BABY FRIENDLY
HOSPITAL INITIATIVE

Part 2: Criteria/Standards

About BFHI 2020
The Baby Friendly Hospital Initiative (BFHI) is part of the Baby Friendly Aotearoa Programme. The BFHI criteria for Aotearoa New
Zealand are based on the UNICEF/WHO Baby Friendly Hospital Initiative: Revised and Updated 2018. The global assessment tool
forms the basis of the audit and accreditation procedure for all countries. In New Zealand amendments and clarifications to the
accreditation documents have been made and the format of the documents differ.
The BFHI documents for New Zealand are presented in three sections:
Section One: General Information
Part 1: Background and Baby Friendly Implementation in Aotearoa New Zealand
Part 2: Criteria/standards
Section Two: BFHI Service Provider Information
Part 3A: Background Information for BFHI Audit
Part 3B: Pre-Audit Questionnaire
Part 4: Breastfeeding Resources for Aotearoa New Zealand
Part 5: Self-Assessment Tool
Part 6: Audit Questions Outline

This is Part 2:
Criteria/Standards

Section Three: Auditor Information (Secured)
Guide for External Auditors (only available via protected password to NZBA auditors)
Throughout the various parts in the document there are research findings to support the BFHI programme. All reference articles used
can be found in Part 4: Breastfeeding Resources for Aotearoa New Zealand.
The intent in Aotearoa New Zealand is to encourage consistent evidence-based, culturally-appropriate infant feeding practices at all
maternity facilities and where initiation of breastfeeding occurs acknowledging:






Te Tiriti o Waitangi (the Treaty of Waitangi) is an integral part of BFHI in Aotearoa New Zealand;
New Zealand has a unique system where women choose their Lead Maternity Carer (LMC) for their antenatal, birth and postnatal
care. The auditing tool was developed to assess the maternity service and staff employed by the maternity service;
self-employed LMCs utilising maternity facilities also have a key role in practising in line with BFHI principles and promoting these
in the community;
informed consent is an important part of the BFHI process;
consultation with tangata whenua, community service providers and consumers is mandatory in the development of breastfeeding
policies.

The New Zealand Ministry of Health
requires all maternity services in New
Zealand to attain, and then maintain
Baby Friendly Hospital Accreditation.
These documents have been accepted
as the New Zealand BFHI accreditation
criteria, adapted from the International
BFHI documents.
NZBA
has
undertaken
extensive
consultation, to ensure this document
reflects Te Tiriti o Waitangi, meets New
Zealand legislation and works with the
context of our unique maternity system.
NZBA’s focus and systems are being
adapted to reflect this consultation
process.
Thank you to everyone who has
contributed to the development and
revision of this document.
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The Ten Steps to Successful Breastfeeding

Step One: The Code
Critical Management Procedures as per 2018 Implementation

STEP 1A:
Comply fully with the International Code of Marketing of Breastmilk Substitutes and relevant World
Health Assembly Resolutions. (Hereafter referred to as “The Code”)
Rationale
The service abides by The Code, including procurement of breastmilk substitutes, not accepting support or gifts from producers or
distributors of products covered by The Code and not giving samples of breastmilk substitutes, feeding bottles, teats or pacifiers to
mothers.
The WHA has called upon health workers and health-care systems to comply with The Code, in order to protect families from commercial
pressures.
Compliance with The Code is important for facilities providing maternity and newborn services, since the promotion of breastmilk
substitutes is one of the largest undermining factors for breastfeeding.
In line with the WHO Guidance on ending the inappropriate promotion of foods for infants and young children, published in 2016 and
endorsed by the WHA, health workers and health systems should avoid conflicts of interest with companies that market foods for infants
and young children. Health professional meetings should never be sponsored by industry and industry should not participate in parenting
education.
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PRODUCTS THAT FALL UNDER THE SCOPE OF THE CODE
The following products come under the scope of The Code and health workers should be on the alert for their promotion:
Infant formula
Any preparation intended to satisfy the nutritional requirements of infants from birth until six months or older. Infant formula includes soy
formula, lactose-free formula, low-birthweight/premature formula, and any other ‘special’ formula.
Other milk products that are represented as suitable for use as a partial or total replacement for breastmilk
In practical terms, this includes follow-on milks and toddler milks marketed for babies between six months to two years. These products
always replace the breastmilk part of the baby’s diet which is recommended for two years and beyond. Therefore, follow-on milks and
toddler milks may not be promoted for babies below two years of age.
Any other food or beverage that is represented as suitable to be fed to infants less than six months old
Products to watch for are complementary foods and drinks labelled as suitable for use for infants below six months of age. This includes
products such as cereals, infant dinners, pureed vegetables, fruits or meats in ready-to-feed jars, baby/infant food pouches, baby/infant
teas, herbal drinks, baby biscuits, mineral water and juices. Since infants need complementary foods in addition to breastmilk after six
months, complementary foods marketed for babies above six months do not come under the scope of The Code.
Feeding bottles, teats and pacifiers

100% compliance for the components of The Code is required.
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Criteria/standards

Evidence that demonstrates the standard is met

1.A.1 The service abides by The Code, including procurement of 1. The person(s) responsible for midwifery or nursing services
breastmilk substitutes, not accepting support or gifts from
reports that:
producers or distributors of products covered by The Code and
 no infant formula company employees, or distributors of
not giving samples of breastmilk substitutes, feeding bottles,
breastmilk substitutes, bottles, teats or pacifiers have any
teats or pacifiers to mothers.
direct or indirect contact with pregnant women or mothers.
 the service does not receive free gifts, non-scientific
literature, materials or equipment, money, or support for
in-service education or events from manufacturers or
distributors of breastmilk substitutes, bottles, teats or
pacifiers
 no pregnant women, mothers or their families are given
marketing materials or samples or gift packs by the
service/facility that include breastmilk substitutes,
bottles/teats, pacifiers, other infant feeding equipment or
coupons.
2. A review of records and receipts indicates that any breastmilk
substitutes, including special formulas and other supplies, are
purchased by the health care service/facility for the wholesale
price or more. A policy for brand rotation and evidence of
compliance is available.
3. There is a written policy which identifies who the
manufacturers or distributers of breastmilk substitutes,
bottles, teats and pacifiers can contact, in the service/facility.
4. A review of the breastfeeding and artificial feeding policies
indicates that they uphold The Code and relevant subsequent
WHA resolutions by prohibiting:


the display of posters or other materials provided by
manufacturers or distributors of breastmilk substitutes,
bottles, teats and pacifiers or any other materials that
promote the use of these products
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any direct or indirect contact between employees of these
manufacturers or distributors and pregnant women or
mothers in the service/facility
distribution of samples or gift packs with breastmilk
substitutes, bottles, teats or pacifiers, or of marketing
materials for these products to pregnant women or
mothers or members of their families
acceptance of free gifts (including food), literature,
materials or equipment, money or support for in-service
education or events from these manufacturers or
distributors by the health care service
demonstrations of preparation of infant formula for anyone
who does not need them
acceptance of free or low-cost breastmilk substitutes or
supplies.

5. Observations in the antenatal and maternity services and
other areas where facility staff work, (e.g. neonatal care)
indicate that no materials that promote breastmilk substitutes,
bottles, teats or pacifiers, or other designated products, are
displayed or distributed to pregnant women, mothers or staff.
6. Infant formula cans/satchets, ‘ready-to-feed’ and prepared
bottles are kept out of view, and inaccessible to mothers.
1.A.2 At least 80% of health professionals who provide antenatal,
birth, and/or newborn care can explain at least two elements of
The Code

Staff interviews.

1.A.3 At least 80% of the pregnant women interviewed can report
they have received neither group instruction nor any written
promotional material on the use of infant formula.

Confirmation by mothers via email survey, video link or face-toface interview.
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STEP 1B
Have a written breastfeeding policy that is routinely communicated to staff and parents.
Rationale
The WHO has called upon health workers and health-care systems to comply with The Code, in order to protect families from commercial
pressures. People working with mothers and babies, including LMCs and access holders, should be orientated with the service policies
and guidelines.

Criteria/standards

Evidence that demonstrates the standard is met

1.B.1 The health service has a written breastfeeding policy that
addresses the implementation of all eight key clinical practices of
the Ten steps (revised 2018), and Te Tiriti o Waitangi. The
service has an artificial feeding policy and/or breastmilk
substitutes policy.

A review of the service’s clinical policies related to breastfeeding
indicates that they are in line with BFHI standards.

1.B.2 The breastfeeding policy is developed or reviewed in
consultation with Māori and other ethnic groups representing 5%
or more of the birthing populations,, consumer organisations and
other providers using the service.

Te Tiriti o Waitangi is acknowledged and integrated throughout the
policy and there is documentation confirming consultation with
relevant stakeholders.

1.B.3 A summary of the breastfeeding policy is visible to pregnant
Observations within the service.
women, mothers and their whānau/family . It is displayed in English,
Te Reo Māori and in any other language where the population
using the service is 5% or more.
1.B.4 At least 80% of clinical staff who provide antenatal, birth,
postnatal, and/or newborn care can explain at least two elements of
the breastfeeding policy and the artificial feeding policy that
influence their role in the service.

Records confirming orientation to the policies and on-going
education and training.
Staff interviews.
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STEP 1C
Establish ongoing monitoring and data-management systems.
Rationale
Facilities providing maternity and newborn services need to integrate recording and monitoring of clinical practices related to
breastfeeding into their quality improvement/monitoring systems.
NZBA provides a ‘breastfeeding rates at discharge tool’ for collecting annual data. This tool will enable services to monitor their
performance and make decisions to improve the quality of their support.

Criteria/standards

Evidence that demonstrates the standard is met

1.C.1 The service will track the sentinel indicators1, early initiation of
breastfeeding and exclusive breastfeeding data to show that
exclusive breastfeeding rates for well, full-term infants are at 75% or
greater at discharge, as set by the WHO/UNICEF guidelines.

Monthly completion and monitoring of robust data via the online
NZBA tool and monitoring of the early initiation of breastfeeding
within the clinical notes.

1.C.2 The service has a protocol for an ongoing monitoring and
data management system to comply with the eight key clinical
practices.

Quality improvement documentation (including monitoring of the
supplementation protocol).

Documentation of quality improvement initiatives.

1.C.3 The service has a robust system to record and monitor staff Records confirming attendance at education/training.
BFHI education.

1

Sentinel indicators include early initiation of breastfeeding and exclusive breastfeeding.
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Step Two: Education and Training
Ensure that staff have sufficient knowledge, competence and skills to support breastfeeding
Rationale
Training of health staff enables them to develop effective skills, give consistent messages, and implement policy standards. Timely and
appropriate care for mothers will be accomplished when staff have the knowledge, competence and skills. (Please note that until this Step

is clarified by WHO/ UNICEF, the New Zealand Criteria will remain the same as 2017 Baby Friendly Documents, with minor changes for
clarity.)
Criteria/standards
2.1 Staff will have sufficient knowledge, competence and skills to
support women to breastfeed as per their scope of practice.

Evidence that demonstrates the standard is met
1. The person(s) responsible for midwifery, neonatal, or
maternity care can report that:
 all staff employed by the service, who have any contact
with pregnant women, mothers and/or babies, have
received orientation (within 6 months of commencement of
employment) and relevant ongoing education on the
implementation of the breastfeeding policy.
 they can describe how the education is delivered and
confirm that it meets the Baby Friendly Aotearoa
standards.
2. An education schedule and a copy of the curricula or course
session outlines, for educating staff in breastfeeding
promoting and support (including breastfeeding and lactation
management where applicable), is available for review.

2.2 Level 3 Specialist staff are available to offer breastfeeding
support, on-site, 24 hours per day (as relevant).

Confirmation by mothers via email survey, video link, or face-toface interview.
Manager interview.
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EDUCATION CRITERIA FOR STAFF
These are arranged in four levels based on role, with separate criteria for anaesthetists.
The education criteria and minimum hours required are outlined for each level on the following tables.
The person(s) responsible for midwifery, lactation or nursing will consider, on an individual basis, how much daily contact staff have with
pregnant women and mothers and/or babies.
See Section 2: Part 3A, page 73 in the complete document for a comprehensive definition of staff level of education required.
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Anaesthetists

Anaesthetists Interview Requirements

The requirement for anaesthetists who regularly* work with women during
labour and birth is:

At least 80% of the randomly selected
Anaesthetists can:
 confirm that they have received the
described education or, if they have been
in the service less than six months, have
at least received orientation to the
breastfeeding policy and what their role
is in implementing this policy.
 show awareness of the Ten Steps to
Successful Breastfeeding including the
importance of skin-to-skin baby-mother
contact.
 describe the advice they would give to a
mother about the effects of drugs given
during labour, birth and following a
general anaesthetic.
 state three practices in the service that
support breastfeeding.

• Orientation to the service’s breastfeeding policy with focus on Step Four.
Emphasis must be given to the importance of immediate skin-to-skin
contact between mother and baby and the potential effect of medications,
administered during labour and birth, on the newborn and the initiation of
breastfeeding.
Evidence
At the time of audit evidence must be provided to demonstrate that a
minimum of 80% of anaesthetists, for whom this is applicable, have
completed this education on employment and at each Breastfeeding Policy
review.
*Note: Regular involvement is deemed to be those working in Obstetric
Care, at least one shift every month.
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Level One: Awareness (no clinical or a limited clinical role)

Level One Interview Requirements

These are classified as staff who are employed by the service in a nonclinical or a limited clinical role, and who are in regular contact with pregnant
women, mothers and their babies. Examples include health care assistants,
cleaning staff, reception staff, general theatre staff, post-anaesthetic care
unit staff, etc. (Please refer to Part 3A on Page 73 in the complete document
online for list.)

At least 80% of the randomly selected Level
One Awareness staff can:
 confirm that they have received the
described education or, if they have been
in the service less than six months, have
at least received orientation to the
breastfeeding policy and what their role
is in implementing this policy.
 describe at least three reasons why
exclusive breastfeeding to six months is
important.
 state three practices in the service that
support breastfeeding.
 answer correctly questions on issues
relating to the promotion, protection and
support of breastfeeding.

Evidence
At the time of audit evidence must be provided to demonstrate that a
minimum of 80% of Level One: Awareness staff have completed the
equivalent of one hour of education, which encompasses the mandatory
subjects, every year since employment. If employed for three years this
must equate to three hours in the previous three years.
For non-clinical / limited clinical staff, the education must include:
 orientation to the service’s breastfeeding policy
 the importance of breastfeeding
 the Ten Steps to Successful Breastfeeding
 the protection of breastfeeding which includes ‘The Code’
Ongoing Education
Ongoing breastfeeding education for Level One: Awareness staff, between
audits should equate to a minimum of one hour annually.
(Note: Health Care Assistants, Kaiawhina, or people in similar roles that
work directly with mothers to give infant feeding advice, including bottle
feeding, may need to complete the Level Three training.)
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Level Two: Generalist

Level Two Interview Requirements

These are classified as staff who have contact with the mother/baby and,
who have a limited clinical role in infant feeding, but are able to refer to an
on-site Level 3 specialist for breastfeeding assistance. The Generalist does
not usually include midwifery, nursing or support staff who have direct
contact with the antenatal/postnatal women. Generalist staff may include (but
not limited to) obstetricians, paediatricians, registrars, and dietitians.

At least 80% of the randomly selected Level
Two: Generalist staff can:
 confirm that they have received the
described education or, if they have been
in the service less than six months, have
at least received orientation on the
breastfeeding policy and their role in
implementing this policy.
 answer
correctly
questions
on
breastfeeding promotion, support and
management.
 describe two breastfeeding discussion
points that should be addressed with a
pregnant woman.
 describe the support services available for
mothers in the community, and how
mothers are informed of this support.
 recognise the importance of The Code
and its application to practice.

Generalist staff must have education that includes these mandatory topics:
 orientation to the Breastfeeding Policy
 the importance of breastfeeding
 acceptable sound clinical reasons for supplementation and the
implications of unnecessary supplementation
 the Ten Steps to Successful Breastfeeding
 the protection of breastfeeding which includes The Code
 the effect of medications administered during labour and birth on the
newborn and initiation of breastfeeding (for medical practitioners only)
 the importance of referral to a Specialist Level 3 or 4 staff member
when a breastfeeding situation arises beyond their scope of practice.
Evidence
At the time of the audit evidence must be provided to demonstrate that a
minimum of 80% of Level Two: Generalist staff have completed two hours of
breastfeeding education, which encompasses the mandatory subjects, every
year since employment. If employed for three years this must equate to six
hours in the previous three years.
Ongoing Education
Once six hours of breastfeeding education has been achieved within three
years, the ongoing breastfeeding education for a Level Two Generalist staff
member must show a minimum of one hour every three years. Topics include
a review of the Breastfeeding Policy and any relevant policies.
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Level Three: Specialist
These are classified as clinical staff who are working in maternity, neonatal
units and community services. Examples include midwives, nurses, some
speech language therapists who give feeding advice, IBCLCs childbirth
educators, and in some cases, support staff who work in a clinical capacity
with mothers and their babies.
At the time of audit evidence must be provided to demonstrate that a
minimum of 80% of Level Three: Specialist staff have completed the
mandatory requirement of 21 hours of education that includes these
mandatory topics











orientation to/review of the Breastfeeding Policy
the importance of breastfeeding
acceptable sound clinical reasons for supplementation and the
implications of unnecessary supplementation
the Ten Steps to Successful Breastfeeding
the protection of breastfeeding including The Code‘
the Artificial Feeding Policy and the care of the non-breastfeeding
mother and her baby
the effect of medications administered during labour and birth on the
newborn and the initiation of breastfeeding
safe and unsafe sleep practices
one hour covering breastfeeding for Māori
three hours of supervised clinical education including
-all practical aspects of positioning, aligning and latching of baby for
breastfeeding
-the teaching of hand expressing breastmilk
-cup feeding technique
-safe and hygienic preparation, feeding and storage of breastmilk
substitutes.

Level Three Interview Requirements
At least 80% of the randomly selected Level
Three Specialist staff can:
 confirm that they have received the
described education or, if they have been
in the service less than six months, have at
least
received
orientation
on
the
breastfeeding policy and their role in
implementing this policy.
 answer
correctly
questions
on
breastfeeding promotion, support and
management.
 describe two breastfeeding issues that
should be discussed with a pregnant
woman.
 prove
competence
in
guiding
a
breastfeeding mother to confidently feed
her baby.
 describe the support services available for
mothers in the community, and how
mothers are informed of this support.
 recognise the importance of ‘The Code
‘and its application to practice.
 prove competence in guiding a nonbreastfeeding mother to safely prepare and
feed her baby a breastmilk substitute.
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Evidence
Evidence must be provided to demonstrate that Level Three staff have
received the required education, either in the service or prior to employment
in the service. This documentation will also identify the date and hours of
the orientation to the service’s breastfeeding policy, clinical and practical
assessment and attendance at any ongoing breastfeeding education
sessions.
Staff employed within the preceding six months are required to have been
orientated to the policies and have been placed on the first available
breastfeeding education session, unless they have provided evidence
confirming that the required education had been received elsewhere.
After the initial orientation to the policy and being booked into the first
available study, it is best practice that all education is completed within the
first six months. It is not acceptable to spread the initial 21 hours of
education over 5 years.
Ongoing Education
Ongoing education equates to a minimum of four hours of breastfeeding
education annually. This ongoing annual education includes a minimum of
one hour of supervised clinical education
Ongoing education also includes a minimum of 30 minutes covering
breastfeeding for Māori during each three-year ongoing education period
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Level Four: Expert

Level Four Interview Requirements

These are classified as staff that have specialist expertise in infant and young
child feeding. It is expected that these staff would be an International Board
Certified Lactation Consultant (IBCLC) and employed in a designated lactation
position within the health team. This person would be employed by the service
in a clinical role may also educate staff at all levels on infant feeding.

Confirm that they have received the
described education and have received
orientation on the breastfeeding policy and
their role in implementing this policy.

A Level Four staff member in addition to the IBCLC qualification needs to:
 receive orientation to the Breastfeeding Policy and Artificial Feeding
Policy on employment
 attend an one-hour session on breastfeeding from Te Ao Māori
perspective incorporating Te Tiriti o Waitangi
Evidence
There will be documented evidence demonstrating that the service has
arranged or supported appropriate ongoing annual education for this staff
member to ensure 75 Continuing Education Recognition Points (CERPs) can
be earned over a five-year period enabling recertification





Programmes with instruction specific to lactation are awarded
L-CERPs. (minimum of 50 are required)
Ethics of practice for IBCLCs is awarded E-CERPs. (minimum of five
are required)
Related education is awarded R-CERPs can be earned from
professional education that is related to the work of an IBCLC, but is not
specifically about breastfeeding. (20 can be R CERPs)

Ongoing Education
Continuing Education Recognition Points (CERPs) can be earned not only by
attending conferences or seminars but also by preparing, researching and
presenting up-to-date education sessions at a level appropriate for IBCLC
education.

Prove competence in meeting all the
requirements of the Level Three clinical
staff.
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Step Three: Antenatal Information
Discuss the importance and management of breastfeeding with pregnant women and their
whānau/family
Rationale
All pregnant women must have basic information about breastfeeding, in order to make informed decisions.
Pregnancy is a key time to inform women about the importance of breastfeeding, support their decision making and pave the way for their
understanding of the maternity care practises that facilitate their success.
Mothers also need to be informed that birth practises have a significant impact on the establishment of breastfeeding.
NB: If the health service is the provider of primary care, breastfeeding classes, childbirth education, hapu wananga, or handover of care
during pregnancy, the following standards, in Section A, are applicable for these services.
If the service has pregnant women who are referred for obstetric consultation only, the standards for this particular service or clinic which
are documented in Section B are applicable. (NOTE: Some facilities may be assessed by both Section A and Section B criteria.)

Criteria/standards

Evidence that demonstrates the standard is met

Section A
3.A.1 The service has a written description of the topics
discussed in the antenatal education programme (pertaining to
BFHI and breastfeeding). These should include the Ten Steps to
Successful Breastfeeding and other relevant information.
3.A.2 Information provided to pregnant women should be
ethnically and culturally appropriate and relevant to specific,
individual needs.

Review of written description and any printed and digital
materials provided.
Review of curriculum, printed and digital materials and post-session
educator reflections.
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Criteria/standards
3.A.3 At least 80% of pregnant women who have completed the
antenatal education and/or have used the core midwifery
antenatal service can:






confirm that a staff member has either discussed the
importance of exclusive breastfeeding with them, or
ensured that another health professional has done so, and
can list at least two implications of giving a breastmilk
substitute to a baby under six months of age
identify at least two of the following reasons breastfeeding
is important:
- optimal nutrition for baby
- bonding
- protection, including the importance of colostrum
- health of the baby
- health of the mother.
confirm that a staff member has discussed breastfeeding
management with them or ensured that another health
professional has discussed this with them and they were
able to adequately describe what was discussed about
two of the following topics:
-

importance of skin-to-skin contact
importance of rooming-in 24 hours a day, safe and
unsafe sleep practices
positioning and attachment of baby to the breast
importance of responsive (cue-based or baby-led)
feeding
how to initiate and maintain a good milk supply
implications of using pacifiers, teats and bottles on
the establishment of breastfeeding.

Evidence that demonstrates the standard is met
The person(s) responsible for midwifery or nursing services
reports that breastfeeding is discussed and information is given
to pregnant women, either individually or in a group.

Mothers’ confirmation via email survey, video links, or face-to-face
interview.
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Criteria/standards
3.A.4 At least 80% of these pregnant women can confirm that
they have not received group education or any written
promotional materials on the preparation or brands of infant
formula, and that all information given to them was free from
advertising in compliance with The Code.

Evidence that demonstrates the standard is met
Mothers’ confirmation via email survey, video links or face-to-face
interview.

Section B
3.B.1 The service must provide the following:







positive conversations around breastfeeding
good resources promoting and supporting breastfeeding
a Baby Friendly environment
identification of maternal risk factors that may impact on
breastfeeding and identification of referral pathways
contribution to breastfeeding care planning/referral to
appropriate support services
an environment which is compliant with The Code.

3.B.2 At least 80% of mothers who received antenatal care from
the service are able to adequately describe what was discussed
about two of the topics mentioned above.

The person(s) responsible for midwifery or nursing services
reports that breastfeeding is discussed and information is given
to pregnant women, either individually or in a group.
Review of printed and digital materials provided to pregnant
women.
Review of clinical notes.
Direct observations of the environment.

Mothers’ confirmation via email survey, video links or face-to-face
interview.
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Step Four: Skin-to-Skin
Facilitate immediate and uninterrupted skin-to-skin contact and support mothers to initiate
breastfeeding as soon as possible after birth and any opportunity thereafter
Rationale
Immediate skin-to-skin contact within five minutes where possible and early initiation of breastfeeding are two closely linked interventions
that need to take place in tandem for optimal benefit. Immediate and uninterrupted skin-to-skin contact facilitates the newborn’s natural
rooting and breast crawl reflexes that help to imprint the behaviour of looking for the breast and suckling at the breast. Additionally,
immediate skin-to-skin contact helps populate the newborn’s microbiome and prevents hypothermia. Early suckling at the breast will
trigger the production of breastmilk and accelerate lactogenesis. Many mothers stop breastfeeding early or believe they cannot
breastfeed because of insufficient milk, so establishment of a milk supply is critically important for success with breastfeeding. In addition,
early initiation of breastfeeding has been proven to reduce the risk of infant mortality.
Criteria/standards
4.1 Early and uninterrupted skin-to-skin contact between mothers
and infants should be facilitated and encouraged as soon as
possible after birth (allowing time for evidence-based practices
such as delayed cord clamping) regardless of method of birth. It
should be uninterrupted for at least 60 minutes and mothers
should be supervised when very tired or following pain relief.

Evidence that demonstrates the standard is met
Clinical records documentation confirming time and length of
skin-to-skin following birth.

This includes post-Caesarean mothers with general anaesthetic
as soon as the mothers are able to respond (except for brief bedtransfer interruption or if there were clinically justifiable reasons).
4.2 At least 80% of mothers of term infants report that their
babies were placed in skin-to-skin contact with them immediately
after birth and that this contact lasted 1 hour or more (unless
there were documented clinically justifiable reasons for delayed
contact).

Mothers’ confirmation via email survey, video links, or face-to-face
interview.

19
Criteria/standards

Evidence that demonstrates the standard is met

4.3 Mothers should be supported to initiate breastfeeding as
soon as possible after birth.

Clinical records documentation confirming time of first
breastfeed.

At least 80% of mothers of term infants report that their babies
were given the opportunity to initiate breastfeeding within 1 hour
after birth (unless there were documented clinically justifiable
reasons for not doing so).

Mothers’ confirmation via email survey, video link, or face-to-face
interview.

They also report that they were encouraged to look for signs for
when their babies were ready to breastfeed during this first
period of contact and were offered help with breastfeeding if
needed.
4.4 If there are feeding problems, skin-to-skin should still be
encouraged as soon as possible after birth, It is recommended
for partners or other whānau/family members be encouraged to
give skin-to-skin contact if the mother is unavailable.

Mothers’ confirmation via email survey, video link, or face-to-face
interview.

Preterm and low-birth-weight infants:
Skin-to-skin contact (also known as kangaroo mother care in some neonatal units) is particularly important for preterm and low-birthweight infants. This involves early, continuous and prolonged skin-to-skin contact between the mother and the baby and should be used
as established practice as soon as the baby is stable (including the absence of severe apnoea, desaturation and bradycardia), owing to
demonstrated benefits in terms of survival, thermal protection and initiation of breastfeeding. The infant is generally firmly held or
supported on the mother’s chest, often between the breasts, with the mother in a semi-reclined and supported position.
Early and frequent milk expression is critical to stimulating milk production and secretion for preterm infants who are not yet able to
suckle.
Transition to direct and exclusive breastfeeding should be the aim whenever possible and is facilitated by prolonged skin-to-skin contact.
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Criteria/standards
4.5 At least 80% of the randomly selected mothers of babies in
the neonatal care report that they have had opportunities to hold
their babies in skin-to-skin contact or, if not, the staff could
provide clinically justifiable reasons why they could not.

Evidence that demonstrates the standard is met
Clinical notes documentation confirming justifiable reason.
Mothers’ confirmation via email survey, video links, or face-toface interview.
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Step Five: Breastfeeding Support
Support mothers to initiate and maintain breastfeeding and manage common difficulties
Rationale
While breastfeeding is natural, most mothers need practical help in learning how to breastfeed. Even experienced mothers encounter
new challenges with breastfeeding a newborn. Postnatal breastfeeding support has been shown to increase rates of breastfeeding up to
six months of age. Early adjustments to position and attachment can prevent breastfeeding problems at a later time. Frequent coaching
and support helps build maternal confidence.
Practical support includes providing emotional and
motivational support, imparting information and
teaching concrete skills to enable mothers to
breastfeed successfully. The stay in the service
providing maternity and newborn services is a unique
opportunity to discuss and assist the mother with
questions or problems related to breastfeeding and
to build confidence in her ability to breastfeed.
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Criteria/standards

Evidence that demonstrates the standard is met

5.1 Mothers receive individualised, practical support to enable Mothers’ confirmation via email survey or face-to-face interview.
them to initiate and maintain breastfeeding and manage common
breastfeeding difficulties.
Review of completed breastfeeding assessments.
At least 80% of the randomly selected mothers who are
breastfeeding can:
 report that maternity staff offered further support with
the next breastfeed or when they were able to respond
to their babies
 report that a Level Three staff member offered them
support with positioning and latching their babies for
breastfeeding
 demonstrate or describe correct positioning, alignment,
latching and the establishment of lactation
 describe effective suckling and milk transfer including
knowing that baby is getting enough
 report that they were shown how to express their
breastmilk by hand and offered written or digital
information on breastmilk storage. In addition, mothers
report that they were encouraged to express sufficient
milk for comfort if ever their breasts are overfull and the
baby is disinterested in breastfeeding
 report that they have access to breastfeeding support,
24 hours a day, should it be required.
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Criteria/standards
5.2 At least 80% of the randomly selected L3 clinical staff can
demonstrate:
 How to teach mothers how to position, align and
attach their babies for breastfeeding and are able to
demonstrate correct techniques
 How to teach mothers how to hand express and can
describe or demonstrate an acceptable technique for
this
 How to identify signs of effective suckling and milk
transfer
 How to explain how to store expressed breastmilk.

Evidence that demonstrates the standard is met
Demonstration of skills during staff interviews.

5.3 At least 80% of the randomly selected mothers with babies in Mothers’ confirmation via email survey, video link or face-to-face
neonatal, who are breastfeeding or intending to do so:
interview.
 report that a Level Three staff member offered them
support with positioning and latching their babies for
breastfeeding
 can demonstrate or describe correct positioning,
alignment, attachment
 report that they have been supported to initiate
lactation within 1-2 hours of birth
 report that they have been shown how to express their
breastmilk by hand
 can adequately describe (or demonstrate) how they
were shown to express their breastmilk by hand




report that they have been told that over every 24-hour
period, they need to breastfeed or express their milk
eight times or more, with no longer than six hours
between any two of these sessions, to establish and
maintain their supply
report that they were given information on the storage
of breastmilk and that this was discussed with them
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Step Six: Breastmilk Only for Newborns
Avoid giving breastfed newborns any food or fluids other
than breastmilk, unless clinically indicated
Rationale
Giving newborns any foods or fluids other than breastmilk in the first few days
after birth interferes with the establishment of breastmilk production. Newborns’
stomachs are very small and easily filled. Newborns fed other foods or fluids will
suckle less vigorously at the breast, remove less milk and thus inefficiently
stimulate milk production, creating a cycle of insufficient milk and
supplementation that leads to breastfeeding failure.
Babies who are supplemented prior to service discharge have been found to be
twice as likely to stop breastfeeding altogether in the first 6 weeks of life. In
addition, foods and liquids may contain harmful bacteria and carry a risk of
disease.
Supplementation with a breastmilk substitute significantly alters the intestinal
microflora. Preterm babies and other vulnerable newborns that cannot be fed
their mother’s own milk should be fed with screened or pasteurised donor human
where milk where available.
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Criteria/standards
6.1 At least 75% of infants (preterm and term) receive only
breastmilk throughout their stay at the service.

Evidence that demonstrates the standard is met
The service is able to demonstrate a robust data collection
system.
Reporting to NZBA is via the NZBA tool.

6.2 At least 80% of term breastfed babies who receive
supplemental feeds have a sound clinical indication for
supplementation and their mothers’ consent was obtained.

Review of clinical records confirms sound clinical indication.

The service will have a supplementation protocol.

any corrective action.

The person(s) responsible for midwifery or nursing services is/are
able to confirm that breastfed infants are only supplemented due
The service will monitor the rate of partially fed infants and initiate to sound clinical reasons or maternal choice.
corrective action where necessary.
Review of Supplementation Policy and relevant documentation of
Review of mothers’ consent forms.
Mothers’ confirmation via email survey, video link or face-to-face
interview.
6.3 At least 80% of mothers who are not breastfeeding report that Mothers’ confirmation via email survey, video link or face-to-face
the staff discussed with them the safe preparation, various
interview.
feeding methods and storage of breastmilk substitutes.
6.4 At least 80% of mothers with babies in neonatal care report
Mothers’ confirmation via email survey, video link or face-to-face
that they have been offered help to initiate their milk supply within interview.
1-2 hours after their babies’ birth.
6.5 At least 80% of preterm babies and other vulnerable
newborns that cannot be fed their mother’s own milk are fed with
screened or pasteurised donor human milk, if that is their choice
(where possible).

Review of clinical records confirms donor milk usage with
informed maternal consent.
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Step Seven: Rooming-In
Enable mothers and their infants to remain together and to practise rooming-in 24 hours a day
Rationale
Rooming-in is necessary to enable mothers to practise responsive cue-based feeding, because mothers cannot learn to recognise and
respond to their infants’ cues for feeding if they are separated from them. When the mother and infant are together throughout the day
and night, it is easy for the mother to learn to recognise feeding cues and respond to them. This, along with the close presence of the
mother to her infant, will facilitate the establishment of breastfeeding. It is good practice to encourage and allow for a support person to
stay with the mother.
Rooming-in may not be possible in circumstances when infants need to be moved for specialized medical care. If preterm or sick infants
need to be in a separate room to allow for adequate treatment and observation, efforts must be made for the mother to recuperate
postnatally with her infant, or to have no restrictions for visiting her infant. Mothers should have adequate space and privacy to express
milk adjacent to their infants.
Criteria/standards

Evidence that demonstrates the standard is met

7.1 At least 80% of randomly selected staff can give three
reasons why rooming-in 24 hours a day, whilst in hospital, is
important for mothers and their babies.

Staff interviews.

7.2 100% of mothers whose babies are not in neonatal care
report that their babies stayed with them since birth, without
separation lasting for more than one hour, unless there is a
clinically justifiable reason or at maternal insistence.

Mothers’ confirmation via email survey or face-to-face interview.

7.3 At least 80% of mothers of infants in the neonatal ward
confirm that they were encouraged to stay close to their infants,
have a support person, and there were no restrictions for visiting.

Mothers’ confirmation via email survey, video link, or face-to-face
interview.

Direct observation on the postnatal ward confirms that babies
remain with their mothers or other whānau/family when the
mother is unwell or resting, and no separate nursery (or similar
room) is evident for the purpose of mother/baby separation.

Review of visitor and/or staying overnight guidelines.
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Step Eight: Responsive Feeding
Support mothers to recognise and respond to their infants’ cues for feeding (responsive feeding)
Rationale
Breastfeeding involves recognising and responding to the infant’s display of hunger and feeding cues and readiness to feed, as part of
the relationship between the mother and infant. Responsive feeding (also called on-demand or baby-led feeding) puts no restrictions on
the frequency or length of the infant’s feeds, and mothers are advised to breastfeed or bottle feed whenever the infant is hungry or as
often as the infant wants (as long as baby is well and feeding effectively). Scheduled feeding, which prescribes a predetermined, and
usually time-restricted, frequency and schedule of feeds is not recommended for well babies. It is important that mothers know that crying
is a late cue and that it is better to feed the baby earlier, since optimal positioning and attachment are more difficult when an infant is in
distress. Supporting mothers to respond in a variety of ways of behavioural/feeding cues enables them to build a nurturing relationship
with their infants and increases their confidence.
Criteria/standards

Evidence that demonstrates the standard is met

8.1 At least 80% of randomly selected Level 3 staff are able to
explain the information that they would give to a mother about
optimal patterns of breastfeeding.

Staff interviews.

8.2 At least 80% of breastfeeding mothers of term infants can
describe at least two feeding cues.

Mothers’ confirmation via email survey, video links, or face-toface interview.

8.3 At least 80% of breastfeeding mothers report that no
restrictions have been placed on the frequency or length of
breastfeeds (as long as the babies are breastfeeding effectively).

Mothers’ confirmation via email survey, video links, or face-toface interview.

8.4 At least 80% of mothers who are formula or bottle feeding
have been shown responsive and paced feeding techniques.

Mothers’ confirmation via email survey, video links, or face-toface interview.

Review of printed and digital materials given to mothers.

Demonstration of skills during staff interviews.
8.5 At least 80% of mothers with babies in the neonatal care unit
report that they have been given information and an explanation
so that they can identify feeding cues.

Mothers’ confirmation via email survey, video links, or face-toface interview.
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Step Nine: Bottles, Teats and Pacifiers
Discuss with mothers the use and risks of feeding bottles, teats and pacifiers
Rationale
Proper guidance and counselling of mothers and other whānau/family members enables them to make informed decisions on the use or
avoidance of pacifiers and/or feeding bottles and teats until the successful establishment of breastfeeding.
While WHO guidelines do not call for absolute avoidance of feeding bottles, teats and pacifiers for term infants, there are a number of
reasons for caution about their use, including hygiene, oral formation
and recognition of feeding cues.
The physiology of suckling at the breast is different from the physiology
of suckling from a feeding bottle and teat. It is possible that the use of
the feeding bottle and teat could lead to breastfeeding difficulties,
particularly if use is prolonged.
If pacifiers replace suckling prior to a breastfeeding experience then this
can reduce the number of times an infant stimulates the mother’s breast
physiologically, this can lead to a reduction of maternal milk production.
The use of teats or pacifiers may interfere with the mother’s ability to
recognise feeding cues.
For preterm infants, evidence demonstrates that use of feeding bottles
with teats interferes with learning to suckle at the breast. If expressed
breastmilk or other feeds are clinically indicated for preterm infants,
feeding methods such as cups or spoons are preferable. On the other
hand, for preterm infants who are unable to breastfeed directly, nonnutritive sucking and oral stimulation may be beneficial until
breastfeeding is established. Non-nutritive sucking or oral stimulation
involves the use of pacifiers, a gloved finger (ideally the mother’s finger)
or a breast that is well drained or not yet producing milk.
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Criteria/standards

Evidence that demonstrates the standard is met

9.1 There is no promotion of feeding bottles, teats or pacifiers in
any part of the service or by any staff.

Direct observations of the environment and written materials
accessible to mothers.

9.2 At least 80% of breastfeeding mothers report that they have
been informed by staff about the risks of using feeding bottles,
teats and pacifiers.

Mothers’ confirmation via email survey, video links, or face-to-face
interview.

9.3 At least 80% of staff can discuss at least three risks
associated with the use of bottles, teats and pacifiers.

Staff interviews.

9.4 In cases of using bottles, teats or pacifiers, at least 80% of
staff can provide documented evidence that information was
provided on the implications of the use of bottles, teats and
pacifiers, and evidence of the mothers’ informed decision.

Review of clinical records and/or mothers’ informed consent forms.

The person(s) responsible for midwifery or nursing services reports
that no pregnant women, mothers or their families are given
marketing materials or samples that contravene The Code.
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Step Ten: Post-Discharge Breastfeeding Support & Care
Coordinate discharge so that parents and their infants have timely access to ongoing support and care
Rationale:
Mothers need sustained support to continue breastfeeding. While the time in the service providing maternity and newborn services should
provide a mother with basic breastfeeding skills, it is likely that her milk supply has not been fully established until after discharge.
Breastfeeding support is especially critical in the succeeding days and weeks after discharge, to identify and address early breastfeeding
challenges that occur. Breastfeeding women will encounter several different phases in their production of breastmilk; infant’s growth; and
her own circumstances (e.g. going back to the paid workforce or school). Receiving timely support after discharge is instrumental in
maintaining breastfeeding rates. Services must be aware of, and refer mothers to, the variety of appropriate resources that exist in the
community.
Follow-up care is especially crucial for preterm and low birthweight babies as the lack of a clear plan could lead to significant health
issues. Ongoing support from skilled professionals is needed. Aotearoa New Zealand has a unique LMC service which ensures that all
mothers can be seen postnatally within 24 hours of discharge and for up to six weeks.

Criteria/standards

Evidence that demonstrates the standard is met

10.1 At least 80% of mothers report that a staff member has
informed them about where and how they can access culturally
and socially sensitive breastfeeding support in their community.

Mothers’ confirmation via email survey, video links, or face-toface interview.

10.2 At least 80% of randomly selected staff can state what
support is available.

Staff interviews.

Review of any printed or digital information provided to the
mother.

31

BFHI and Te Tiriti o Waitangi
Te Tiriti o Waitangi is an integral part of BFHI in Aotearoa New Zealand and all service providers must show they are responsive to Māori
needs. Māori involvement in decision-making and service delivery is important to address inequities. Māori have a right to determine the
nature of Māori-focused breastfeeding. The importance of whānau/family and other kinship ties is crucial and whānau/family are
recognised as an integral part of the care of the pregnant and breastfeeding mother.
Criteria/standards
In recognition of their commitment to Te Tiriti o Waitangi maternity facilities can demonstrate
or provide evidence to indicate that:
 The Breastfeeding Policy recognises Te Tiriti o Waitangi obligations and a commitment
to improving Māori health outcomes
 The Breastfeeding Policy demonstrates practical actions taken to address and audit
Māori Health inequities related to breastfeeding
 The breastfeeding policy aligns with DHB cultural policies and plans such as DHB
Māori Health Plan, Māori Health Policy, tikanga best practice guidelines/models of care
for Māori patients
 Consultation processes include Māori representatives from other groups inclusive of
local iwi, Māori health providers and community organisations
 The service shows it has and maintains relationships within its DHB with Māori
including DHB Māori Health staff, mana whenua, māori health and Whānau ora
providers and Māori Womens Welfare League
 Access to kaumatua support or Māori Health Worker or culturally appropriate support is
available if required
 Processes are in place for Māori to participate in the review, development and
evaluation of services and policies
 Staff education addresses access and equity of health outcomes for Māori
 Whānau/family are valued as an integral part of the care of the pregnant and
breastfeeding mother
 Māori workforce development pathways are identified and the pathways reflect the
DHB’s demographics

Evidence that demonstrates the standard
is met
 Staff records indicate that 80% of
midwifery / nursing staff have met the
education requirement for
breastfeeding for Māori women,
which incorporates responsiveness to
Māori
 The auditors observe the
environment is culturally appropriate
and supportive for whānau/family
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Standards of Care for the Non-Breastfeeding Mother and
Her Baby

Formula Feeding Policy
The health service/facility has a written Artificial Feeding policy for the feeding of a breastmilk substitute. This policy must be routinely
communicated to Level Three Specialist staff who have contact with pregnant women and/or mothers and babies.
The policy requires that mothers who have clinical indications for which breastfeeding is not recommended, mothers of babies with
clinical indications that require supplementation, or those that have chosen not to breastfeed receive education on infant feeding and
guidance on selecting options likely to be suitable for their situations.
This policy must include the importance of:

•
•
•
•
•
•
•

the availability of information for mothers regarding the implications associated with the use of formula
the safe preparation and handling of infant formula
skin-to-skin contact for the mother and her infant
rooming-in 24 hours a day, safe and unsafe sleep practices
responsive (cue-based or baby-led) feeding with guidelines for appropriate intake
paced feeding
parenting and well child services.

This policy is not for public consultation or public display and must be reviewed at least every three years.
For Audit:
The artificial feeding policy is available for review by the audit team.
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Level Three Specialist
Level 3 staff must ensure that their knowledge about artificial feeding is current. This is to ensure that all mothers are provided with clear,
accurate and impartial information so that they can make an informed decision on how to feed their babies.
Standards for education
The education programme needs to include information on:

•
•
•
•
•
•
•
•

the implications of formula feeding
how to provide support for non-breastfeeding mothers
the safe preparation and handling of formula
the care of formula feeding equipment
responsive (cue-based) feeding
paced feeding
the importance of skin-to-skin contact and rooming-in 24 hours a day, irrespective of method of feeding
parenting and well child services available following discharge.

An education programme must be available. The curriculum should ensure that Level 3 Specialist staff, have completed the standards, as
described above, and will receive further updates, as required, to ensure competency is maintained.
Requirements for Level 3 Specialist
At least 80% of the randomly selected Level 3 Specialist staff providing clinical care for pregnant women, mothers and their babies can:

• confirm that they have received orientation on the artificial feeding policy and their role in implementing this policy
• describe two issues that should be discussed with a pregnant woman/mother if she indicates that she is considering feeding her
baby food or fluid other than breastmilk
• describe how non-breastfeeding mothers can be assisted to safely prepare their feeds, or can describe to whom they refer mothers
on their shifts for this advice
• identify support services available in the community for the non-breastfeeding mother and her baby.
One or more designated staff member(s) may be assigned to the role of educating the non-breastfeeding mother with the practical
aspects of artificial feeding. This should be done in private, on a one-to-one basis. If a woman makes an informed decision to artificially
feed her baby this decision is to be documented in her clinical notes, and thereafter she is well supported to do so.
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She should be shown safe preparation and feeding of infant formula. Accurate and appropriate information must be given and staff must
ensure that the mother has understood the instructions.
Mothers should have received this information prior to discharge.
For Audit:
Evidence must be provided to demonstrate that Level 3 Specialist staff (who have contact with mothers and/or infants and have been on
the staff six months or more) have received the required orientation to the policy and education, either at the service/facility or prior to
arrival.
This documentation will also identify the date of the instructional orientation to the policy on artificial feeding and any infant feeding
education undertaken.
The hospital has an adequate space and the necessary equipment for giving demonstrations on how to prepare formula and other
feeding options away from breastfeeding mothers.
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Antenatal Care
Services should ensure that pregnant women, who have medical indications for which breastfeeding is not recommended and are
receiving antenatal care from staff have the opportunity to individually discuss feeding with a midwife, nurse, or lactation consultant.
The education will include:

• the implications associated with feeding a baby a breastmilk substitute in a consumer-friendly manner (for example, ensuring
•
•
•
•
•
•

sterile equipment, appropriate preparation of breastmilk substitutes in accordance with best practice)
the importance of skin-to-skin contact
the importance of rooming-in 24 hours a day
responsive (cue-based or baby-led)) feeding with guidelines for appropriate intake
paced feeding
safe and unsafe sleep practices.
parenting and well child services.

Artificial feeding handout materials for use in the antenatal period must include the importance of breastfeeding, the implications and
costs of using infant formula, be free from advertising and comply with The Code.
For Audit
All information offered to these women, including antenatal handouts, will be available to the audit team.
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Postnatal Care
Facilities should ensure that pregnant women, who have medical indications for which breastfeeding is not recommended and are
receiving postnatal care from staff have the opportunity to individually discuss feeding with a midwife or nurse.
The education will include:


skin-to-skin contact, as described in Part 2-Step Four, for the non-breastfeeding mother and her baby



rooming-in, as described in Part 2-Step Seven, for the non-breastfeeding mother and her baby



information on the care of full and uncomfortable breasts should be available and discussed with women who are not
breastfeeding



all teaching of the preparation and feeding of infant formula should be provided on an individual basis only for those mothers who
need it or wish it



responsive and paced feeding.

For audit
Documentation of the care for the non-breastfeeding mother and her baby will be available for review, by the auditors, at the time of audit.
All information offered to these women will be available.
A review of documentation indicates that printed information is discussed and distributed to mothers by staff before discharge.
Where possible assessors will interview non-breastfeeding mothers. However in New Zealand, non-breastfeeding mothers may not be
available for interview due to low numbers. Therefore, these interviews will not impact on compliance with this standard.
The selected non breastfeeding mothers report:

• that the staff discussed with them the various feeding options and helped them to decide what was suitable in their situation
• that they have been offered help in preparing and giving their babies feeds, can describe the advice they were given, and have
been asked to prepare feeds themselves, after being shown how
• that, if their babies are in neonatal care, staff have talked with them about the implications and importance of various feeding
options.
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Mother interviews will identify the information discussed with them by staff. This information will include:

•
•
•
•
•
•
•
•

the importance of skin-to-skin contact
practical information in safely preparing and giving their babies feeds, with this discussed on an individual basis
care for their breasts if they become full and uncomfortable
the importance of rooming-in 24 hours a day, safe and unsafe sleep practices
how to recognise when their babies are ready to feed
responsive (cue-based or baby-led) feeding with guidelines for appropriate intake
paced feeding
written information on how to get help from the service/facility and /or how to contact well child providers and parenting support
groups.
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Acceptable Sound Clinical Reasons for Supplementation
Global Strategy for Infant and Young Child Feeding (WHO, 2003, statement 18, page 10) states, ‘The vast majority of mothers can and

should breastfeed, just as the vast majority of infants can and should be breastfed. Only under exceptional circumstances can a mother’s
milk be considered unsuitable for her infant. For those few health situations where infants cannot, or should not, be breastfed, the choice
of the best alternative – expressed breastmilk from an infant’s own mother, breastmilk from a human-milk bank, or a breastmilk substitute
fed with a cup, which is a safer method than a feeding bottle and teat – depends on individual circumstances.’
In New Zealand, screened donor milk from a healthy donor can also be considered.

Exclusive breastfeeding is the norm
In a small number of situations there may be a sound clinical indication for supplementing with breastmilk or for not using breastmilk at all.
It is useful to distinguish between:

• infants who cannot be fed at the breast but for whom breastmilk is available
• infants who may need other nutrition in addition to breastmilk
• infants who should not receive breastmilk, or any other milk, including the usual breastmilk substitutes and need a specialised
formula

• infants for whom breastmilk is not available
• maternal conditions that affect breastfeeding recommendations.
Rationale
Almost all mothers can breastfeed successfully, which includes initiating breastfeeding within the first hour of life, breastfeeding
exclusively for the first six months and continuing breastfeeding (along with giving appropriate complementary foods) up to two years of
age or beyond.
Exclusive breastfeeding in the first six months of life is particularly important for mothers and infants. Negative effects on the health of
infants and mothers have been observed, in all settings, of feeding infants with a breastmilk substitute.
Feeding infants on breastmilk substitutes increases the risk of acute infections such as diarrhoea, pneumonia, ear infection, Haemophilus
influenza, meningitis and urinary tract infection. Research has shown that chronic conditions such as diabetes, ulcerative colitis, and
Crohn’s disease can be more likely to occur in later life.
Feeding a breastmilk substitute during infancy has been associated with higher mean blood pressure and total serum cholesterol in
recent studies, with results indicating a higher prevalence of type-2 diabetes, overweight and obesity during adolescence and adult life.
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Breastfeeding has been shown to delay the return of a woman's fertility and reduce the risks of postnatal haemorrhage, pre-menopausal
breast cancer and ovarian cancer.
Nevertheless, a small number of health conditions of the infant or the mother may justify recommending that the mother does not
breastfeed temporarily or permanently. These conditions, which concern very few mothers and their infants, are listed below together with
some health conditions of the mother that, although serious, are not sound clinical reasons for using breastmilk substitutes.
Whenever stopping breastfeeding is considered, the risks of feeding with a breastmilk substitute should be weighed against the risks
posed by the presence of the specific conditions listed.

Infant Conditions

1. Infants who should not receive breastmilk or any other milk except specialised formula include those with:
• classic galactosemia: a special galactose-free formula is needed
• maple syrup urine disease: a special formula free of leucine, isoleucine and valine is needed
• phenylketonuria: a special phenylalanine-free formula is needed. Some breastfeeding is possible, under careful monitoring.
2. Infants for whom breastmilk remains the best feeding option but who may need additional calories in addition to breastmilk for a
limited period include those:
• born weighing less than 1500g (very low birth weight)
• born at less than 32 weeks of gestation (very preterm)
• newborn infants who are at risk of hypoglycaemia by virtue of impaired metabolic adaptation or increased glucose demand (such
as those who are preterm, small for gestational age or who have experienced significant intrapartum hypoxic/ischaemic stress,
those who are ill and those whose mothers are diabetic if their blood sugar fails to respond to optimal breastfeeding or breastmilk
feeding
• infants who show symptoms of clinical dehydration, and for whom breastfeeding and maternal lactation has been fully assessed,
confirming a delay in lactogenesis.
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Maternal Conditions
Mothers who are affected by any of the conditions mentioned below should receive treatment according to standard guidelines. The BFHI
attempts to remove obstacles that prevent breastfeeding, while also respecting and facilitating the mothers’ rights to decide how they wish
to feed their babies and manage their individual care.
1. Maternal conditions (excluding surgical interventions and/or other clinical conditions) that may justify permanent avoidance of
breastfeeding include:
• HIV infection (New Zealand Ministry of Health Guidelines)
2. Maternal conditions may justify temporary avoidance of breastfeeding, but all women who wish to continue to breastfeed should to be
supported to maintain their breastmilk supply until their condition improves. These conditions include:
• severe illness that prevents a mother from caring for her infant, e.g. sepsis
• herpes simplex virus type 1 (HSV-1). Direct contact between lesions on the mother's breasts and the infant's mouth should be
avoided until all active lesions have resolved
• the following maternal medications:
- sedating psychotherapeutic drugs, anti-epileptic drugs and opioids and their combinations may cause side effects such as
drowsiness and respiratory depression and are better avoided if a safer alternative is available
- radioactive iodine-131 is better avoided given that safer alternatives are available – a mother can resume breastfeeding about
two months after receiving this substance
- excessive use of topical iodine or iodophor (e.g. povidone-iodine), especially on open wounds or mucous membranes, can
result in thyroid suppression or electrolyte abnormalities in the breastfed infant and should be avoided
- cytotoxic chemotherapy may require that a mother stops breastfeeding during therapy.
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3. Maternal conditions during which breastfeeding can still continue, although health problems may be of concern:
• breast abscess - breastfeeding should continue on the unaffected breast; feeding from the affected breast can continue if the
situation of the abscess/drainage area permits
• hepatitis B - infants should be given hepatitis B vaccine, within the first 48 hours or as soon as possible thereafter
• hepatitis C
• mastitis – if breastfeeding is very painful, milk must be removed by expressing to prevent progression of the condition
• tuberculosis - mother and baby should be managed according to national tuberculosis guidelines
• substance use
- maternal use of nicotine, alcohol, ecstasy, amphetamines, cocaine and related stimulants has been demonstrated to have
harmful effects on breastfed babies
- alcohol, opioids, benzodiazepines and cannabis can cause sedation in both the mother and the baby.

Note: Mothers should be encouraged not to use these substances, and given opportunities and support to abstain. Mothers who choose
not to cease their use of these substances or who are unable to do so should seek individual advice on the risks and importance of
breastfeeding depending on their individual circumstances. For mothers who use these substances in short episodes, consideration may
be given to avoiding breastfeeding temporarily during this time.
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FURTHER REFERENCES
Further information on maternal medication and breastfeeding is available from the United States Library of Medicine (NLM) website
https://wicworks.fns.usda.gov/resources/lactmed
All NZ provider(s) activities are required to comply with the detail and principles of the following NZ legislation and publications:

Legislation or Publication

Website Link

The Health Act 1956 and amendments
The Privacy Act 1993 and amendments

http://www.legislation.govt.nz/act/public/1993/0028/latest/DLM297056.html

The Medicines Act 1981 and amendments

http://www.legislation.govt.nz/act/public/1981/0118/latest/dlm53790.html

New Zealand Health and Disability Act 2000

http://www.legislation.govt.nz/act/public/2000/0091/latest/D_M80051.html

The Code of Health & Disability
Consumer Rights 1996 (reviewed 2014)

http://www.hdc.org.nz/the-act--code/the-code-of-rights

Services

Principles and Guidelines for Informed Choice and
Consent for all Health Care Providers and
Planners - Department of Health, May 1991

http://www.eqs.co.nz/pictures/Informed%20consent%20.pdf

Indicators for DHB Performance

http://www.health.govt.nz/new-zealand-health-system/health-targets/howmy-dhb-performing

Updates on HIV and infant feeding

http://www.who.int/maternal_child_adolescent/documents/hiv-infantfeeding-2016/en/

