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Abstract
The Baby‐Friendly Hospital Initiative (BFHI) has shown to strengthen health providers'
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1993 but later languished due to losses in funding, the Maternal and Child Survival Program supported the Malawi Ministry of Health (MOH) in the revitalization and scale‐up
of BFHI in 54 health facilities across all 28 districts of the country. This paper describes
the revitalization and scale‐up process within the context of an integrated health project; successes, challenges, and lessons learned with BFHI implementation; and the
future of BFHI in Malawi. More than 80,000 mothers received counselling on exclusive
breastfeeding following childbirth prior to discharge from the health facility. Early initiation of breastfeeding was tracked quarterly from baseline through endline via routine
MOH health facility data. Increases in early initiation of breastfeeding were seen in two
of the three regions of Malawi: by 2% in the Central region and 6% in the Southern
region. Greater integration of BFHI into Malawi's health system is recommended,
including improved preservice and in‐service trainings for health providers to include
expanded BFHI content, increased country financial investments in BFHI, and integration of BFHI into national clinical guidelines, protocols, and nutrition and health policies.
KEY W ORDS
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I N T RO D U CT I O N

(Horta & Victora, 2013), otitis media (Bowatte et al., 2015), asthma
(Victora et al., 2016), overweight and obesity (Horta, Loret De Mola,

Breastfeeding is one of the most cost‐effective health interventions,

& Victora, 2015), and type 2 diabetes (Horta et al., 2015) and is

with a return of between $4 and $35 for every $1 invested

associated with higher intelligence quotient in children and adoles-

(Hoddinott, Alderman, Behrman, Haddad, & Horton, 2013; Shekar,

cents (Horta et al., 2015; Kramer et al., 2008). The economic losses

Kakietek, Eberwein, & Walters, 2017). As evidenced by a body of

from not breastfeeding and its effect on cognitive deficits can lead

work supporting a number of health and economic benefits for

to significant economic burden due to lost productivity (Rollins

societies, mothers, and children, breastfeeding protects against infant

et al., 2016) and lower wages associated with lower intelligence

mortality (Sankar et al., 2015), diarrhoea, and respiratory infections

quotient.
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Launched globally by UNICEF and the World Health Organization
(WHO) in 1991 and since implemented in over 160 countries (Labbok,

Key messages

2012), the Baby‐Friendly Hospital Initiative (BFHI) aims to promote, protect, and support breastfeeding (WHO, 1998) in maternity and newborn

• BFHI is critical for equipping health providers with skills

facilities (WHO & UNICEF, 2018). With varying degrees of sustainability

on breastfeeding counselling and to improve rates of

and continuation of their BFHI programmes, more than 20,000 facilities

early initiation of breastfeeding.

have received Baby‐Friendly designation since 1991 through adherence

• BFHI messages and activities can be integrated through

to the Ten Steps to Successful Breastfeeding (the Ten Steps; WHO &

other

health

areas,

including

newborn,

UNICEF, 2009b; Labbok, 2012), which are presented in Table 1.

immunization, and post‐partum family planning.

routine

BFHI can aid countries in reaching the fifth goal of the World

• Engagement of local leadership at the community,

Health Assembly's Global Nutrition Targets 2025, which aims to

district, and national levels was critical to the

improve exclusive breastfeeding (EBF) rates to at least 50% globally

revitalization and scale‐up of BFHI in Malawi.

(WHO & UNICEF, 2014). Evidence reveals that BFHI positively impacts
breastfeeding outcomes, including early initiation of breastfeeding and
EBF rates (UNICEF & WHO, 2017). A systematic review of 58 studies in
low‐, middle‐, and high‐income countries demonstrated that BFHI led
to increases in EBF, early initiation of breastfeeding, breastfeeding

• Full integration of BFHI into the health system requires
preservice training, improved data monitoring and
quality,

financial

investments,

and

expansion

of

breastfeeding support at the community level.

duration, and any breastfeeding (Pérez‐Escamilla, Martinez, & Segura‐
Pérez, 2016), with a dose–response relationship seen between the

support for breastfeeding, leading to decreases in the use of breast

number of theTen Steps a woman is exposed to and breastfeeding out-

milk substitutes (BMS; UNICEF & WHO, 2017; WHO, 2017). How-

comes. Similarly, a 2015 systematic review and meta‐analysis by Sinha

ever, facilities and countries face the challenge of being able to main-

et al. of 195 studies from low‐, middle‐, and high‐income countries eval-

tain Baby‐Friendly designation, especially those with limited financial

uating the effects of the Ten Steps on breastfeeding outcomes found

resources or monitoring systems in place (UNICEF & WHO, 2017).

that early initiation of breastfeeding <1 hr increased by 25% with

This is evidenced in that 28% of health facilities have been designated

adherence to the initiative (Sinha et al., 2015).

Baby‐Friendly at some point, yet only 10% of births globally occur in a

In Kuwait, BFHI implementation resulted in a twofold improvement

Baby‐Friendly facility (Labbok, 2012; WHO, 2017). To address global

in early initiation of breastfeeding following Baby‐Friendly designation

and country‐level challenges around sustaining BFHI, UNICEF, and

(UNICEF & WHO, 2017). A study in Croatia using data following a

the WHO released updated BFHI implementation guidance in 2018

national revitalization of BFHI in public hospitals demonstrated signifi-

with recommendations on improving sustainability through key

cant improvements in EBF rates following Baby‐Friendly designation in

actions, including incorporating its activities into already existing

Croatia. Rates increased by 412%, 6 months following certification, from

national health platforms (WHO & UNICEF, 2018). This updated BFHI

8.9% to 45.6% (Zakarija‐Grković, Boban, Janković, Ćuže, & Burmaz,

guidance includes changes to critical management procedures and key

2017). A cluster‐randomized trial in Belarus evaluating the effects of BFHI

clinical practices in the Ten Steps (Aryeetey & Dykes, 2018) and was

on breastfeeding outcomes in select hospitals showed that babies

based on up‐to‐date, evidence‐based recommendations set forth in

exposed to BFHI were significantly more likely to be exclusively breastfed

BFHI guidelines by the WHO and UNICEF (2017).

at 3 months than those not exposed, 43% versus 6% (Kramer et al., 2008).

In Malawi, the Ministry of Health (MOH) made a commitment to

BFHI can contribute to improved health providers' capacity, skills,

improve breastfeeding practices through the adoption of BFHI, following

and attitudes around infant feeding, as well as provide protection and

the 1991 World Health Resolution Introduction of BFHI and the dismal

TABLE 1

national EBF rate of 3% reported in the 1992 Malawi Demographic and

Ten Steps to Successful Breastfeeding

Health Survey (DHS; National Statistical Office Malawi & Macro Interna-

1

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

2

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

3

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

4

Help mothers initiate breastfeeding within a half‐hour of birth.

(Figure 1; National Statistical Office Malawi & ORC Macro, 2001;

5

Show mothers how to breastfeed, and how to maintain lactation
even if they should be separated from their infants.

National Statistical Office Malawi & IFC Macro, 2011).

6

Give newborn infants no food or drink other than breast milk unless
medically indicated.

feeding (IYCF) and commissioned an assessment of IYCF practices and

7

Practise rooming in—allow mothers and infants to remain together
—24 hours a day.

longer any Baby‐Friendly designated health facilities in Malawi, which

8

Encourage breastfeeding on demand.

was particularly worrying for the MOH. Further investigation into why

9

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

BFHI had deteriorated revealed that adherence to the Ten Steps

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

nal monitoring and supportive supervision measures for BFHI in place.

tional, 1994). BFHI was launched in the country with external funding in
1993, with 26 hospitals designated by the MOH as Baby‐Friendly from
1993 to 2004. Significant progress was made in breastfeeding practices,
as shown in improvements in EBF rates to 45% in 2000 and 71% in 2010

In 2015, the MOH concentrated efforts on infant and young child
initiatives in Malawi. Preliminary findings noted that there were no

waned following the loss of BFHI funding in 2004, with minimal interIn addition, confusion among health providers around infant feeding
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Trends in breastfeeding practices in Malawi (source: Malawi demographic health surveys)

recommendations for HIV positive mothers led to further decline in

The objectives of this paper are to (a) discuss the revitalization

adherence to the Ten Steps. This was partly attributed to by the delay

and scale‐up process of BFHI in Malawi at the community, district,

in updating of national guidelines to reflect global guidance from

and national levels; (b) describe successes, challenges, and lessons

WHO recommendations around prevention of mother‐to‐child trans-

learned from the revitalization and scale‐up of BFHI in Malawi; and

mission (PMTCT) released in 2006 and later revised in 2009 (WHO,

(c) describe next steps and the future of BFHI in Malawi.

2010a, 2010b; Chinkonde, Hem, & Sundby, 2012).
The finding that previous Baby‐Friendly facilities had lost their
designation by the MOH prompted the MOH to refocus on improving

2
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METHODS

breastfeeding practices through revitalizing the BFHI. The MOH
worked with partners in Malawi's IYCF Technical Working Group—

MCSP is a global, 5‐year USAID programme that aims to support high‐

including non‐governmental organizations, donor agencies, and

impact health interventions—alongside MOHs and other governmen-

UNICEF—to bring more attention to improving breastfeeding prac-

tal and non‐governmental partners—in 25 high‐priority, low‐ and

tices. The MOH wrote a proposal with the U.S. Agency for Interna-

middle‐income countries to reduce maternal and child mortality

tional Development (USAID) to revitalize BFHI, which was awarded

(MCSP, 2018a). In Malawi, MCSP supported the Government of

in 2016 to the USAID‐funding Maternal and Child Survival Program

Malawi, MOH, from January 2016 to February 2018 in the revitaliza-

(MCSP). Following this, the 2015–2016 Malawi DHS showed an EBF

tion and scale‐up of BFHI in 54 health facilities in all 28 districts of the

rate of 61%—a decrease from 2010—further demonstrating the need

country. A programme impact pathway was applied to understand and

to reinvigorate efforts to improve breastfeeding practices (National

improve breastfeeding support and practices (Figure 2) under BFHI.

Statistical Office Malawi & ICF Macro, 2017).

Fifteen of the hospitals were selected to build on other programme

FIGURE 2

Malawi BFHI programme impact pathway
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efforts around maternity care implemented under the USAID‐funded

vi. Number of community volunteers trained on BFHI

Support for Service Delivery Integration project, which worked to

vii. Number of stakeholders oriented on BFHI

strengthen health services in Malawi. In order to include smaller tier
hospitals located in the community, centres of excellence1 were part

viii. Number of Area Development Committee (ADC) members oriented on BFHI

of implementation activities. The selection criteria for participation in

ix. Number of health surveillance assistants (HSAs) trained on BFHI

BFHI were hospitals or health facilities with a maternity ward, which
provide basic emergency obstetric care and have the highest volume

x. Number of district health management team members oriented
on BFHI

of births of health facilities in Malawi, ranging from 350 to 900 births
per month.

xi. Number of health facilities that have undergone a successful

Throughout the implementation of BFHI programming efforts,
ongoing documentation occurred via MCSP progress reports and col-

ET AL.

external assessment by the MOH
xii. Number of health facilities designated Baby‐Friendly

lection of routine monitoring data. In addition, in March 2018, MCSP
led a two‐day writing workshop in Lilongwe, Malawi, with the MOH,
WHO, and a key member of the pool of BFHI master trainers. These
key stakeholders were part of the introduction of BFHI in Malawi from
1993 to 2004 and worked with MCSP on the BFHI revitalization and
scale‐up process from 2016 to 2018, which aided in distilling lessons
learned.
To ascertain the progress in revitalization of BFHI, key government documents, MCSP programme documentation, and routine monitoring data were reviewed during the workshop. These documents
included: (a) MOH BFHI training tools and job aids (Malawi MOH,
2016a); (b) MOH BFHI external assessment protocols; (c) national
health and nutrition policies and strategies pertaining to IYCF, including the Malawi Child Health Strategy 2014–2020 (Malawi MOH,
2013), the Malawi National Nutrition Policy 2016–2020 (Malawi
MOH, 2016d), and the National Strategic Plan for HIV and AIDS
2015–2020 (National AIDS Commission Malawi, 2014); (d) MCSP
quarterly and annual reports providing programme implementation

Monitoring data for these indicators were tracked from May 2016
to February 2018. Data on indicators (i) and (ii) were recorded in the
maternity registers at the health facility level by facility staff prior to
data entry in the DHIS 2 by MOH data clerk staff. Indicators (iii)
through (xii) were collected as part of the MCSP BFHI monitoring
and evaluation package and reported in MCSP quarterly and annual
reports. “Orientation” to BFHI is defined as bringing awareness to
the initiative through education and advocacy to key individuals,
groups, and/or organizations to gain support from those who are not
directly involved in providing breastfeeding counselling and support
but play an important role in acting as gatekeepers and/or
policymakers at the community, district, or national level. “Training”
on BFHI is defined as provision of education on the BFHI 20‐hr
(Malawi MOH, 2016a), 5‐day course to individuals who will be directly
involved with providing breastfeeding counselling and support to
pregnant women and mothers and those responsible for supervising
these staff.

documentation; and (e) BFHI monitoring data, which included an indicator tracked through the MOH at the health facility level via District
Health Information System 22 (DHIS 2), with the remaining indicators

3
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supported and tracked by MCSP.
With regard to routine MOH data and MCSP programme data,
the following indicators were monitored under BFHI:
Tracked through MOH via DHIS 2:

MCSP, alongside the MOH, led the implementation activities of the
revitalization and scale‐up of BFHI in Malawi from February 2016 to
March 2018 (see Figure 3).

i. Early initiation of breastfeeding—proportion of infants born at a
of birth

3.1 | Attaining support for BFHI from the
government and key stakeholders

MCSP‐supported BFHI indicators:

Given the deterioration of BFHI following loss of funding in 2004 as

BFHI‐trained health facility who are put to the breast within 1 hr

well as the decreased EBF rate from 2010 to 2015/2016 (National
ii. Number of mothers who receive counselling on EBF upon discharge from a BFHI‐trained health facility following giving birth
iii. Number of health facilities trained on BFHI
iv. Number of master trainers refreshed and/or trained on BFHI
v. Number of health facility staff—clinical and support—trained on
BFHI

Statistical Office Malawi, & IFC Macro, 2011; National Statistical
Office Malawi & ICF Macro, 2017), the MOH expressed a strong
desire to improve breastfeeding practices in Malawi. Because of significant advancements seen in breastfeeding practices following the
introduction of BFHI in Malawi, they were committed to revitalizing
BFHI and scaling‐up across the country. This served as the impetus
for a June 2016 stakeholders meeting led by MCSP in partnership
with the WHO and Malawi's IYCF Technical Working Group—which

1

A centre‐of‐excellence hospital in Malawi is defined as a lower tier hospital
that exists in a community setting but that has high volumes of patients and
adheres to national standards and clinical care guidelines.

2

DHIS 2 is an open‐source platform for reporting and monitoring data from
health programmes.

included physicians, nurses, and former BFHI master trainers for BFHI
from 1993 to 2004. The meeting ascertained BFHI progress to date
and put in place a timeline and plans for BFHI implementation in
targeted hospitals.

KAVLE
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History of BFHI in Malawi

3.2 | Updating key country‐level BFHI documents to
reflect changes in global guidance on IYCF and HIV

3.3

|

Assessing the status of BFHI prior to roll‐out

To ascertain the status of BFHI in Malawi and to better understand
To prepare for the roll‐out of BFHI, in May 2016, the MOH, MCSP,

challenges health providers faced with supporting recommended

and WHO adapted key country‐level training materials on IYCF and

breastfeeding practices, MCSP performed a rapid health facility

PMTCT for national use, based on the Ten Steps and training materials

assessment at 18 public hospitals to undergo BFHI training, some

from the 2009 BFHI training package (WHO & UNICEF, 2009a,

of which were designated as Baby‐Friendly from 1993 to 2004.

2009b, 2009c). BFHI stakeholders agreed that involvement of BFHI

These rapid assessments were performed while utilizing the WHO

master trainers, who were involved in BFHI efforts with the MOH dur-

Hospital External Assessment Tool (WHO & UNICEF, 2009c). Findings

ing the 1990s and early 2000s, would be critical to the success of the

revealed that facility‐based health providers had no IYCF training,

revitalization process. These original BFHI master trainers led training

were beyond preservice training on the basics of breastfeeding, or

and mentorship of Malawian health facility staff during the BFHI

had not received an in‐service training update in many years.

revitalization.

Through observations and discussions, it was found that lack of train-

Prior to BFHI roll‐out, the following updates to country‐level
training materials occurred:

ing on breastfeeding prevented health providers from being adequately equipped to provide mothers support and counselling on
early initiation of breastfeeding < 1 hr after birth and EBF for the

• In May 2016, a core team of 11 BFHI master trainers updated
existing key messages and behaviour change communication
(BCC) materials. They were revised to reflect the latest WHO

first 6 months of life.
Common barriers to recommended breastfeeding practices noted
from during the rapid assessment included

and MOH guidelines on PMTCT (WHO, 2010b), include messages
on the lactational amenorrhea method (LAM), and improve illustrations to be easier to interpret. This package of BCC materials
was distributed to all hospitals trained on BFHI in Malawi.
• In June 2016, 25 BFHI master trainers—including the original 11
BFHI master trainers—revised the WHO Breastfeeding Promotion
and Support in a Baby‐Friendly Hospital: A 20‐hour Course for
Maternity Staff (WHO & UNICEF, 2009a), as well as the external
assessment protocols and monitoring tools for continued adherence to the Ten Steps. The revisions focused on PMTCT and
LAM, to reflect WHO and MOH guidance. These adapted mate-

• poor positioning and attachment,
• difficulties with initiation of breastfeeding within 1 hr of birth,
• water and other fluids are often given in the first months of life,
due to the belief that “the baby is thirsty” and/or “the mother's
breast milk is insufficient,”
• phala ufawoyera (watery refined porridge) is often given when the
infant is 3–4 months of age, due to cultural tradition, and
• belief that when a baby cries it is from hunger, often because of
thinking the mother's breast milk is insufficient.

rials were compiled into a package (Table 2) for application in
the training and mentoring of clinical and nonclinical health facility

These identified breastfeeding challenges were addressed inten-

staff as well for undergoing facility assessments for Baby‐Friendly

sively during both BFHI provider trainings and counselling sessions

designation.

with mothers and caretakers.

6 of 14
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Components of the BFHI training package and use for application

Document

Objectives and application for Malawi

Strengthening and sustaining the Baby‐Friendly
Hospital Initiative: A Course for Decision‐Makers
(Malawi Ministry of Health, 2016b)

The adapted course provides guidance for decision makers on
Hospital decisions‐makers
how they can support health facilities to institutionalize BFHI
(directors, administrators, key
into routine systems and obtain baby‐friendly designation.
managers, etc.) and policymakers.

Breastfeeding Promotion and Support in a
Baby‐Friendly Hospital: A 20‐hour Course
for Maternity Staff (Malawi Ministry of
Health, 2016a)

Within BFHI in Malawi, it is intended that every hospital staff Clinical and nonclinical health
member who has direct patient care with mothers and
facility staff
babies will attend the course to strengthen knowledge and
skills towards successful implementation of the Ten Steps.
The short‐term course objectives are (a) to help equip the
hospital staff with the knowledge and skills to transform
their health facilities into baby‐friendly institutions though
implementation of the Ten Steps to Successful
Breastfeeding and (b) to sustain policy and practical
changes at the health facility level.

Hospital Self‐Appraisal and Monitoring Tools
(Malawi Ministry of Health, 2016c)

These tools provided guidance to managers and health facility Managers, clinical and nonclinical
health facility staff
staff in Malawi for monitoring their facility's adherence to
the Ten Steps and confirming readiness for external
assessment. Once facilities are designated as Baby‐Friendly,
these tools serve to monitor continued adherence to the
Ten Steps.

External Assessment and Reassessment Package

A package of guidelines and tools to assess whether hospitals Managers, clinical and nonclinical
and health facilities meet the global criteria and, thus, fully
health facility staff, external
comply with the Ten Steps to Successful Breastfeeding. The
assessors
package was applied in Malawi to provide guidance around
assessing and reassessment a facility for Baby‐Friendly
certification.

The National Breastfeeding Policy (2013)

Stakeholders and policymakers
The National Breastfeeding Policy was also assessed and
revised as part of the BFCI revitalization process. The new
policy provided up to date guidance on PMTCT, WHO
breastfeeding guidelines, and the International Code of
Marketing of Breastmilk Substitutes.

3.4 | Leveraging the existing pool of BFHI master
trainers to build a new pool of master trainers

Target group

undergo the training. First, 1,310 staff were trained in 18 hospitals
from August to September 2016. At each of these hospitals, between
30 and 60 clinical (i.e., physicians, nurse midwives, nurses, and clini-

The original 25 master trainers underwent a 5‐day training of trainers on

cians) and support staff (i.e., patient attendants, security guards, and

the revised BFHI training package from May to June 2016, utilizing the

cleaners) from the maternity ward were trained. In August 2017,

updated BFHI 20‐hr course (Malawi MOH, 2016a). In July 2017, the

630 clinical staff at 36 hospitals were trained. In total, 1,330 clinical

MOH with MCSP and the original BFHI master trainers built the capac-

and 610 support staff were trained across the 54 hospitals.

ity of a group of 30 new BFHI master trainers, who were primarily nutritionists and nurse midwives, selected by MOH for their expertise in
infant feeding and/or involvement in previous BFHI efforts in‐country.

3.7 | BFHI Task Force for monitoring progress on
implementing the Ten Steps

3.5

During the trainings, a BFHI Task Force at each hospital was

|

Orienting district‐level leadership to BFHI

established. The BFHI Task Force is composed of maternity ward staff
MCSP and the MOH oriented all DHMT (n = 118) members from all

who hold regular meetings for planning, implementation, and monitor-

districts across Malawi on BFHI from May 2016 to September 2017.

ing of BFHI activities as well as mentoring to maternity ward staff on

DHMTs oversee health services in their district, and the orientation

BFHI. It is led by the BFHI Coordinator, who is responsible for

was a way of garnering their support to have facilities trained on BFHI.

spearheading and supervising the process of obtaining and maintain-

The two‐day orientations used the Strengthening and Sustaining the

ing Baby‐Friendly designation. The BFHI Coordinator for each facility

Baby‐Friendly Hospital Initiative: A Course for Decision‐Makers (WHO

was usually a nurse midwife at that facility and was selected by the

& UNICEF, 2009a) to discuss how BFHI would be implemented in

MOH following BFHI trainings.

targeted health facilities, and the expected role of the DHMTs.

3.8
3.6

|

|

Mentoring and supportive supervision of BFHI

Training health facility staff on the Ten Steps
MOH and MCSP worked with facilities trained in BFHI to observe

A minimum of 20% of each facility's maternity ward clinical staff were

their progress in implementation of the Ten Steps, utilizing the WHO

trained on‐site by master trainers using the 20‐hr course. This propor-

Hospital Self‐Appraisal and Monitoring Tool (WHO & UNICEF, 2009c).

tion was chosen with the expectation that trained staff would provide

Mentoring and supportive supervision were tailored to the needs of

mentorship and on‐the‐job training to their colleagues who did not

each facility and focused on the steps requiring additional attention.

KAVLE
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Two‐day facility visits aided each facility to make progress in obtaining
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Integration of BFHI and other health areas

Baby‐Friendly designation. At the end of these visits, the MOH and
MCSP met with the BFHI Task Force at each facility to discuss the

MCSP worked to integrate breastfeeding promotion into other health

findings from their visit, including areas needing further attention for

areas, with these efforts extending beyond the facility and into the

improving breastfeeding practices.

community. As part of its integrated health efforts, MCSP developed

3.9

nity volunteers, and HSAs engaged in MCSP‐supported immunization‐

an immunization‐nutrition initiative and trained village heads, commu|

Engaging community leadership in BFHI

tracking activities in Dowa district from February to March 2017 to
Each district is composed of multiple ADCs, which aid in the develop-

promote breastfeeding. Community volunteers and village heads were

ment work within their community. They are led by the Traditional

supervised by HSAs in their community, who were trained to provide

Authority and also include local village heads and volunteers for any

supervision and support to these cadres under MCSP. Specifically, the

key community‐based organizations operating in that catchment area.

village heads were trained to act as BFHI champions in their commu-

ADC members of eight districts that are prone to natural disasters,

nities through discussing with mothers the harms of providing BMS

and are thus eligible for food and nutrition assistance, were oriented

or other foods or liquids before the age of 6 months if they were seen

over a 2‐day period in June 2017 on BFHI. These orientations covered

within their community to not be exclusively breastfeeding. The com-

the Ten Steps, promoting the importance of early and EBF within their

munity volunteers were trained to promote early and EBF and provide

communities, and potential harms of BMS and preventing them in their

counselling and support for mothers experiencing breastfeeding chal-

communities, unless medically indicated. The ADC members, 352 ori-

lenges within community care groups (CCGs; Perry et al., 2015).3

ented in total, were informed of the facilities within their district that

These CCGs were engaged by MCSP under immunization activities,

had or would be undergoing BFHI training. They were also tasked with

through which these BFHI‐related messages were integrated during

acting as gatekeepers—meaning they were assigned with educating

routine immunization visits.

their communities on avoiding BMS and promoting early and EBF to

In an effort to strengthen newborn care into BFHI, MCSP pro-

6 months of age. ADCs had a key role in protecting adherence to the

vided training on care and feeding for the small and sick newborn, uti-

International Code of Marketing of Breast‐milk Substitutes (the Code)

lizing Essential Care for Small Babies, Provider Guide (American

(WHO, 1981) by speaking with organizations that distribute BMS about

Academy of Pediatrics, 2014). Focusing on eight hospitals previously

not donating to mothers within their communities and instead giving

trained on BFHI under MCSP, this training was given to clinical mater-

these products to orphanages, where breastfeeding is not feasible given

nity ward staff and provided education as well as hands‐on demon-

the babies at these facilities are without parents.

strations on the following topics: skin‐to‐skin care, hand expressing
breast milk, providing cup feeds, providing breast milk via nasogastric

3.10 | Self and external assessments for
Baby‐Friendly certification

feeds, and providing general clinical care to the sick and/or small newborn. As a result of this integrated training, 112 clinical maternity ward
staff—including nurses, midwives, clinicians, and nurse midwives—

The BFHI Task Force, according to the global BFHI implementation

were trained on care and feeding of the small and sick newborn.

guidelines (WHO & UNICEF, 2009b), is responsible for internal monitoring of its facility's BFHI activities and is expected to conduct regular

3.12

|

Advocacy

self‐assessments, to evaluate its facility's adherence to the Ten Steps,
using the WHO Hospital Self‐Appraisal and Monitoring Tool (WHO &

Midway through implementation of the BFHI revitalization, the MOH,

UNICEF, 2009c). External assessment was conducted by BFHI master

MCSP, and WHO held Malawi's first‐ever BFHI Stakeholders' Work-

trainers through observing the hospital's compliance to the Ten Steps

shop during World Breastfeeding Week in August 2017. Key stake-

using the WHO Hospital External Assessment Tool (WHO & UNICEF,

holders were brought together, including from UNICEF, MCSP,

2009c) and conducting interviews with mothers who received mater-

USAID, relevant breastfeeding and IYCF partners, and other key gov-

nity care at that BFHI‐trained facility. After results of the assessment

ernmental

were provided to the BFHI Task Force and for MOH review by exter-

policymakers, managers, and nutrition partners from the national and

nal assessors, MCSP supported the MOH in organizing a facility‐level

district levels were brought together to discuss BFHI progress from

ceremony for Baby‐Friendly designation. The MOH, with the support

the past and review midcourse gains and lessons during MCSP, includ-

of MCSP, designated three health facilities as Baby‐Friendly in August

ing BFHI monitoring data, gaps in institutionalizing BFHI in Malawi,

2017. In addition to these three facilities, two facilities underwent suc-

and successes and challenge with BFHI in Malawi. Key action points

cessful external assessments and are awaiting Baby‐Friendly designa-

for institutionalizing BFHI in Malawi were developed, with stake-

tion with a ceremony to be led by the MOH.

holders pledging to move forward in three areas to allow for the suc-

To maintain Baby‐Friendly designation, the MOH is responsible

and

non‐governmental

partners.

More

than

200

cess of the initiative:

for conducting a reassessment at each Baby‐Friendly facility every
6 months. This reassessment process mimics that of the external
assessment performed to obtain the certification. No reassessments
were performed under MCSP given it had not yet been 6 months since
the time of Baby‐Friendly designation by the close of the programme.

3

A CCG is composed of community‐based volunteers, typically 10–15, who
receive supervision and are responsible for educating their neighbours on a particular behaviour. Each volunteer within the CCG is responsible for regularly visiting 10–15 neighbouring households, which can create a multiplying effect for
reaching beneficiaries within the community.

8 of 14

KAVLE

bs_bs_banner

ET AL.

1. Strengthening the integration of BFHI indicators, including EBF to

and 205 national stakeholders were oriented on BFHI, building their

6 months of age, into the Health Management Information Sys-

knowledge in BFHI and the importance of breastfeeding and leading

tem to better monitor and evaluate the effectiveness of BFHI in

to increased support from leaders at the community, district, and

Malawi in improving breastfeeding practices.

national levels. The MOH with MCSP designated three hospitals as

2. Integrating BFHI in routine systems, the continuum of care, and

Baby‐Friendly in August 2017. In addition, two hospitals underwent

quality improvement mechanisms and strengthen advocacy with

successful external assessments and are awaiting Baby‐Friendly desig-

parliament and at all levels.

nation, with a ceremony to be led by the MOH.

3. Incorporating financing for BFHI into district and health facility
annual budgets and work plans.

Although these indicators are not systematically tracked in
Malawi's health system, adherence to the Ten Steps is well documented to have a positive impact on EBF < 6 months of age and continued breastfeeding in several settings. The study by Sinha et al.
evaluating the effects of the Ten Steps on breastfeeding practices

3.13
Successes and challenges with implementing
the Ten Steps
|

demonstrated clearly that adherence to the Ten Steps resulted in dramatic and significant increases in EBF < 6 months, continued
breastfeeding, and any breastfeeding: EBF increased by 44%; contin-

Challenges with implementation of the Ten Steps and how they were

ued breastfeeding up to 23 months increased by 63%; and any

overcome as well as successes are demonstrated in Table 3. These

breastfeeding increased by 30% (Sinha et al., 2015). This is reinforced

were ascertained through ongoing discussions throughout the pro-

by data from other countries. A cluster randomized‐controlled study

gramme with key health facility and programme staff during mentoring

conducted in the Democratic Republic of the Congo that evaluated

and supportive supervision visits.

the effects of attending antenatal care (ANC) visits and giving birth
in a health facility following implementation of BFHI's Steps 1–9 of

3.14
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Monitoring of BFHI indicators

While this programme was not able to carry out an impact evaluation
to determine the effects the programme had on breastfeeding outcomes, due to the limited time frame of the programme, routine DHIS
2 data were tracked through the Malawi health system. Figure 4 illustrates the trends for early initiation of breastfeeding < 1 hr after birth
from preimplementation to postimplementation for the 18 hospitals
included in the initial implementation efforts from August 2016 to
December 2017, shown by the three regions of Malawi. In the Central
and Southern regions, the early initiation rates increased from 85.5%
to 87.3% and from 83.8% to 89.1%, respectively, from April 2016 to
December 2017. In the Northern region, this rate dropped 96.8% to
89.9%. Given these data are routine MOH data that do not control
for other contributing factors, we are unable to provide attribution
directly to the programme on these rates. We do note that intensive
efforts on BFHI did take place in these areas, which may have contributed to these increased rates.

the Ten Steps to Successful Breastfeeding versus a facility that had
not implemented any of the Ten Steps to Successful Breastfeeding
showed promising results for EBF. At 14 weeks, EBF prevalence was
2.24 times higher in the study group implementing than in the control
group (65% vs. 29%) and 3.0 times higher at 6 months (36% vs. 12%;
Yotebieng et al., 2015).
In Malawi, where 91% of births take place in a health facility and
95% of women receive ANC (National Statistical Office Malawi & ICF
Macro, 2017), our programme experience reveals that BFHI builds
upon existing platforms through which to promote and support early
and EBF. Despite the key successes of BFHI, sustaining these efforts
at the community level, as outlined in the 10th step, remains a challenge. In Malawi, MCSP and the MOH linked with CCGs and trained
community volunteers on BFHI to improve community support, as a
part of immunization‐nutrition integration activities in one MCSP‐
supported area. In other programme areas, health facilities provided
mothers with contact information upon discharge from the hospital
after childbirth for a community health worker, community nutritionist, or nurse midwife in their community to speak with if they had
questions regarding breastfeeding at home. An impact evaluation fol-

4
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DISCUSSION

lowing BFHI implementation in maternity wards in Brazil showed positive effects on EBF during the first 48 hr after birth, but no effects

Using a programmatic lens, we describe the process and results of the

were seen on EBF at 6 months (Coutinho, De, Lima, Ashworth, & Lira,

scale‐up of BFHI within the context of a global integrated health pro-

2005). The study in Croatia following the national revitalization of the

ject. Though routine data did show improvements in early initiation of

initiative, which demonstrated improvements in EBF in the hospital,

breastfeeding in two regions of Malawi—a 2.1% increase in the Central

showed BFHI had no effect on EBF rates at 3, 6, or 12 months follow-

region and 6.3% increase in the Southern region—we did not control

ing birth, further driving home the need for strong community support

for other factors and are unable to state whether these improvements

structures (Zakarija‐Grković et al., 2017). There were several key fac-

were due to our programme. These increases were shown across 18

tors for BFHI's success in its second iteration in Malawi. MCSP

hospitals trained on BFHI from August 2016 to December 2017.

worked closely with and built the capacity of local leadership as well

The capacity of 1,940 health facility staff at 54 facilities was devel-

as MOH at the national and district levels, who led the process, with

oped in breastfeeding knowledge and skills, resulting in greater than

MCSP taking a supporting role. This aided in the government

80,000 women receiving counselling on EBF prior to discharge from

harnessing

the hospital following childbirth. Moreover, 352 ADCs, 118 DHMTs,

sustainability.

ownership

of

BFHI,

enhancing

its

chances

for
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Ten Steps to Successful Breastfeeding—Successes and challenges

Step

Successes

Challenges

How these challenges were
overcome

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

• Eighteen facilities trained
developed and posted an infant
feeding policy in their maternity
wards.

• Many hospitals have not
translated the policy into
languages commonly spoken
within the catchment area—such
as Yao, Tumbuka, and Lambya.

• MCSP reinforced with hospitals
the need to translate the BFHI
policy to local languages, when
applicable.

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

• Due to understaffing, MCSP
encouraged task shifting of
breastfeeding counselling and
promotion to support staff. Over
600 support staff from 18
facilities were trained on BFHI.

• Between 30 and 60 clinical
hospital staff members were
trained at each facility. Depending
on the size of the hospital, this
equated to 20–80% of clinical
staff, meaning that larger facilities
had a smaller proportion of its
staff trained. Because of this,
many of the larger hospitals did
not get the required 80% of
health care staff trained to meet
the criteria for Step 2.

• During training of hospital staff,
MCSP encouraged staff to
mentor their colleagues, in order
to build capacity.

• Over 1300 clinical staff from 54
facilities across all districts of
Malawi were trained on BFHI.

• Going forward, the MOH and
partners should continue to
provide trainings and ongoing
mentorship to ensure that at least
80% of facility staff are trained.

• Due to waning resources towards
the close‐out of MCSP in Malawi,
nonclinical support staff were not
trained in the 36 hospitals trained
during the scale‐up.
• Hospital staff frequently transfer
to different facilities. When this
happens, a staff member gets
replaced, often with someone
who has not been trained on
BFHI. This makes it difficult to
maintain the 80% threshold for
Step 2 in Malawi.
3. Inform all pregnant women
about the benefits and
management of
breastfeeding.

4. Help mothers initiate
breastfeeding within 0.5 hr
of birth.

• To assist providers with
counselling mothers and
caregivers on breastfeeding,
Malawi's BCC materials on
breastfeeding were updated.

• In Malawi, starting ANC late is
common, which decreases the
woman's ability to gain adequate
exposure to BFHI messages, many
of which may be new to them.

• The MOH should prioritize
getting women to ANC earlier in
their pregnancy for a variety of
benefits, including exposure to
BFHI.

• Over 80,000 women received
counselling on EBF in MCSP‐
supported facilities after childbirth
prior to discharge from the
facility.

• Due to Malawi's health facilities
being under‐resourced and
overburdened with high patient
load, ensuring each mother
receives BFHI messages is a
challenge.

• To deal with staffing challenges,
MCSP/MOH used task shifting, in
order to improve coverage of
BFHI.

• Early initiation of
breastfeeding < 1 hr after birth
increased in the Southern and
Central regions, by 6% and 2%,
respectively.

• Because of high baby delivery
volumes and lack of adequate
staffing, it is often difficult for
staff members to counsel women
on skin‐to‐skin care and early
initiation of breastfeeding—when
they are expected to tend to other
deliveries.

• Task shifting was utilized to aid
in overcoming this challenge.

• Due to additional complications
typically associated with
caesarean births, counselling on
skin‐to‐skin care was noted during
observations to typically not be
performed.

• Additional education and
reinforcement is needed on
ensuring mothers with
complicated births, including
caesarean sections, receive
adequate counselling and care
around breastfeeding.

• Additionally, the importance of
providing skin‐to‐skin care
immediately after birth and early
initiation of breastfeeding was
reinforced through coaching and
mentoring.

5. Show mothers how to
breastfeed, and how to
maintain lactation even if
they should be separated
from their infants.

• Support staff in 18 facilities
trained as breastfeeding
champions to counsel mothers on
early and exclusive breastfeeding
and managing common difficulties
with breastfeeding.

• Once a mother is moved from the
labour ward to the postnatal ward,
adequate follow‐up—including
around breastfeeding—is typically
not performed, due to staffing
constraints.

• During mentoring and coaching
sessions, MCSP reinforced the
importance of adequate follow‐
up in the postnatal wards to
support mothers with
breastfeeding.. Continuous
supportive supervision is
needed.

6. Give newborn infants no
food or drink other than
breast milk unless medically
indicated.

• Hospital support staff trained to
discuss the importance of EBF
when caregivers presented to the

• Water and other fluids are often
given within the first months of
life, especially during warm

• These barriers were addressed
during counselling sessions with
the mothers and caregivers.

(Continues)
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(Continued)

Step

Successes
maternity ward with breast milk
substitutes.

How these challenges were
overcome

Challenges
months, due to beliefs that the
baby is thirsty and/or insufficient.
• With frequent family visitors, it
can be difficult to control whether
the baby receives food or liquid
other than breast milk.

• Support staff were tasked with
ensuring that anyone entering the
maternity ward does not have any
breast milk substitutes.

7. Practise rooming in—allow
mothers and infants to
remain together—24 hr a
day.

• Mothers rooming with their
infants 24 hr a day is common
practice in Malawi, and
observational visits determined
that facilities typically adhered to
this step well.

• Although it is common practice in
Malawi for mothers and infants to
remain together during the first
24 hr of life, this shared time is
sometimes interrupted when
family is visiting given they often
request to hold the baby.

• The importance of allowing
infants to remain with mothers
was discussed during counselling
sessions with mothers and
caregivers.

8. Encourage breastfeeding on
demand.

• In addition to training of support
and clinical staff, BCC materials
around breastfeeding—which
include how to recognize and
respond to infants' feeding cues—
were updated.

• Sick babies presented additional
challenges to mothers, as they
may not present normal hunger
cues.

• Training on care for the small
and sick newborn was provided
at eight BFHI‐trained facilities.

• During observational visits, no
artificial teats or pacifiers were
seen in the facilities.

• In recent years, pacifiers and
bottles with artificial nipples have
become increasingly popular in
Malawi, presenting additional
challenges around Step 9.

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

• If a baby is not able to feed from
the breast and requires cup feeds,
mothers often did not receive
adequate counselling around hand
expression of milk and how to cup
feed.

• The MOH and partners should
continue to provide training on
care for the small and sick
newborn to build capacity around
this.

• Support staff were tasked with
ensuring that people entering
the maternity ward do not have
pacifiers or artificial nipples.
• Mothers and caregivers were
counselled on the importance of
this.
• Although it is easier to control this
within the hospital, this remains
an issue in the community and will
require ongoing education at the
hospital and community levels.

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

• More than 1,400 CCG volunteers
and village chiefs as well as 275
HSAs trained in BFHI to deliver
breastfeeding support and
counselling in the community.

• Many districts in Malawi do not
have existing community support
group structures, such as CCGs.

• CCGs in Dowa were utilized,
with 1,408 community
volunteers trained on
breastfeeding counselling.
• The Government of Malawi is
currently championing CCGs
nationally.

FIGURE 4 Early initiation of
breastfeeding < 1 hr after birth before and
after BFHI implementation, by region of
Malawi
Additionally, with capacity building of and support from commu-

10, which is key to the success of BFHI (Kavle et al., 2018). Evidence

nity leaders, including village heads, BFHI improved linkages of care

has shown that, without proper support at the community level,

from the hospital to community level. This helped strengthen Step

improvements in breastfeeding are limited. Another major success
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was the revising of country‐level BFHI documents to include updated

protocol, early initiation of breastfeeding data is to be entered into

content around PMTCT (WHO, 2010b). Given the confusion that had

the maternity register by the nurse midwife caring for the mother at

existed around infant feeding in HIV‐infected mothers prior to the

time of delivery. However, maternity wards in Malawi are chronically

revitalization efforts, these updates to training and BCC materials

overburdened and under‐resourced nurse midwives are often chal-

worked to ensure consistent messaging around this topic.

lenged with immediately tending to another birth after one mother
has given birth (Bradley et al., 2015). Because of this, data often do
not get entered in the maternity register at all or it gets entered incor-

4.1

|

Challenges and limitations

rectly. This lack of time for data entry that maternity ward staff often
face means that data clerks under the MOH often enter these data

Malawi faces understaffing at health facilities and a lack of financial

into the maternity registers. This is problematic given that data clerks

resources (Bradley et al., 2015). The MOH and MCSP addressed this

are not the ones providing care to mothers and are unable to accu-

issue through task shifting from clinical to support staff of key BFHI‐

rately report the care provided to mothers. It was outside the scope

related

to

of this programme's resources and activities to train the data clerks

mothers and monitoring maternity wards to ensure BMS and artificial

on data management, though this is an area for improvement in the

nipples were not brought into the facility. This aided in ensuring

future. Another challenge is that early initiation of breastfeeding data

adherence to the Ten Steps. A limitation of this is that although sup-

requires manual data entry from the maternity registers into DHIS 2.

port staff were included in the trainings of the 18 hospitals trained

This added step for data entry brings another vulnerability for errors

from August to September 2016, they were not included in the 36

to be made in the data.

responsibilities—including

breastfeeding

counselling

hospitals trained in August 2017. This was due to waning funds given

Implemented as part of an integrated health programme, the

MCSP activities were nearing close‐out in Malawi. Furthermore,

revitalization and scale‐up of BFHI was strengthened by its ability

mentoring and supportive supervision were not provided by the

to integrate into other health areas under MCSP, including newborn

MOH and MCSP to the 36 hospitals trained in August 2017, with

care, immunization, and family planning at the health facility and

the expectation that implementing partners working in the catchment

community levels. A weakness of these integration activities is the

area of these facilities would provide support to the facilities following

lack of data around how outcomes in nutrition integrated into other

the close‐out of MCSP in the country.

health areas were improved through the programme. However, we

Despite the key successes of BFHI, sustaining these efforts at the
community level, as outlined in the 10th step, remains a challenge. In

showed that BFHI messaging can be successfully integrated into
other health areas.

Malawi, MCSP and the MOH linked with CCGs and trained community volunteers on BFHI to improve community support, as a part of
immunization‐nutrition integration activities, in one MCSP‐supported

4.2

|

Lessons learned

area. A randomized‐controlled trial in Malawi evaluating the effects
of women's groups and volunteer peer counselling demonstrated the

In the context of the revised BFHI implementation guidance released

importance of these community structures in improving breastfeeding

by WHO and UNICEF in 2018, which outlines key considerations for

outcomes (Lewycka et al., 2013). This study showed that women ran-

ensuring the sustainability of country‐level BFHI platforms (WHO &

domized to the women's group with peer health counselling that

UNICEF, 2018), key actions must be taken to ensure the long‐term

included breastfeeding promotion and support were at a 2.44 (95%

success of BFHI in Malawi. BFHI must be integrated into Malawi's

CI [1.49, 3.99]) higher adjusted odds than were those in the control

standards of practice; breastfeeding and maternal, infant, and child

group.

health and nutrition policies and guidelines; and training protocols to

Many districts in Malawi, however, do not have existing commu-

improve compliance and attitudes towards the initiative. This should

nity support group structures, such as CCGs, making it difficult to ade-

include budgetary commitments by the MOH and donor organizations

quately implement Step 10. In programme areas without these

to include routine financing in the national budget for BFHI, but with

structures, health facilities provided mothers with contact information

the expectation that MOH grows its financial commitments to BFHI

upon discharge from the hospital after childbirth for a community

over time. In addition, training on BFHI should be a part of preservice

health worker, community nutritionist, or nurse midwife trained on

training in medical, nursing, and midwifery schools to ensure that BFHI

BFHI in their community to speak with if they had questions regarding

is integrated into the routine training of clinical staff.

breastfeeding at home. Although this mechanism ensured that

To better monitor and evaluate BFHI in relation to breastfeeding

mothers had a resource on breastfeeding in the community, it did

indicators, improving data availability and quality is vital. During pre-

not provide ongoing breastfeeding counselling and support. Moreover,

service and in‐service training of health facility providers, additional

though MCSP and the MOH built linkages from the facility to commu-

guidance regarding data entry, data use, and data for decision

nity intensively in Dowa district through engaging CCGs and in other

making, with ongoing mentorship on data quality management and

districts through engaging village heads and HSAs, the amount of

interpretation, is warranted (UNICEF & WHO, 2017). Further,

communities reached and/or volunteers was not tracked.

although early initiation of breastfeeding is tracked in the health

Although improvements in early initiation of breastfeeding were

system, EBF from 0 to 5 months of age is not included as an

observed in the Central and Southern regions (Figure 4), numerous

MOH‐tracked indicator, which should be regularly monitored as part

challenges exist with the quality of DHIS 2 data in Malawi. First, per

of BFHI roll‐out.
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CO NC LUSIO N

In the future, incorporation of the updated WHO/UNICEF BFHI

This paper supports the global evidence that the BFHI positively

implementation guidance into Malawi's BFHI guidelines and training

impacts early initiation of breastfeeding. It also provides a program-

package is a critical next step to harmonizing global and country guide-

matic case study for “how” BFHI can be implemented within the

lines and materials (WHO & UNICEF, 2018). BFHI should be expanded

health system and suggests opportunities for integrating with other

throughout all facilities providing maternity care in Malawi, which is

health areas. Additionally, it underscores challenges with scaling‐up

supported by the MOH. It is necessary to institutionalize the initiative

BFHI and ensuring its sustainability. To achieve full integration of

through the integration of BFHI into preservice training curricula for

BFHI into the health system, improved data monitoring and quality,

health providers, standards of practice, protocols, clinical policies and

inclusion of BFHI in preservice training for health providers, improved

guidelines, MOH budgeting for nutrition, and coordination of BFHI

financial investments, and expansion of CCGs and other community

activities with other breastfeeding promotion initiatives. To further

volunteer structures to improve breastfeeding support at the commu-

scale‐up BFHI, an increased focus on providing support to women at

nity level are of critical importance.

the community level is important (Coutinho et al., 2005). Despite most
mothers in Malawi receiving ANC (National Statistical Office Malawi &
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visits, a critical time point for facilitating EBF (Kavle, LaCroix, Dau, &
Engmann, 2017; MCSP, 2018b; WHO, 2016). Improving community
support through CCGs would serve to create better linkages between
the facility and community to support the continuum of care (Perry
et al., 2015).
While breastfeeding is clearly a priority for Malawi, strengthening
of its legislation around the Code is needed. Marketing of BMS leads
to higher rates of bottle feeding and negatively affects breastfeeding
rates (Alfaleh, 2014; Phoutthakeo et al., 2013; Yee & Chin, 2007).
Enhanced legislation and enforcement of the Code will be critical to
maintaining an environment that promotes and protects breastfeeding
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to assist with putting in place a monitoring system to enforce its
legislation around the Code (WHO & UNICEF, 2017).
To ensure sustainability for BFHI in Malawi, continued advocacy
with the MOH, donor agencies, professional associations, TWGs, and
other partners is necessary. In Malawi, external funding accounts for
74% of all health expenditures. Diversification of funding sources
and partnerships for BFHI to ensure continued funding, with increasing government commitments, will be necessary to ensure the sustainability of BFHI in Malawi.
In order to monitor the country's achievements and strengthen
future roll‐out of interventions for improved breastfeeding promotion
and support, it is essential that Malawi routinely track its progress in
the scale‐up of BFHI. The World Breastfeeding Trends Index and the
Becoming Breastfeeding Friendly Index are two evidence‐based tools
that can assist countries with assessing their progress in breastfeeding
interventions (IBFAN, 2018; Pérez‐Escamilla et al., 2018).
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