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Baby Feeding Quiz

Question 1:

The best time to start breastfeeding is:
a)	 As	soon	as	I	get	home	from	the	hospital

b)	 Whenever	the	nurses	say	I	can

c)	 Immediately	after	birth

d)	 After	I	have	recovered	from	birthing

e)	 After	I’ve	stopped	producing	colostrum

Answer: Breastfeeding should start as soon as 
possible after birth (preferably within the first 
half-hour): c). You and your baby’s hormones are 
harmonized to breastfeed. Your baby’s hormones 
and sense of smell are designed to help him or 
her find the breast and begin to feed. By letting 
your baby crawl from your abdomen he/she will 
instinctively find the nipple and begin a strong 
suck. This is the best possible start in your journey 
to breastfeed and a beautiful way for you and your 
baby to become acquainted after birth.

Question 2:

Your baby cries to tell you: 
a)	 I	want	my	parents	to	play	with	me

b)	 I	want	some	skin-to-skin	contact	

c)	 I	want	to	be	held	and	cuddled

d)	 I	am	hungry

e)	 I	am	fed	up	with	this	wet	diaper

f)	 all	of	the	above

Answer: Babies cry for very real reasons: f). They 
don’t like to be left alone or ignored, or to feel 
hungry, or wet. Babies want to learn and explore 
and they need their parents to provide them with 
encouragement. They need care, and to have their 
needs met.  Happy babies are babies who have their 
needs attended to and have lots of opportunity to 
interact with their parents.

Question 3:

What does exclusive breastfeeding mean?
a)	 breastfeeding	my	baby	immediately	after	birth

b)	 breastfeeding	my	baby	without	supplementing	
with	formula	

c)	 breastfeeding	my	baby	without	giving	water	or	juices

d)	 breastfeeding	my	baby	without	the	addition	of	any	
other	foods	or	drinks	for	the	first	six	months	of	life

e)	 all	of	the	above

Answer: Breastfeeding provides all the nutrients, 
immunology and important enzymes and hormones 
for your baby’s physical and neurological growth and 
development: e). No other foods and drinks, such as baby 
cereals, juices or water are needed, and on the contrary 
will reduce your baby’s intake of valuable breastmilk.  
Giving other foods and drinks also reduces the amount of 
breastmilk you produce.

Question 4:

What does breastfeeding anytime, anywhere mean?
a)	 I	can	breastfeeding	anytime	at	home	or	in	a	

parenting	room	when	I	am	out

b)	 I	can	breastfeeding	anytime	my	baby	needs	to	
be	fed,	in	supermarkets	or	department	stores	or	
doctor’s	offices	or	in	parks	or	on	street	benches	or	
in	buses	or	anywhere	I	am	with	my	baby.

c)	 I	can	breastfeed	anytime	of	day	or	night	

d)	 I	can	breastfeed	anywhere,	anytime,	as	long	as	it	is	
done	discreetly

Answer: Your have the right to breastfeed your baby 
anytime and anywhere (in any public places): b) . 
This right is protected by the human rights codes of 
the Provinces and the Territories as well as by the 
federal Charter of Rights and Freedoms. No style of 
breastfeeding is required. This is up to mother and 
baby. If you are told to stop or go to a bathroom or 
a private area and you feel discriminated against, 
you can lodge a complaint with your provincial or 
territorial human rights commission.

See if you can get them all right!!
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Question 5:

What is the recommended age for starting solid 
foods (this is called complementary feeding)?
a)	 at	the	end	of	the		3rd	month

b)	 at	the	end	of	the	4th	month

c)	 at	the	end	of	the	5th	month

d)	 at	the	end	of	the	6th	month

e)	 at	the	end	of	the	7th	month

Answer: Health Canada, the Canadian Paediatric 
Society, the American Academy of Pediatrics  and the 
World Health Organization all recommend exclusive 
breastfeeding for the first six months of life and then 
starting solids with continued breastfeeding for two 
years or more: d). Replacing breastmilk with solid 
foods at an earlier age is not necessary if your baby is 
full term and growing well.  After six months of age 
your baby can gradually consume more foods that you 
prepare for your family. Grind, mash or puree fruits, 
vegetables, meats, egg yolk, with cooked mashed 
potatoes, rice or pasta; cooked cereals and cut strips 
of bread are all nutritious foods; yoghourt and soft 
cheeses can be started after nine months. Providing 
nutritious family foods sets the pattern for a lifetime of 
healthy eating. Starting solids can be an exciting time 
for your baby to experiment with tastes, colours and 
textures of a variety of nutritious foods. It is important 
to remember that breastmilk remains an important 
source of food and immunology as your baby 
gradually increases his/her intake of family foods.

Question 6:

Why is breastfeeding recommended for two years 
and beyond?
a)	 my	baby	will	continue	to	get	important	

immunological	protection	

b)	 my	baby	will	get	all	the	nutrient,	growth	and	
development	factors	present	in	breastmilk

c)	 my	baby	needs	the	comfort	and	closeness	of	
breastfeeding	

d)	 my	baby	does	not	need	breastmilk	for	two	years,	
but	my	baby’s	sucking	reflex	is	still	active.	

e)	 A,	B	and	C

f)	 All	of	the	above

Answer: Your baby does a lot of growing and 
developing during the first two years of life: e). 
Breastmilk is uniquely designed to specifically meet 
all these needs. Other milks such as cow’s milk 
or infant formulas are unable to meet your baby’s 
needs as precisely as breastmilk can. Your baby’s 
neurological and brain development is very rapid 
during the first two years of life and breastmik 
provides all the essential fatty acids and other 
unique growth factors and nutrients to accomplish 
this. This is why breastfed babies have the highest 
attainable cognitive and neurological development.

Additionally, as your baby increases his/her 
exposure to a wider environment and a greater 
variety of other foods, the immunological protection 
that your breastmilk provides remains critical to 
prevent infectious diseases and allergies and is 
better able to offset the effects of environmental 
pollutants.   

Question 7:

I should breastfeed:
a)	 8-12	times	per	day,	for	20	min	each	time

b)	 whenever	my	baby	wants,	for	as	long	as	he/she	
wants

c)	 6-10	times	per	day,	for	30	min	each	time

d)	 no	more	than	12	times	per	day,	for	as	long	as	my	
baby	wants

Answer: Your baby will let you know how often 
he/she needs to be fed: b).  Especially in the first 
few days after birth, it is best to keep your baby in 
the same room as you at all times (this is known 
as “rooming-in” at the hospital).  When a baby is 
very young, his or her stomach is small and cannot 
handle large amounts of breastmilk at any one 
time, so he/she will want to be fed often. As your 
baby grows, letting him/her feed frequently will 
increase your flow of breastmilk.  When your baby 
feeds longer, he/she also gets a higher amount of 
important fats that are more concentrated at the 
end of a breastfeed.  Frequent breastfeeding also 
releases hormones that make you and your baby 
sleep better at night.



Breastfeeding in the  
First Hour: Why it Matters

Rediscovering ‘from birth to breast’

B reastfeeding immediately after birth 
is a natural behaviour. All newborn 

mammals stay close to their mothers and 
start to suckle shortly after delivery. Hu-
man babies are no different. They need to 
remain with their mothers. But  human 
behaviour has been culturally, socially 
and medically influenced to such an ex-
tent that separation of the mother-baby 
dyad and the delay of breastfeeding ini-
tiation is not uncommon today.

First-hour initiation of breastfeeding has 
been recognized by infant nutrition experts 
as a vital step in achieving the best possible 
standard of health in young children. Step 4 
of the UNICEF/WHO Ten Steps to Successful 
Breastfeeding is “Help mothers initiate 
breastfeeding within a half-hour of birth.”

The uninterrupted journey of a newborn 
baby to the mother’s breast is guided by the 
sensory stimulation of  touch and smell. 
Finding the mother’s nipple for the first time 
outside the sheltered environment of the womb, 
baby and mother’s first encounter is not only 
full of wonder but also full of nourishment.

Colostrum – First Food

Quick Facts

■	 Colostrum is the first rich, yellow milk 
– liquid gold - a mother produces during 
pregnancy and the early days after birthing.

■	 During the first day colostrum contains more 
immunological components and special 
proteins than at any other time.

■	 Colostrum contains large amounts of 
leukocytes – living cells that engulf and 
defend against viruses and infectious 
microorganisms.

■	 Colostrum has large quantities of the 
antibody, secretory immunoglobulin IgA 
which protects the vulnerable mucous 
membranes of the throat, lungs and the 
intestinal tract.

■	 Colostrum has a laxative effect that helps the 
newborn baby pass early stools and excrete 
excess bilirubin and prevent jaundice.

■	 Colostrum comes in small amounts 
during the first few days and is measured 
in teaspoons. A newborn baby’s stomach 
holds about 5 to 7 mL, the amount of one 
teaspoon. Newborn babies need frequent 
feeds to gain the maximum benefit from 
colostrum and to stimulate milk production. 
By day three the baby’s stomach capacity has 
grown to nearly 30 mL.

References:
1.  Labbok M. Health sequelae of breastfeeding for the mother. Clin Perinatol 
26: 491-503, 1999

2.  Matthieson A. et al. Postpartum maternal oxytocin release by newborns: 
Effects of hand massage and suckling. Birth 28: 13-19, 2001  
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Why it matters for babies

■	 Mothers and babies who begin breastfeeding 
immediately after birth are more likely 
to successfully establish and sustain 
breastfeeding throughout infancy and early 
childhood.

■	 Breastfeeding immediately after birthing 
makes use of the baby’s sucking reflex, 
which is strongest in the first hour, and helps 
to establish proper latching.

■	 Early human milk, called colostrum, is highly 
nutritious – the baby needs only a very small 
quantity at a time – and is rich in immune 
and nutrient components that are important 
for early gut protection and establishing 
resistance to infection.

■	 Early feeding with non-human milk proteins 
(cow’s milk, for example) may severely 
disrupt normal gut function. 

■	 Breastfeeding soon after birthing helps 
ensure the production of enough milk for 
the baby’s next feed.

■	 Lack of breastfeeding in the first hours or 
days of life may disrupt metabolic functions, 
cause acid build-up (acidosis) and low blood 
glucose levels (hypoglycaemia). 

■	 Skin-to-skin contact and warmth-sharing 
may reduce the risk of death from 
hypothermia, especially among premature 
and low birth weight babies.

Why it matters  for mothers

Postpartum haemmorhage is a significant 
cause of maternal mortality. However, universal 
support to ensure breastfeeding within 
the first hour after birth can help prevent 
haemmorhaging and save many mothers’ lives:
■	 Breastfeeding immediately after birthing 

has been shown to reduce postpartum 
vaginal bleeding.1

■	 Suckling and hand touching of the breast by 
babies stimulates oxytocin release.2,3

■	 Oxytocin is known to increase uterine 
contraction, reduce postpartum bleeding, 
improve milk ejection and play a role in 
mother-baby bonding.3

References
1  Sobhy SI, Mohame NA. The effect of early initiation of breastfeeding on 
the amount of vaginal blood loss during the fourth stage of labor. Egypt 
Public Health Association. 2004; 79(1-2):1-12.

2  Nissen E et al. Acta Obstet Gynecol Scand. August 1995; 74(7):530-3.

3  Ann-Sofi Matthiesen et al. Postpartum Maternal Oxytocin release by 
newborns: effects of infant hand massage and sucking. Birth, March 2001; 
28:1.
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From Birth to Breast

B reastfeeding within the first hour after 
birth is the natural progression of the 
birth-breastfeeding continuum and is 

important to the preservation of the mother-
baby dyad. Within moments of birth, in the 
absence of invasive birthing practices, newborns 
demonstrate innate feeding behaviours and 
instinctively seek out and move toward the 
breast. The journey is one of intense hormonal 
synergy between mother and baby. 

The well-known teaching video Delivery Self 
Attachment,1 has recorded these inborn feeding 
behaviours. In the immediate post-delivery 
recovery period, an undisrupted newborn 
‘crawls’ to the mother’s breast and self-attaches. 
This natural and instinctive process can be 
disrupted by narcotic labour medications and 
other routine procedures, such as separation, 
bathing, and weighing.

Matheson’s study2 found similar 
behaviours among 10 unmedicated infants, 
left undisturbed, with skin-to-skin contact 
immediately post-delivery. The babies’ hands 
explored and massaged their mothers’ breasts; 
they made hand-to-mouth and sucking 
movements and they self-attached at the breast. 
Increased oxytocin levels in the mother were 
observed during massage and sucking.

Skin-to-skin contact
Immediately after birth, the naked baby 
should be dried and placed on mother’s naked 
abdomen. Skin-to-skin contact should continue 
for at least 30 minutes, during which time 
breastfeeding can be initiated in response to 
their baby’s cues. Skin-to-skin contact is even 
more important for premature and low birth 
weight babies.

Sensory response

There is a mutal olfactory response between 
newborns and their mothers. Newborns can 
smell and exhibit preference for their mother’s 
scent. In a series of studies, babies were found 
to consistently prefer and move towards the 
smell of their mothers’ breasts.4

If undisturbed during the immediate post 
delivery recovery period, newborns ‘crawl’ to 
the mother’s breast and self attach, their hands 
exploring and massaging the breast.5,6 Sucking 
and hand touching by babies stimulate oxytocin 
release.7

No need for other feeds

With exclusive breastfeeding, the baby 
receives nothing other than its mother’s 
rich colostrum which gradually changes to 
ensure baby’s immunological and nutritional 
needs are met. Pre-lacteal feeds interfere 
with the establishment of breastfeeding.8 
Colostrum helps clear muconeum from the 
baby’s digestive system.9 It is also packed 
with immunological protection, energy and 
nutrients.10 

Good positioning

A positive breastfeeding relationship starts with 
good positioning and attachment at the breast:

■	 Baby’s chin is well against the breast.
■	 Baby’s mouth is open very wide.

■	 Baby’s lower lip is turned outward.

■	 Baby’s nose does not touch the breast.

■	 Baby will have a good mouthful of breast.
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Kangaroo Mother Care (KMC)6

Kangaroo Mother Care is a birthing and 
breastfeeding techinique developed in 
Columbia as an alternative for incubators 
in resource-poor settings. It involves early 
and prolonged skin-to-skin contact with 
mother and her newborn.

■	 Stabilizes temperature and fosters 
breastfeeding and mothering

■	 KMC stabilizes and regularizes heart 
rate and respiratory rate

■	 KMC normalizes temperature faster 
than a radiant warmer

■	 “Thermal Synchrony” allows the 
mother’s body to warm a cold infant by 
two degrees C or cool an overly warm 
infant by one degree C

■	 Induces deeper sleep patterns

■	 Premature babies at three and six 
months postpartum have better 
emotional and cognitive regulatory 
abilities and more efficient arousal

■	 KMC Babies are twice as likely to 
breastfeed than incubator babies (82 
per cent vs. 45 per cent) and their 
mothers produce 60 per cent more 
breastmilk

■	 Mothers practicing KMC have better 
sleep and a deeper sense of well-being 
in that they are ‘doing something’ for 
their premature baby.
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Protecting Breastfeeding  
in the First Hour

What can occur during 60 minutes of 
separation?

■	 Commonly:

	 Cord care

	 Weighing & measuring

	 Dressing & ID tagging

	 Wrapping / swaddling

■	 More invasive routines:

	 Gastric suctioning

	 Eye medications

	 Vitamin K injection/drops

	 Heel sticks

	 Physical exam

	 Bathing

	 Washing mother’s nipples

	 Handling by many staff

All of which can disrupt the timing and 
quality of the first breastfeed.

What can mothers do to protect 
breastfeeding in the first hour?

■	 Attend pre-natal classes on breastfeeding.

■	 Learn which practices disrupt breastfeeding 
and how they may be avoided.

■	 Select a supportive health facility for your 
delivery.

■	 Discuss your commitment to breastfeeding 
immediately after delivery with your partner 
and other family members.

■	 Discuss with your doctor/midwife your 
desire to avoid practices that disrupt 

B abies know instinctively to seek their mother’s breast after delivery.1 For everyone 
else present – mother, her partner, other family, nurses, midwives, obstetric and 

pediatric staff – protecting breastfeeding must be a priority as well. However, too com-
monly, activity during the first hour after birth disrupts the birthing-breastfeeding 
continuum and separates the mother-baby dyad.

breastfeeding, to remain with your baby and 
to start breastfeeding within the first hour 
after delivery.

■	 It’s your right to:

■	 be the first to hold and touch your baby.
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	 have immediate uninterrupted skin to 
skin contact with your baby.

	 remain with your newborn after delivery.

■	 Know that your milk is superior to any other 
milk.

■	 Believe in your ability to make enough milk.

■	 Give your baby no other fluids or sucking 
objects

■	 Trust yourself and your baby!

■	 Breastfeed early and often!

What can partners and 
family members do to 
protect breastfeeding 
in the first hour?

■	 Understand the 
importance of 
breastfeeding during the 
first hour.

■	 Understand which 
practices support 
and which disturb 
the initiation of 
breastfeeding

■	 Create a positive 
breastfeeding 
environment by 
supporting the 
mother’s wishes 
and discouraging 
disruptive practices.

■	 Trust the mother 
and her baby.

What can health workers do to protect 
breastfeeding in the first hour?

■	 Keep mother and baby together in the 
delivery area for the first hour after delivery 
– and beyond!

■	 Adopt and comply with evidence-based 
policies on birthing and breastfeeding; the 
WHO/UNICEF Ten Steps to Successful 
Breastfeeding. 

■	 Provide and encourage prenatal education 
on the impact of birthing practices on 
breastfeeding.

■	 Ensure compliance with the international 
Code of Marketing of Breast-Milk 

Substitutes to avoid needless use of 
infant formula (see Monitoring 
Violations of the International 

Code fact sheet for more 
information). 

■	 Ensure labour and 
birthing practices 
that do not interfere 

with breastfeeding 
– treat childbirth and 
breastfeeding as a 
continuum (See 
How Does Birthing 
Affect Breastfeeding? 
fact sheet for more 
information).

■	 Ensure sufficient 
staff and equipment to 

provide immediate, 
intense and skilled 
breastfeeding 

support of the dyad 
starting at birth, should 

mother or baby experience difficulty. 

■	 Facilitate mother’s holding and nursing of 
her baby during episiotomy repair (vaginal 
and perineum surgery).

■	 Delay weighing, measuring and newborn 
exam until after the first hour and first feed.
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Mothers and birthing experts are now 
rediscovering the birthing-breastfeeding 
continuum, the interrelation between these 
processes, and the effect of interventions and 
labour pain medications on breastfeeding.

As captured in several classic videos,2,3 a 
newborn infant, when placed undisrupted on 
mother’s abdomen,  will seek the breast and 
self-latch.

A Swedish study4 documenting the 
behaviours of 72 infants during the first two 
hours after a normal birth found the following:

■	 If undisturbed, newborn ‘crawls’ to the 
mother’s breast and self-attaches.

■	 After about 50 minutes, more than half the 
infants were blissfully sucking at the breast.

■	 Narcotic labor medications and other 
routine procedures – separation, bathing, 
and weighing – disturb this process.

	 Infants who were left uninterrupted 
(with no cleaning and dressing) ended 
up with the best sucking technique

	 Forty of the 72 mothers (56 per cent) 
had received pethidine during labour; as 
a result their infants were also sedated. 
Twenty-five of those who were medicated 
did not suck at all.

■	 The authors recommended that contact 
between mother and infant should be left 
uninterrupted during the first hour after 
birth or until the first breastfeed has been 
accomplished, and that use of drugs such 

as pethidine during labour should be 
restricted.

In another study,5 10 unmedicated infants 
left undisturbed and placed skin-to-skin 
immediately post-delivery demonstrated: 

■	 Hand exploring mother’s breasts
■	 Hand to mouth movements

■	 Sucking movements

■	 Massage of breasts

■	 Self-attachment to breasts

How Does Birthing  
Affect Breastfeeding?

I t is not a new concept that birth practices affect breastfeeding. Nearly half a cen-
tury ago, researchers established that kind solicitous treatment, attention to physi-

cal comfort and position changes, and “lighter” analgesics were all associated with 
mother’s greater acceptance of newborn immediately postpartum.1
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■	 Increased oxytocin levels during massage 
and sucking

Recent Australian prospective research6 
studied the effect of epidural analgesia containing 
fentanyl on breastfeeding initiation and duration. 
The researchers surveyed 1,280 women to 
examine the causes of breastfeeding difficulties 
in the first week post-partum and cessation of 
breastfeeding during the first 24 weeks of life. 
Women who had received epidurals were less 
likely to fully breastfeed their 
infants during the first few 
days after birth and more 
likely to stop breastfeeding 
before their infants were 24 
weeks of age.

The relationship 
between different dosages 
of epidural medications 
and breastfeeding 
outcomes has also been 
explored. A UK-based 
retrospective study7 of 424 
women found that the 
dose of fentanyl adversely 
effected breastfeeding for 
each microgram of the 
drug administered.

Epidural usage rates 
Epidural usage rates across 
Canada8 vary widely, from a low of 4.5 per 
cent in Nunavut to a high of 60.3 per cent in 
Quebec. The latest overall figures, from 2001 to 
2002, show a national average of 45.7 per cent, 
while the US average is 59 per cent.

Both rates are much higher than the 12 per 
cent average in England, where midwives are 
the primary source for birthing services and 
home settings are preferred. In Canada 99 per 
cent of births take place in hospital. 

What is needed? 

■	 Recognition of mothers and babies as 
an inseparable dyad, and birthing and 
breastfeeding as a continuous passage and 
not two separate events.

■	 Babies should be placed on their mothers’ 
abdomens skin-to-skin immediately after 
birth and left uninterrupted to continue the 
passage to the breast.

■	 Interventions and handling by many staff 
must stop. Cord care, weighing & measuring, 
dressing & ID tagging, wrapping/swaddling, 
eye medications, vitamin K injection/drops, 
heel sticks, physical exam, bathing – all 
can wait until after breastfeeding has been 

established.

■	 Pregnant women 
should be informed about 
birthing procedures 
and their impact on 
infant behaviour and 
the ability to establish 
breastfeeding. This should 
include information about 
maternal opioides and 
beta-endorphins,9 which 
are developed naturally as 
labour progresses and are 
depressed when epidural 
anesthesia is administered.
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Baby-Friendly Initiative:  
What It Is and What Mothers  

Need to Know

The Ten Steps to Successful Breastfeeding

Every facility providing maternity services and  
care for newborn infants should:

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

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

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

4.	 Help	mothers	initiate	breastfeeding	
within	a	half-hour	of	birth.	

5. Show mothers how to breastfeed, and 

how to maintain lactation even if they 
should be separated from their infants. 

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

7. Practise rooming-in: allow mothers and 
infants to remain together 24 hours a day. 

8. Encourage breastfeeding on demand.

9. Give no artificial teats or pacifiers 
(also called dummies or soothers) to 
breastfeeding infants. 

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

The WHO/ UNICEF Baby-Friendly Hospital Initiative

T he Baby-Friendly Initiative is an international program de-
veloped by WHO/UNICEF to protect, promote and support 

breastfeeding with the goal of increasing the health and well-being 
of children and mothers. In Canada, four hospitals and birthing cen-
tres and eight  community health services have been designated as 
Baby-Friendly. 

To be designated Baby-Friendly, hospitals must demonstrate 
through an external evaluation that they comply with the WHO/
UNICEF Ten Steps to Successful Breastfeeding.1 Community health 
services must meet with the Seven Point Plan for the Protection, 
Promotion and Support of Breastfeeding in Community health 
Services.2 Evaluations are carried out by examiners appointed 
by the Breastfeeding Committee of Canada. After gaining 
certification, facilities monitor their compliance every two years and 
are reassessed every five.
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At a Baby-Friendly Health Facility,  
a Mother Can Expect …
■	 To be told during pregnancy about the importance 

of breastfeeding and instructed on how to breastfeed 
(Step 3)

■	 That the staff will be knowledgeable and supportive 
of breastfeeding (Step 2)

■	 That she and her baby will have skin-to-skin contact 
immediately following the birth (Step 4)

■	 To be given the opportunity to offer her baby the 
breast for the first time within the first hour. (Step 
4)

■	 To be shown how to breastfeed her baby and how to 
keep up her milk supply, should she and her baby be 
separated. (Step 5)

■	 To be shown or given information about how to 
express her milk.

■	 To be encouraged and helped to breastfeed without 
the use of any other foods or liquids for the baby. 
(Steps 5 & 6)

■	 That her baby will receive only mother’s milk 
(Exclusively breastfeed; no other foods or drinks). 
(Step 6)

■	 That her baby will remain with her at all times 
during their stay at the hospital, except for periods 
of up to an hour for hospital procedures. (Step 7)

■	 To be instructed to breastfeed whenever her baby 
wants to suckle or if her breasts feel full, and to wake 
her baby if she/he sleeps too long. (Step 8)

■	 That no artificial teats (rubber or silicon nipples of 
any type), dummies (pacifiers or soothers) or nipple 
shields are used, which can interfere with suckling. 
(Step 9)

■	 To be told how to contact a breastfeeding mothers’ 
support group or other source of support when she is 
discharged from hospital. (Step 10)

■	 To see a written breastfeeding policy, which reflects 
the WHO/UNICEF Ten Steps, posted at the hospital 
in a language she can understand.

■	 That the health facility accepts no free or subsidized 
supplies of breast milk substitutes, bottles, teats or 
pacifiers from manufacturers or distributors of these 
products. (International Code)

■	 That she and her baby will be supported in having a 
positive breastfeeding experience.

Longer Breastfeeding Durations 
with Better BFHI Compliance
A study in Basel, Switzerland3 found 
that improvements in breastfeeding 
prevalence and duration in that country 
over the past decade may be due in part 
to an increasing number of Baby-Friendly 
health facilities. Clients of BFHI facilities 
breastfeed longer than clients of other 
facilities. Researchers recognized that the 
trend of good breastfeeding practices in 
BFHI facilities may be partially attributed 
to mothers who intend to breastfeed 
longer choosing to give birth in a 

Baby-Friendly 
hospital. 
However, they 
also suggested 
that the BFHI’s 
publicity 
and training 
programmes 
have raised 
awareness about 
the benefits of 
breastfeeding 
and that 
breasteeding 
rates have also 
improved in 

non-Baby-Friendly designated health 
facilities. They concluded that the BFHI 
should be continued and monitoring 
for compliance should be improved, to 
promote the full effect of the BFHI.
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The health system has an important role to 
play in supporting breastfeeding. This fact 
sheet explores health care system and health 
care provider practices that help or hinder 
breastfeeding.

Prenatal Support

B reastfeeding education improves 
breastfeeding rates and duration.1,2 
Effective strategies would combine 

a number of methods, for example, group 
teaching by a trained lactation counsellor, AND 
demonstration of breastfeeding techniques 
and correct positioning through videos, AND 
providing written breastfeeding materials. 

Mothers vary in their knowledge of 
breastfeeding, and standard breastfeeding 
educational materials or group education 
alone may not answer all their questions. 
Individualized counselling enables mothers 
to clarify any personal doubts they may have 
about the theoretical and practical aspects of 
breastfeeding. Thus, health care workers should 
provide at least one face-to-face counselling 
session to inform and prepare a mother for 
breastfeeding before birth,3as well as after 
delivery.

Women are more likely to breastfeed and 
breastfeed longer if they have a supportive 
network around them. Other key persons may 
also be suppotive, e.g. grandmothers, sisters, and 
friends.4,5 Breastfeeding education should be 
directed at the mother and include whomever 
she feels are her most significant supporters.

The aim of breastfeeding education is 
to empower the mother, by teaching her 
skills—there is no use in knowing why it is 
important if she doesn’t know how to do it—
knowledge—how does breastfeeding work, why 
is it important, what are the benefits, how can 
breastfeeding support be accessed if problems 
arise—and confidence —“I can do it! I will be 
supported.”

Support at Birth
Breastfeeding support during birth includes 
encouraging practices that are associated 
with increased breastfeeding rates, while 
avoiding interventions that are known 
to decrease these rates. Birth practices 
supportive of breastfeeding are described 
in the mother-friendly module, developed 
by the Coalition for Improving Maternity 
Services (CIMS), and were adopted in 
2006 by WHO and UNICEF as part of the 
expanded Baby-Friendly Hospital Initiative 
in 2006.6 These evidence-based practices 
include:7

•	 encouraging women to have a companion 
of their choice with them throughout 
labour and delivery to provide physical and 
emotional support, 

• giving women the opportunity to eat and 
drink as desired throughout the birthing 
process, 

• encouraging women to consider non-drug 
methods of pain relief, and 

• encouraging women to walk and move 
around during labour and assume a 
birthing position of their choice.

Mother support: 
The health care system

“Those who demonstrate a sincere belief 
in breastfeeding as the natural and 
appropriate way to nourish an infant are 
the most effective in helping breastfeeding 
mothers. It is not enough to believe in 
theory that breastfeeding is best. … A 
caregiver who appears ambivalent about 
breastfeeding sends mixed messages and 
creates personal doubts into mothers. 
Those who promote and support 
breastfeeding enthusiastically serve as 
powerful motivators for mothers and staff 
alike.”

—Counseling the Nursing Mother:  
A Lactation Consultant’s Guide p51
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Research shows that interventions that 
interfere with skin-to-skin contact and early 
breastfeeding (such as a caesarean) result in 
lower breastfeeding success.8 The same is the 
case for interventions that interfere with the 
functioning of the six cranial nerves and different 
sets of muscles involved in the baby’s suck-
swallow-breath triad such as labour medication, 
caesarean, vacuum or forceps delivery, mal-
presentation, and suctioning of the baby’s airway.9 
Elective caesareans and inductions can result in 
a relatively immature baby, which can lead to 
breastfeeding difficulties. Unless an essential 
medical indication exists, any interventions 
during birth are to be avoided. This includes 
routine procedures that interrupt skin-to-
skin contact before the baby has attempted 
breastfeeding, such as weighing, measuring, 

bathing, administering vitamin K and putting 
on a name tag.

Guidelines for breastfeeding management 
directly after birth are described in WHO/
UNICEF’s Ten Steps to Successful Breastfeeding, 
the basis for the Baby-Friendly Hospital 
Initiative.10,11 Many hospitals are implementing all 
or some of the steps to help mothers and babies off 
to a good start, such as early and extended skin-

to-skin contact, rooming in, no supplements 
unless medically indicated, and no use of soothers 
or pacifiers. Babies should be put skin-to-skin 
with their mother immediately after birth, and 
given the opportunity to crawl to the breast and 
self-latch.12 Babies should remain with their 
mothers at all times, and mothers should be 
encouraged to breastfeed on cue.

Action Points
• Ensure that all pregnant women 

have access to prenatal breastfeeding 
education, consisting of a combination 
of interventions that aim to empower 
the mother with skills, knowledge and 
confidence

• Advocate for implementing the Ten 
Steps to Successful Breastfeeding 
in hospitals, birthing centres and 
community clinics

• Encourage practices indicated as 
mother-friendly birthing practices, and 
avoid unnecessary intervention in the 
birthing process

• Facilitate uninterrupted skin-to-skin 
contact and breastfeeding during the 
first hour

• Create and maintain a breastfeeding-
supportive health care environment 
by fostering positive breastfeeding 
attitudes among staff, and adhering to 
the International Code of Marketing of 
Breastmilk Substitutes and subsequent 
World Health Assembly resolutions 

• Expand postnatal breastfeeding 
support services, and increase 
accessibility of existing service

• Ensure collaboration with and referral 
to community breastfeeding support 
groups

Mother support: 
The health care system
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Postnatal Support
Women’s experiences with breastfeeding 
during the first days and weeks after birth 
have considerable effect on their breastfeeding 
practice and impact both exclusivity and 
duration. Mothers often identify support 
received from health care providers as 
the single most important involvement the 
health care system could have offered to help 
them breastfeed.13 It has been shown to delay 
breastfeeding cessation and prolong the duration 
of exclusive breastfeeding, especially if there 
is face-to-face personal contact, rather than 
telephone contact only.14 Postnatal breastfeeding 
support, in the form of at least one home visit 
in the early days after birth, should focus on 
assisting with latch and positioning, helping 
to solve breastfeeding problems, and offering 
emotional support and encouragement. This 
can be done by anyone skilled in breastfeeding. 
Referral to an International Board Certified 
Lactation Consultant (IBCLC) may be needed 
for more complex breastfeeding problems.

Hospital discharge bags that include 
formula samples or advertisements discourage 
breastfeeding15 and should not be permitted as 
they violate the International Code of Marketing 
of Breast-milk Substitutes. Instead, all mothers 
should be given information on how to access 
breastfeeding support at discharge from 
hospital or midwifery care.

The number of breastfeeding clinics in Canada 
has grown substantially over recent years. This 
encouraging trend could be further enhanced by 
extending clinic operating hours, and increasing 
accessibility of hospital-based breastfeeding clinics 
to mothers who did not deliver in that particular 
hospital. The number of IBCLCs has also increased 
substantially. More government funding is needed 
to ensure that certified lactation consultants are 
increasingly employed as lactation consultants, 
and that coverage of breastfeeding consultations is 
included in health insurance plans. 

Mother-to-mother support and other peer 
support systems are instrumental in promoting 
breastfeeding.16 The fact sheet “Mother-
to-mother support” in this kit discusses in 
greater detail the benefits and logistics of peer 
support.  For the health system, it is critical that 
collaborative ties are formed with community-
based breastfeeding support groups, and that 
mothers are actively refered to these groups.
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Social	networks	are	highly	influential	in	
women’s	decision-making	processes,	and	
they	can	be	either	barriers	or	sources	of	
encouragement	for	breastfeeding.	This	fact	sheet	
takes	a	closer	look	at	how	mother-to-mother	
and	peer	support	influences	breastfeeding	rates	
and	the	different	ways	in	which	this	support	can	
be	arranged.

S tudies have shown that supportive contact 
between mothers can significantly increase 
breastfeeding duration.1 In fact, other 

mothers might be the most crucial source of 
support to 
achieve exclusive 
and sutained 
breastfeeding. 
While 
breastfeeding 
rates decline most 
rapidly after the 
first few weeks 
of a baby’s life, 
having contact 
with other 
mothers who 
have had positive 
breastfeeding 
experiences can 
help offset these 
early declining 
rates. This 
is the reason 
that in many 
communities support mechanisms have been 
established—social environments in which 
breastfeeding is seen as positive and normal, and 
where mothers can share and exchange their 
breastfeeding experience and knowledge. The 
World Health Organization and UNICEF, in 
recognition of the value of this type of support, 
specifically include referral to breastfeeding 
support groups as step 10 of the Baby-Friendly 
Initiative.

Mother-to-mother support can be 
implemented in a variety of forms. A common 

denominator is the provision of support  by a 
peer—a mother with personal breastfeeding 
experience and breastfeeding training, but of 
the same or similar socio-cultural background 
as those whom she supports. Peer support 
complements professional support, and may 
facilitate referral to professional support if 
needed, and vice versa.

Support Groups
Mother support groups and peer-led postnatal 
and breastfeeding groups are one form of 
mother-to-mother support. The emphasis among 
members is on personal experience, and the 

primary aim is 
mutual support.  
Normally, 
there are one 
or two mothers 
assigned (and 
trained) as 
group leaders 
or facilitators, 
who are also 
members of 
the group and 
share common 
interests with 
the other group 
members. 
Groups meet on 
a regular basis, 
and decisions 
on how and 

when to have meetings are usually made by the 
whole group. La Leche League has facilitated such 
groups in North America and other parts of the 
world for decades. They have also developed an 
advanced system for the training of group leaders, 
and provide training to breastfeeding counsellors 
from other support groups as well. Elsewhere, 
health units and breastfeeding coalitions have 
established breastfeeding support groups among 
mothers, for example the Healthy Baby Clubs in 
Newfoundland and Labrador.

Less formal types of support groups are 

Mother-to-mother support

Support from other mothers is a vital part of ensuring successful 
breastfeeding.



page 2

drop-in groups, breastfeeding cafés, and activity 
clubs (such as hiking clubs for new mothers). In 
these groups, there is generally no formal leader 
or facilitator, and mothers can take turns in 
hosting the groups. Such groups require minimal 
investment of time and resources, and are a less 
structured, non-intimidating way of getting 
breastfeeding information and support for new 
mothers.

One-on-One Support
One-to-one mother support systems are 
arrangements in which breastfeeding mothers 
(especially those “at risk” of early cessation 
of breastfeeding, such as adolescent, ethnic 
minority, new immigrant, or disabled mothers) 
are offered the regular support of a peer 
counsellor. Counsellors are matched as closely as 
possible to the supported mother in terms of age, 
ethnicity, ability and language. Support can be 
in-person or by telephone (such as the Yarmouth 
Friendly Feeding Line, and Breastfeeding 
Companions in Ontario), and is initiated by 
the peer counsellor. Research indicates that in-
person support results in better breastfeeding 
outcomes than telephone support. However, 
telephone support is easier to manage, requires 
fewer resources, and is found by mothers to be 
less threatening, especially during early stages of 
contact.

Help-Lines
Another form of mother support is a 
breastfeeding help-line, where mothers can call 
for information and advice regarding a question 
or concern, or seek emotional support. Some help 
lines are staffed by professional breastfeeding 
counsellors or health professionals, many others 
are run and staffed by trained mothers with 
breastfeeding experience. Again, the emphasis is 
on sharing experience and emotional support, 
with more complex problems being referred to 
professionals.

Internet Groups
Internet breastfeeding support groups and 

forums are a relatively new phenomenon, and 
gaining in popularity. The advantage of these 
groups is that they are very easily accessible and 
can provide a lot of information at any given 
time. A disadvantage is that the privacy of the 
information in the groups can be an issue, and 
that there are no standards for background 
checks or the moderator’s level of training. 
This can make it hard to establish whether the 
information provided is reliable or not. Some 
“infant nutrition” websites that claim to support 
mothers are even set up by the infant formula 
industry and used to promote the formula 
companies’ agenda.

Some peer-support systems (such as 
Breastfeeding Buddies in the Waterloo 
Region, Ontario) combine a number of the 
aforementioned methods, creating the flexibility 
to tailor the support to the mother’s specific 
situation.

Where to start?
How to best establish peer support in the 
community depends on what services are already 
available, what type of support structure is being 
set up (level of formality) and the resources 
available to support the structure itself. It is 
recommended to raise some funds to—at a 
minimum—cover training costs, transportation, 
and perhaps some funds for resources. It is also 
advised to look for potential partnerships with 
existing community services or organizations, 
such as parenting networks or breastfeeding 
clinics. This can save a lot of set-up time (e.g. 
other volunteer networks may have guidelines 
that you can adapt, or a venue that you can make 
use of), but may require more coordination time.

Most systems work with volunteers, which 
encourages ownership by the community and 
keeps costs down, but it can also pose some 
challenges. The quality of volunteer recruitment, 
training and management always needs to be 
considered.

Recruitment
Most volunteers are recruited through word of 
mouth. It is recommended to establish formal 
screening procedures for volunteers. It is also 
a good idea to develop formal recruitment 

Mother-to-mother support
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criteria (e.g. how much experience is needed), 
and a detailed position description/agreement. 
This will help to make volunteers aware 
of what is expected in terms of duties and 
time commitment, what the boundaries and 
responsibilities are in regards to referral and 
confidentiality, and whether remuneration 
is given (e.g. reimbursement of travel costs, 
training, childcare, etc.).

Training
Training is essential for any programme, and 
volunteer programmes are no exception. Training 
should cover basic facts on breastfeeding, 
but also include orientation on the role and 
responsibilities of the volunteer. The exact 
content and length of training depends on the 
tasks and requirements of the volunteers.

Retaining Volunteers
There is evidence that suggests that volunteer 
networks that offer some remuneration are 
more successful, particularly in retaining their 
volunteers. However, it is probably even more 
important that volunteers feel supported and 
appreciated. Partly this will come from the 
satisfying experience of helping other mothers to 
breastfeed successfully, but it is also important 
that volunteers meet or are contacted regularly 
to debrief, that they are kept in the loop on the 
programme activities and success, and that 
their efforts are recognized (even formally if 
appropriate, with a certificate for instance). The 
more volunteers feel engaged, informed and 
appreciated, the more likely they are to function 
well.

More detailed examples of community-based 
mother-to-mother support, and how to set them 
up can be found in the documents listed in the 
“Useful Resources” box.
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Useful Resources
• La Leche League Canada (www.lllc.ca/) and 

La Leche Leauge International (www.lllc.ca/
LLLI.php) have plenty of useful information 
and a large variety of resources for group 
leaders and mothers.

• The Self-Help Resource Centre of Greater 
Toronto (www.selfhelp.on.ca/) has 
extensive resources on self-help groups, and 
provides consultation regarding both group 
development and the role of professional vis-
à-vis peer-led groups. 

• Best Start and the Self-Help Resource Centre 
put together this useful resource, which 
discusses the different types of peer support, 
and gives plenty of practical ideas and 
examples, as well as some research support for 
the different interventions. 

(2005) Self-Help/Peer Support Strategies 
in Maternal, Newborn and family Health: 
Examples from the Provincial Landscape; 
Best Start & Self-Help Resource Centre, 
Ontario. Available at www.beststart.org/
resources/howto/pdf/best_start_book.
pdf 

• This guide discusses success and lessons 
learned from the Healthy Baby Clubs in 
Newfoundland and Labrador. 

Murphy Goodridge J, (1998) Breastfeeding 
Support for the Healthy Baby Clubs: A 
Guide for Resource Mothers. Breastfeeding 
Coalition of Newfoundland and Labrador, 
St. John’s. Available at www.phac-aspc.
gc.ca/dca-dea/publications/bf_
workbook_e.html 

• This useful document gives a step-by-step 
description of how to set up a volunteer-run 
telephone support line in the community, 
modelled after the Friendly Feeding Line in 
Yarmouth. 

Comeau J. (2007) Mother to Mother: 
Creating a Breastfeeding Support Line in 
Your Community; Province of Nova Scotia. 
Available at www.gov.ns.ca/hpp/repPub/
FriendlyFeedingLineManual.pdf
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