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Background

The Baby-Friendly Hospital Initiative (BFHI) is an interna-
tionally recognized guideline that comprises 10 steps to sup-
port short and long-term breastfeeding, including key clinical 
practices in Steps 3–10 (World Health Organization [WHO] 
& United Nations Children’s Fund [UNICEF], 2018). The 
WHO recommends that BFHI compliance is evaluated by 
assessors independent of health facilities, including inter-
views with health staff and birthing women (WHO & 
UNICEF, 2018). However, in most countries, BFHI compli-
ance is primarily assessed using health staff self-report 
(International Baby Food Action Network [IBFAN]-Asia, 
2019). Although there are some examples of using women’s 
self-reports of care received to assess BFHI compliance 
(Agbozo et al., 2020; Araújo et al., 2019; Çaylan et al., 2022; 
Spaeth et al., 2018), there has been no research to establish 
methods to measure this systematically and comprehensively 
according to existing recommendations. Without this, the 

implementation and effectiveness of BFHI for improving 
breastfeeding rates cannot be adequately assessed. In this 
paper, we provide insights for assessing BFHI compliance 

1252644 JHLXXX10.1177/08903344241252644Journal of Human LactationLokeesan et al.
research-article2024

1Centre for Healthcare Transformation, School of Public Health and 
Social Work, Faculty of Health, Queensland University of Technology, 
Brisbane, QLD, Australia
2Department of Nursing, Faculty of Health Sciences, Open University of 
Sri Lanka, Nawala, Nugegoda, Sri Lanka
3Mater Research Institute – University of Queensland, South Brisbane, 
QLD, Australia
4Wesley Research Institute, Auchenflower, Brisbane, QLD, Australia

Date submitted: March 10, 2023; Date accepted: April 17, 2024.

Corresponding Author:
Laavanya Lokeesan, BScN, School of Public Health and Social Work, 
Faculty of Health, Queensland University of Technology, Kelvin Grove 
Campus, Victoria Park Road, Kelvin Grove, Brisbane, QLD 4059, 
Australia.
Email: laavanya.lokeesan@hdr.qut.edu.au

Establishing Methods to Assess  
Baby-Friendly Hospital Initiative 
Compliance Using the Global Standards 
and Women’s Self-Reported Experiences

Laavanya Lokeesan, BScN1,2 , Elizabeth Martin, PhD3,4,  
and Yvette D. Miller, PhD1

Abstract
The World Health Organization recommends assessing compliance with key clinical practices of the Baby-Friendly Hospital 
Initiative (BFHI; Steps 3–9) using birthing women’s self-reports. Globally, compliance is mainly assessed using health staff 
reports, and the use of women’s self-reports in selected countries has deviated from the Global Standards for the BFHI. 
Therefore, we aimed to provide insight into the appropriate method of incorporating women’s self-reports in assessing 
compliance with Steps 3–9 of the BFHI. We developed questions and coding algorithms for assessing compliance with Steps 
3–9 based on Global Standards for BFHI compliance, and implemented them via a cross-sectional survey of 302 women 
who gave birth to a live baby in Sri Lankan hospitals. Compliance with specific practices within each of Steps 3–9 and overall 
compliance with each step were described as percentages. Compliance with specific practices and each BFHI Step ranged 
from 15.9%–100% and 7.0%–100%, respectively. Our findings particularly emphasize the potentially enhanced usefulness and 
robustness of assessing all specific practices within BFHI key clinical steps and not focusing only on one practice within a 
step, to derive more useful health service guidance globally for capturing BFHI compliance and its impact on breastfeeding 
outcomes. This method could be translated across multiple settings globally. It would enable more specific identification 
of care advancements required by health services to improve the effectiveness of breastfeeding support and address the 
prevailing undervaluing and under-use of women’s experiential data to evaluate and guide health service improvement.
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using women’s self-reported experiences guided by the 
Global Standards of BFHI compliance (WHO & UNICEF, 
2018).

We propose specific methods required for assessing com-
pliance with BFHI steps and examining the BFHI policy 
more closely. We share the practicalities of trans-positioning 
questions from the hospital criteria for key clinical practices 
given in the Global Standards of BFHI compliance (WHO & 
UNICEF, 2018) to questions that can be asked to birthing 
people, and applying those methods to assess compliance in 
a Sri Lankan cohort.

The BFHI was launched in Sri Lanka in 1992 in collabo-
ration with UNICEF. The IBFAN-Asia (2019) reported that 
94% of government and private health facilities in Sri Lanka 
were designated as baby-friendly between 2012 and 2017, 
and also ranked Sri Lanka highly for the quality of BFHI 
implementation based on the outcome of the World 
Breastfeeding Trend Initiative (WBTi) assessment conducted 
in 2018. However, the same WBTi 2018 report indicated that 
monitoring of BFHI compliance is not standardized nation-
ally, it is primarily implemented only at the hospital level, 
and it relies on motivated individual administrators (IBFAN-
Asia, 2019).

There is limited evidence to assess BFHI compliance 
within specific Sri Lankan health facilities. Existing evidence 
has exclusively been derived from health staff reporting 
(IBFAN-Asia, 2019) and provides inconsistent BFHI compli-
ance information (Lokeesan et al., 2022). For example, com-
pliance with immediate and uninterrupted skin-to-skin contact 
in labor rooms after giving birth (Step 4) ranges from 1.8%–
83.3%; and postnatal wards’ provision of breastfeeding sup-
port (Step 5) ranges from 23.1%–90.0% across Sri Lankan 
health facilities (Bandara et al., 2012; Fernando & Prathapan, 
2017). Monitoring of BFHI by hospital staff who have an 
interest in positive evaluation results (Rowel, 2020) may cre-
ate self-report bias, which can lead to overestimation of com-
pliance in some health facilities.

Contradictory international and national evidence regard-
ing the implementation of and compliance with BFHI in Sri 
Lanka means that an accurate and consistent picture of BHFI 
in Sri Lanka remains elusive. Through this paper, we provide 
our innovative method as a model for measuring and report-
ing BFHI compliance using self-reports from birthing 
women consistently in Sri Lankan health settings, and to 
inform the potential wider application of assessing BFHI 
compliance based on recommended standards for assessment 
in global health settings.

The Clinical Innovation

We developed a tool to assess compliance with BFHI key 
clinical practices using women’s self-reported experiences of 
BFHI care received during their postpartum stay in a hospi-
tal. This period is critical for initiating breastfeeding and 
establishing exclusivity as soon as possible after giving birth, 

ensuring long-term exclusive breastfeeding. We included 
key clinical BFHI practices outlined in Steps 3–9 in our tool, 
as women and infants directly experience care across these 
practices up to and including their postpartum hospital stay. 
At that time of measurement, these steps are therefore appro-
priate for self-reported assessment from maternity service 
users. Also, breastfeeding support practices within Steps 3–9 
of the BFHI are the responsibility of health services up to and 
immediately after birth, and are critical for establishing 
breastfeeding during the early postpartum hours in hospitals 
(Table 1).

As described in Table 1, we converted the compliance cri-
teria given in the Global Standards of BFHI compliance 
(WHO & UNICEF, 2018) to self-reported measures for indi-
vidual women. For example, within Step 3, the compliance 
criteria of “at least 80% of women who received prenatal 
care also received prenatal counseling on breastfeeding” was 
converted to individual criteria of “received breastfeeding 
counseling” (Table 1). We developed questions and possible 
responses to address the self-reported BFHI care measures 
related to each of the specific practices within Steps 3–9. 
Some of the existing surveys and reports related to BFHI 
care and infant feeding (Begley et al., 2008; Sakala et al., 
2018; Toronto Public Health Division, 2017; WHO, 1999) 
were used to guide question and response development with 
appropriate wording to reflect the BFHI practices. 
Compliance measures related to each of the specific BFHI 
practices within Steps 3–9 were addressed using single or 
multiple questions as given in Table 1.

Compliance with specific practices within BFHI steps 
was determined with the dichotomous measures of “Yes” 
and “No” based on the responses that indicated women 
received care related to that specific practice (Table 1). 
Responses that reflect that women received care or women 
received care/advice, but that they do not remember specifics 
about it were classified as “Yes, women received care.” 
When multiple responses in a question reflected the compli-
ant care of a BFHI practice, compliance with that specific 

Key Messages

•• Globally, compliance with key clinical practices of 
the Baby-Friendly Hospital Initiative (BFHI) are 
assessed primarily based on reporting from health 
staff.

•• Transpositioning the Global Standards of BFHI 
compliance into women-centric compliance mea-
sures produces a method for assessing compliance 
using women’s self-reported care experiences.

•• Applying this method in health facilities may enable 
health services to review existing compliance moni-
toring practices and to adopt a reliable and less 
biased method for supplementing
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practice was determined if participants provided any one 
response among all applicable responses as given in Table 1. 
However, for some practices, such as receiving advice on 
latching, compliance was determined only if participants 
provided all responses that reflected the care compliant with 
that practice. Moreover, responses that indicated women did 
not receive care or women do not remember whether they 
received care or received any advice from health staff were 
classified as “No, women did not receive care.” Overall com-
pliance with a BFHI clinical step (Steps 3–9) was defined as 
participants having received care that was compliant with 
every practice within that step.

We defined women as having received care that was com-
pliant with Step 3—giving pregnant women information on 
breastfeeding benefits and management (WHO & UNICEF, 
2018)—if they reported that they attended pregnancy care 
and received breastfeeding counseling regarding at least two 
of the following: the importance of breastfeeding, pros and 
cons of exclusive breastfeeding, risks of supplementation, 
risks of using bottles to feed babies and mother-baby skin-to-
skin contact (Table 2).

We defined compliance with Step 4—immediate postna-
tal care management (WHO & UNICEF, 2018)—if women 
reported having skin-to-skin contact with their baby within 
5 minutes of birth, and placing the baby on the breast within 
1 hour of birth (Table 2).

Compliance with Step 5—supporting women with 
instructions on how to breastfeed correctly and continuously 
(WHO & UNICEF, 2018)—was defined as women report-
ing: (1) that health staff supported them in managing difficul-
ties while breastfeeding, (2) advised them on how to position 
and attach the baby to the breast for effective breastfeeding, 
and (3) advised on methods to increase the milk production 
for their infants (Table 2).

Women were defined as receiving care compliant with 
Step 6—not recommending breastmilk supplements unless 
medically indicated (WHO & UNICEF, 2018)—if they 
reported that their baby was not given any supplements or 
was given supplements recommended by health staff when 
medically indicated (Table 2).

We defined women as receiving care compliant with Step 
7—mothers and infants should “room in,” that is, remain 
together 24 hours a day (WHO & UNICEF, 2018)—if they 
reported that they always stayed with their baby after giving 
birth and that health staff advised them about rooming in 
(Table 2).

Compliance with Step 8—support for women in giving 
their baby their own milk according to the baby’s need (on-
demand; WHO & UNICEF, 2018)—was defined as women 
reporting that they were advised by health staff about feeding 
on demand (Table 2).

Compliance with Step 9—no artificial teats or pacifiers 
should be given to breastfeeding infants (WHO & UNICEF, 
2018)—was defined as women reporting that their baby was 
not given a pacifier by health staff and no health staff 

recommended using bottles for feeding their baby in the hos-
pital (see Table 2).

The overarching principles of our new measurement 
approach were that: (1) the measures needed to account for 
all specific practices within each BFHI clinical step; (2) we 
only aimed to measure the key clinical steps that are the 
responsibility of health services to implement up to and 
immediately after birth (Steps 3–9); (3) the measures needed 
to capture women’s experiences of care; and (4) the mea-
sures needed to be suitable for early postpartum administra-
tion in the hospital. Therefore, the compliance measures that 
we developed for a few BFHI steps were different from the 
criteria given in the Global Standards of BFHI compliance. 
For example, for Step 9, the compliance criteria for “advis-
ing women regarding the risks of using bottles, teats, and 
pacifiers” given in Global Standards is mostly applicable 
during the late postpartum period and, therefore, we devel-
oped new measures (see Table 1) that are significant for 
establishing breastfeeding within the early postpartum hours.

Pilot Administration and Outcome

We conducted face validation of questions and responses by 
administering the tool to five Sri Lankan women who had 
birthed a live baby between September and December 2021. 
We then conducted a pilot administration of this tool in a 

Table 2.  Compliance Rates for Overall Steps and for Each 
Practice Within Each Step of the Baby-Friendly Hospital Initiative 
(BFHI; N = 302).

BF Support Practices (Steps 3–9)

Women Receiving Care 
Practice

(Compliance Rate)

N (%)

Step 3: BF information provided antenatally 263 (87.1)
  Providing BF counseling 270 (89.4)
  Giving information on BF 263 (87.1)
Step 4: Immediate postpartum BF support 36 (11.9)
  Facilitating Skin-to-skin contact within 5 minutes 48 (15.9)
  Placing baby on breasts within one hour 213 (70.5)
Step 5: General BF support 21 (7.0)
  Support BF problem 281 (93.0)
  Advising on positioning 115 (38.1)
  Advising on latching 67 (22.2)
  Advising on increasing milk secretion 200 (66.2)
Step 6: No supplements provided by health service 296 (98.0)
  No supplementation 296 (98.0)
Step 7: Rooming in during the stay in health service 86 (28.5)
  Women practicing rooming-in 302 (100.0)
  Advising on rooming-in 86 (28.5)
Step 8: Responsive feeding 76 (25.2)
  Advising on responsive feeding 76 (25.2)
Step 9: No bottles, teats and pacifiers 283 (93.7)
  Providing no bottles for women to feed infants 302 (100.0)
  Providing no pacifiers to infants 283 (93.7)

Note. BF = breastfeeding. Bolded numbers are overall BFHI compliance rates. Steps 
3–9 of BFHI are coded according to the compliance criteria described in Table 1.
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cohort of postpartum women in Sri Lanka to assess the appli-
cability of this tool and to test the method for presenting 
compliance estimates. We asked 302 postpartum women 
who had live, single, or multiple births, did not have a neona-
tal death, and were sufficiently physically and mentally sta-
ble to communicate and participate in this assessment. These 
women were from four randomly selected government hos-
pitals in Sri Lanka. In Sri Lanka, 99% of women receive 
pregnancy care at government health facilities and 94% of 
births occur in government hospitals (Department of Census 
and Statistics [DCS]-Sri Lanka, 2017, 2019). Women were 
approached in the postnatal wards of the selected hospitals 
by the principal investigator of this assessment who is a 
researcher and independent from Sri Land Health Services. 
We approached potential participants at least 12 hours after 
giving birth and before discharge, so participants had an 
opportunity to most easily and correctly recall their recent 
experiences of care received in the hospital. Participants 
received a thorough explanation of the purpose of the assess-
ment and then written consent was obtained before asking 
them about their experiences with the breastfeeding support 
care they received up to and immediately after birth.

To implement the compliance measuring criteria, we 
assessed whether every participant received care across the 
specific practices of BFHI Steps 3–9. We derived the total 
number and percentage of participants who received overall 
care compliant with each key clinical step and received care 
compliant with specific practices within the clinical steps 
(Table 2). The percentage that reflects the overall compliance 
rate with each key clinical step (bolded in Table 2) was 
derived from the proportion of participants who received care 
with every specific BFHI practice within a key clinical step.

Implications

From the pilot administration, we observed widely varying 
compliance across specific practices within each of Steps 3–9 
of BFHI. However, we believe that assessing compliance 
across key clinical practices contributed meaningfully to the 
accuracy of overall compliance estimates compared to previ-
ously used assessment criteria. For example, in Ghana 
(Agbozo et al., 2020), the compliance rate of Step 4 was mea-
sured only with the criteria of “mother-baby skin-to-skin 
within five minutes of birth.” In Taiwan (Chien et al., 2007), 
the reported compliance rate with Step 4 was measured using 
only the criteria “initiating breastfeeding within 30 minutes of 
birth.” In Brazil (Araújo et al., 2019) and Turkey (Çaylan et 
al., 2022) compliance with Step 5 had been assessed with a 
single criterion of “breastfeeding support and management of 
difficulties.” Overall compliance estimates derived in these 
studies may be affected by misclassification bias through 
assessment of a single popular practice within a BFHI step and 
inconsistency with Global Standards of BFHI compliance.

Further, assessment of specific practices within each BFHI 
step can assist health services to better identify areas for 

improvement that affect overall compliance. For example, 
within Step 4 of BFHI, the compliance rate with mother-baby 
skin-to-skin contact was 15.9% while compliance with plac-
ing the baby on the mother’s breasts within 1 hour of giving 
birth was 70.5%, and the overall compliance was 11.9%. 
According to our method of overall compliance assessment, 
variations in compliance across the specific practices within 
each step have significantly contributed to the overall compli-
ance rate of that step. In this case, health facilities can easily 
identify the practice that needs to be improved to enhance 
overall compliance with each BFHI step.

In Sri Lanka and globally, it is worth conducting a com-
prehensive assessment of BFHI compliance using women’s 
self-reported care experiences as health staff may over-report 
their practice with self-monitoring to produce more favor-
able results (Araújo et al., 2019). Evidence from Brazil 
(Araújo et al., 2019) demonstrated that reported compliance 
across Steps 3–9 of BFHI was greater than 80% when self-
monitored by health staff. When assessed with an external 
evaluation which included women’s self-report (Araújo et 
al., 2019), the compliance rate was less than 70% for most of 
Steps 3–9 of BFHI, with a difference of 20%–30% from esti-
mates based on health staff reports (Araújo et al., 2019). 
Women’s self-reported maternity care experiences and out-
comes are at least as reliable as medical records completed 
by health staff, and play a vital role in making decisions on 
care delivery (Chen et al., 2022; McCarthy et al., 2023). 
Therefore, comparing our estimates of BFHI compliance 
against compliance estimates derived from health staff’s 
monitoring in the same health facilities may be valuable for 
health services to understand the need and value of supple-
menting health staff’s self-monitoring with women’s self-
reported care experiences.

The validity of our assessment method requires further 
research. Some caution is recommended in reporting the esti-
mates derived for BFHI compliance by applying our method 
of BFHI compliance assessment in different health facilities 
before further validation. There is a need for health services 
to decide who will assess women’s exposure to BFHI care 
because we have designed the tool to be administered in the 
wards during the early postpartum period. Social desirability 
bias may arise if women are asked about the care received by 
a healthcare worker administering the tool during this vul-
nerable time. To manage this, assessors should be indepen-
dent of the health services, replicating the processes applied 
in our pilot administration. During the pilot administration, 
we approached potential participants between 12 hours of 
giving birth and discharge, as we believed that obtaining 
information from women during the early postpartum hours 
might minimize recall bias. However, it is also possible that 
health service providers may not have had an opportunity to 
comply with some of the practices being assessed during the 
early postpartum hours, for example, practices within Steps 
5, 7, and 8. Future research and applications should consider 
appropriate timing for collecting adequate information from 
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women regarding their experiences with all practices within 
Steps 3–9 of BFHI to maximize validity and minimize recall 
bias.

Implementing our method of assessing compliance across 
all specific BFHI practices using women’s self-reported care 
experiences will be a new approach in Sri Lanka and requires 
significant policy change. The new BFHI policy in Sri Lanka 
would require three aspects: resources to capture self-
reported experiences of BFHI care, commitment to measur-
ing compliance with specific practices within each BFHI 
step, and targeted training of health staff to improve BFHI 
compliance in response to comprehensive patient-reported 
data. However, adopting such a policy in Sri Lanka may be 
difficult given the economic crisis experienced by Sri Lanka 
since late 2021 (Dayal, 2023) and the continual dependency 
on international non-government organizations to fund 
maternal and child health initiatives at the provincial and dis-
trict levels (Ministry of Health [MoH] & Family Health 
Bureau [FHB]–Sri Lanka, 2018). Currently, in Sri Lanka, 
BFHI compliance monitoring is primarily implemented only 
at the hospital level, and it relies on motivated and individual 
administrators with no national coordination (IBFAN-Asia, 
2019). Inadequate BFHI training for health staff is reported 
to be a result of inadequate funding, irregular planning, and 
scheduling of ongoing training for health professionals on 
BFHI compliance practice, and no training coordinator posi-
tions in hospitals (MoH & FHB–Sri Lanka, 2012). Therefore, 
without dedicated national policy change, or long-term BFHI 
funding commitments from international non-government 
organizations, it will be difficult to raise the quality of BFHI 
compliance monitoring in Sri Lanka.

Conclusion

Development and pilot administration of the tool that we 
developed for comprehensively assessing BFHI compliance 
provides insight into the importance of measuring compli-
ance with individual and multiple practices within the key 
clinical steps (Steps 3–9) of BFHI and also considering 
women’s self-reported care experiences as a valuable 
resource in compliance monitoring. Such insights enable 
health services to review existing BFHI monitoring practices 
and consider adopting assessment systems for supplement-
ing health staff monitoring of BFHI compliance. Including 
maternal self-report would allow health services to better 
identify the specific practices with low levels of compliance 
and the circumstances that influence the delivery of compli-
ant care. More useful BFHI compliance monitoring can bet-
ter guide health staff education and training for maximizing 
compliance with BFHI practices and providing adequate 
support for every woman breastfeeding in health facilities.
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