (HREC) required goodwill 

consent/permission from all participating hospitals prior to granting full permission. Therefore, 

the facilities which did not grant goodwill permission, before the international data collection cut-

off date (31 December 2017), were excluded. 

Units that did not meet the inclusion criteria, or where the unit manager/s had less than two years’ 

experience in a specific unit, were excluded since a respondent with less than two years’ 

experience in a unit might have lacked knowledge required to complete the questionnaires. 

Recruitment of respondents 

Firstly, permission was granted by the international ethics committee (Research Ethics Committee 

of St. Mary’s Hospital Center in Québec, Canada) to conduct the study in different countries. In 

South Africa, permission was first sought from the North-West University’s HREC, followed by 

applications submitted to all eligible public and private hospitals’ ethics committees. Following 

these provincial permissions, hospitals’ managers were contacted firstly for goodwill permission 

to demonstrate to the HREC that the research team could access the selected facilities. E-mails, 

comprising information letters and ‘letters of intent’, were sent to the managers, who returned the 

signed letters. The managers were requested to provide contact details of the neonatal wards’ unit 

managers.  These nominated respondents were then contacted via email, explaining the study’s 

purpose and process in an informed consent letter. Reminders followed to reminding respondents 

to complete the online questionnaires.  

A comprehensive database of South Africa’s estimated 187 (Pattinson & Rhoda, 2014; Lubbe, 

2009) neonatal wards was compiled in preparation for the current study. However, due to 

provincial and private ethical approval processes, only 133 units could be contacted to obtain 

goodwill permission. Only 69 facilities signed letters of intent indicating their willingness to 

participate in the current study and received a link to the electronic Neo-BFHI compliance 

questionnaire. Only 55 received the questionnaires due to the unavailability of Internet but 48 

completed questionnaires were returned. The response rate was thus 70% (48 out of 69). 
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Data collection 

Neo-BFHI policies and practices in South African neonatal wards were scored using the Neo-

BFHI Self-Assessment Tool. The Neo-BFHI package (including this self-assessment tool and a 

hospital data assessment sheet) was created (Nyqvist et al., 2015) and published by the 

international Nordic and Quebec Working Group for the multi-country research study (Haiek & 

Maastrup, 2016); (Pattinson & Rhoda, 2014; Lubbe, 2009). Two pilot studies were conducted in 

2013-2015 in the Americas (Argentina, Brazil, Canada, USA), Asia (Kuwait, the Philippines), 

Oceania (Australia, New Zealand) and Europe (Belgium, Croatia, Denmark, Estonia, France, 

Greece, Ireland, Luxembourg, Poland, Russia, Spain, Sweden). This pilot tested for face and 

content validity in Quebic, Denmark, the United Kingdom, and France by 11 persons (Maastrup 

et al., 2018). These studies also validated the expanded standards and criteria, ensuring that the 

assessment tool captured the complexity of neonatal care, evaluated the feasibility, acceptability 

and comprehensibility and explored the relevance of the selected methodology (Haiek, 2015). 

The Neo-BFHI Self-Appraisal tool was compiled specifically for this research by the international 

Nordic and Quebec Working Group, and consists of short, closed-ended questions, with some 

options to motivate answers, if applicable. These questions are easily comprehensible and easy to 

complete with three types of answer choices: Yes or No (or “Don’t know” for certain statements), 

Likert scales ranging from “Never” to “Always” or Likert scales ranging from “None” to “All”. 

Online survey software (EasyTrial) was used to send the questionnaire to the respondents. This 

software consists of clinical trial tasks (operational and logistic) to ensure that healthcare 

professionals can use their time efficiently (Anon., 2016).  

The data from the EasyTrial software were exported to MS Excel (version 15.0.5127.1000) by the 

international PI and returned to the South African research team, who then analyzed the local data. 

Data analysis 

Compliance with each criterion was measured by analyzing the “correct” answers. In the case of 

Yes/No answers, YES was considered “correct”. Likert scale responses were dichotomized and 

the more favorable options were considered to be correct. Most of the yes/no answer choices in 

the original tool were replaced by a 5-point Likert scale. 

To summarize compliance, composite scores were constructed separately for each guiding 

principle and for each of the ten steps (partial scores). To determine the Guiding Principle/Step 
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Partial Compliance Score, a value of 1 point was allocated to each criterion measured by the self-

assessment statement when compliant and 0 if not compliant. The score was then calculated by 

adding all the points attributed to each criterion of the given Guiding Principle/Step and dividing 

the total score by the maximum potential score. The score would then be 0 in case of no compliance 

with Neo-BFHI, as opposed to 1 for complete compliance. Global Compliance Scores were 

thereafter determined by adding together the Partial Compliance Scores for each item, varying 

from 0 to 3 for the Guiding Principles, and 0 to 10 for the Neo-BFHI Ten Steps. The Code Global 

Compliance Score was calculated in the same way as a partial score, ranging from 0 to 1.  

Descriptive statistics were used to evaluate the compliance with Neo-BFHI criteria and to describe 

the distribution of compliance scores among participating facilities. Data capturing was performed 

in Québec, coordinated by a co-principal investigator responsible for data capturing coordination.  

Descriptive statistics were compiled by the South African researcher with the assistance of a 

statistician and the South African survey leader. The aim of this research was not to test the 

instrument’s validity but to determine the level of compliance of the neonatal units in South Africa 

with the Neo-DFHI recommendations. 

After the respondents had completed the online questionnaire, data were automatically captured 

and exported on a spreadsheet. After all the data had been collected, a combined spreadsheet was 

compiled as a MS Excel document. The raw data were then coded and summarized per hospital. 

The researcher used the raw data to evaluate the percentages of the level of compliance by working 

out the averages and to compare differences.  

Ethical considerations 

The relevant ethical approval was obtained from the HREC of the North-West University, as well 

as from the Department of Health and the ethic committees of the different private hospital groups 

involved in this research. Written voluntary consent was obtained from each respondent prior to 

commencing with the survey.  

Results 

South-Africa scored an overall of 76.5% for neonatal wards complying with the Neo-BFHI 

recommendations. The public hospital groups that participated, scored an average of 85.1%, while 

the private hospital groups scored respectively 76,6% (Hospital group A) and 69,8% (Hospital 

group B). Furthermore, hospitals providing level 3 care, scored the lowest with an average of 75%, 
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whereas level 2 facilities scored 92%. The level 1 hospital that participated scored an average of 

89% (see figure 3.1). All hospitals in the private sector are licensed to provide level 3 services and 

is therefore reported as part of level 3 only.  

Figure 3.1:  Comparison of percentage of different level of care hospitals  

 

Figure 3.2:  Overall percentage per province scored for the compliance with Neo-BFHI 

recommendation 
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The results are presented per province (as summarized in figure 3.2). South Africa has nine 

provinces but four provincial health departments (providing public health services) were unable to 

consent to data collection before the international cut-off date of 31 December 2017 (Eastern Cape, 

Free State, Mpumalanga and Limpopo) provinces. However, private hospitals situated in the 

Eastern Cape, Free State and Mpumalanga did participate.  Although the Kwa-Zulu Natal Province 

granted consent at provincial level, no facility participated. In the Government Gazette private 

hospitals as categorised as for profit and not for profit hospitals and not according to levels. 

However, all private hospitals are licensed to provide level 3 (tertiary hospital) services 

(Department of Health, 2012). 

The Western Cape Province scored the highest compliance rate with an average score of 87%. All 

private hospitals were categorised as level 3 facilities and they scored a compliance rate of 82%. 

The public hospitals obtained an average score of 95%, with level 3 facilities at 97%, level 2 at 

94% and level 1 at 89%.  

The Eastern Cape Province obtained an overall score of 76%. No public hospital, participated in 

the current study in this province. Therefore, the total percentage of compliance for the private 

hospitals in this province was 76%. 

For the Gauteng Province the overall compliance was 76.4% comprising both public and private 

hospitals. The public hospitals scored 89% while the private hospitals scored 75%. 

The Kwa-Zulu Natal Province’s overall compliance level was 72% but no public hospital 

participated. Therefore, the score of 72% can be attributed to the private hospitals. 

Overall the Free State Province scored 70% which should be attributed to private hospitals, since 

there was no public sector participation.  

With regards to the North West Province, the overall compliance rate was 67%. Out of the public 

hospitals, level 3 hospitals scored the lowest at 52% and level 2 the highest with 89%, resulting in 

an average of 70.5% overall for public hospitals. The average compliance rate for private hospitals 

was at 63.5%.  

The Mpumalanga Province scored 63% overall but no public hospital participated. Therefore, the 

total percentage of compliance in the Mpumalanga Province can be attributed to private hospitals 

that participated in the current study.  
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The Northern Cape Province scored 80% overall but only public hospitals participated in the 

survey. 

In the Limpopo Province no public or private hospitals participated in the current study.  

According to Khamisa, Peltzer, Ilic and Oldenburg’s (2014) studies, nurses often reported lower 

response rates (below 60%) compared to studies conducted among other groups of health care 

professionals (Khamisa, Peltzer, Ilic, & Oldenburg, 2014). The current study’s respondents 

included mostly nurse managers. The response rate of 70% (48 out of 69) for this study could be 

regarded as being acceptable since nurses reportedly tend to have low response rates.  Apart from 

describing overall Neo-BFHI compliance rates, compliance rate per Guiding Principle and per 

individual step (pertaining to the Ten Steps).  Table 3.2 provides a summary of the results per 

guiding principle (GP) and for the Ten Steps.  
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Table 3.2:  Overview of performance and response rates according to the Guiding Principles and Ten Steps 

 

Guiding Principle / Steps: Level 1 (%) Level 2 (%) Level 3 (%) Average: 

Guiding Principle 1: Staff attitudes toward mothers must focus on the individual mother and her situation 100 88 92 93 

Guiding Principle 2: The facility must provide family-centred care, supported by the environment. 82 86 79 82 

Guiding Principle 3: The health care system must ensure continuity of care from pregnancy to after the infant’s 

discharge. 

100 96 87 94 

Step 1:  A written breastfeeding policy should be available and routinely communicated to all health care staff. 100 84 50 78 

Step 2:  Educate and train all staff about the specific knowledge and skills required to implement this policy. 98 93 76 89 

Step 3:  Inform hospitalized pregnant women at risk of preterm delivery or birth of a sick infant about the 

benefits of breastfeeding and the management of lactation and breastfeeding. 

100 94 62 85 

Step 4:  Encourage early, continuous and prolonged mother-infant skin-to-skin contact (Kangaroo Mother 

Care) without unjustified restrictions. 

94 92 67 84 

Step 5:  Show mothers how to initiate and maintain lactation, and establish early breastfeeding with infant 

stability as the only criterion. 

100 96 85 94 

Step 6:  Give newborn infants no food or drink other than breast milk unless medically indicated. 75 100 89 88 

Step 7:  Practise rooming-in – allow mothers and infants to remain together for 24 hours a day. 83 88 54 75 

Step 8:  Encourage demand breastfeeding or, when needed, semi-demand feeding as a transitional strategy for 

preterm and sick infants. 

75 97 82 85 

Step 9:  Use alternatives to bottle feeding at least until breastfeeding is well established, and use pacifiers and 

nipple shields only for justifiable reasons. 

40 93 81 71 

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

discharge. 

100 88 71 86 

Overall performance per level: 89% 92% 75% 85% 
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Discussion 

The BFHI program is adaptable to many cultural settings (Saadeh & Casanovas, 2009) and has 

been implemented across the globe.  The WHO specified in the BFHI’s key messages that BFHI 

should cover public and private facilities (WHO, 2016). The results of the first international 

survey, identifying Neo-BFHI compliance rates in neonatal wards (Maastrup, Haiek, & Neo, 2018) 

were published during 2018. South-Africa is one of 36 participating countries that obtained an 

overall compliance score exceeding 50% (Maastrup et al., 2018). This score indicated that 

participating South-African hospitals implemented the Neo-BFHI guidelines to some extent, even 

in the absence of such a policy (Carayon & Gurses, 2008).  

In the current study, level 2 hospitals scored on average of 17% higher than level 3 hospitals. Level 

3 hospitals have to cope with increased (more specialized) care needs and sicker patients.  Thus, 

the greater workload in level 3 hospitals, might have implied fewer resources for Neo-BFHI 

implementation than level 2 hospitals. However, level two hospitals were most compliant with a 

92% compliance score, while level 3 hospitals scored the lowest at 75%. MacPhee, Dahinten and 

Havaei (2017) supported the assumption that huge workloads negatively affect nurses’ quality of 

care. These authors stated that “tasks left undone mediated the relationships between heavy 

workloads and nurse and patient outcomes; and between interruptions and nurse and patient 

outcomes” (MacPhee, Dahinten, & Havaei, 2017).  

Guiding principle (GP) 1 states:  Staff attitudes towards the mother must focus on the individual 

mother and her situation. It is important for nurses to have positive attitudes towards patient care 

to ensure quality care. Poor attitudes result in poor patient care, contributing to hospitals’ inability 

to provide quality care and improved outcomes for patients (Haskins, Phakathi, Grant, & 

Horwood, 2016). For this principle, an average of 93% was scored, indicating that neonatal nurses 

had good attitudes towards mothers. 

Guiding principle (GP) 2 states: The facility must provide family-centred care, supported by the 

environment. According to Kuo et al., (2012) family-centred care (FCC) is a partnership approach 

to health care decision-making between the family and the health care providers.  FCC is important 

for improving health outcomes, service delivery and system transformation. Family roles and 

involvements are fundamental for the efficient use of resources and supporting the well-being of 

patients (Kuo et al., 2012).  Level 3 hospitals scored the lowest with an average of 79% on GP1. 
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Guiding Principle (GP) 3: The health care system must ensure continuity of care from pregnancy 

till after the infant’s discharge. When a newborn presents with complications, the sick neonate 

might be transferred to a higher level of care. Level 3 (rendering the highest level of care) hospitals 

scored low in GP3. The referral system, disrupting the continuity of care might have contributed 

to this low score for level 3 hospitals. Level 1 facilities scored 100%, where level 3 hospitals only 

scored 87%. Therefore, it could be concluded that level 1 hospitals practised a higher rate of 

continuity of care from birth to after discharge of the infant than hospitals operating at other levels 

of care. 

In South Africa, infants and/or mothers are transferred to higher levels of care if complications 

occur. Rooming-in or lodging facilities are not usually available in higher level hospitals, 

increasing the risk of separation when mother and baby are transferred away from the geographical 

area where they had received antenatal care. With the three underlying guiding principles as 

departure point, the Ten Steps have been adapted to accommodate the neonatal context. 

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

staff. In the current study, level 3 hospitals scored a 50% compliance rate, indicating that half of 

the level 3 hospitals did not have a routinely communicated breastfeeding policy. 

Step two:  Educate and train all staff about the specific knowledge and skills required to implement 

this policy. Both levels 1 and 2 facilities scored above 90% but level 3 only scored 76%.  

Step three:  Inform hospitalized pregnant women, at risk of preterm delivery or birth of a sick 

infant, about the benefits of breastfeeding and the management of lactation and breastfeeding. 

Level 1 hospitals scored a 100% compliance rate while level 3 hospitals scored 62%.  

Step four:  Encourage early, continuous and prolonged mother-infant skin-to-skin contact 

(Kangaroo Mother Care) without unjustified restrictions. Level 3 facilities scored the lowest 

compliance rate at 67%. Skin-to-skin is an effective, low-cost intervention and well adopted in a 

stable infant context (Conde-Agudelo & Díaz-Rossello, 2016). However, its implementation could 

be challenged by staff capacity and knowledge although both mothers could benefit from skin-to-

skin contact and staff members could benefit from the mothers’ caregiving to their infants (Olsson 

et al., 2012).  

Step five:  Show mothers how to initiate and maintain lactation, and establish early breastfeeding 

with infant stability as the only criterion. Overall a high average of 94% was scored across all 

types of facilities and levels of neonatal care.  
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Step six:  Give newborn infants no food or drink other than breast milk unless medically indicated. 

For this step, level 1 facilities performed the worst with a percentage of 75% versus level 2 

obtaining a score of 100% and level 3 attained 89% as its compliance rate. 

Step seven:  Practise rooming-in – allow mothers and infants to remain together for 24 hours a 

day. Overall for step seven, low compliance rates were reported and level 3 hospitals scored 54%. 

Mother-infant separation is influenced by the physical environment, procedures and culturally 

sensitive care practices (Flacking et al., 2012). Although it was reported that the parents’ presence 

at their infants’ bedsides was not restricted in first world countries (Patriksson, Nilsson & Wigert, 

2019),  the current study found poor compliance with step 7 in South Africa.  

Step eight:  Encourage demand breastfeeding or, when needed, semi-demand feeding as a 

transitional strategy for preterm and sick infants. Level one hospitals scored the lowest with an 

average of 75% versus level two hospitals scoring 97%. Level 3 scored in between with an average 

of 82%. 

Step nine:  Use alternatives to bottle feeding at least until breastfeeding is well established, and 

use pacifiers and nipple shields only for justifiable reasons. For this step level one hospitals 

performed extremely poor (40%) versus level three (81%) and level two (93%) hospitals. 

Literature has proven that the use of pacifiers in certain situations will support breastfeeding rather 

than interfere with it. These justifiable conditions include low-birth weight and premature infants, 

infants with a risk of hypoglycaemia, infants in need of oral stimulation, maintaining and 

stimulation of the sucking reflex in preterm infants, and achievement of neuro-behavioural 

organisations (Lubbe & Ten Ham-Baloyi, 2017). Initially the use of pacifiers was contradicting 

the best practice for the Baby-Friendly Hospital Initiative, since pacifier use can be a potential risk 

for nipple confusion (Lubbe & Ten Ham-Baloyi, 2017).   

Step ten:  Prepare parents for continued breastfeeding and ensure access to support 

services/groups after hospital discharge. In order to adhere to this step, the facilities need to have 

support groups and services after mothers’ and babies’ discharge to assist with continued 

breastfeeding. This step scored an overall 86% compliance rate.  

Compliance rates were higher than expected (Khamisa et al., 2014). These high compliance rates 

could be ascribed to the fact that most participating neonatal units were more prone to EBF 

practices. This leaves the question unanswered as to the compliance level of non-participating 

units. If all units participated the national compliance profile might be different and require further 

investigation.   
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Limitations 

The limitations experienced during this study are as follows: 

• Due to the poor response rate, a true presentation of the whole country could not be achieved. 

The findings are presented according to provinces. However, four provinces and one private 

hospital group did not participate in the current study. The 48 completed questionnaires 

represented eight public (provincial) and 40 private health care institutions. These limitations 

might impact negatively on the generalization of the study’s findings. 

• The health care professionals used self-reporting. This might have impacted on their 

perceived levels of compliance. 

• Obtaining ethical approval in the public sector posed a big challenge. Every province has its 

own set of rules for obtaining permission. Some ethical committees only deal with 

permissions at district level. However, in the case of higher level hospitals (especially 

tertiary hospitals), hospital managers had to be conducted directly to obtain their permission 

for conducting research in the level 3 hospitals. The non-participation of level 3 hospitals, 

due to this process only became evident after the cut-of date for participation as per the 

international protocol. Diversity in approval processes therefore influenced recruitment 

negatively. 

Recommendations 

Based on the findings of the study the following recommendations are proposed: 

• All health care professionals working in the neonatal environment should be trained about 

the Neo-BFHI recommendations. 

• Expedited processes are required to ensure that the 2018 revised BFHI training and 

implementation guidelines from the National Department of Health are issued to and 

implemented in all South African neonatal units. 

• Parents’ perspectives should be included in providing care to their babies to ensure parental 

participation in infant care. 

• The effects of implementing the Neo-BFHI on breastfeeding outcomes need to be assessed 

on an ongoing basis.  
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• In the light of the recruitment challenges, a follow-up study which include even a larger 

number of hospitals and where participation of level 3 hospitals can be motivated, will 

enhance the baseline data prior to national implementation of the Neo-BFHI.  

• In order to migrate staff perception, to do a follow-up study with observation as data 

collection method, rather than self-reporting.  

Conclusion 

An average score of 76.5% compliance with the Neo-BFHI recommendations in neonatal wards 

was achieved in South Africa. However, only four out of nine provinces participated in the current 

study. This overall score included both public and private hospital sectors. The findings indicate 

that neonatal wards in South Africa support breastfeeding. Public hospitals (n=8) obtained a higher 

level of compliance compared to the private hospitals (n=40). The compliance to the Neo-BFHI 

recommendations should be improved in all neonatal units throughout South Africa. 
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CHAPTER 4: CONCLUSIONS, LIMITATIONS AND 

RECOMMENDATIONS 

4.1 CHAPTER AIM AND OUTLINE 

Chapter 4 presents the conclusions, limitations and recommendations of the current study. This 

chapter will also show that the aim and objectives of the study have been reached. In the previous 

three chapters, the aim, objectives, purpose, literature review, research design, methods, analysis 

and results were discussed. The conclusions reached in this chapter will focus on the findings of 

the current study. The limitations experienced during this study, will also be discussed. 

Recommendations are made for education, clinical practice and research regarding the identified 

level of Neo-BFHI compliance. Some duplication could arise since some aspects have been 

mentioned in previous chapters (as required by the journals concerned).  

The aim and objectives of the current study were to determine the level of compliance with the 

Neo-BFHI recommendations in neonatal wards across South Africa.  The objective of this study 

was to provide baseline data regarding the level of compliance with Neo-BFHI in South Africa’s 

neonatal wards.   

4.2 CONCLUSIONS 

The objectives identified for the current study were reached since the researcher was able to 

collect and present baseline data regarding the level of compliance with Neo-BFHI in South 

Africa’s neonatal wards.   

4.2.1 Conclusions based on the literature review 

By reviewing the literature, and after exploring the importance of the expansion of BFHI to 

neonatal units, a gap was identified because no baseline data existed concerning the level of 

Neo-BFHI compliance in South-Africa’s neonatal units. This prompted the researcher to ask: What 

is the current level of compliance with the Neo-BFHI recommendations in neonatal units in South-

Africa? 

4.2.2 Conclusions based on the study’s quantitative findings 

For South Africa’s public and private hospital sectors combined, an average score of 76.5% was 

obtained as the level of compliance with the Neo-BFHI recommendations in neonatal wards. This 

suggests that participating neonatal wards in South Africa supported breastfeeding. Participating 

public hospitals (n=8) demonstrated a higher level of compliance compared to the two 

participating private hospital groups (n=40). There was room for improvement, since the Neo-



 

77 

BFHI compliance rate was not 100%. Recommendations have been proposed to improve 

compliance to the Neo-BFHI guidelines.   

4.3 LIMITATIONS OF THE STUDY 

Several limitations were identified that might have impacted on the current study’s findings. Due 

to the response rate, a true representation of the whole country could not be demonstrated, but 

findings were summarized on provincial level although only five out of nine provinces’ public 

hospitals, and private hospitals from eight provinces, participated in the current study. One private 

hospital group declined participation as they were engaged in another study, and did not want to 

overload their staff members with research-related activities. This might limit the generalization of 

the study’s findings. Some provinces and hospitals did not give permission for the researcher to 

contact and invite neonatal wards to participate in the current study. This could also impact 

negatively on the generalization of the current study’s results. The respondents used self-

reporting to complete the online questionnaires. Thus, perceptions rather than facts might have 

been reflected in the respondents’ answers.  

Not all respondents had Internet access. The struggle to obtain ethical approval at the public 

sector level, posed a challenge. Every province has its own rules to grant permission for research. 

This impacted negatively on obtaining contact details of potential respondents, and on the actual 

number of respondents (n=48). 

4.3.1 Recommendations for clinical practice 

No original research could be found regarding the compliance with BFHI in South Africa’s 

neonatal wards. Therefore, this study aimed to serve as baseline information by providing 

information regarding the level of compliance with the Neo-BFHI recommendations specific to 

South-Africa.   

Based on the findings of the current study the following recommendations were proposed. All 

health care workers, working in neonatal units, should be trained to encourage the implementation 

of the 2018 Neo-BFHI recommendations. Parents’ perspectives should be included in caring for 

babies to ensure parental participation. All neonatal units should have a written infant feeding 

policy. All neonatal units should establish ongoing monitoring and data-management systems. 

Neonatal staff members should have sufficient knowledge, competence and skills to support 

breastfeeding. All staff members working with pregnant women must provide health education to 

pregnant women and their families regarding the importance and management of breastfeeding. 

After birth immediate and uninterrupted skin-to-skin contact should be facilitated. All staff 

members should support mothers to initiate breastfeeding and to express human milk. Mother-
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child separation should be limited and prevented, if possible. Neonatal care providers should also 

counsel and support mothers about the neonatal environment and about breastfeeding 

challenges they might face. 

Neonatal units should monitor the effects of implementing the Neo-BFHI guidelines on 

breastfeeding outcomes, to comply with the International Code of Marketing of Breast-milk 

Substitutes. This is also a recommendation for future research. The self-assessment tool should 

be used as part of the auditing process in all neonatal units. 

It would be of great value for neonatal units to appoint a national breastfeeding co-ordinator and 

breastfeeding committee, so that every maternity facility can practice the Ten Steps to Successful 

Breastfeeding. It is also recommended to enact imaginative legislation to protect the rights of 

working women who are breastfeeding. Neonatal units can also develop and implement 

comprehensive policies to cover all aspects of infant and young child feeding. The health care 

system must also support exclusive breastfeeding for six months and continued breastfeeding for 

at least two years. Units can promote timely, adequate, safe and appropriate complementary 

feeding with continued breastfeeding. It will be beneficial to provide guidance on feeding of infants 

and young children in exceptionally difficult circumstances.  

4.3.2 Recommendations for education 

BFHI training should be compulsory for all employees working in neonatal units as short courses. 

BFHI and expansion of the BFHI into neonatal units, could be improved by educating all neonatal 

staff members about the expansion. By including Neo-BFHI training in the under and 

postgraduate curricula, students’ knowledge regarding the latest evidence could be updated.  

4.3.3 Recommendations for future research 

By reviewing the previous chapters, the following recommendations are proposed for future 

research:  

• Compare current results with future objective assessments, such as observations, to 

decrease the possible impact of respondents’ wishes to perform well during the completion 

of the questionnaires by using self-reporting. 

• Expanding this study to include a larger sample, and to compare current results within and 

between provinces and groups. 

• Repeat the study after training of all respondents to identify the growth of participating wards 

regarding the level of compliance with the Neo-BFHI recommendations.  
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• Implement the Neo-BFHI recommendations in all neonatal wards.  

4.4 FINAL CONCLUDING REMARKS 

Although the neonatal mortality rates remain high in South Africa, the enhanced compliance with 

the Neo-BFHI recommendations could help to reduce these rates (Lloyd & De Witt, 2013:519).  

Reduced neonatal mortality and morbidity rates imply that more neonates will survive with fewer 

long term health challenges if these recommendations could be implemented successfully 

(Maastrup et al., 2018). Fewer health care challenges throughout the neonates’ lives imply huge 

cost savings for the individuals, families, communities and the entire health care system. The 

financial cost of successful implementation is negligible as breast milk is free, but training of health 

care professionals implies some expenditure. Therefore, the successful implementation and 

maintenance of compliance with Neo-BFHI recommendations, could be a cost-effective health 

care intervention (Maastrup et al., 2018). Prior to the commencement of the current study, no 

baseline data about South African neonatal units’ compliance with the Neo-BFHI 

recommendations could be traced.  An article, published during September 2018 (Maastrup et 

al., 2018), contained such information.  However, the information in the mentioned article was 

derived from the data collected during the current study. Thus, the current study’s data contributed 

to the publication of baseline data about South African neonatal units’ compliance with the Neo-

BFHI recommendations. 

A total of 48 completed questionnaires were received in the current study. South-Africa scored 

76.5% overall compliance for neonatal wards regarding the Neo-BFHI recommendations.  The 

public hospitals scored higher on average than the private hospitals. Level 1 hospitals scored 

average (89%) while level 3 hospitals had the lowest scores (75%) and level 2 hospitals scored 

the highest (92%). 

The aim and all the objectives of the current study had been achieved and described in the 

relevant chapters. All the results were gathered and presented according to the different chapters. 

Several limitations and recommendations for clinical practice, education and future research were 

identified and discussed. 
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