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Introduction  

Malawi in 1993 was one of the early adopters of the Baby-Friendly Hospital Initiative 

(BFHI), just after UNICEF and the World Health Organization (WHO) jointly launched the 

global initiative in 1991–1992. Introduction of the BFHI in Malawi led to improved 

breastfeeding outcomes. In 1992, only 2.1 percent of infants under six months were 

exclusively breastfed (NSO and ICF Macro, 1992). The proportion increased to 71 percent in 

2010 as providers’ skills in counseling and support for breastfeeding improved (NSO and ICF 

Macro, 2011).  

These improvements could not be sustained due to evolving implementation- and resource-

related challenges. However, the Malawi Ministry of Health (MOH) remains committed to 

nationwide BFHI scale-up through public as well as private for-profit and private nonprofit 

sectors, nongovernmental organizations, and other implementing partners. The goal of the 

process was to devolve responsibilities to partners at subnational levels, facilities, and 

hospitals.  

About This Guide  

This guide aims to equip program implementers, managers, supervisors, providers, and 

other stakeholders wanting to participate in Malawi’s BFHI scale-up. It offers technical and 

operational resources to train and support a large number of providers in their respective 

areas and facilities.  

To accomplish this goal, this guide provides evidence-based approaches and learnings to 

assist program implementers, facility and/or hospital managers, supervisors, government 

institutions, and partners to scale up or integrate the BFHI in their programs and/or 

facilities. It considers the lessons from revitalized efforts, beginning in 2016, of the Ministry 

of Health (MOH) with the support of the U.S. Agency for International Development’s 

(USAID’s) Maternal and Child Survival Program (MCSP) through 2018 and subsequently of 

USAID’s Health Policy Plus (HP+) project.  

This guide is expected to enable program implementers who are interested in supporting 

hospitals and healthcare facilities to apply a comprehensive approach to BFHI 

implementation in Malawi, particularly to: 

• Anticipate important resourcing needs for implementation 

• Understand bottlenecks to BFHI implementation that can be addressed and/or 

avoided 

• Assist with effective scale-up over time across facilities 

The content includes HP+ experiences and learnings from BFHI implementation in 12 

hospitals as of May 2020. This guide complements the MOH’s BFHI 20-hour course, 

“Breastfeeding Promotion and Support in a Baby-Friendly Hospital.”1 It is intended to 

provide programmatic guidance on how to effectively scale up BFHI implementation 

 
1 Course adapted by Malawi in 2016, based on WHO’s 2009 Baby-Friendly Hospital Initiative 

(BFHI), Revised, Updated and Expanded for Integrated Care.  
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throughout Malawi. It also includes WHO’s 2018 changes to the BFHI curriculum (see 

Annex A). The guide comprises the following sections:  

• Background. Relevant information on BFHI implementation in Malawi and how it 

evolved over time. 

• Implementation. Guidance on critical approaches and aspects of BFHI 

implementation that need to be considered based on HP+ experiences. 

• Assessments, Supportive Supervision, and Mentoring. Guidance, based on the 

principles of adult learning, on roles and responsibilities of BFHI staff and how to 

support staff who may need additional technical assistance to carry out their roles in 

BFHI implementation. 

• Annex A: 2018 Implementation Guidance on the Ten Steps to Successful 

Breastfeeding. Snapshot of the recommended global standards by WHO and UNICEF, 

incorporating updated Ten Steps (Box 1). 

• Annex B: Monitoring and Evaluation. Guidance on the outcomes of interest critical 

to ensure an enabling environment for decision making with regard to BFHI 

implementation, including how to assess change, share learning, and use data to guide 

decision making. 

• Annex C: Sample Budget and Logistics. Sample budget and list of resources needed 

to facilitate the training for BFHI integration into a facility. 

• Annex D: Timetable for Training of Clinical Staff. Sample agenda for a five-day 

training.  

• Annex E: BFHI Certificate and Shield. Sample of the MOH-branded certificate and 

shield awarded to facilities upon accreditation. 

Background   

The BFHI is a global initiative that aims to give every baby the best start in life by creating an 

enabling environment that supports breastfeeding as the norm. The BFHI also aims to 

implement the “Ten Steps to Successful Breastfeeding” (WHO and UNICEF, 2018) and to 

end the distribution of free and low-cost supplies of breastmilk substitutes to health 

facilities.2   

This initiative gives newborns the best start in life by promoting exclusive breastfeeding from 

birth to six months. Exclusive breastfeeding could save up to 820,000 children every year, 

according to WHO and UNICEF (2020). Session 10 of Malawi’s BFHI 20-hour course 

manual provides specific guidance for supporting mothers who are unable to produce 

breastmilk and/or infants who are preterm, low birthweight, ill, or have special needs.  

Malawi’s MOH identifies BFHI as one of the strategies for increasing child survival. 

Exclusive breastfeeding for infants up to the age of six months protects the infant from 

malnutrition and enhances children’s cognitive development and health (UNICEF, 2019; 

 
2 Malawi’s BFHI course includes a session addressing infants with special needs, which provides 

guidance on when and how to consider breastmilk substitutes. 
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Murtagh and Moulton, 2011). Breastfeeding has also demonstrated higher productivity and 

reduced absenteeism, as well as savings from avoiding the cost of infant formula (Murtagh 

and Molton, 2011). From the time the BFHI was adopted in Malawi in 1993 until 2007, only 

48 of the 644 facilities providing maternity services in the country were targeted with 

training, and only 26 of these were certified as baby-friendly. While breastfeeding has 

traditionally been the norm in Malawi, exclusive breastfeeding for the first six months is 

often challenging for many women due to sociocultural beliefs and norms and inadequate 

knowledge about breastmilk. Exclusive breastfeeding is still not universally practiced—while 

the practice slowly increased from 1992 to 2010, from 2.1 percent to 71 percent, it then 

dropped to 61 percent in 2015 (NSO and ICF, 2017). Challenges contributing to this decline 

include a lack of promotion of exclusive breastfeeding within health facilities due to limited 

financial resources, high staff turnover, inadequate monitoring, and low morale and 

commitment among health workers. There were also concerns about the presence of HIV in 

breastmilk, although Malawi’s policy is that all mothers should breastfeed regardless of 

whether they are HIV-positive or do not know their status. This decline in programmatic 

investment meant that by 2015, there were no longer any hospitals or facilities designated as 

baby-friendly in the country (HP+, 2019).  

Revitalization of the BFHI program was managed through USAID’s MCSP, which assisted 

the MOH in revising the manual for the 20-hour BFHI course and updating the BFHI 

package to align with WHO 2009 guidelines with an emphasis on preventing mother-to-

child transmission of HIV in the Malawian context. MCSP implemented the updated package 

Box 1. WHO and UNICEF’s Ten Steps to Successful Breastfeeding 

Critical management procedures 

1.  a. Comply fully with the International Code of Marketing of Breastmilk Substitutes and relevant 

World Health Assembly resolutions. 

  b. Have a written infant feeding policy that is routinely communicated to staff and patients. 

 c. Establish ongoing monitoring and data-management systems. 

2.  Ensure that staff have sufficient knowledge, competence and skill to support breastfeeding. 

Key clinical practices 

3.  Discuss the importance and management of breastfeeding with pregnant women and their 

families. 

4.  Facilitate immediate and uninterrupted skin-to-skin contact and support mothers to initiate 

breastfeeding as soon as possible after birth. 

5.  Support mothers to initiate and maintain breastfeeding and manage common difficulties. 

6. Do not provide breastfed newborns any food or fluids other than breastmilk, unless medically 

indicated. 

7.  Enable mothers and their infants to remain together and to practice rooming-in 24 hours a day. 

8.  Support mothers to recognize and respond to their infants’ cues for feeding. 

9.  Counsel mothers on the use and risks of feeding bottles, teats and pacifiers. 

10. Coordinate discharge so that parents and their infants have timely access to ongoing support 

and care. 

Source: WHO and UNICEF, 2018, p. 8 
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in 15 district hospitals and three health centers designated as “centers of excellence,” thus 

reaching 18 facilities. MCSP chose to implement in districts where the USAID-funded 

Support for Service Delivery Integration project was being implemented, selected to build on 

their existing maternity care activities (Kavle et al., 2019).  

During this period 1,470 clinical and support staff across the facilities, including the centers 

of excellence, were trained in the BFHI. In one district, Dowa, an additional 1,408 volunteers 

(community-level volunteers) were oriented to support the continuum of care at the 

community level. At each of the district hospitals in the 15 Support for Service Delivery 

Integration districts and the three centers of excellence, only 30 technical and 30 support 

staff received training. This training was followed by a one-time mentoring session 

performed by MOH assessors; the only mentoring visit each facility received. Feedback was 

not given immediately following each visit but was shared later in writing by the MOH. This 

approach made it difficult for the facilities to relate the feedback to their practice; most did 

not improve their performance and failed the external assessment. During MCSP’s 

implementation period, all the facilities underwent external assessment, but only three 

passed and received accreditation as baby-friendly. An additional three facilities passed the 

external assessment by the time MCSP was ending but they had not yet received 

accreditation from the MOH. One of these received accreditation from HP+ while the 

remaining two received it from the Organized Network of Services for Everyone’s (ONSE) 

Health alongside the facilities HP+ trained in 2018. Nevertheless, scale-up to other districts 

continued even as facilities failed to rectify the shortcomings and not fulfill the criteria for 

baby-friendly certification. 

Following MCSP close-out in 2018, USAID requested bilateral partner ONSE to continue 

supporting BFHI rollout in 11 districts. The agency also requested HP+ to support BFHI 

rollout in the 13 non-Support for Service Delivery Integration districts. HP+ provided 

technical support to the MOH, including district-level staff, with training, mentorship, 

external assessments, accreditation, and recognition ceremonies. Although staff from ONSE 

participated in national-level meetings and were kept informed about progress, their 

participation in BFHI training and capacity building activities was limited by funding 

constraints.  

Learning from the MCSP experience, the MOH and HP+ made adaptations to the BFHI 

implementation approach by training more staff and orienting community promoters at 

fewer facilities at a time. In addition, mentoring and external assessments in a given set of 

facilities were completed before engaging with new facilities. HP+ also enlisted community 

volunteers, such as mother-to-mother support groups and community promoters, thereby 

leveraging existing peer support in the community. HP+ also supported recognition for one 

facility that had passed external assessment under MCSP but did not receive recognition 

All nine hospitals that completed the BFHI training supported by HP+ passed the external 

assessment. Four were accredited during World Breastfeeding Week in August 2019, and 

the remaining five, along with three more facilities that HP+ trained in 2020, were expected 

to be recognized in August 2020. The planned recognition ceremony could not be held due 

to the COVID-19 pandemic. Hospitals that do not pass assessment continue to receive 

ongoing mentoring and supportive supervision until they are BFHI accredited. 
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prior to MCSP close-out. Between 2018 and 2020, HP+ provided BFHI training to 1,440 

clinical and non-clinical staff and oriented 360 community promoters, the promoters drawn 

from the catchment areas of the facilities implementing the BFHI with HP+ support. Specific 

implementation activities that helped to reduce the time between accreditation and 

recognition include:  

1. Complete the learning-feedback loop in person. Providers at each facility are 

meant to receive one mentoring visit three months after the BFHI training. This visit 

gives staff the opportunity to put what they learned into practice and strengthen their 

competency. Mentorship after three months post-training is aimed at addressing any 

provider skills gaps that persist. During BFHI implementation by MCSP, feedback 

from the single mentoring visit for each facility was sent days after the visit, usually 

after the mentors had completed visits to a cluster of facilities. By then, most 

providers and staff had forgotten most of the skills updates they received from the 

mentoring visits, and thus found it harder to relate to the feedback on their BFHI 

practice. HP+ initiated mentoring visits in which a team of three mentors visited one 

cluster of facilities at a time to observe implementation and practice, acknowledge 

good practices, identify gaps and assist in addressing them, and provide immediate 

feedback before leaving the facility. This immediate onsite feedback, instead of 

written feedback several days or weeks after the visit, helped staff better understand 

their gaps in practice and make corrections with the mentors. The immediate 

feedback also helped staff agree on measures to address the identified gaps.  

2. Establish a community referral system up front. HP+ oriented 30 community 

promoters per facility simultaneous to the hospital or facility staff training in each 

district. On return to their respective communities, each community promoter in 

turn is required to orient their peers, as well as other community volunteers and 

members of mother-to-mother support groups. This provides a good coordination 

and referral system in all the districts implementing the BFHI and helps hospitals 

and facilities implement Step Ten of the BFHI Ten Steps (see Box 1).  

3. Use a whole-site approach. The HP+ training uses a “whole-site” approach, 

which focuses on training teams and recognizes the roles that all staff at a facility may 

play in supporting the intervention. For the BFHI, HP+ criteria required that at least 

80 percent of facility staff must be trained, enabling each facility to pass Step Two of 

the WHO’s Ten Steps. To accomplish this, HP+ provided two one week-long training 

sessions for technical staff with 30 participants each session. Support staff received 

two-day trainings, offered twice in consecutive weeks. This approach allows technical 

staff to be trained without major disruptions of service. During implementation by 

MCSP, only one session was conducted at each facility, typically training only 30 

clinical and 30 support staff. As a result, it was difficult for the facility to fulfill Step 

Two of the Ten Steps—which requires that at least 80 percent of the staff be trained 

(see Box 1)—and thus pass external assessment. Whole-site engagement is discussed 

further in the Implementation section of this guide.  
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Implementation  

National-Level Implementation 

Since the launch of the initiative in 1993, Malawi’s MOH has demonstrated its commitment 

to prioritize the BFHI as a strategy for increasing child survival. The MOH recognizes and 

takes seriously its responsibility to protect, promote, and support BFHI scale-up and works 

in conjunction with all stakeholders to work toward this goal. The MOH also takes 

responsibility for policy adaptation to support an enabling environment for BFHI scale-up. 

However, the government’s lack of financial resources for the program obligates the MOH to 

rely on donor and partner programming to build capacity and expand the initiative. A 

combination of MOH commitment and strengthened capacity would further Malawi’s 

progress toward achieving its target for child health.  

HP+’s experience suggests it is important that implementers and their partners work with 

the MOH at all levels to plan, execute, and monitor expansion of the BFHI. Future scale-up 

efforts will benefit from:  

1. Technical working group and stakeholder meetings. BFHI advocates within 

and outside of the MOH need to participate in technical working groups and annual 

stakeholder meetings to ensure that exclusive breastfeeding and the BFHI continue 

to be promoted and kept on the national health agenda and to share knowledge, 

identify gaps, and build on opportunities. 

2. National events. Joint planning and participation of the MOH and stakeholders in 

national events such as World Breastfeeding Week and National Nutrition Week is 

important for ensuring a coordinated approach to promoting exclusive breastfeeding 

and scaling up the BFHI.  

3. Government planning. In the case of the BFHI, planning starts at the district 

council level, where coordinators include the initiative in district implementation 

plans. Such plans should be developed in collaboration with the MOH at national and 

district levels to promote greater commitment and continuous capacity building.  

4. Capacity-building plans. Jointly developing and implementing a harmonized 

capacity strengthening plan with the MOH helps to ensure availability of a pool of 

trainers and MOH accreditors that can be mobilized on short notice.  

The MOH convenes a one-day stakeholders’ 

meeting, an important event for district health 

management team (DHMT) members, 

representatives of government departments, 

nongovernmental organizations, civil society 

organizations in the nutrition sector serving 

mothers and children, and the private sector. This 

meeting enhances shared learning across all 

stakeholders and enhances buy-in from local 

leaders. Donors and developing partners can 

contribute to scaling up the BFHI by supporting the 

MOH to mobilize resources for broad attendance. 

This collaboration strengthens advocacy for BFHI 

scale-up and sustainability planning and enables 

feedback to be delivered from the implementers.    

Tip #1  
Garner DHMT’s ownership 

No matter who is the 

implementer, it is important to 

build a trusting relationship with 

the DHMT from the beginning. 

Remember, the DHMT plays a 

strong role in advocating for 

resource allocation, so it is 

important to help the DHMT own 

the activity. 
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District-Level Implementation 

Successful implementation relies on early and 

sustained engagement with DHMTs, joint planning, 

frequent sharing of information and learnings, and 

a relationship built on trust and mutual 

collaboration (see Box 2). Early engagement with 

teams motivates them to advocate for additional 

funding and necessary resources required from the 

MOH to integrate BFHI activities into their district 

implementation plans. However, given existing 

national and district resource constraints, it is 

currently donors and implementing partners who 

are ensuring resources for BFHI scale-up, including 

supervision and monitoring visits. BFHI scale-up at 

the district level should include engagement with 

the local government as it develops its district 

implementation plan to ensure BFHI priorities and 

resource requirements are represented. Because of 

resource constraints within the MOH, 

implementers may need to continue in the near 

term to support BFHI scale-up.  

Orientation and planning meetings with DHMTs 

are the first step for district-level introduction or 

scale-up of BFHI. At these two-day meetings, 

DHMTs are sensitized to the BFHI approach and 

are informed of their expected roles such as: 

appointing a BFHI coordinator from among facility 

staff, establishing a BFHI task force within the 

facility, orienting facility support staff and 

community promoters, monitoring BFHI 

implementation, and helping facilities resolve 

problems that may come up. The meeting should cover the following:   

• Overview of the training of facility staff 

• The role of DHMTs, including their oversight role in supervision and ensuring that 

the BFHI is part of their routine supervisory visits  

• Identification of trainers from within DHMTs for support staff and community 

promoters 

• Relevant tools and resources, and additional materials to be prepared and/or printed 

locally 

• How to conduct a facility assessment (facilities conduct an internal assessment 

themselves with guidance from and monitoring by the DHMT) 

• How to help a facility achieve baby-friendly designation  

The BFHI coordinator should be a facility staff person and chosen in a competitive process. 

Interested staff should be invited to apply for the post and be selected through an interview 

process. The DHMT advertises the position, conducts interviews, selects the individual, and 

then plays an oversight role for the program. The BFHI coordinator, in liaison with the 

Box 2. Key Success Factors 

in BFHI Implementation 

• Enabling policy environment 

for BFHI scale-up 

• Thorough understanding 

among staff of the 

importance of the BFHI and 

exclusive breastfeeding and 

that everyone has a role to 

play in maintaining the 

facility’s baby-friendly 

status 

• Adequate resources for 

planning and managing 

human resources, e.g., 

sufficient budget for staffing 

(both permanent and 

temporary), training new 

recruits, and periodic 

retraining of all staff 

• Adequate record-keeping 

and reporting on BFHI 

sentinel indicators, and 

sharing of learnings within 

and among facilities 
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district nutritionist, is expected to manage BFHI implementation at and between the facility 

and community level. The selected person also provides guidance to the DHMT on which 

clinical staff will train support staff and community promoters. Clinical staff themselves are 

trained by master trainers identified by the MOH. Facility staff who apply for the BFHI 

coordinator position are typically individuals who have already been trained in the BFHI and 

are interested in the recognition that comes with the title; the role does not come with 

additional compensation.  

Facility trainings should follow soon after the orientation meeting with the DHMT to 

maintain the momentum on advancing BFHI scale-up with the DHMT. This schedule will 

help DHMTs follow up and supervise elements of BFHI implementation during their routine 

supervision visits. The training can be organized as described below to ensure appropriate 

use of resources. 

• For technical staff (doctors, nurses, laboratory technicians, X-ray 

technicians, dental care staff, nutritionist). Two trainings of five days each, 

with no more than 30 participants per training event, conducted by external and 

certified master trainers. The training events are conducted at different times to 

accommodate all technical staff, to maintain uninterrupted services, and to ensure 

that at least 80 percent of technical staff receive the training.  

• For support staff and community promoters. Two-day orientations with no 

more than 30 participants per orientation event, to be facilitated concurrently by the 

BFHI coordinator and facility technical staff trained in the BFHI. Two sessions for 

support staff are held during the five days of the training of technical staff. Similarly, 

the one-day orientation of the community promoters is done concurrently on the fifth 

day of the training for the technical staff. Alternative steps are needed for facilities in 

which no staff have received BFHI training. 

For facilities with a large workforce (e.g., high-volume tertiary care hospitals), an 

implementing organization may need to schedule three or more such trainings to ensure that 

at least 80 percent of all staff are trained in the BFHI. In such instances, the training can be 

provided by unit, such as obstetrics and gynecology, pediatrics, surgery, or medicine. 

Training clinical providers, support staff, and community promoters helps reinforce good 

practices during labor, delivery, and the postnatal period. The process also helps pregnant 

women and breastfeeding mothers make good use of the community referral system 

established through the community promoters.  

Whole-Site Engagement 

The HP+ experience of using a whole-site approach has been invaluable. A facility setting is 

often dynamic, as patient flow requires continuous triaging, task shifting, and task sharing. 

Engaging all staff to help ensure the hospital’s baby-friendliness helps the facility meet Step 

Two of the BFHI Ten Steps.  

Facility BFHI Task Force 

The facility BFHI task force is established to facilitate implementation of the initiative. Every 

cadre of facility staff is represented in the task force, so members should be able to handle 

BFHI issues related to their respective departments. A good example is the security guard 

who is not a technician but whose understanding of the BFHI makes it so this staff member 

can be responsible for checking that food entering the facility intended for mothers and 
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children complies with the National Code of Marketing Infant and Young Child Foods, 

Malawi’s adaptation of the International Code of Marketing of Breastmilk Substitutes.  

The task force should: 

• Have an up-to-date listing of all community promoters in their areas of coverage 

• Maintain strong linkages with community promoters to support mothers, provide 

them with up-to-date information, and ensure they are compliant with the National 

Code of Marketing Infant and Young Child Foods 

• Provide guidance to community promoters on how to help family members assist and 

support the breastfeeding mother 

• Have a functional referral mechanism in place for mothers requiring assistance at the 

facility 

Community Promoters 

It is crucial to effectively monitor BFHI activities to ensure that delivering and new mothers 

receive the necessary information to correctly feed their newborns. Mothers returning home 

need to be able to exclusively breastfeed their babies for six months and continue to 

breastfeed until their babies are two years of age. It cannot be assumed that a new mother 

will have a supportive circle of friends and family. Facilities should create task forces to 

ensure effective monitoring of services and support for the mother after she returns home 

and to encourage her if she struggles with breastfeeding. The task forces should comprise all 

cadres (technical staff, support staff, and community promoters) and should:  

1. Have an up-to-date listing of all community promoters in their areas of coverage 

2. Maintain strong linkages with community promoters, provide them with up-to-date 

information, and ensure they are compliant with the National Code of Marketing 

Infant and Young Child Foods 

3. Provide guidance to community promoters on how to help family members assist and 

support the breastfeeding mother 

4. Have a functional referral mechanism in place for mothers requiring assistance at the 

facility 

Rationale for Inclusion of Security Guards in the Facility BFHI Task Force 

The MOH encourages every healthcare facility with maternity, antenatal, under-five care and 

pediatric care services in Malawi to prohibit the use of infant formula, in compliance with 

Step One and Step Six of the Ten Steps. Positioned strategically in a facility, particularly at 

the entry and exit points, security guards are in a unique position to screen things being 

brought into or removed from the facility. Specifically, security guards:  

1. Check what people carry in or out with them (e.g., breastmilk substitutes) when 

entering and leaving the facility. Guards screen what guardians, caretakers, relatives, 

and mothers bring in for patients in maternity, antenatal, under-five, and pediatric 

care. In accordance with the National Code of Marketing Infants and Young Child 

Foods, guards escalate identified problems to senior staff, such as the hospital 

superintendent or facility administrative officer, for appropriate action.   

2. Enforce adherence to the code and help reinforce BFHI practices outside the facility, 

hospital wards, and departments. 
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Rationale for Inclusion of Administrative Staff in the Task Force 

Administrative staff, including clerks, administrators, secretaries, and human resource 

officers, help create a supportive, enabling environment for breastfeeding among all the staff 

a new mother may meet in a facility. They also help enforce facility policies, such as 

adherence to the breastmilk marketing code, by both patients and guardians using reports 

from technical and security staff.  

Administrative staff deal with discipline of both facility staff and community members if the 

BFHI policy is violated. In the case of a violation of the policy by a staff member, 

administrative staff advises the task force how to respond within the facility’s human 

resource guidelines. Administrative staff also counsel guardians and staff in BFHI 

implementation.  

Training of Technical Staff 

During every training, it is critical to reiterate the BFHI genesis and vision, training 

expectations, and the government’s objectives in the process of interacting with each other, 

government staff, and the partner. Relevant policies of any supporting international partner, 

especially financial policies and procedures, should be explained. Such explanations 

maintain transparency and win participants’ trust. District-level implementing facilities 

often work with various partners with different policies, so failure to clarify the policies of the 

funder may lead to compliance issues during implementation.  

It is important to make clarifications and ensure 

everyone is on the same page regarding MOH 

policy and its implementation. The BFHI is 

implemented by the entire technical staff 

(doctors, nurses, laboratory technicians, X-ray 

technicians, dental care staff, nutritionist, etc.), 

though the antenatal, maternity, and pediatric 

wards are key to implementation. Master 

trainers train the technical staff, while high-

performing staff identified during the trainings 

can orient support staff and community 

promoters. In both trainings, topics presented 

include the following: 

• The importance of the BFHI 

• The role of technical and support staff 

respectively in implementation of the 

BFHI 

• How to conduct an internal facility 

assessment 

• How to make a facility baby-friendly 

• How to maintain baby-friendly status   

The BFHI coordinator and members of the 

facility task force orient staff to BFHI principles 

within six months of reporting for duty. A full 

training is provided once there are 30 new staff. 

Tip #2  
Ensure Compliance With 

Important Facility-Level 

Standards 

• Facility must not display any 

products restricted by the 

International Code of Marketing 

of Breastmilk Substitutes. 

• Facility should have on display a 

summary of the infant feeding 

policy promoting breastfeeding 

that is visible to all pregnant 

women, mothers, and families. 

• At least 80 percent of clinical 

staff who provide antenatal, 

delivery, and/or newborn care 

must receive BFHI training. 

• All new mothers should be 

referred to their community 

promoter at discharge to ensure 

continuity of support (Step Ten).  



How-to Guide: Implementing the Baby-Friendly Hospital Initiative in Malawi  

11 

The MOH training manual for a 20-hour BFHI 
course includes the training agenda, a table of 
contents, adult learning techniques and processes, 
technical content, detailed guidance on the clinical 
practice sessions and role plays, and a participant 
assessment of the learning tools. The course is 
administered for four hours per day over a five-day 
period so that staff can continue to see patients. 

Training of Support Staff  

Due to staff shortages in Malawi’s maternity 

wards, task shifting is often the norm. Some BFHI 

tasks are delegated to support staff, including 

cleaners and guards, under the guidance and 

monitoring of technical staff. Tasks such as 

counseling women in the antenatal clinic and 

maternity ward, providing health education, and 

demonstrating the correct positioning and 

attachment of the baby to the breast are done by 

support staff with strong guidance and monitoring 

by clinical staff. This level of task-sharing by 

technical and support staff helps to ensure 

effective implementation of the BFHI across 

multiple service delivery levels; it is an important 

reason support staff must be oriented to the 

program. The orientation takes two days and the 

DHMT is responsible for identifying members of 

staff to conduct these orientations.  

Topics for this cadre, as described in the 20-hour 

course on the BFHI, include the following:  

• Background of the BFHI  

• Aim of the BFHI  

• Communication skills  

• How milk flows from breast to the baby 

• Promoting breastfeeding during 

pregnancy 

• Protecting breastfeeding 

• Detailed sessions on the Ten Steps  

• Benefits of breastmilk 

• Breast and nipple concerns 

• Maternal health concerns 

• Clinical practice sessions that include observing and assisting with breastfeeding, 

discussing breastfeeding with pregnant women, and observing hand expression and 

cup feeding  

Tip #3  
Build in the Key Factors 

for Successfully 

Cascading the BFHI 

To help lower-level facilities that 

provide maternity care implement 

the BFHI (e.g., district health 

centers), use the following:   

• On-the-job training, preferably 

in smaller modules completed 

in frequent intervals to prevent 

disruption of service delivery 

• Routine and ongoing 

mentoring provided by hospital 

staff  

• Continuous monitoring and 

support by hospital staff 

Tip #4  
Develop Staff Competency 

to Sustain the BFHI 

All baby-friendly facilities should: 

• Ensure that all staff, including 

new hires, are trained in the 

BFHI 

• Organize routine biannual or 

annual refresher trainings 

• Set up quality improvement 

mechanisms for continuous 

learning and adaptation  

• Perform annual internal 

assessments and mentor staff 

who need additional support  
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Orientation of Community Promoters to the BFHI 

Community promoters are volunteers representing household clusters on development 

issues related to health, economic growth, livelihoods, etc. Leaders and members of existing 

community structures, such as a traditional authority, group village headman, and village 

headman, can serve as community promoters and are the referral point for breastfeeding 

mothers. The community promoters receive BFHI orientation and are aware of the 

importance of exclusive breastfeeding and their role as a referral point for breastfeeding 

mothers in their communities. Their one-day orientation is facilitated by the same staff 

members who train support staff. An orientation timetable is provided in the 20-hour BFHI 

course.  

Assessments, Supportive Supervision, and 

Mentoring 

Assessments  

Once training and orientations are complete, the hospital is ready to implement the “Ten 

Steps to Successful Breastfeeding.” To ensure harmonized practice across the facility, the 

DHMT must establish a team within the health facility to conduct an internal assessment 

and to provide supportive supervision and mentoring to all staff as they deliver baby-friendly 

services. This support should be a continuous process, whereby supervision and mentoring 

visits are conducted on a routine basis so that the facility/hospital can not only pass the 

external assessment but can continue to provide high-quality BFHI services to women in 

their communities.  

• Internal Assessments. For continuous mentoring and supervision, facilities must 

assign designated staff as internal assessors. To be an internal assessor, a staff member 

must have received the full five-day BFHI training. Note that more than one internal 

assessment may be performed, depending on whether the identified gaps from the 

previous assessment(s) have been addressed, and whether the assessors feel that the 

facility is ready for the external assessment. 

• External Assessments. To attain baby-

friendly status and receive accreditation by 

the MOH, an external assessment must be 

conducted. Three external assessors (who 

may be MOH staff or employees from local 

faith-based or private hospitals, training 

institutions, or nongovernmental 

organizations), are identified by the MOH 

and deployed to the facility. To be eligible 

for an external assessment, the facility must 

have (1) conducted the BFHI training with 

its staff, (2) implemented the BFHI for at 

least three months following the training, 

and (3) through internal assessment(s), 

deemed itself ready for the external 

assessment. After at least three months of 

BFHI implementation and achievement of 

at least 80 percent on the internal 

Box 3. Lessons Learned from 

HP+ Implementation Experience  

It is critical to emphasize Steps 

Three and Five during all training. 

Hospitals/facilities should assign 

one staff member to work with 

each mother in building her skills 

to breastfeed correctly immediately 

after delivery and on a daily basis. 

As external assessments include 

mothers’ interviews about their 

knowledge and breastfeeding 

skills, this measure has proved 

effective in ensuring hospitals pass 

the assessment.  
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assessment, the facility may confirm with the MOH it is ready for the external 

assessment. In HP+’s experience, facilities are most likely to fail Steps Three and Five 

during the external assessment. See Box 3 for suggestions to ensure facilities succeed in 

these steps. The MOH tells the facility when preparations for sending external 

assessors are underway. Before an external assessment, the assessors must pay a 

courtesy call to the DHMT. The assessors explain the purpose of the visit, secure the 

team’s suggestions and/or recommendations for the assessment visit, and solicit their 

support.  

To be an external assessor, one must have received the following:  

• Five-day BFHI training  

• BFHI training of trainers, a five-day training provided by master trainers 

• Five-day training to be a BFHI assessor; the MOH nutrition section can provide 

names of existing assessors 

During an external assessment visit, lasting five full days, the assessors will: 

• Assess how the facility is implementing the “Ten Steps to Successful Breastfeeding.” 

This process involves interviewing the maternity ward nurse-in-charge, the BFHI 

coordinator, and randomly selected staff members (10 technical staff and 10 support 

staff). The external assessors also interview 10 randomly selected postnatal mothers, 

10 randomly selected pregnant women, and five randomly selected mothers of babies 

in intensive care if the facility has such a unit. The interview focuses on BFHI content 

and competencies. 

• Make process observations regarding procedures during labor and delivery and 

postnatal, pediatric, and antenatal care; corridors are also observed. 

• Check for the display of BFHI messages on notice boards in the offices including 

checking for posters. 

• Without sharing the assessment results, provide positive feedback for identified good 

practices and deliver constructive feedback for areas of weakness. The MOH must 

review the results and, if satisfied, will share the results with the facility through a 

delegated team. 

• Revisit the areas of weakness following the feedback process to assess whether the 

appropriate corrections have been made. Corrections may be related to supplies and 

logistics issues, such as printing services. These items may require procurement and 

administrative assistance from the DHMT. 

• At the end of the assessments, share with the DHMT feedback on successes and areas 

that need attention.  

If a facility achieves a score of 80 percent or above on its external assessment, it becomes 

eligible for accreditation as a baby-friendly facility. Official accreditation is offered only once 

a year, during World Breastfeeding Week. 

See Section 5 of the 20-hour BFHI course guideline for detailed guidance on the external 

assessment process and related tools. 
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Recognition Ceremony  

Once a facility has passed an external assessment and has demonstrated successful BFHI 

implementation during post-accreditation visits, it is considered baby-friendly. It is now 

ready to receive formal MOH recognition. The supporting partner procures the shield and 

the certificate that is given to the facility at the recognition ceremony which, in most 

facilities, is on display in the office of the head of the facility. At this event, the minister of 

health presents the facility’s baby-friendly certificate to a facility representative or the 

district health officer on behalf of the facility. The formal recognition ceremony is held 

annually, during World Breastfeeding Week, for facilities that have passed their external 

assessment in the previous year. 

A sample template of a certificate and shield are provided in Annex E. HP+ developed these 

tools in collaboration with the MOH for certification of the facilities trained by the project; 

this template is now being used by the MOH.  

Ongoing Supportive Supervision and Mentoring 

After receiving baby-friendly accreditation, facilities must ensure good BFHI practices, 

monitored through annual supervision visits. If a BFHI practice in a facility is not 

satisfactory, the certificate and shield are withdrawn until the identified gaps are addressed. 

Supervision should encompass a two-way collaboration between supervisors and supervisees 

to ensure continued sharing of learning and feedback. To retain baby-friendly status, a 

facility must be reassessed every two years; its baby-friendly certification can be withdrawn if 

it fails to pass the assessment. Accredited facilities are expected to undergo quarterly 

supervision visits. Before HP+ assumed responsibility for BFHI implementation, the MOH 

relied on MCSP supervisors for BFHI supervision. However, this process was not managed 

smoothly at the time. While theoretically DHMTs are responsible for conducting supervisory 

visits, the teams lack the resources to do so. It is the implementing partner’s responsibility to 

provide continuous supervision and ensure adequate mentoring and coaching. 

The HP+ experience is that for supervision to be effective, it must be supportive and must 

deliver continuous staff mentoring and coaching. Supportive supervision is a process of 

helping staff improve their own work performance on a continuous basis, learning from what 

is working and what needs to be improved. It is a management approach whereby 

supervisors work with staff to jointly achieve goals and objectives, focusing on individual 

needs of each staff. Supportive supervision involves mentoring, joint problem solving, and 

two-way communication between the supervisor and supervisee. In the interest of open and 

free communication, and sharing between supervisor and supervisee, it is important to 

understand the key difference between supportive supervision and traditional supervision as 

is often practiced (see Box 4). 
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Attributes of a Supportive Supervisor  

To be an effective supportive supervisor, certain skills and attributes are necessary: 

• Acts as a leader—inspires others, establishes trust, and promotes teamwork 

• Possesses good communication skills—is a strong listener, facilitates self-reflection 

on areas for improvement, and provides constructive feedback 

• Empowers others and promotes growth 

• Possesses technical knowledge 

• Is flexible and open to new ideas, empathetic 

• Has the ability to train, mentor, coach, and help build others’ capacity 

• Engages in collaborative problem-solving process  

Integration of the BFHI into Ongoing Supportive Supervision Processes 

To eliminate duplication of efforts, HP+ advocated during BFHI rollout for the integration of 

the initiative into the supervision checklist for maternal and newborn health used 

nationwide. HP+ encouraged the MOH’s quality management development unit to include 

BFHI indicators in the supervision checklist, which has been drafted but is not yet approved 

as of the publication of this document. If this integration has not yet occurred at the time of 

the supervision visit, it is recommended that facilities follow the supervision protocols laid 

out in the 20-hour BFHI course manual.  

At the district level, the DHMT conducts supervision visits for maternal and newborn health. 

Success of these visits relies heavily on planning activities such as the following:  

• Defining the purpose and objectives of the visit 

• Scheduling the visit when it is appropriate for the facility to accommodate the activity  

• Identifying needs and gaps for improvement  

Box 4. Supportive Supervision versus Traditional Supervision  

Supportive supervision is a two-way process, a collaborative and facilitative process, 

working hand-in-hand with supervisees to achieve agreed-upon goals and objectives. 

Traditional supervision is unidirectional, similar to an inspection or assessment. It is often 

directive, directing supervisees what to do and accompanied by fault-finding and 

punishment. 

Supportive Supervision Traditional Supervision  

• Encouraging  

• Win-win relationship 

• Provides helpful feedback  

• Motivates  

• Collaborative problem-solving attitude 

• Fault-finding 

• Master-servant relationship 

• Criticizes  

• Penalizes  

• Information collection focused 
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• Carrying out preparatory tasks such reading the report of the previous supervision 

visit if this is not the first one, especially areas describing identified skill deficiencies 

• Coordinating with other officials, e.g., inviting DHMT staff to participate in the 

supervision visit 

Regardless of who carries out the supportive supervision, all supervisors should follow these 

steps: 

• On arrival, greet participants and discuss the purpose of the visit with facility staff. If 

it is the first supervision visit, request the results of the most recent BFHI assessment 

(external or the quarterly internal assessment done post-accreditation). Internal 

assessments should be done quarterly following accreditation. 

• If this is not the first supervision visit, discuss important occurrences since the 

previous visit. Review with the team any action plans made after the previous visit, 

what has and has not been implemented, and the reasons for any inaction on items in 

the plan. 

• Let supervisees know they will be observed during BFHI counseling and when they 

demonstrate skills to clients; inform supervisees notes will be taken. 

• Check records for accuracy and completion. Reviewed records should include: 

o Description of the number of people trained 

o Training manual 

o Training timetable 

o List of the topics taught to pregnant women and postnatal mothers 

• Interact with a few mothers to assess whether they have the right information and 

skills to ensure exclusive breastfeeding and solicit clients’ perspectives on the 

provider’s attitude and work performance. 

• Observe, with permission, a mother breastfeed her newborn. 

• Address any problem that arises among supervisees, incorporating these steps:  

o Clearly articulate the problem 

o Identify the root cause of the problem (provider was not trained on the BFHI, 

provider is over-tasked, etc.) 

o Listen to and jointly planning with the provider or staff for improved practice 

After the Supervision Visit  

Following the supervision visit it is imperative that the supervisor conduct follow-up 

communications and provide ongoing support. The supervisor should: 

• Discuss findings with supervisees 

• Jointly develop an action plan on findings with supervisees 

• Leave a report on important findings and a copy of the action plan 

• Give feedback to supervisees 
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Mentoring  

Ongoing mentoring is important to aid skills 

retention. Mentoring helps staff and providers 

maximize their potential and improve 

performance. It is more effective when it is done 

in a one-on-one relationship, ideally one 

between peers. In other words, mentoring is a 

part of the education continuum required to 

create competent healthcare providers. Staff 

such as nurses, nurse-midwives, or doctors who 

are experienced clinicians with strong technical 

skills in the BFHI can serve as mentors for other 

technical and/or support staff. Similarly, a 

community promoter with demonstrated skills 

in BFHI implementation in the community can 

mentor other community promoters. 

Clinical mentorship comprises a system of 

practical, hands-on guidance and consultation 

that fosters ongoing professional development to 

yield sustainable high-quality clinical care 

outcomes (Jhpiego, unpublished). The same 

definition can be applied to mentorship of all 

technical staff, support staff, and community 

promoters. The goal of mentoring is to improve 

the quality of BFHI services delivered at the 

facility and in the community. The roles of the 

mentor and mentee are outlined below. 

• Mentor roles and responsibilities:  

o Identifies mentees’ needs and 

supports them 

o Provides onsite mentorship to help 

mentees develop and retain new skills 

and maintain existing skills  

o Jointly works with mentees to assess 

competence to determine level of 

mentoring need 

o Prepares reports and other 

documents as required, to track 

progress over time 

o Advocates for equipment, supplies, 

and job aids that may improve BFHI 

service delivery 

• Mentee roles and responsibilities:  

o Identifies areas in which guidance is 

needed 

Tip #6  
Build the Core Skills of 

Mentors 

Ensure that mentors are: 

• Familiar with BFHI standards and 

protocols 

• Strong communicators 

• Effective listeners  

• Skilled in adult learning 

methodologies 

• Able to build and sustain 

relationships 

Tip #5 
Develop/Establish a Pool of 

Strong Mentors for 

Everyday Hands-On 

Guidance 

A strong mentor: 

• Is a model expert in their area, 

e.g., BFHI 

• Devotes large amounts of time 

working alongside mentees to 

help enhance their clinical skills 

and confidence 

• Builds a strong safe relationship 

with mentees by facilitating open 

communication 

• Empowers mentees to succeed 

and helps them grow in their 

knowledge, skills, and 

confidence 

• Uses data/evidence to help 

mentees learn  
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o Communicates clearly and clarifies expectations with mentors 

o Seeks feedback from mentors 

o Provides feedback to mentor on mentoring experience 

o Recognizes that mentor-mentee relationship is flexible 

o Makes a commitment to the mentoring relationship  
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Annex A: 2018 Implementation Guidance on the Ten 

Steps to Successful Breastfeeding 

Implementation guidance for the “Ten Steps to Successful Breastfeeding” was updated by the 

World Health Organization and UNICEF in 2018, based on 2017 guidelines.3 The guidance 

separates the first two steps, which address management procedures necessary to ensure 

that care is delivered consistently and ethically, followed by the eight steps, which spell out 

standards for clinical care of mothers and infants. The guidance also offers clarity on 

creating an enabling environment for exclusive breastfeeding. Below are recommended 

global standards for the Ten Steps from WHO and UNICEF (2018) and guidance on creating 

an enabling environment from WHO (2017) that BFHI implementers may aspire to fulfill 

over time. 

A. Critical Management Procedures to Support Breastfeeding 

Step 1. Facility Policies 

Recommended Global Standards  

• All infant formula, feeding bottles, and teats used in the facility have been purchased 

through normal procurement channels and not received through free or subsidized 

supplies. 

• The facility has no display of products covered under the International Code of 

Marketing of Breastmilk Substitutes or items with logos of companies that produce 

breastmilk substitutes, feeding bottles, and teats, or names of products covered under 

the code. 

• The facility has a policy that describes how it abides by the code, including 

procurement of breastmilk substitutes, not accepting support or gifts from producers 

or distributors of products covered by the code, and not giving samples of breastmilk 

substitutes, feeding bottles, or teats to mothers.  

• At least 80 percent of health professionals who provide antenatal, delivery, and/or 

newborn care can explain at least two elements of the code. 

• The facility has a written infant feeding policy that addresses the implementation of 

all eight key clinical practices of the Ten Steps, code implementation, and regular 

competency assessment. 

• Observations in the facility confirm that a summary of the policy is visible to 

pregnant women, mothers, and their families. 

• A review of all clinical protocols or standards related to breastfeeding and infant 

feeding used by the maternity services indicates that they are in line with BFHI 

standards and current evidence-based guidelines. 

 
3 World Health Organization (WHO) and the United Nations Children’s Fund (UNICEF). 2018. 

Implementation Guidance: Protecting, Promoting and Supporting Breastfeeding in Facilities 

Providing Maternity and Newborn Services: The Revised Baby-Friendly Hospital Initiative. Geneva: 

WHO and UNICEF. 

World Health Organization (WHO). 2017. Guideline: Protecting, Promoting and Supporting 

Breastfeeding in Facilities Providing Maternity and Newborn Services. Geneva: WHO.  
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• At least 80 percent of clinical staff who provide antenatal, delivery, and/or newborn 

care can explain at least two elements of the infant feeding policy that influence their 

role in the facility. 

• The facility has a protocol for an ongoing monitoring and data-management system 

to comply with the eight key clinical practices. 

• Clinical staff at the facility meet at least every six months to review implementation of 

the system.  

• A minimum of 80 percent compliance for all process and outcome indicators. [Note: 

Lower benchmarks may need to be set at the national or local level initially, but 

should be raised over time, as other aspects of breastfeeding support improve. Each 

facility should attempt to regularly achieve at least 80 percent adherence on each 

indicator; facilities that do not meet this target should focus on making 

improvements.] 

Step 2. Staff Competency 

BFHI training should be mandatory for all new hires. Hospitals should have an annual six-

month refresher training plan in place to ensure staff competency and support peer-to-peer 

learning, either offered within the facility’s premises or in a training institution. 

Recommended Global Standards  

• At least 80 percent of health professionals who provide antenatal, delivery, and/or 

newborn care report they have received pre-service or in-service training on 

breastfeeding during the previous two years. 

• At least 80 percent of health professionals who provide antenatal, delivery, and/or 

newborn care report receiving competency assessments in breastfeeding in the 

previous two years. 

• At least 80 percent of health professionals who provide antenatal, delivery, and/or 

newborn care are able to correctly answer three out of four questions on 

breastfeeding knowledge and skills to support breastfeeding. 

B. Key Clinical Practices to Support Breastfeeding 

Step 3. Antenatal Information 

Recommended Global Standards  

• A protocol for antenatal discussion of breastfeeding includes at a minimum: 

o The importance of breastfeeding. 

o Global recommendations on exclusive breastfeeding for the first six months, the 

risks of giving formula or other breastmilk substitutes, and the fact that 

breastfeeding continues to be important after six months when other foods are 

given. 

o The importance of immediate and sustained skin-to-skin contact, early initiation 

of breastfeeding, rooming-in, good positioning and attachment, and recognition 

of feeding cues. 

• At least 80 percent of mothers who received prenatal care at the facility report having 

received prenatal counseling on breastfeeding. 
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• At least 80 percent of mothers who received prenatal care at the facility are able to 

adequately describe what was discussed about two of the topics mentioned above. 

Step 4. Immediate Postnatal Care 

Facilitate immediate and uninterrupted skin-to-skin contact and support mothers to initiate 

breastfeeding as soon as possible after birth. 

Recommended Global Standards  

• At least 80 percent of mothers of term infants report that their babies were placed in 

skin-to-skin contact with them immediately or within five minutes after birth and 

that this contact lasted one hour or more, unless there were documented medically 

justifiable reasons for delayed contact. 

• At least 80 percent of mothers of term infants report that their babies were put to the 

breast within one hour after birth, unless there were documented medically 

justifiable reasons. 

Step 5. Support with Breastfeeding 

Support mothers to initiate and maintain breastfeeding and manage common difficulties.  

Recommended Global Standards  

• At least 80 percent of breastfeeding mothers of term infants report that someone on 

the staff offered assistance with breastfeeding within six hours after birth. 

• At least 80 percent of mothers of preterm or sick infants report having been helped to 

express milk within one to two hours after birth. 

• At least 80 percent of breastfeeding mothers of term infants are able to demonstrate 

how to position their baby for breastfeeding and that the baby can suckle and transfer 

milk. 

• At least 80 percent of breastfeeding mothers of term infants can describe at least two 

ways to facilitate milk production for their infants. 

• At least 80 percent of breastfeeding mothers of term infants can describe at least two 

indicators of whether a breastfed baby consumes adequate milk. 

• At least 80 percent of mothers of breastfed preterm and term infants can correctly 

demonstrate or describe how to express breastmilk. 

Step 6. Supplementation  

Do not provide breastfed newborns any food or fluids other than breastmilk, unless 

medically indicated. 

Recommended Global Standards  

• At least 80 percent of infants (preterm and term) received only breastmilk (either 

from their own mother or from a human milk bank) throughout their stay at the 

facility. 

• At least 80 percent of mothers who have decided not to breastfeed report that the 

staff discussed with them the various feeding options and helped them to decide what 

was suitable in their situations. 
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• At least 80 percent of term breastfed babies who received supplemental feeds have a 

documented medical indication for supplementation in their medical record. 

• At least 80 percent of mothers with babies in special care report that they have been 

offered help to start lactogenesis II (beginning plentiful milk secretion) and to keep 

up the supply, within one to two hours after their babies’ births. 

Step 7. Rooming-in 

Enable mothers and their infants to remain together and to practice rooming-in 24 hours a 

day. 

Recommended Global Standards  

• At least 80 percent of mothers of term infants report that their babies stayed with 

them since birth, without separation lasting for more than one hour. 

• Observations in the postpartum wards and well-baby observation areas confirm that 

at least 80 percent of mothers and babies are together or, if not, have medically 

justifiable reasons for being separated. 

• At least 80 percent of mothers of preterm infants confirm that they were encouraged 

to stay close to their infants, day and night. 

Step 8. Responsive Feeding 

Support mothers to recognize and respond to their infants’ cues for feeding. 

Recommended Global Standards  

• At least 80 percent of breastfeeding mothers of term infants can describe at least two 

feeding cues. 

• At least 80 percent of breastfeeding mothers of term infants report that they have 

been advised to feed their babies as often and for as long as the infant wants. 

Step 9. Feeding Bottles, Teats, and Pacifiers  

Counsel mothers on the use and risks of feeding bottles, teats, and pacifiers. 

Recommended Global Standards  

• At least 80 percent of breastfeeding mothers of preterm and term infants report that 

they have been taught about the risks of using feeding bottles, teats, and pacifiers. 

Step 10. Care at Discharge  

Coordinate discharge so that parents and their infants have timely access to ongoing support 

and care. 

Recommended Global Standards  

• At least 80 percent of mothers of preterm and term infants report that a staff 

member has informed them where they can access breastfeeding support in their 

community. 

• The facility can demonstrate that it coordinates with community services that provide 

breastfeeding/infant feeding support, including clinical management and mother-to-

mother support.  
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C. Creating an Enabling Environment 

An enabling environment is critical for a BFHI program to be implemented effectively and 

successfully. Additional recommendations on health promotion and fostering an enabling 

environment, and the resources needed to make that happen, include the following.  

1. Breastfeeding policy at facilities providing maternal and neonatal health services: 

Facilities should have a clearly written breastfeeding policy that is routinely 

communicated to staff and parents. Policy content and its implementation are critical 

and need to be aligned to the local context. Implementation, in particular, requires well-

articulated and effective communication in light of existing socio-cultural norms and 

practice.  

Needs:  

a. Support from facility administration 

b. Supportive national policy environment 

2. Training of health workers: Health facility staff who provide infant feeding services, 

including breastfeeding support, should have sufficient knowledge, competence, and 

skills to support women to breastfeed. Experience from BFHI implementation globally 

shows that health workers often feel breastfeeding training is helpful, but that valuable 

time is devoted to address competing priorities. It is often seen that despite the interest, 

breastfeeding training may be given a lower priority by staff compared to training on 

caring for mothers with complications. 

Resources needed for: 

a. Cost of training staff 

b. Time required for training 

c. Addressing staff retention/turnover 

d. Building staff capacity  

e. Communication   

3. Antenatal breastfeeding education for mother: Where facilities provide antenatal care, 

pregnant women and their families should be counseled about the benefits and 

management of breastfeeding. Counseling helps to improve practices related to 

positioning and attachment, and alleviates issues or complaints related to nipple 

pain/trauma, as mothers are already informed and aware that such problems may arise.  

Needs:   

a. Resources to increase or augment healthcare staff knowledge, confidence, and self-

efficacy related to breastfeeding counseling 

b. Support for communications on expectations and barriers 

4. Discharge planning and linkage to continuing support: As part of protecting, 

promoting, and supporting breastfeeding, discharge from facilities providing maternity 

and newborn services should be planned for and coordinated so that parents and their 

infants have access to ongoing support and appropriate care. For most mothers, linkage 

to breastfeeding support after discharge, regardless of the type of linkage, gives them a 

greater sense of security in caring for their infants.   
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Needs: 

a. Resources to ensure continuous communication with healthcare providers, 
community promoters and care groups, and health surveillance assistants, as well as 
support for family members.   
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Annex B: Monitoring and Evaluation  

The government of Malawi’s manual for a 20-hour BFHI course—revised, updated, and 

expanded for integrated care in 2016—covers the monitoring and evaluation aspects of BFHI 

implementation. The following guidance offers insights on global recommendations that can 

be adopted by Malawi’s Ministry of Health facilities and/or nongovernmental organization 

or private sector facilities.  

Currently, the only indicator reported into Malawi’s District Health Information Software 2 

(DHIS2) is “early initiation of breastfeeding within one hour.” Listed below are World Health 

Organization-recommended BFHI indicators that may be considered in any rigorous BFHI 

implementation program.  

Outcomes 

Infant outcomes: 

• Early skin-to-skin contact 

• Early initiation of breastfeeding within one hour after birth 

• Early initiation of breastfeeding within one day after birth 

• Exclusive breastfeeding during the stay at the facility 

• Exclusive breastfeeding at one month 

• Exclusive breastfeeding at three months 

• Exclusive breastfeeding at six months 

• Duration of exclusive breastfeeding (in months) 

• Duration of any breastfeeding (in months) 

• Morbidity (respiratory infections, diarrhea, others) 

• Neonatal, infant, or child mortality (all-cause) 

Maternal outcomes: 

• Onset of lactation 

• Breast conditions (sore or cracked nipples, engorgement, mastitis, etc.) 

• Effectiveness of breastmilk expression (volume of breastmilk expressed) 

(Note: Currently in Malawi, data are collected only for breast conditions.) 

Facility outcomes: 

• Staff awareness of the infant feeding policy of the hospital 

• Healthcare workers’ knowledge on infant feeding 

• Quality of skills of health-facility staff in improving practices of mothers in optimal 

infant feeding 

• Attitudes of staff on infant feeding 
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• Adherence to the provisions of the National Code of Marketing of Infants and Young 

Child Foods, the Malawian version of the International Code of Marketing of 

Breastmilk Substitutes  

DHIS2 Indicators Versus Facility Records  

Not all the above outcomes are currently reported against indicators in Malawi’s existing 

DHIS2. The only indicator that is included into the DHIS2 relates to early initiation of 

breastfeeding, i.e., number of baby-mother pairs practicing early initiation of breastfeeding. 

Meanwhile many development partners do collect an amalgamation of such indicators, 

based on donor requirements. The HP+ project has been working with the MOH to 

incorporate two additional indicators into the DHIS2. These are:  

• Skin-to-skin contact between mother and baby after birth 

• Number of mothers breastfeeding exclusively upon discharge 
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Annex C: Sample Budget and Logistics  

The table below presents a sample budget for BFHI integration into one district-level facility.  

Package Component/Details # Days Unit cost Total MWK USD 

5-day clinical staff training (x2):  

30 staff per training 
      

Clinical staff: Lunch 60 5 6,000  1,800,000  1,800,000  $ 2,446  

Clinical staff: Refreshments  60 5 3,500  1,050,000  1,050,000  1,427  

Clinical staff: Stationery 1 1 175,000  175,000   175,000  238  

Clinical staff: Venue 1 10 89,325  893,250   893,250  1,214  

Clinical apportioned: HP+ staff 

travel 
1 10 470,000  4,700,000  

 

2,820,000  
3,832  

Clinical apportioned: MOH staff 

travel 
1 10 69,000  690,000   690,000  938  

Clinical training facilitators 3 10 50,000  1,500,000  
 

1,500,000  
2,038  

Total — — — — 7,428,250  $12,131  

2-day support staff training (x2):  

30 staff per training 
       

Support staff: Lunch 60 2 4,000  480,000  480,000  $ 652  

Support staff: Refreshments  60 2 3,500  420,000  420,000  571  

Support staff: Stationery 1 1 175,000  175,000  175,000  238  

Support staff: Venue 1 4 50,000  200,000  200,000  272  

Support apportioned: HP+ staff 

travel 
1 4 410,000  1,640,000  410,000  557  

Total — — — — 1,685,000  $2,289  

 1-day community promoter 

orientation 
       

Promoters: Lunch 30 1 4,000  120,000  120,000  $ 163  

Promoters: Refreshments  30 1 3,500  105,000  105,000  143  

Promoters: Stationery 1 1 175,000  175,000  175,000  238  

Promoters: Venue 1 1 50,000  50,000  50,000  68  

Support apportioned: HP+ staff 

travel 
1 7 410,000  2,870,000  430,500  585  

Total — — — —  880,500  $1,196  

Mentoring/supervision visit to 

provide feedback 
       

Mentoring/supervision HP+ staff 1 6 157,000  942,000  942,000  $1,280  

Mentoring/supervision MOH 1 6 69,000  414,000  414,000  563  

Total — — — — 1,356,000  $1,842  
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Package Component/Details # Days Unit cost Total MWK USD 

Assessment        

Assessment HP+ staff 1 6 157,000  942,000  942,000  $1,280  

Assessment MOH 1 6 69,000  414,000  414,000  563  

Total — — — — 1,356,000  $1,842  

Information, education, and 

communication materials 
— — — — —  100 

Recognition ceremony — — — — —  928 

3-4 day post-accreditation 

supervision visit 
       

Post accreditation HP+ staff 1 6 157,000  942,000  942,000  1,280  

Post accreditation MOH 1 6 69,000  414,000  414,000  563  

Post accreditation refreshments 1 1 50,000  50,000  50,000  68  

Total — — — — 
 

1,406,000  
1,910  

Cost per facility           22,240  

Note: As of July 19, 2021, US$1 = 812.56 Malawian kwacha (www.xe.com).  

  

http://www.xe.com/
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Annex D: Timetable for Training of Clinical Staff 

DAY 1 CHAIRPERSON: 

TIME ACTIVITY 

8:30 Registration  

8:35 Welcoming remarks 

8:45 Introductions, logistics, and housekeeping  

9:00 Opening remarks 

9:15 Objectives of the training 

9:30 Why nutrition matters 

10:30 Break1 

10:45 Session 1: The Baby-Friendly Hospital Initiative: A part of the global strategy 

11:30 Session 2: Communication skills 

12:30 Lunch break 

13:30 Session 3: Promoting breastfeeding during pregnancy (Step 3) 

15:00 Maternal nutrition 

16:15 Break 

16:30 Summary2/End of day 

17:00 Facilitators meeting3 

DAY 2 CHAIRPERSON: 

TIME ACTIVITY 

8:30 Recap of Day 1 

8:40 Scaling up nutrition 

9:15 Session 4: Protecting breastfeeding 

10:00 Break 

10:15  Session 5: Birth practices and breastfeeding (Step 4) 

11:30 Session 6: How milk gets from breast to baby 

12:15 Lunch break 

13:15 Session 7: Helping with a breastfeed (Step 5) 

14:45 Session 8: Practices that assist breastfeeding 

15:40 Break 

15:55 Summary/End of day 

16:15 Facilitators meeting 

 

  

 
1 Adjust the position and length of all breaks as needed. 
2 Adjust the length of all summary sessions to meet the needs of the audience; 10–15 minutes usually is adequate. 
3 Adjust the length of all facilitators meetings as needed; 30–60 minutes usually is adequate. 
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DAY 3 CHAIRPERSON: 

TIME ACTIVITY 

8:30 Recap of Day 2 

8:40 Session 9: Milk supply 

9:40 Break 

10:00 Session 10: Babies with special needs 

11:00 Session 11: If baby cannot feed at the breast (Step 5) 

12:00 Lunch break 

13:00  Session 12: Breast and nipple problems 

14:00 Session 13: Maternal health concerns 

15:00 Break 

15:15 Session 14: Ongoing support for mothers (Step 10) 

16:15 Summary/End of day 

17:00 Facilitators meeting 

DAY 4 CHAIRPERSON: 

TIME ACTIVITY 

8:30 Clinical practice 1: Observing a feed 

 Clinical practice 2: Discussing breastfeeding with pregnant women 

 Clinical practice 3: Observing hand expression and cup feeding 

11:00 Break 

11:15 Feedback from clinical area 

12:00 Lunch break 

13:00 Session 14: Ongoing support for mothers  

15:00 Review of self-appraisal tools 

15:45 Break 

16:00 Session 14: Ongoing support for mothers  

16:30 Development of draft hospital policy 

17:30 Summary/End of day 

17:45 Facilitators meeting 

DAY 5 CHAIRPERSON: 

TIME ACTIVITY 

8:00 Recap of Day 4 

8:30 Review of external appraisal tools 

9:30 Presentation on draft hospital policy 

12:00 Way forward 

13:00 End of training 
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Annex E: BFHI Certificate and Shield   
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