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Abstract

Objective: to identify prevalence of compliance with the fourth step of the Baby-Friendly Hospital Initiative – to put the
babies in skin-to-skin contact with their mothers immediately after birth for at least half an hour – in a public hospital in
Northeast Brazil. Methods: this was a cross-sectional study using data from interviews with mothers who had recently given
birth during a typical week in 2014. Results: 107 mothers were interviewed; 9.3% had completed the fourth step properly; the
fourth step was negatively associated to cesarean section (p<0.01), and adequacy was not associated with receiving guidance
on breastfeeding during the prenatal period or with breastfeeding in the first hour of life. Conclusion: low compliance with
the fourth step is cause for concern, especially because this is a Baby-Friendly Hospital; cesarean section was detrimental to
infant skin-to-skin contact with their mothers immediately after birth.
Keywords: Breastfeeding; Maternal and Child Health; Public Health; Cross-Sectional Studies.
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Introduction
The fourth of ten steps for successful breastfeeding
– recommended by the Baby-Friendly Hospital
Initiative (BFHI) – is to put babies in skin-to-skin
contact with their mothers immediately after birth for
at least an hour, encouraging mothers to recognize
when their babies are ready to be breastfed. This
is an essential practice for the promotion and
encouragement of breastfeeding.1
Established in 1990, BFHI is supported by the World
Health Organization (WHO) and the United Nations
Children's Fund (UNICEF). Since then, over 15,000
hospitals in 134 different countries received a BabyFriendly Hospital title, contributing to improve the rates
on breastfeeding and children’s health.2
To meet BFHI recommendations regarding the
encouragement of breastfeeding, the Stork Network
(Rede Cegonha) recommends the adoption of best
practices during labour and birth, one of which is the
fourth step of BFHI. Stork Network’s main objective
is to ensure children the right to have a safe birth, a
healthy growth and development.3

Early skin-to-skin contact between
the mother and the baby is a safe and
inexpensive procedure that has proven
benefits on the short and long term,
for mothers and children.
The Centers for Disease Control and Prevention
(CDC), in an attempt to improve the prevalence of
breastfeeding in the United States of America (USA),
introduced, in 2013, two new quality indicators to
monitor the breastfeeding policy: (i) percentage of
mother-baby binomials put in skin-to-skin contact in
the first hour of life; and (ii) the percentage of mothers
and babies who stayed on shared accommodation
throughout their stay in maternity.4
The impact of putting BFHI into practice positively
influenced the duration and early initiation of
breastfeeding, and also the exclusive breastfeeding.
That has been demonstrated through several
researches carried out in different countries and
cultural backgrounds.5-7
A study using secondary data on the proportion
of children breastfed in their first hour of life and

the neonatal mortality rate in 67 countries shows
that countries with the lowest breastfeeding tertiles
in the first hour of life had higher neonatal mortality
rate. This difference remained even after adjustments
for deliveries occurred in medical facilities and the
mother’s education level.7
In order to build favourable evidence to the fourth
step of the BFHI, a meta-analysis showed that the early
skin-to-skin contact between mother and baby has a
positive effect on breastfeeding between the first and
the fourth months after birth, on the glucose levels
during the newborns first hours of life and on the
cardiorespiratory stability of late preterm infants.8
Early skin-to-skin contact between the mother and
the baby is a safe and inexpensive procedure that has
proven benefits on the short and long term, for mothers
and children,9 justifying its systematic implementation
at Baby-Friendly Hospitals (BFH).
Despite strong favourable evidences, the fourth step
of the BFHI is still unknown and overlooked by many
health professionals.10
An evaluation conducted in 2002 on countries’
experiences with the implementation of the Ten Steps
to Successful Breastfeeding showed that the initiatives
are easily understood and accepted; however, its
sustainability seems to be more effective when it is
associated to an approach that includes public policies,
legislation, health system reform and contributions for
the community.11 In Brazil, the sustainability of BFHI
was also evaluated in 2002, when 90% of the accredited
hospitals at the time were analysed. Results have shown
that 92% of them met all ten steps, and the fourth step
was accomplished in 96% of the evaluated hospitals.12
In this context, the aim of this paper was to identify
the prevalence of newborns put in skin-to-skin contact
with their mothers immediately after birth for at least
30 minutes or until the baby’s first breastfeeding. The
study was conducted in a public maternity hospital
which holds the title of a BFH, located in the Northeast
region of Brazil.
Methods
This is a cross-sectional observational study carried
out in a public maternity hospital in the city of João
Pessoa, the capital of Paraíba State, in the Northeast
region of Brazil. This hospital was chosen because its
maternity facility has the highest monthly number of
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live births in Paraíba State: about 670 births a month,
approximately 70% of João Pessoa’s births and 14% of
the births in Paraíba.1 The evaluated maternity hospital
holds the title of BFH since 1997.
In order to estimate the prevalence of the fourth BFHI
step, face to face interviews were carried out using a
structured questionnaire – through the LimeSurveyTM®
software – applied to women admitted in the hospital’s
shared accommodation, who had given birth at least
12 and at most 36 hours before the interview. Postnatal
women with formal contraindications that hampered
skin-to-skin contact with their babies and/or early
breastfeeding were excluded, namely: newborns
with very low birth weight (less than 1,500g) or with
gestational age – evaluated by the Capurro method –
below 34 weeks or with Apgar score – at five minutes
– below 7; mothers who were positive to the human
immunodeficiency virus (HIV) or with positive HIV
serology recorded on medical records; and mothers
or newborns whose immediate destination was to an
intensive care unit (ICU).13 Cases of early neonatal death
and/or maternal death were also excluded.
The proper compliance with the fourth step of BFHI
(yes, no), putting newborns in skin-to-skin contact
with their mother in the first half hour of their lives,
as they remained in contact for at least 30 minutes or
until the babies’ first fed, was considered to be the
outcome variable.
The following variables were included to characterize
the mothers: age (in years: ≤19; 20 to 29; ≥30);
self-reported skin color (white, black, yellow,
brown; indigenous); marital status (single, married,
unmarried unions, widowed); religion (no religion,
catholic, evangelical/protestant, Jehovah's witnesses,
other); socioeconomic status, calculated by the
Brazilian Economic Classification Criteria (CCEB) in
economic strata (A1, A2, B1, B2, C1, C2, D and E),14
and city of origin (João Pessoa; metropolitan region
of João Pessoa; other cities from the state of Paraíba).
Other variables included were: type of delivery
(vaginal, caesarean section); location where the
prenatal care was provided (Primary Health Care Unit
[pregnant women at normal conditions]; Reference
Center [pregnant women with obstetric risk factors];
Private Clinics); guidance during prenatal care on the
importance of breastfeeding (yes, no); and guidance
during prenatal care on breastfeeding the baby in their
first hour of life (yes, no).

The data were collected in January 2014, for seven
days in a row, in a typical week, i.e. no unusual events
affected the service, such as holidays, lack of staff
or overcrowding, among others, typifying an easily
accessed non-probability sample. The interviews began
on a Monday and ended on a Sunday. As the institution's
work timetable is organized in shifts, with each team
working on their specific day, this way of collecting
data allowed us to contemplate the various dynamics
and routines that could exist at the work environment.
The variables were described by absolute and
relative frequencies. The hypothesis test used was
Fisher's exact test. The significance level was 5%.
In order to analyse the association between the
place where the prenatal care was provided and the
type of assistance offered to the interviewed women,
the variables adopted were 'type of labour', guidance
during the prenatal care on the importance of
breastfeeding' and 'guidance during the prenatal care
on breastfeeding the baby during the first hour of life'.
With regard to the assessment on whether there
was an association of any health care variable with
the outcome variable, the frequency of mothers who
completed the fourth step of the BFHI properly was
compared with the type of labour, place where the
prenatal care was provided and the guidance received
during the prenatal care on breastfeeding in general
and breastfeeding during the first hour of the baby's life.
The softwares Excel and SPSS 20® were used.
This study was approved by the Research Ethics
Committee of the University Hospital Lauro Wanderley,
from the Federal University of Paraíba: Report No.
508,904 (Brazil Platform).
Results
In the week chosen for data collection, in January
2014, a total of 125 women gave birth in the maternity
hospital chosen, and 113 of them were eligible for
the study. Out of the 113 women, 6 of them refused
to participate, resulting in a loss of 5.3% (Table 1).
Therefore, 107 patients were interviewed.
Most of mothers were between 20 and 29 years
old (48.6%). The majority self-reported to have
brown skin color (66.3%), were in an unmarried
union (58.0%) and believed in a particular religion
(73.8%). Less than 10% of the interviewees were
part of the upper socioeconomic strata. A great part
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Table 1 – Distribution of mothers excluded from the study (n=18), according to the established criteria in a
public maternity hospital from João Pessoa , Paraíba State, January 2014
Exclusion criteria

N

Refused to participate

6

Newborn weighing <1,500g or gestational age <34 weeks

9

Newborn immediately sent to neonatal intensive care unit – NICU

1

Early fetal or neonatal death
Total

2
18

Note: There was no exclusion of mothers with newborns with Apgar score <7 at five minutes, mothers with positive anti-HIV serology, those sent straight to an intensive care unit (ICU) and maternal death.

of the patients did not live in the city of João Pessoa
(45.8%) (Table 2).
Only two patients did not attend to prenatal care. The
percentage of caesarean sections was high (51.4%). Most
patients got prenatal care in Primary Health Care Units
(70.4%) and received guidance on breastfeeding during
prenatal care (60.0%); however, most of these guidelines
did not include the recommendation of breastfeeding in
the first hour of the baby’s life (57.1%) (Table 2).
There was no association between where the
prenatal care was provided and the type of labour
(p=0.08) (Table 3). The percentage of caesarean
sections was high among patients who got their prenatal
care in Primary Health Care Units (44.6%) (Table 3).
We observed a statistically significant association
between attending to prenatal care at a Primary
Health Care Unit (PHU) and receiving guidance
on breastfeeding their babies in the first hour of
life (p=0.007) (Table 3). Among the mothers who
received this guidance, 86.7% got the prenatal care in
Primary Health Care Units.
With regard to accomplishing the fourth step of
the BFHI, 54 women reported they had received
their babies on their lap in the first 30 minutes after
birth. The nursing staff, along with pediatricians, was
responsible for providing this early contact between
the mother and the baby (Table 4).
Although many mothers had had the chance to
hold their babies in their arms immediately after birth,
only 9.3% could have a skin-to-skin contact with their
babies for more than 30 minutes or until they had their
first breastfeeding – compliance of the fourth step
of the BFHI. The labour type was the only significant
variable associated with the achievement of the fourth
step of the BFHI (p<0.01). No patient who underwent
caesarean section had the opportunity to take the fourth
step of the BFHI as recommended (Table 5).

Discussion
The prevalence of compliance with the fourth
step of the BFHI was below the target recommended
by the Ministry of Health for the BFH. According
to instructions from the Ministry, at least 80% of
randomly selected mothers who gave birth without
general anaesthesia should confirm that their
babies performed the fourth step and that they were
encouraged to looking for – during this first contact
– signals that their babies were ready to be breastfeed
and receive help if necessary.1
All cases that presented any kind of formal
contraindications that could hamper skin-to-skin
contact with their babies and/or early breastfeeding
were excluded. Therefore, the study sample was only
composed by babies and mothers who were able to
have skin-to-skin contact, as recommended by the
Ministry of Health. The finding of this study is alarming,
especially because it was conducted in a BFH. However,
it is similar to the findings in other hospitals which are
not “Child friendly”, according to an evaluation carried
out by Boccolini et al.15 in Rio de Janeiro between
1999 and 2001. That study showed that only 16.1%
of newborns are breastfed in their first hour of life.
The Brazilian National Survey on Labour and Birth,
conducted between 2011 and 2012, showed similar
results.16 In that survey, about 28% of the babies –
28.8% from the Northeast region – had skin-to-skin
contact with their mothers shortly after birth, and the
proportion of breastfeeding in the delivery room was
even lower – 16.1% in Brazil and only 11.5% in the
Northeast region.16
The aforementioned findings15,16 reveal that over
the past few years, despite growing evidence of an
increasing number of hospitals holding the title of
“Baby friendly” and the public policies designed
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Table 2 – Frequency of mothers (n=107) according to age, self-reported skin color, marital status, religion,
socioeconomic status, city of origin, type of labour, place where the prenatal was provided, guidance on
breastfeeding during prenatal and compliance with the fourth step of the Baby Friendly Hospital Initiative
(BFHI) in a public maternity hospital from João Pessoa, Paraíba State, January 2014
Characteristcs
Age group (in years)
≤19
20-29
≥30
Self-reported skin color
White
Black
Brown
Yellow
Indigenous
Marital status
Single
Married
Unmarried Union
Widowed
Religion
No specific religion
Catholic
Evangelical/Protestant
Jehovah’s Witness
Other
Socioeconomic status (according to economic strata)
A
B1
B2
C1
C2
D
E
City of origin
João Pessoa
Metropolitan region of João Pessoa
Other cities in Paraiba State
Labour type
Vaginal
Caesarian section
Place where the prenatal was provided a
Primary health care unit – PHS
Reference Center
Private Clinic
Guidance during prenatal care on the importance of breastfeeding a
Yes
No
Guidance during the prenatal care on breastfeeding the baby in the first hour of life a
Yes
No
Compliance of the fourth step of the Baby Friendly Hospital Initiative – BFHI
Yes
No
Total

N

%

22
52
33

20.6
48.6
30.8

16
14
71
3
3

15.0
13.1
66.3
2.8
2.8

18
27
62
-

16.8
25.2
58.0
-

28
52
24
1
2

26.2
48.6
22.4
0.9
1.9

1
9
31
28
23
15

0.9
8.4
29.0
26.2
21.5
14.0

58
17
32

54.0
16.0
30.0

52
55

48.6
51.4

74
26
5

70.4
24.8
4.8

63
42

60.0
40.0

45
60

42.9
57.1

10
97
107

9.3
90.7
100.0

a) Only patients who attended to prenatal care were included.
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Table 3 – Distribution of the place where mothers got their prenatal care (n=105), in relation to the type of
labour and general guidelines received on everyday breastfeeding and in the first hour of the baby's
life, in a public maternity hospital from João Pessoa, Paraíba State, January 2014
Variables

Place where the prenatal care was provided
PHU a
RC b
PC c
N

Type of labour
Vaginal
41
8
2
Ceaserean section
33
18
3
Guidance during prenatal care on the importance of breastfeeding
Yes
49
12
2
No
25
14
3
Guidance during prenatal care on breastfeeding the baby in the first hour of life
Yes
39
5
1
No
35
21
4
Total
74
26
5

Total

p-valued
N

%

0.080
51
54

48.6
51.4

63
42

60.0
40.0

45
60
105

42.9
57.1
100.0

0.129

0.007

a) Primary Health Care Unit
b) Reference Center
c) Private Clinic
d) Fisher’s exact test

Table 4 – Absolute number of babies put to early skin-to-skin contact with their mothers, according to the
professional responsible for this contact (n=54), in a municipal maternity hospital from João Pessoa,
Paraíba State, January 2014
Professionals responsible for the skin-to-skin contact between mother and baby
Nurse

N
23

Pediatrician

16

Obstetrician

12

Not informed
Total

3
54

There was no registry of assistance of doulas, physiotherapists, psychologists, or nursing technicians.

to encourage breastfeeding in Brazil, there was no
change in the scenario regarding early breastfeeding,
revealing a huge discrepancy between the most up
to date scientific evidence and the everyday clinical
practice of maternity hospitals.
Adherence to the fourth step of the BFHI still
remains a challenge throughout the country; even
though it is higher in the Northeast region, where the
BFHI is established, only a few babies have the chance
to be breastfed in their first hour of life.
However, some Brazilian cities managed to improve
breastfeeding indicators. This is the case of Feira de
Santana, in Bahia State, where, over a period of eight
years, an increase of 16.7p.p was achieved (52.2% in
2001 to 68.9% in 2009) in the proportion of children
breastfed in the first hour of life.17

In this study, we found that the nursing staff
and the pediatricians were responsible for making
the implementation of the fourth step of the BFHI
possible, which may be a consequence of how the
responsibilities on a typical maternity hospital routine
are organized, meaning that the health professionals
are the care protagonists, not leaving much room for
companions, doulas, obstetricians, and other health
professionals that are essentially responsible for the
mother’s assistance.
The relationship between the adequate compliance
with the fourth step of the BFHI and the type of labour is
similar to the one observed in another study conducted
in the South region of Brazil and published in 2008,
which evaluated the factors associated with breastfeeding
start. The authors of that study found that both skin-to-
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Table 5 – Frequency of mothers who completed the fourth step from the Baby-Friendly Hospital Initiative
(BFHI) properly in relation to the labour type, where the prenatal care was provided and guidance on
breastfeeding during prenatal care, in a public maternity hospital from João Pessoa, Paraíba State,
January 2014
Compliance with the fourth step of the BFHI
Yes
No
N

Variables

Type of delivery
Vaginal
10
42
Ceaserean Section
–
55
Place where the prenatal care was provided b
Primary Health Care Unit
9
65
Reference Center
1
25
Private Clinic
–
5
b
Guidance during prenatal care on the importance of breastfeeding
Yes
6
57
No
4
38
Guidance during prenatal care on breastfeeding the baby in the first hour of life b
Yes
4
41
No
6
54
Age group (in years)
≤19
3
19
20-29
6
46
≥30
1
32
Total
10
97

Total

p-valuea
N

%

52
55

48.6
51.4

74
26
5

70.5
24.8
4.8

63
42

60.0
40.0

45
60

42.9
57.1

22
52
33
107

20.6
48.6
30.8
100.0

<0.001

0.351

0.625

0.562

0.312

a) Fisher’s exact test
b) Only patients who got their prenatal care were included

skin contact and the time spent by the babies and their
mothers soon after birth are reduced in case of caesarean
sections, even if other factors are considered.18
Boccolini et al.15 and Moreira et al.16 also found
out that vaginal birth is significantly associated to
skin-to-skin contact and breastfeeding in the first hour
of the baby’s life. Boccolini et al.15 also observed that
breastfeeding in the first hour of life is determined
essentially by the maternity facility where the births take
place, however individual factors such as age, parity
and mother’s education level do not play a significant
role. These findings15,16 together with this present study
show that the choice of the maternity facility interferes
with successful breastfeeding in the studied locations.
We can affirm that the compliance with the fourth
step is connected with the labour care model, and the
prevailing labour care model in Brazil is one of the
major inducers of the reality observed.
A qualitative research conducted in Australia – a
country with a less interventionist labour care model

– related to the perception of Australian health
professionals regarding the implementation of the
BFHI, showed that skin-to-skin contact between the
mother and the baby was considered the easier step
of the BFHI to be implemented. During the interview,
one of the professionals said, "You can just leave your
mother and baby there quite happily".19
In the US, where breastfeeding rates are still low,
there is an increasing rate of newborns that were put
in skin-to-skin contact with their mothers. According
to the CDC/USA, maternity hospitals that properly
accomplished the fourth step accounted for 90%
or more, increasing from 43.4% in 2009 to 54.4%
in 2011, thanks to an American national policy that
resembles the BFHI worldwide policy.4
A USA study published in 2012 on the difficulties
to overcome the barriers that prevented the medical
staff of the hospital from adopting the recommended
practices by the BFHI points out some issues related
to the main problems encountered, such as cultural
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background, out-dated practices and misinformation.
It concluded that overcoming these obstacles requires
time and determination. After continuous intervention
to change work proceedings related to labour
assistance and postpartum, the USA hospital service
evaluated managed to expand the practice of the fourth
step of the BFHI, from 0% in May 2010 to over 85%
December 2010.20
Another point to be questioned in this context is the
labour type. As noted in this study, there was a high
proportion of non-compliance with the fourth step of
the BFHI when the caesarean section was performed.
Leal et al.,21 in the study 'Birth in Brazil' (Nascer
no Brasil), conducted between February 2011 and
October 2012, found that the caesarean section rate
was 51.9% in Brazil. Considering only the usual
obstetric caesarean risk, caesarean section rate
decreased to 45.5% and natural labour accounted for
only 5.6%. Those findings are similar to the ones from
the present study: a caesarean section rate of 51.4%.
In both studies, the incidence of caesarean section
was high, well above the recommended by the Ministry
of Health in its Decree MS/GM No. 2,816 dated 29 May
1998 that established a payment of at most 30% of
caesarean sections, compared to the total number of
labour per hospital.22
The Brazilian obstetric care model is seen as
interventionist. The caesarean section rate is the highest
expression of this model and it is among the highest
ones in the world,23 close to China (46.2%), Turkey
(42.7%), Mexico (42%), Italy (38.4%) and the USA
(32.3%); and far superior to England (23.7%), France
(20%) and Finland (15.7%).24
Souza and Pileggi-Castro 25 observed that the
abuse of caesarean sections in Brazil is a complex
and varied problem, involving, among other factors,
the protagonism of obstetricians on labour care,
commercial issues which make this surgery more
convenient for many health professionals, and the
perception of a considerable portion of the population
of the potential superiority of this labour type.
The challenge to change women and newborns
health care is huge. It demands strong efforts of many
managers and health professionals dedicated to these
practices, as well as the participation of women and
social movements to share their desires and needs.
The change of this reality should start in family
planning and prenatal care, as suggested by the Stork

Network (Rede Cegonha), in a timely way, and led by
educational and protective actions.3,26
In this study, the coverage of prenatal care for
the women interviewed was almost complete, which
represents the Brazilian reality.27 More than 60% of
the mothers reported having received guidance on
breastfeeding during prenatal care, although these
advices did not always include breastfeeding in
the first hour of the baby’s life: less than half of the
mothers were instructed to this practice. The results
are worse than those found by Viellas et al.27 which
presented a ratio of approximately 70.6% of women
who gave birth in the Northeast region and 64% of
Brazilian mothers who had received guidance on
breastfeeding in the first hour of life; the findings of
Boccolini et al.,28 were that 25% of the mothers had
not received any information about breastfeeding
during prenatal care.
Even if in this research the information received
on breastfeeding was not associated with the outcome
(adequacy of the fourth step), we should question
again the women's autonomy and their role within
the hospital scenario where they give birth. The
understanding of mothers on breastfeeding did not
affect the prevalence of the fourth step of the BFHI
in the hospital where the study was conducted. This
result demonstrates that the hospital routine leads
labour care, without incorporating humanitarian
precepts, and that mothers are susceptible to the
practices within the maternity hospital, having no
power to interfere in the decision of having skin-toskin contact with their babies and/or feed them in
their first hour of life.
Association between receiving information on
breastfeeding and the place where pregnant women
got their prenatal care was not possible, showing that
prenatal educational practices are deficient both in
Primary Health Care and in Reference Centers.
Boccolini et al.15 reported the need for mothers’
empowerment to breastfeed in the delivery room,
respecting their condition and sociocultural diversity,
so that they can participate as protagonists in the
act of breastfeeding their babies in the first hour of
life. Monteiro Gomes and Nakano29 understand that
the change in attitude of health professionals, with
the interaction of the mother-baby binomial, can
make the achievement of the fourth step of the BFHI
easier, in a way that it will not be a mechanical and
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fragmented action, but an action conducted with
respect and care.
Another aspect to mention is the evaluation process
for obtaining and maintaining the title of “BabyFriendly” Hospital. The evaluators themselves believe
that the tools used are partially trustworthy, and are not
able to grasp the reality of institutions.30
All in all, the compliance with the fourth step of
the BFHI is not conducted as recommended in the
hospital where this study was carried out. The low
prevalence of skin-to-skin contact between mother and
baby in the first hour of life seems to be a reflection
of the Brazilian obstetric care model, in which,
however, prevails an excess of interventions and female
submission.15,21,23,25,29
We suggest new evaluations on BFH, aiming at
keeping the quality of care, incorporating the reality
and complexity of each maternal and child health unit
and its action scenario.
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