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and the Academy of Breastfeeding Medicine 

Abstract 

A central goal of the Academy of Breastfeeding Medicine is the development of clinical protocols for 
managing common medical problems that may impact breastfeeding success. These protocols serve only as 
guidelines for the care of breastfeeding mothers and infants and do not delineate an exclusive course of 
treatment or serve as standards of medical care. Variations in treatment may be appropriate according to the 
needs of an individual patient. 

Background 

Breastfeeding has long been known to be the most 
beneficial method of infant feeding. Not breastfeeding 

has been associated with increased risk of sudden infant 
death, necrotizing enterocolitis, diarrhea, respiratory infec-
tions, and otitis media. The benefits of breastfeeding have 
been found to continue long beyond infancy and even into 
adulthood, having been linked to decrease in obesity and 
overweight, type 2 diabetes, and increased intelligence quo-
tient points.1 In addition, breastfeeding also has protective 
effects for the mother, including decreased risks of postpar-
tum hemorrhage, postpartum depression, heart disease, breast 
cancer, and ovarian cancer. 

The World Health Organization (WHO) and the United 
Nations Children’s Fund (UNICEF) recommend the initia-
tion of breastfeeding for infants within the first hour of life, 
and exclusive breastfeeding for 6 months of age. Thereafter, 
they recommend the addition of safe, nutritious, and age-
appropriate complementary foods with continued breast-
feeding up to 2 years of age and beyond.2,3 Although the 
benefits of breastfeeding are well known, according to WHO, 
globally only about 40% of infants under age 6 are exclu-
sively breastfed. Less than 20% of infants are breastfed for 12 
months in high income countries, and only 67% of infants in 
low- and middle-income countries receive any breast milk 
between 6 months and 2 years of age.1 

There are many underlying causes contributing to the 
low rates of breastfeeding, including environments that are 
unsupportive for breastfeeding mothers. This ranges from 
national policies that do not protect women’s decisions to 
breastfeed (i.e., inadequate maternity leave and lack of safe 
spaces to express milk) to the attitudes and beliefs of the 
individuals (partner, family members, and health care 
providers) who frequently interact with the mother and 
infant. Family members, physicians, and other health care 
providers all play a role in influencing individuals’ choices 
about infant feeding. A parent’s perception of the attitudes 
of hospital staff toward breastfeeding has been shown to 
be predictive of breastfeeding failure by 6 weeks of age. 4 

Similarly, another study showed that women had higher 
odds of exclusively breastfeeding their infants at 1 and 3 
months of age if they perceived that their obstetric or pe-
diatric care provider favored this.5 It is important, there-
fore, that physicians and other health care providers 
working closely with mother–infant dyads show their 
support for breastfeeding both directly during patient and 
family interaction, and also indirectly by showing their 
offices to be ‘‘breastfeeding-friendly.’’ In line with WHO 
and UNICEF’s Baby Friendly Hospital Initiative (BFHI), 
which urges any facility providing maternal and newborn 
care to implement the Ten Steps to Successful Breast-
feeding, the outpatient setting has been realized as an-
other environment in which thoughtful intervention can 

1Department of Obstetrics and Gynecology, Crozer-Keystone Health System, Upland, Pennsylvania, USA. 
2Center City Pediatrics, Philadelphia, Pennsylvania, USA. 
3Department of Pediatrics, Eastern Virginia Medical School, Norfolk, Virginia, USA. 
4Division of General Academic Pediatrics, Children’s Hospital of the King’s Daughters, Norfolk, Virginia, USA. 
5Division of Community Health & Research, Eastern Virginia Medical School, Norfolk, Virginia, USA. 
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positively impact exclusive breastfeeding rates.6 Im-
plementation of such practices, specifically in the primary 
care setting, has been shown to positively influence 
breastfeeding rates and exclusive breastfeeding.7,8 Taking 
into account the 2018 BFHI Revised Implementation 
Guidance,3 this updated protocol seeks to offer recom-
mendations for the outpatient setting that will contribute to 
reaching WHO’s goal of increasing exclusive breastfeed-
ing among 6-month-old infants to 50% by 2025. For the 
purpose of this protocol, the term ‘‘breastfeeding’’ in-
cludes both direct breastfeeding of the child as well as the 
feeding of any expressed breast milk. 

Recommendations 

Quality of evidence for each recommendation is noted in 
parentheses. Levels of evidence are listed as I–V, with level I 
being the highest, as defned in the Oxford Centre for 
Evidence-Based Medicine 2001 Levels of Evidence. 

1. Establish a written breastfeeding-friendly office 
policy.8–10 

Collaborate with colleagues and office staff during policy 
development and inform all new staff about the policy. Pro-
vide copies of your practice policy to hospitals, physicians, 
and all health care professionals covering your practice for 
you, including other physicians, nurses, midwives, lactation 
consultants, and support staff in the office. (III) 

2. Educate all office staff on breastfeeding support skills 
and implement the skills with patients. 

a. Educate nursing and support staff (front office staff, 
medical assistants, pharmacists, etc.) in the office on 
the benefits of breastfeeding and train them on skills 
necessary to support breastfeeding, including initiation 
of breastfeeding, troubleshooting common breastfeed-
ing problems, and responsive baby feeding, according 
to their role in serving the breastfeeding mother.11,12 

Consider utilizing Baby friendly hospital initiative 
training course for maternity staff of the WHO/UNI-
CEF training courses, which is accessible from the 
WHO website.13 

b. Assess breastfeeding at the initial prenatal visit as 
well as subsequent visits with the obstetrician. Also 
assess breastfeeding at the initial infant pediatric visit 
and as needed at subsequent visits at least up to and 
including 6 months. All physician office practices 
should provide mothers with skilled lactation support 
to assess adequacy of feeding and maintenance of 
exclusive breastfeeding, especially in the early day-
s/weeks after birth. If feasible, consider employing an 
International Board Certified Lactation Consultant 
(IBCLC) or establishing a relationship with re-
commended local IBCLCs to whom you can refer 
patients.9 (III) In addition, experienced breastfeeding 
peer support personnel can be utilized.7 Offer cultur-
ally inclusive and ethnically competent care, under-
standing that families may follow cultural practices 
regarding the discarding of colostrum, maternal diet 
during lactation, and early introduction of solid foods. 
Provide access to multilingual staff, medical inter-
preters, and ethnically diverse educational material as 
needed within your practice. (III) 

ABM PROTOCOL 

3. Comply with the WHO International Code of Marketing 
of Breast-milk Substitutes. 

a. Keep all literature that promotes artificial feeding, in-
cluding infant and toddler formula, out of view from 
patients and families. Although it is understood that some 
physician offices may need to have purchased formula in 
the office, these supplies should be kept in a locked area 
where only a physician or health care provider has access 
to them if deemed necessary for the infant. (I) In ac-
cordance with the WHO International Code of Marketing 
of Breast-milk Substitutes, there should be no promotion, 
display, or advertising of breast milk substitutes.14 (VII) 
A study published in 2016 showed a decrease in exclu-
sive breastfeeding rates in those individuals receiving 
formula samples in the mail.15 It can, therefore, be ex-
trapolated that receiving formula samples from a doctor’s 
office could have similar effects. 

b. As health professionals, we should not accept incen-
tives that can be perceived as promoting formula. 
Physicians, due to their knowledge and expertise, have 
the trust of their patient and families. As a result, it is 
essential that we avoid any type of sponsorship or re-
lationship with companies that can pose a conflict of 
interest. Physicians may be influenced by gifts or 
sponsorships received by these companies, which 
could negatively influence the advice they provide to 
patients in terms of their health and well-being.16 

c. Physicians/health care providers should provide factual 
evidence-based information about the importance of 
breastfeeding and the risks of artificial feeding for all 
mothers in the antenatal visits and at any visit where a 
breastfeeding mother asks for supplementation. In ad-
dition, for those parents who are unable to breastfeed or 
for whom breastfeeding is contraindicated, provide in-
formation regarding infant formula (in comparison with 
breast milk), including risks of improper use (i.e., di-
lution or thickening and contaminated water) for those 
infants who may require it.17 Information on this can be 
accessed on the WHO website on Food Safety.18,19 

4. Know your local and national breastfeeding laws. 

a. Know about laws that protect against discrimination 
from breastfeeding in public. Many countries have 
laws in place that protect women from discrimination 
against breastfeeding or expressing milk in public 
places. For example, in the United States, all 50 states 
and territories have specific laws that allow women to 
breastfeed in public and private places.20 Several states 
also allow exemption from Jury Duty for breastfeeding 
mothers. (V) In the United Kingdom and Australia, it is 
considered sex discrimination to treat a woman unfa-

21,22 vorably for breastfeeding a child of any age. 
Breastfeeding policies or initiatives in countries and 
states with no formal breastfeeding laws should also be 
known to best help support women breastfeeding. 

b. Know your country’s maternity leave policy. Knowl-
edge of the available maternity leave and the mother’s 
plan to utilize such leave can help the health care 
provider support her breastfeeding goals early on. 
Maternity leave in developed countries ranges from 
12 weeks unpaid (United States) to 36 weeks paid 

https://places.20
https://well-being.16
https://substitutes.14
https://website.13
https://places.20
https://well-being.16
https://substitutes.14
https://website.13
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ABM PROTOCOL 

FIG. 1. (Left) Sign created 
for Center for Women’s 
Health at Silverside of 
Prospect-Crozer Health Sys-
tem. (Right) Sign created 
by Virginia Department of 
Health. Created by Dr. Swathi 
Vanguri. 

(Norway).23 Longer maternity leave versus delayed 
return to work has been shown to increase the duration 
of breastfeeding.24,25 

c. Prepare mothers to advocate for continued breast milk 
expression in the workplace upon return to work. Be 
aware of laws enabling them to do so without dis-
crimination. In the Philippines, all workplaces must 
provide clean lactation stations and a 40-minute lac-
tation break for every 8-hour work period.26 In the 
United States, employers must provide ‘‘reasonable 
break time for an employee to express breast milk for 
her nursing child for 1 year after the child’s birth . 
and a place, other than a bathroom, that is shielded 
from view and free from intrusion . to express breast 
milk.’’27 (V) Many women cite returning to work as a 
reason to stop exclusively breastfeeding. Empower 
women to continue breastfeeding after returning to 
work by providing education on working with their 
employer re-expression of breast milk and storage.28 

5. Promote breastfeeding in your office. 
In accordance with the aforementioned laws, physician 

offices should invite women to breastfeed in the waiting room 
or a private room (not a bathroom) without fear of interrup-
tion or intimidation. Consider displaying signs in all patient 
areas, including waiting rooms and examination rooms that 
say as such. Examples are as follows (Fig. 1). 

Breastfeeding-friendly physician offices should be con-
sistent in their promotion and support of breastfeeding. It is 
important to extend the same protection for breastfeeding 
mothers to the physicians, nurses, and office staff at your 
practice. (IV)29,30 Consider providing breast pumps in the 
office in addition to breastfeeding-friendly space for ex-
pression and storage of breast milk for employees. 

6. Normalize breastfeeding. 
In addition to displaying signs, there are also subtle ways to 

normalize breastfeeding. For example, depicting breastfeeding 
dyads or posters in the waiting room and examination rooms 
that depict breasts as functional organs can help both patients 
and families understand your support for breastfeeding. 
However, it is very important that such imagery reflects the 

culture, ethnic, and racial background of your patient popu-
lation. Likewise, imagery should be inclusive of all sexual 
orientations as well as gender identities. (V)31 There are 
also videos available that can be played in the patient waiting 
rooms that promote breastfeeding.32,33 Patients and families 
need to identify with the images to be influenced by them.34 

Social marketing campaigns have shown that depicting 
positive images of breastfeeding with pictures of a broad 
range mirroring the diversity of the population in that country 
improve breastfeeding rates in the community.35 

The following are examples of racially and ethnically di-
verse images depicting breastfeeding in a positive light 
(Figs. 2–4). 

FIG. 2. An example of racially and ethnically diverse 
images depicting breastfeeding in a positive light. Source: 
https://wicbreastfeeding.fns.usda.gov/wic-staff 

https://wicbreastfeeding.fns.usda.gov/wic-staff
https://community.35
https://storage.28
https://period.26
https://Norway).23
https://wicbreastfeeding.fns.usda.gov/wic-staff
https://community.35
https://storage.28
https://period.26
https://Norway).23
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7. Considerations when providing prenatal care 
If providing prenatal care for the mother, introduce the 

subject of infant feeding in the first trimester and continue to 
express your support of breastfeeding throughout the course 
of the pregnancy. If you are a physician providing postnatal 
care for the infant, consider offering a prenatal visit to be-
come acquainted with the family. Be aware of any cultural or 
social influences on the mother’s feeding preferences and 
discuss any obstacles that may prevent her from achieving 
her goals.36 Use open-ended questions, such as ‘‘What have 
you heard about breastfeeding?’’ to inquire about a feeding 
plan for this child. Provide educational material that high-
lights the many ways in which breastfeeding benefits the baby 
and the mother. 

Identify patients with lactation risk factors (such as flat or 
inverted nipples, history of breast surgery, lack of increase 
in breast size during pregnancy, and previous unsuccessful 
breastfeeding experience) to enable individual breastfeed-
ing care for her particular situation, which may include re-
ferral to a lactation specialist.37 A good resource is WHO’s 
Guideline entitled ‘‘Protecting, promoting and supporting 
breastfeeding in facilities providing maternity and newborn 
services.’’38 

Encourage attendance of both parents at antenatal visits 
and at prenatal breastfeeding classes and offer direct educa-
tion to all family members involved in childcare (non-
breastfeeding parent, grandmother, etc.).39 (I) It has been 
shown that skin-to-skin contact between the father and the 
infant elevates cortisol, dopamine, and oxytocin levels in the 
father, which results in improved bonding and rewiring of 
fathers’ brains to create a positive association with close in-
teraction with their babies.40–42 (II-a, II-b, II-c, III) 

FIG. 3. Breastfeeding positions (Source: 
Shutterstock). 

a. Be aware of the few contraindications to breastfeeding 
to further educate and support mothers at any stage in 
their breastfeeding journey. However, giving expressed 
breast milk but not breastfeeding is permissible for 
certain other maternal issues.2,43 

b. Be aware of breastfeeding recommendations in moth-
ers with HIV, and how they may vary in different 
countries. For example, updated WHO guidelines 
recommend that all HIV positive mothers on anti-
retroviral therapy exclusively breastfeed for the first 6 
months, but the United States still lists HIV positive 
status as a contraindication for mothers breastfeeding 
either exclusively or inconsistently or providing any 
expressed breast milk to their infants.44 

c. Be aware of breastfeeding safety before prescribing 
medication, and when appropriate, consider alternative 
medications with more evidence to support safety in 
breastfeeding. The risk-benefit ratio should be weighed 
against the risks of not breastfeeding when making 
recommendations regarding medication initiation or 
modification. Each mother is different and this dis-
cussion with a breastfeeding-friendly physician should 
be not only be encouraged but deemed necessary. Keep 
a list of resources to aide you in this including 
knowledgeable pediatricians, family physicians, OB/-
GYNs, pharmacists, and reputable websites addressing 
breastfeeding and medication use that is, LactMed, 
E-lactancia, Embryotox, and your country’s specific 
website addressing this topic.45–47 

Dispel breastfeeding myths regarding the use of certain 
medications (i.e., antidepressants, antibiotics, and opioids) 

https://infants.44
https://etc.).39
https://specialist.37
https://goals.36
https://infants.44
https://etc.).39
https://specialist.37
https://goals.36
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ABM PROTOCOL 

FIG. 4. New York City Department of 
Health poster, 2012. 

while breastfeeding, and the effects on the infant.48,49 Anec-
dotal evidence shows that mothers will discontinue breast-
feeding while on antibiotics, antidepressants, or antiepileptics 
either as a result of direct instruction or assumption about the 
risk to their infant. They should be educated early that many 
common medicines are safe to use while breastfeeding, and at 
the very least enlightened about available resources to verify 
which medicines are compatible with breastfeeding. 

8. Immediate postpartum care 
Physician interaction with the breastfeeding dyad in the 

immediate postpartum period depends on the system of 
health care and insurance systems within the country. For 
example, if you are in a system in which you see infants while 
in-hospital, you can collaborate with local hospitals and 
maternity care professionals within your community50,51 and 
provide your office policies on breastfeeding initiation within 
the first hour after birth to delivery rooms and newborn units. 

FIG. 5. ‘‘You are making milk’’ given to Crozer-Chester 
Medical Center patients after 20 weeks during an anatomy 
ultrasound. Created by Dr. Swathi Vanguri. 
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Use prenatal counseling to discuss possible challenges 
mothers may face from hospital routines or staff. Leave or-
ders in the hospital or birthing facility instructing nurses/staff 
to avoid giving formula/sterile water/glucose water to a 
breastfeeding infant without specific medical orders. Also, 
speak to nursing managers to prohibit dispensing commercial 
discharge bags containing infant formula, formula coupons, 
and/or feeding bottles to mothers.15,52 

Show support for breastfeeding during hospital rounds. 
Help mothers initiate and continue breastfeeding. Counsel 
mothers to follow their infant’s states of alertness as they relate 
to hunger and satiety cues and ensure that the infant breast-
feeds on demand, with the recommendation of 8–12 times 

within 24 hours.53 It is important to ensure the adequacy of 
feeding and identify suboptimal intake early so mother’s milk 
supply can be protected, and the infant is protected from the 
consequences of suboptimal intake.54(II-a) 

9. Bridging postpartum care to the outpatient setting 
As part of your office protocol on bridging inpatient and 

outpatient care of patients, encourage hospitalized breast-
feeding mothers to feed newborns only human milk and to 
avoid offering supplemental formula, glucose water, or other 
liquids unless medically indicated.55 Advise the mother to 
avoid offering a bottle or a pacifier/dummy until breast-
feeding is well established.56,57 (I, III). Be sure to provide 
adequate resources to the breastfeeding dyad upon discharge 

FIG. 6. ‘‘Breastfeeding Benefits’’ given to Crozer-Chester Medical Center patients at 28 weeks. Created by Dr. Swathi Vanguri. 

https://indicated.55
https://hours.53
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from the hospital so that they continue to be supported until 
their first outpatient visit. This should include literature about 
breastfeeding and contacts for lactation consultants or other 
members of the community that will be available to provide 
support for the mother at home. 

a. Obstetricians: The WHO recommends a postpartum 
visit for the mother in the first 3 weeks after deliv-
ery.58 Many obstetricians also see patients at 6 weeks 
postpartum. 

b. Pediatricians and other Primary Care Physicians: 
Studies show a great variance in the timing of when 
the infant is seen by a general practitioner (physi-
cian). Depending on the length of stay in the hospital 
this  may vary from 48 hours  to 3 weeks  of  age for  
the infant’s first checkup, which is covered by in-
surance. In this system, this is the first opportunity 
the pediatrician has to support breastfeeding. De-
pending on the health care system, with differ-
ences in public versus private insurance, parents may 
have access to midwives and home visits. However, 
regardless of the location, in many countries and 
cultural practices the mother–baby dyad remains at 
home where they have help from family and 
friends.59,60 (I, II-b) 

c. Physician Assistants, Nurse Practitioners, and Mid-
wives: In many areas of the world, the first follow-up 
visit will be done by nonphysician health care work-

61 ers. Midwives care for the mother and infant in the 
days and weeks after hospital discharge in many Eu-
ropean countries. By law, every woman in Germany is 
entitled to midwifery care from conception until in-
troduction of solid foods (typically months 5–6 post-
partum or later if problems arise).61 (II-b) 

Ensure there is access to a lactation consultant/educator or 
other health care professional trained to address breastfeed-
ing questions or concerns during each visit. Advise the mo-

ther that feeding will be observed during the visit so that she 
can let staff know if the infant is ready to breastfeed while she 
is waiting. Provide comfortable private seating for the 
breastfeeding dyad to facilitate an adequate evaluation. Begin 
by asking parents open-ended questions, such as ‘‘How is 
breastfeeding going?’’ and then focus on their concerns. Take 
the time to address the questions that a mother may have. 
Assess latch and successful and adequate milk transfer at the 
early follow-up visit. Identify lactation risk factors and assess 
the infant’s weight, hydration, jaundice, feeding activity, and 
output. Provide medical help for women with sore nipples or 
other maternal health problems that may impact breastfeed-
ing. Provide close follow-up until the parents feel confident 
and the infant is doing well with adequate weight gain based 
on the WHO Child Growth Standards.62,63 (III) 

10. Collaboration between disciplines 
Encourage cross-disciplinary breastfeeding and lactation 

care among specialties that provide prenatal care, that is, 
obstetricians, midwives, and physician extenders. Collabo-
rate and share information with all providers involved in the 
dyad’s care using electronic health records if available or by 
other means.64 (V) 

11. Education: for the patient 
Incorporate education reminders at various gestational 

ages, starting at the first prenatal visit, regarding breast-
feeding. These include but are not limited to benefits of 
breastfeeding, skin-to-skin, infant nursing cues, rooming 
in, hand expression, obtaining a breast pump, storing of 
breast milk, and continuation of breastfeeding/expression 
of breast milk when returning to work/school. Provide 
relevant information about breastfeeding support once 
mother and baby leave the hospital. In the United States, 
the recommendation is that any educational material dis-
tributed to patients should be at or below fifth grade 
level.65,66 (IV, V) 

The following are examples of simple educational litera-
ture given prenatally to obstetric patients at various gesta-
tional ages (Figs. 5 and 6). 

Table 1. Evidence-Based Resources 

Resources Website 

American Academy of Pediatrics Breastfeeding www.aap.org/en-us/advocacy-and-policy/aap-health-
initiatives/Breastfeeding/Pages/default.aspx 

Academy of Breastfeeding Medicine www.bfmed.org 
ABM Protocols www.bfmed.org/protocols 
Australian Breastfeeding Association www.breastfeeding.asn.au/ 
Baby Friendly USA www.babyfriendlyusa.org/ 
Breastfeeding Consortium www.bfconsortium.org/ 
Breastfeeding Promotion Network of India ww.bpni.org 
E-Lactancia www.e-lactancia.org/ 
Infant Risk Website (Thomas Hale, PhD) www.infantrisk.com/category/breastfeeding 
International Breastfeeding Centre https://ibconline.ca/ 
La Leche League www.llli.org 
LACTMED www.ncbi.nlm.nih.gov/books/NBK501922/ 

Recommend downloading Free APP 
The Breastfeeding Network Drugs Factsheets https://www.breastfeedingnetwork.org.uk/drugs-factsheets/ 
UNICEF Baby Friendly UK www.unicef.org.uk/babyfriendly/ 
World Health Organization, Breastfeeding www.who.int/health-topics/breastfeeding#tab=tab_1 
World Alliance for Breastfeeding Action https://waba.org.my/ 

ABM, Academy of Breastfeeding Medicine; UNICEF, United Nations International Children’s Emergency Fund. 

http://www.aap.org/en-us/advocacy-and-policy/aap-health-initiatives/Breastfeeding/Pages/default.aspx
http://www.aap.org/en-us/advocacy-and-policy/aap-health-initiatives/Breastfeeding/Pages/default.aspx
http://www.bfmed.org
http://www.bfmed.org/protocols
http://www.breastfeeding.asn.au/
http://www.babyfriendlyusa.org/
http://www.bfconsortium.org/
http://www.e-lactancia.org/
http://www.infantrisk.com/category/breastfeeding
http://www.llli.org
http://www.ncbi.nlm.nih.gov/books/NBK501922/
https://www.breastfeedingnetwork.org.uk/drugs-factsheets/
http://www.unicef.org.uk/babyfriendly/
http://www.who.int/health-topics/breastfeeding#tab=tab_1
https://waba.org.my/
https://means.64
https://arise).61
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12. Education: for the health care provider 
Ensure that all physicians, health care providers, nurses, 

pharmacists, and staff have proper education regarding 
breastfeeding during their training. There should be academic 
education, as well as practical education. Although breast-
feeding education may begin in the preclinical years, medical 
schools may not be preparing future physicians well in this 
area.67 (III-b) In fact, studies have shown that OB/GYN 
physicians in their residency training are significantly less 
likely to discuss breastfeeding during prenatal visits than 
nurse midwives and nurse practitioners.68 (III-a) In addition, 
younger pediatricians relative to older pediatricians reported 
feeling less confident about their ability to manage common 
breastfeeding problems and discuss breastfeeding with par-
ents.69 (IV) Physicians play an important role in influencing 
breastfeeding since breastfeeding initiation and duration 
improves if a mother perceives that this form of feeding is 
desired by her health care provider.4,5 (II-b, II-c) A systemic 
review showed that nursing students do not receive adequate 
breastfeeding education, particularly with breastfeeding as-
sessment and management. All the studies showed that the 
knowledge of nursing students was influenced by timing of 
maternal and child health component, previous breastfeeding 
experiences, gender and cultural influences.70 (III-a) 

Areas of suggested education include the risks of artificial 
feeding, the physiology of lactation, management of com-
mon breastfeeding problems, medical contraindications to 
breastfeeding, and practical skills to assess latch and ap-
propriate milk transfer. Make educational resources avail-
able for quick reference by health care professionals in your 
practice (books, protocols, web links, etc.). (Table 1) 

13. Collect breastfeeding data 
Work with your local health administration to help track 

breastfeeding initiation and duration in your practice and learn 
about breastfeeding statistics in your community. Be aware of 
barriers to breastfeeding in your patient population and con-
sider targeting interventions at those found particularly less 
likely to initiate breastfeeding or to breastfeed for a shorter 
duration of time (which will vary in socioeconomic status 
depending on country of residence).1 (II-3) Since experiencing 
any of the Ten Steps has been found to increase breastfeeding 
initiation and duration in a hospital setting,71–73 it is especially 
important for the breastfeeding-friendly provider to ensure 
their patients are exposed to as many of the Ten Steps as 
possible within their scope of practice. 

Recommendations for Future Research 

Further research into the impact of these recommendations 
is imperative to determine which measures have the largest 
impact in supporting breastfeeding individuals and improv-
ing breastfeeding rates. Therefore, it is helpful to survey 
patients both before and after implementing these practices. 
Further research into the impact of culturally and racially 
competent promotion of breastfeeding on breastfeeding rates 
will also be helpful in understanding the best way to ensure a 
breastfeeding-friendly office. Furthermore, it is also helpful 
to survey staff before and after implementing staff training 
and breastfeeding-friendly employee accommodations to 
better understand their personal experiences with breast-
feeding patients and the impact of these interactions on 
themselves and on the patients. 
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of the baby-friendly hospital initiative on breastfeeding and 
child health outcomes: A systematic review. Matern Child 
Nutr 2016;12:402–417. 

13. World Health Organization (WHO), UNICEF. Baby 
friendly hospital initiative training course for maternity 
staff. 2020. Available at https://www.who.int/publications/ 
i/item/9789240008915 (accessed October 21, 2020). 

14. World Health Organization. International code of market-
ing of breast-milk substitutes. 1981. Available at www.who 
.int/nutrition/publications/infantfeeding/9241541601/en/ (ac-
cessed September 13, 2020). 

15. Waite WM, Christakis D. The impact of mailed samples of 
infant formula on breastfeeding rates. Breastfeed Med 
2016;11:21–25. 

16. Wright CM, Waterston JR. Relationships between paedia-
tricians and infant formula milk companies. Arch Dis Child 
2006;91:383–385. 

17. Centers for Disease Control (CDC). Infant formula feeding, 
2018. Available at www.cdc.gov/nutrition/infantandtoddler 
nutrition/formula-feeding/index.html (accessed September 13, 
2020). 

http://www.who.int/nutrition/publications/infantfeeding/bfhi-implementation/en/
http://www.who.int/nutrition/publications/infantfeeding/bfhi-implementation/en/
http://www.unicef.org/sites/default/files/2019-07/UNICEF-Breastfeeding-Family-Friendly%20Policies-2019.pdf
http://www.unicef.org/sites/default/files/2019-07/UNICEF-Breastfeeding-Family-Friendly%20Policies-2019.pdf
http://www.unicef.org/sites/default/files/2019-07/UNICEF-Breastfeeding-Family-Friendly%20Policies-2019.pdf
https://www.who.int/publications/i/item/9789240008915
https://www.who.int/publications/i/item/9789240008915
http://www.who.int/nutrition/publications/infantfeeding/9241541601/en/
http://www.who.int/nutrition/publications/infantfeeding/9241541601/en/
http://www.cdc.gov/nutrition/infantandtoddlernutrition/formula-feeding/index.html
http://www.cdc.gov/nutrition/infantandtoddlernutrition/formula-feeding/index.html
https://influences.70
https://practitioners.68


183 

D
ow

nl
oa

de
d 

by
 9

8.
18

7.
15

5.
17

8 
fr

om
 w

w
w

.li
eb

er
tp

ub
.c

om
 a

t 1
0/

25
/2

2.
 F

or
 p

er
so

na
l u

se
 o

nl
y.

 

   ABM PROTOCOL 

18. World Health Organization (WHO), UNICEF. Safe prep-
aration, storage and handling of powdered infant formula. 
Available at https://www.who.int/foodsafety/publications/ 
powdered-infant-formula/en/ (accessed October 21, 2020). 

19. World Health Organization (WHO), UNICEF. How to 
Prepare Formula for Bottle-Feeding at Home. Available 
at https://www.who.int/foodsafety/publications/micro/PIF_ 
Bottle_en.pdf (accessed October 21, 2020). 

20. National Conference of State Legislatures. Breastfeeding 
State Laws, 2020. Available at www.ncsl.org/research/ 
health/breastfeeding-state-laws.aspx (accessed September 
13, 2020). 

21. Equality and Human Rights Commission. Equality Act 
of 2010. Available at www.equalityhumanrights.com/en/ 
equality-act/equality-act-2010 (accessed September 13, 2020). 

22. Australian Breastfeeding Association. Breastfeeding in 
public—your legal rights. Available at https://www 
.breastfeeding.asn.au/bf-info/breastfeeding-and-law/legalright 
(accessed September 13, 2020). 

23. OECD Family Database, Parental Leave Systems. Available 
at www.oecd.org/els/soc/pf2_1_parental_leave_systems.pdf 
(accessed September 13, 2020). 

24. Jia N, Dong X-Y, Song Y-P. Paid maternity leave and 
breastfeeding in urban China. The care economy, gender, and 
inclusive growth in China. Feminist Econ 2018;24:31–53. 

25. Chai Y, Nandi A, Heymann J. Does extending the duration 
of legislated paid maternity leave improve breastfeeding 
practices? Evidence from 38 low-income and middle-
income countries. BMJ Global Health 2018;3:e001032. 

26. The LawPhil Project. Expanded Breastfeeding Promotion 
Act of 2009. Available at https://lawphil.net/statutes/ 
repacts/ra2010/ra_10028_2010.html (accessed September 
13, 2020). 

27. US Department of Labor. Break time for nursing mothers. 
Affordable Care Act. 2010. Available at www.dol.gov/ 
agencies/whd/nursing-mothers (accessed September 13, 2020). 

28. Eglash A, Simon L.; The Academy of Breastfeeding 
Medicine. ABM clinical protocol #8: Human milk storage 
information for home use for full-term infants, revised 
2017. Breastfeed Med 2017;12:390–395. 

29. Cantu RM, Gowen MD, Tang X, et al. Barriers to breast-
feeding in female physicians. Breastfeed Med 2018;13: 
341–345. 

30. Melnitchouk N, Scully RE, Davids JS. Barriers to breast-
feeding for US physicians who are mothers. JAMA Intern 
Med 2018;178:1130–1132. 

31. Ferri RL, Rosen-Carole CB, Jackson J, et al.; Academy of 
Breastfeeding Medicine. ABM clinical protocol #33: Lac-
tation care for lesbian, gay, bisexual, transgender, queer, 
questioning, plus patients. Breastfeed Med 2020;15:284–293. 

32. Office on Women’s Health, US Department of Health and 
Human Services. It’s Only Natural, Mother’s Love. Mo-
ther’s Milk. www.womenshealth.gov/blog/its-only-natural-
mothers-love-mothers-milk (accessed September 13, 2020). 

33. Video is from ABM. Available at https://www.youtube 
.com/watch?v=r4_LbcRxGkI&feature=youtu.be (accessed 
January 31, 2020). 

34. Vinjamuri D. Diversity in advertising is good marketing. For-
bes. 2015. Available at www.forbes.com/sites/davidvinjamuri/ 
2015/12/11/diversityinadsisgoodmarketing/#485d9adf4248 (ac-
cessed September 13, 2020). 

35. Jones K, Power M, Queenan J, et al. Racial and ethnic dis-
parities in breastfeeding. Breastfeed Med 2015;10:186–196. 

36. Gallo S, Kogan K, Kitsantas P. Racial and ethnic differ-
ences in reasons for breastfeeding cessation among women 
participating in the special supplemental nutrition. 
J Midwifery Womens Health 2019;64:725–733. 

37. Rosen-Carole C, Hartman S; Academy of Breastfeeding 
Medicine. ABM clinical protocol #19: Breastfeeding pro-
motion in the prenatal setting, revision 2015. Breastfeed 
Med 2015;10:451–457. 

38. World Health Organization (WHO), UNICEF. Protecting, 
promoting and supporting breastfeeding in facilities provid-
ing maternity and newborn services. Available at https://www 
.who.int/nutrition/publications/guidelines/breastfeeding-
facilities-maternity-newborn/en/ (accessed October 21, 2020). 

39. Furman L, Killpack S, Matthews L, et al. Engaging inner-
city fathers in breastfeeding support. Breastfeed Med 2016; 
11:15–20. 

40. Chen EM, Gau ML, Liu CY, et al. Effects of father-neonate 
skin-to-skin contact on attachment: A randomized con-
trolled trial. Nurs Res Pract 2017;2017:8612024. 

41. Kuo Patty X, Braungart-Rieker JM, Burke Lefever JE, et al. 
Fathers’ cortisol and testosterone in the days around in-
fants’ births predict later paternal involvement. Horm Be-
hav 2018;106:28–34. 

42. Bergman N. The Neuroscience behind the skin-to-skin 
imperative. Gold Learning: Online Continuing Education 
of The Academy of Breastfeeding Medicine, 2016. Avail-
able at www.goldlearning.com/lecture/528 (accessed Sep-
tember 13, 2020). 

43. Centers of Disease Control (CDC). Contraindications to 
breastfeeding for feeding expressed breastmilk to infants. 
Available at www.cdc.gov/breastfeeding/breastfeeding-
special-circumstances/contraindications-to-breastfeeding.html 
(accessed September 9, 2020). 

44. World Health Organization (WHO). Updates on HIV and 
Infant Feeding Guideline, 2016. Available at www.who.int/ 
maternal_child_adolescent/documents/hiv-infant-feeding-
2016/en/ (accessed September 13, 2020). 

45. LACTMED. Available at https://toxnet.nlm.nih.gov/pda/ 
lactmed.htm (accessed September 13, 2020). 

46. E-Lactancia Available at www.e-lactancia.org/ (accessed 
September 13, 2020). 

47. Embryotox. Available at https://www.embryotox.de/ (ac-
cessed September 13, 2020). 

48. Ryan SA, Ammerman SD, O’Connor ME, AAP Committee 
on Substance Use and Prevention. AAP section on breast-
feeding. Marijuana use during pregnancy and breastfeed-
ing: Implications for neonatal and childhood outcomes. 
Pediatrics 2018;142:e20181889. 

49. Sriraman NK, Melvin K, Meltzer-Brody S; Academy of 
Breastfeeding Medicine. ABM clinical protocol #18: Use 
of antidepressants in breastfeeding mothers. Breastfeed 
Med 2015;10:290–299. 

50. Aryeetey R, Dykes F. Global implications of the new WHO 
and UNICEF implementation guidance on the revised 
Baby-Friendly Hospital Initiative. Matern Child Nutr 2018; 
14:e12637. 

51. Marinelli A, Del Prete V, Finale E, et al. Breastfeeding with 
and without the WHO/UNICEF baby-friendly hospital 
initiative. Medicine (Baltimore) 2019;98:e17737. 

52. Rosenberg KD, Eastham CA, Kasehagen LJ, et al. Mar-
keting infant formula through hospitals: The impact of 
commercial hospital discharge packs on breastfeeding. Am 
J Public Health 2008;98:290–295. 

https://www.who.int/foodsafety/publications/powdered-infant-formula/en/
https://www.who.int/foodsafety/publications/powdered-infant-formula/en/
https://www.who.int/foodsafety/publications/micro/PIF_Bottle_en.pdf
https://www.who.int/foodsafety/publications/micro/PIF_Bottle_en.pdf
http://www.ncsl.org/research/health/breastfeeding-state-laws.aspx
http://www.ncsl.org/research/health/breastfeeding-state-laws.aspx
http://www.equalityhumanrights.com/en/equality-act/equality-act-2010
http://www.equalityhumanrights.com/en/equality-act/equality-act-2010
https://www.breastfeeding.asn.au/bf-info/breastfeeding-and-law/legalright
https://www.breastfeeding.asn.au/bf-info/breastfeeding-and-law/legalright
http://www.oecd.org/els/soc/pf2_1_parental_leave_systems.pdf
https://lawphil.net/statutes/repacts/ra2010/ra_10028_2010.html
https://lawphil.net/statutes/repacts/ra2010/ra_10028_2010.html
http://www.dol.gov/agencies/whd/nursing-mothers
http://www.dol.gov/agencies/whd/nursing-mothers
http://www.womenshealth.gov/blog/its-only-natural-mothers-love-mothers-milk
http://www.womenshealth.gov/blog/its-only-natural-mothers-love-mothers-milk
https://www.youtube.com/watch?v=r4_LbcRxGkI&feature=youtu.be
https://www.youtube.com/watch?v=r4_LbcRxGkI&feature=youtu.be
http://www.forbes.com/sites/davidvinjamuri/2015/12/11/diversityinadsisgoodmarketing/#485d9adf4248
http://www.forbes.com/sites/davidvinjamuri/2015/12/11/diversityinadsisgoodmarketing/#485d9adf4248
https://www.who.int/nutrition/publications/guidelines/breastfeeding-facilities-maternity-newborn/en/
https://www.who.int/nutrition/publications/guidelines/breastfeeding-facilities-maternity-newborn/en/
https://www.who.int/nutrition/publications/guidelines/breastfeeding-facilities-maternity-newborn/en/
http://www.goldlearning.com/lecture/528
http://www.cdc.gov/breastfeeding/breastfeeding-special-circumstances/contraindications-to-breastfeeding.html
http://www.cdc.gov/breastfeeding/breastfeeding-special-circumstances/contraindications-to-breastfeeding.html
http://www.who.int/maternal_child_adolescent/documents/hiv-infant-feeding-2016/en/
http://www.who.int/maternal_child_adolescent/documents/hiv-infant-feeding-2016/en/
http://www.who.int/maternal_child_adolescent/documents/hiv-infant-feeding-2016/en/
https://toxnet.nlm.nih.gov/pda/lactmed.htm
https://toxnet.nlm.nih.gov/pda/lactmed.htm
http://www.e-lactancia.org/
https://www.embryotox.de/


184 

D
ow

nl
oa

de
d 

by
 9

8.
18

7.
15

5.
17

8 
fr

om
 w

w
w

.li
eb

er
tp

ub
.c

om
 a

t 1
0/

25
/2

2.
 F

or
 p

er
so

na
l u

se
 o

nl
y.

 

   ABM PROTOCOL 

53. Kandiah J, Burian C, Amend V. Teaching new mothers 
about infant feeding cues may increase breastfeeding du-
ration. Food Nutr Sci 2011;2:259–264. 

54. Feldman-Winter L, Kellams A, Peter-Wohl S, et al. 
Evidence-based updates on the first week of exclusive 
breastfeeding among infants ‡35 weeks. Pediatrics 2020; 
145:e20183696. 

55. Kellams A, Harrel C, Omage S, et al. Hospital guidelines 
for the use of supplementary feedings in the healthy, term 
breastfed neonate, revised 2017. ABM protocol #3. 
Breastfeed Med 2017;12:1–11. 

56. Howard CR, Howard FM, Lanphear B, et al. Randomized 
clinical trial of pacifier use and bottle-feeding or cup 
feeding and their effect on breastfeeding. Pediatrics 2003; 
111:511–518. 

57. O’Connor NR, Tanabe KO, Siadaty MS, et al. Pacifiers and 
breastfeeding: A systematic review. Arch Pediatr Adolesc 
Med 2009;163:378–382. 

58. World Health Organization (WHO), UNICEF. Postnatal 
care for Mothers and Newborns. Available at https://www 
.who.int/maternal_child_adolescent/publications/WHO-MCA-
PNC-2014-Briefer_A4.pdf?ua=1 (accessed October 21, 2020). 

59. Paul IM, Beiler JS, Schaefer EW, et al. A randomized trial 
of single home nursing visits vs. office-based care after 
nursery/maternity discharge: The Nurses for Infants 
Through Teaching and Assessment After the Nursery 
(NITTANY) Study. Arch Pediatr Adolesc Med 2012;166: 
263–270. 

60. Brodribb W, Zadoroznyi M, Dane A. The views of mothers 
and GPs about postpartum care in Australian general 
practice. BMC Fam Pract 2013;14:139. 

61. Mattern E, Lohmann S, Ayerle GM. Experiences and 
wishes of women regarding systemic aspects of midwifery 
care in Germany: a qualitative study with focus groups. 
BMC Pregnancy Childbirth 2017;17:389. 

62. Brand E, Kothari C, Start MA. Factors related to breast-
feeding discontinuation between hospital discharge and 2 
weeks postpartum. J Perinat Educ 2011;20:36–44. 

63. World Health Organization (WHO). The WHO Child 
Growth Standards. Available at https://www.who.int/ 
childgrowth/en/ (accessed September 13, 2020). 

64. United States Breastfeeding Committee (USBC). Best 
practices guide for implementation of newborn exclusive 
breast milk feeding in electronic health records. Available 
at www.usbreastfeeding.org/ehr-ebmf-guide (accessed 
September 13, 2020). 

65. Stossel LM, Segar N. Gliatto P, et al. Readability of patient 
education materials available at the point of care. J Gen 
Intern Med 2012;27:1165–1170. 

66. The Joint Commission. ‘‘What Did the Doctor Say?’’: Im-
proving Health Literacy to Protect Patient Safety. Available 
at www.jointcommission.org/-/media/tjc/idev-imports/topics-
assets/what-did-the-doctor-say-improving-health-literacy-to-
protect-patient-safety/improving_health_literacypdf.pdf? 
db=web&hash=0FC8437817D493B2C0223D100557889E 
(accessed September 13, 2020). 

67. Biggs K, Fidler KJ, Shenker NS, et al. Are the doctors of 
the future ready to support breastfeeding? A cross-sectional 
study in the UK. Int Breastfeed J 2020;15:46. 

68. The American College of Obstetricians and Gynecologists 
(ACOG). Optimizing support for breastfeeding as part of 

obstetric practice, committee opinion #756. Obstet Gynecol 
2018;132:e187–e196. 

69. Feldman-Winter L, Szucs K, Milano A, et al. National trends 
in pediatricians’ practices and attitudes about breastfeeding: 
1995 to 2014. Pediatrics 2017;140:e20171229. 

70. Yang S-F, Salamonson Y, Burns E, et al. Breastfeeding 
knowledge and attitudes of health professional students: A 
systematic review. Int Breastfeed J 2018;13:8. 

71. Hawkins SS, Stern AD, Baum CF, et al. Gillman compli-
ance with the Baby-Friendly Hospital Initiative and impact 
on breastfeeding rates. Arch Dis Child Fetal Neonatal Ed, 
2014;99:F138–F143. 

72. Perrine CG, Galuska DA, Dohack JL, et al. Vital signs: 
improvements in maternity care policies and practices that 
support breastfeeding—United States, 2007–2013. MMWR 
Morb Mortal Wkly Rep 2015;64:1112–1117. 

73. Yotebleng M, Labbok M, Soeters HM, et al. Ten Steps to 
Successful Breastfeeding programme to promote early 
initiation and exclusive breastfeeding in DR Congo: A 
cluster-randomised controlled trial. Lancet Glob Health 
2015;3:e546–e555. 

ABM protocols expire 5 years from the date of publication. 
Content of this protocol is up-to-date at the time of publica-
tion. Evidence-based revisions are made within 5 years or 
sooner if there are significant changes in the evidence. 

Swathi Vanguri, MD, lead author 
Hannah Rogers-McQuade, MD, MA 

Natasha K. Sriraman, MD 

Academy of Breastfeeding Medicine Protocol 
Committee Members: 

Michal Young, MD, FABM, Chairperson 
Larry Noble, MD, FABM, Translations Chairperson 

Melissa Bartick, MD, MSc, FABM 
Sarah Calhoun, MD 

Lori Feldman-Winter, MD, MPH 
Laura Rachael Kair, MD, FABM 

Susan Lappin, MD 
Ilse Larson, MD 

Ruth A. Lawrence, MD, FABM 
Yvonne Lefort, MD, FABM 

Kathleen A. Marinelli, MD, FABM 
Nicole Marshall, MD, MCR 

Katrina Mitchell, MD, FABM 
Catherine Murak, MD 

Eliza Myers, MD 
Sarah Reece-Stremtan, MD 

Casey Rosen-Carole, MD, MPH, MSEd 
Susan Rothenberg, MD, IBCLC, FABM 

Tricia Schmidt, MD 
Tomoko Seo, MD, FABM 
Elizabeth K. Stehel, MD 

Nancy Wight, MD 
Adora Wonodi, MD 

For correspondence: abm@bfmed.org 

https://www.who.int/maternal_child_adolescent/publications/WHO-MCA-PNC-2014-Briefer_A4.pdf?ua=1
https://www.who.int/maternal_child_adolescent/publications/WHO-MCA-PNC-2014-Briefer_A4.pdf?ua=1
https://www.who.int/maternal_child_adolescent/publications/WHO-MCA-PNC-2014-Briefer_A4.pdf?ua=1
https://www.who.int/childgrowth/en/
https://www.who.int/childgrowth/en/
http://www.usbreastfeeding.org/ehr-ebmf-guide
http://www.jointcommission.org/-/media/tjc/idev-imports/topics-assets/what-did-the-doctor-say-improving-health-literacy-to-protect-patient-safety/improving_health_literacypdf.pdf?db=web&hash=0FC8437817D493B2C0223D100557889E
http://www.jointcommission.org/-/media/tjc/idev-imports/topics-assets/what-did-the-doctor-say-improving-health-literacy-to-protect-patient-safety/improving_health_literacypdf.pdf?db=web&hash=0FC8437817D493B2C0223D100557889E
http://www.jointcommission.org/-/media/tjc/idev-imports/topics-assets/what-did-the-doctor-say-improving-health-literacy-to-protect-patient-safety/improving_health_literacypdf.pdf?db=web&hash=0FC8437817D493B2C0223D100557889E
http://www.jointcommission.org/-/media/tjc/idev-imports/topics-assets/what-did-the-doctor-say-improving-health-literacy-to-protect-patient-safety/improving_health_literacypdf.pdf?db=web&hash=0FC8437817D493B2C0223D100557889E
mailto:abm@bfmed.org

