Affordable Care Act and the Impact on Breastfeeding

1. AMCHP Health Reform Fact Sheet
2. USBC: Breastfeeding Saves Dollars

3. Dellifraine—Exploring Costs, Benefits, and Challenges of
Baby Friendly




ASSOCIATION OF MATERNAL & CHILD HEALTH PROGRAMS

Fact Sheet

Health Reform: What is in it to Promote Breastfeeding?

3 PR Introduction
AMCHP S Role Breastfeeding is one of the most effective measures to protect
the heatth of infants. According to the U.S. Surgeon General,
AMCHP supports state maternal breastfeeding protects babies from infections and ilinesses, including
* and child health (MCH) programs diarrhea, ear infections and pneumonia. In addition, breastfed babies

are less likely to develop asthma and those who are breastfed for six
: SRd provides hational edershi months are less likely to become obese. Mothers also benefit from
_on issues affecting women and breastfeeding. Research shows that women who breastfeed have a

children. We work with partners at
 the national, state and local levels to

decreased risk of breast and ovarian cancers.

According to the Centers for Disease Control and Prevention (CDC),

~ promote women'’s heaith; provide and 75 percent of mothers initiate breastfeeding after the birth of a child.
)\ . promote family-centered, community- Yet, breastfeeding rates fall to 43 percent nationally after six months.
3 Additionally, disparate rates among racial and ethnic groups persist
B Lo s Lo with 58 percent of African-American women initiating breastfeeding
and chiidren; and facilitate the and only 28 percent continuing to breastfeed after six months.
f devalopnm of community-based
' systems of services for women, Persistent barriers for women to initiate and continue to breastfeed
. include a lack of accommodation to breastfeed or express milk
, d’m“ and their families. at the workplace, experience or understanding among family and
community members of how to best support breastfeeding mothers,
-,-,,. AMCHP National Center for opportunities for breastfeeding mothers to communicate and support
each other, up-to-date instruction and information on breastfeeding
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from health care professionals, as well as some hospital policies that
make it challenging for women to initiate breastfeeding.

Breastfeeding promotion is currently a significant focus of national
health policy. In January 2011, the U.S. Surgeon General released
a Call to Action to Support Breastfeeding. The Call to Action

pmmam/\ffomm CamAct: summarizes research on the health benefits of breastfeeding
(ACA) for improving semces 3 and ogtllnes actions mothers, families, comrnumhes, health care
agencies, employers, researchers and public health agencies can
systems and health outoomeg for take to support healthy breastfeeding practices. Simultaneously, the
; U.S. Baby-Friendly Hospital Initiative encourages and recognizes

MCH populations. =
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hospitals and birthing centers that offer an optimal level of care for
infant feeding practices and have implemented the Ten Steps for
Successful Breastfeeding for Hospitals outlined by the World Health
Organization. Moreover, the Patient Protection and Affordable Care
Act (ACA) offers states and communities additional opportunities to
strengthen breastfeeding support. Highlights of key ACA provisions
are below.



Breastfeeding Provisions in the
Patient Protection and Affordable
Care Act

Requires lactation support for new health
insurance plans through the Women’s Preventive
Service Regulation (Sec. 2713).

Under the ACA, new health insurance plans are
required to provide coverage for women'’s preventive
health services as identified by the Institute of
Medicine (IOM) in its July 2011 report, Clinical
Preventive Services for Women: Closing the Gaps.
One of those required health services is breastfeeding
support, including supplies and counseling.

In issuing its report, the IOM report affirmed previous
national recommendations and guidelines on
breastfeeding most notably breastfeeding support
during pregnancy and after birth that is integrated into
the health care system, related training of clinicians
and other health care team members, and lay support
(such as peer counseling) as a provided service.
Comprehensive breastfeeding counseling and
supplies was identified as a gap in current coverage.

in August 2011, the U.S. Department of Health and
Human Services issued guidelines requiring new
health insurance plans beginning on or after Aug. 1,
2012, to cover comprehensive breastfeeding support,
counseling and costs of breastfeeding equipment
without charging a co-payment, co-insurance or a
deductible.

» Comprehensive breastfeeding support is
defined as interventions that are available both
during pregnancy and after birth to promote
breastfeeding. The guidelines specify that
support is to be made available to women in
conjunction with each birth.

* Breastfeeding counseling is defined as
coverage of a trained provider available to
provide counseling services to all pregnant
women and to those in the postpartum period
to ensure the successful initiation and duration
of breastfeeding.

* Breastfeeding equipment is defined as the
costs of renting breastfeeding equipment.

Supports community efforts to promote
breastfeeding through the Prevention and Public
Health Fund (Sec. 4002).

The ACA established a new source of public heaith
funding, the Prevention and Public Health Fund
(PPHF), to promote investments in wellness, disease
prevention and protection against public heaith
emergencies. The PPHF currently funds community-
based breastfeeding promotion through direct support
to hospital systems in order to obtain a ‘Baby-Friendly’
designation through the Best Fed Beginnings initiative
(see the text box below for a description of “baby-
friendly” hospital).

The Best Fed Beginnings initiative promotes the
pursuit of a baby-friendly hospital designation among
hospitals by funding a 22-month learning collaborative
for hospitals and health care providers to implement
evidence-based matemity care practices and the
recognized Ten Steps to Successful Breastfeeding.
This funding is designed to help 90 hospitals
nationwide obtain a “baby-friendly” designation by the
spring of 2014.

Ten Steps to Successful
Breastfeeding for Hospitals 4
In order to obtain a ‘baby-friendly’ designation, hospitals
must implement the Ten Steps to Successful
Breastfeeding established by the World Health
Orgamzatm These Ten Steps are:
~i 1. Have a written breastfeeding policy that is
routinely communicated (o all health care staff
2. Train all health care staff in skills necessary to
ia implement this palicy
& Inform all pregnant women about the benem
-and management of breastfeeding .
4. Help mothers initiate. bmastfoodm wﬂhh on
hour of birth
5. Show mothers how to bmash"eedandhowro
_maintain lactation, evm rf they am sepamlad ,
- from¥ theix infants
= Givenawbammfantsnofoodardﬂnkathertﬁan
- breastmilk, unless med:cally indicated= .~ - -~
7. Practice “rooming in"™- allow mothers and lnfants
- toremain together 24 hoursaday = ,

8 Encourage breastfeeding on demand

9. Give no pagifiers or artificial nipples to
. - breastfeeding infants:
- 10. Foster the establishment of breastfeeding
" support groups and refer mothers to them on-
discharge from the hospital or clinic. :
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Additionally, funding from the Community
Transformation Grant (CTG) program, which is

a component of PPHF, can be used to support
breastfeeding promotion. The CTG program supports
community-level efforts to reduce chronic diseases,
such as heart disease, cancer, stroke, and diabetes,
by promoting healthy lifestyles. Community agencies
design and submit proposals for funding through the

CTG program based on a list of “approved” strategies.

Increasing the number of designated baby-friendly
hospitals and increasing policies and practices to
support breastfeeding in health care, community,
workplaces, and learning and childcare settings
are two of the “approved” strategies that will be
considered under the CTG program.

Protects the rights of nursing mothers in the
workplace (Sec. 4207).

The ACA amends the Fair Labor Standards Act
(FLSA), also known as the Federal Wage and Hour
Law, to require that employers provide reasonable
break time for an employee to express breast milk
for her nursing child for one year after the birth of the
child. The law guarantees the employee break time
each time she needs to express milk. In addition,
employers are required to provide a private place
(i.e., non-bathroom) that is shielded from view

and free from intrusion from coworkers and the
public for nursing mothers to express breast milk
during the workday. As long as nursing employees
are completely relieved of their duties during the
break time, the law does not require employers to
compensate an employee for this time. The new
requirements, however, do not preempt state laws
providing greater protection to employees, such

as state laws providing compensated break time.
Employers with fewer than 50 employees are not
subject to FLSA break-time requirement if compliance
with the provision would impose an undue hardship.

On Dec, 22, 2010, preliminary guidance was issued
by the U.S. Department of Labor (DOL) to help
provide employers useful guidance to consider in
establishing policies for nursing employees. The
guidance was compiled from public health and
lactation experts and helps define the provision of
the new ACA law. The DOL does not plan on issuing
further regulations implementing these provisions;
however, at a future point in time the agency may
offer more updated guidance and address more
complicated situations (i.e., situations where the
work place is not in an office building, situations
where it may be appropriate to develop a shared

space that can be used by employees from multiple
employers, and situations where employees are not
in a fixed location or where they are hosted by a client
throughout their shift).

Summary points from the current DOL guidance are
outlined below:

* Reasonable break time - frequency: The
frequency and time nursing employees will need
to express breast milk will vary depending on the
factors, such as the age of the baby, the number
of breastfeedings in the baby’s normal schedule,
and whether the baby is eating solid food. In the
early months of a baby’s life, nursing employees
will typically need two to three breaks during an
eight-hour shift.

* Reasonable break time — length: Typically,
the act of expressing breast milk alone will
take nursing employees 15 to 20 minutes. The
guidance suggests, however, the actual length of
breaks for nursing employees will vary
depending on additionai factors, such as the
location of the private space and the amenities
nearby (proximity of a sink or washing area,
storage for the milk, etc.).

« Appropriate space: Where practicable, the
law requires employers to make a room available
for use by nursing employees to take breaks and
express breast milk. Where it is not practicable
to provide a room, the requirement can be met
by creating a space with partitions and curtains.
With any space provided, windows should be
covered and signs be made available to
designate the space is in use or a lock available
for the door. The space can be a temporary
creation/conversion and does not have to
be permanently dedicated to nursing mothers.
Bathrooms and locker rooms without sufficient
differentiation between the toilet area and the
space reserved for expressing breast milk would
not meet the requirements of the law. At a
minimum, the space must provide the nursing
employee with a place to sit and a flat surface,
other than the floor, on which to place the breast
pump. In addition, the regulation requires
employers to provide a place where expressed
breast milk can be reasonably stored. This does
not mean employers must provide refrigeration
for the storage of breast milk; however, they
must allow employees to bring insulated food
containers to work and ensure there is a place
for storing both the pump and insulated
containers while they are at work.



Everyone pléys a role iﬁ:!‘\ieiping:;;
women breastfeed: the Surgeonf*

General Call to Action

OnJan. 20, 2011 Surgeon General Regma M
Benjamin issued a Call to Action to Support
Breastfeeding, outlining recommended steps that
can be taken by mothers, families, communities,
health care agenczes? employers; researchers anct -
public health agencies to remove someofthe
obstacles faced by women who want to breastfeedif
their babies. A “Call to Action” is a science-based
dament to stimulate action natmnw;de to solve

How Can MCH Programs Use the
ACA to Strengthen Breastfeeding
Efforts for Women?

Women who choose to breastfeed need information
on the benefits of breastfeeding, as well as external
support to meet their breastfeeding goals. MCH
programs can utilize opportunities in the ACAto
strengthen, promote and support breastfeeding

mothers. As states proceed with ACA implementation,

MCH programs and their partners can maximize
the opportunities presented by the ACA to promote
breastfeeding through strategies that include the
following:

» Use the Surgeon General's Call to Action to
help guide efforts to promote and strengthen
breastfeeding efforts and strategic initiatives
among public health agencies and partners

» Develop partnerships with hospitals to promote
baby-friendly designations using the Ten Steps
to Successful Breastfeeding and Baby-Friendly
Hospital resources

+ Partner with colleagues in chronic disease to
apply for and use Community Transformation
Grant funding to develop and strengthen
community-level activities and initiatives to
promote breastfeeding

» Work with partners to develop and implement
statewide maternity care quality standards for
hospitals to support breastfeeding

+ Provide resources to employers to help guide
implementation of regulations on reasonable
break time for nursing mothers

Sources and Selected Resources
for Further Information

The Surgeon General Call to Action to Support
Breastfeeding

» surgeongeneral.gov/topics/breastfeeding

U.S. Women’s Preventive Services Guidelines

» hrsa.gov/iwomensguidelines

«  Full Institute of Medicine Report available
at: iom.edu/Reports/2011/Clinical-Preventive-
Services-for-Women-Closing-the-Gaps.aspx

U.S. Department of Labor Break Time for Nursing
Mothers Regulations and Guidance

« Break Time for Nursing Mothers: Overview,
General Guidance, Additional Resources:

www.dol.goviwhd/nursingmothers
» Federal Register containing preliminary guidance
to employers implementing new regulations on

reasonable break times for nursing mothers:
webapps.dol.gov/FederalRegister/PdfDi

aspx?Docld=24540

The Centers for Disease Control and Prevention
« Community Transformation Grant Program:

dc.govicomm ransformation/index.h
+ 2011 United States Breastfeeding Report Card:
cdc.gov/breastfeeding/d orfcard . htm

« Baby Friend Hospital Initiative:
cde.gov/VitalSigns/BreastFeeding

- Best Fed Beginnings, nichq.org/our_projects/
cdcbreastfeeding.htmi|
The Business Case for Breastfeeding

+ womenshealth gov/breastfeeding/ government-in-
action/business-case-for-breastfeeding/index.cfm

This fact sheet was made possible with funding support
provided by the W.K. Kellogg Foundation. i{s contents
are the sole responsibility of the authors and do not.
necessarily represent the official vnew of the W.K.
Kellogg Foundation.

This fact sheet is part of an AMCHP series of tools,
documents and resources on implementation of the. -
ACA and ifs impact on maternal and child health:
populations: For more information; please visit the
AMCHP website at: amchp.org: AMCHP staff can be
reached by phone at: (202) 775-0436.




Breastfeeding Saves Dollars & Makes Sense

Good for Families, Employers, and the Economy

All major medical authorities recommend that babies get no food or drink other than
human milk for their first six months and continue to breastfeed for at least the first 1-2
years of life. Increasing breastfeeding rates can save billions of dollars by preventing
acute illnesses in infants as well as many costly chronic diseases in mothers and children.

v Good for Families

Human milk is the preferred and most appropriate source of infant nutrition,
adapting over time to meet the changing needs of the growing child.

Breastfeeding is a proven primary prevention strategy, building a foundation for life-
long health and wellness.

The act of breastfeeding builds a strong emotional connection between the mother
and infant.

v' Good for Employers

More than 50% of women with infants are in the labor force.

Employers that provide lactation support experience an impressive return on
investment, including lower health care costs, absenteeism, and turnover rates, and
improved morale, job satisfaction, and productivity.

The retention rate for employees of companies with lactation support programs is
94%; the national average is 59%.

v Good for the Economy

If 90% of U.S. mothers exclusively breastfed for six months as recommended by
medical providers, the nation could save $13 billion and prevent the loss of 911
lives, annually.

Breastfeeding is green: no containers, no paper, no fuel to prepare, and no
transportation to deliver; it reduces the carbon footprint by saving precious global
resources and energy.

100

U.S. Breastf.eeding Rates, Unfortunately, the CDC
2009 births (%) and FDA recently found

50 4

that 60% of women do not
even meet their own
breastfeeding goals.

Initiate breastfeeding Exclusive breastfeeding
at six months

USBreastfeeding.org %  MomsRising.org



Many federal agencies have begun to implement
recommendations of The Surgeon General's Call to Action to
Support Breastfeeding...

» The Department of Health & Human Services (HHS) “Healthy People” initiative sets
science-based, ten-year national objectives for improving the health of all
Americans. The 2020 objectives call for increased breastfeeding initiation, duration,
and exclusivity, and also address and measure recognized barriers to breastfeeding
success. In the National Prevention Strategy, HHS also recommends support for
policies and programs that promote breastfeeding.

« The Centers for Disease Control and Prevention (CDC) recognizes that maternity care
practice improvement is a key national strategy and is supporting Best Fed
Beginnings, an effort by the National Initiative for Children's Healthcare Quality
(NICHQ) to help hospitals nationwide make quality improvements to better support
mothers and babies to breastfeed.

« The HHS Business Case for Breastfeeding is a comprehensive program designed to
educate employers about the value of supporting breastfeeding employees, and to
provide tools and guidance for implementation.

= The Institute of Medicine report, Accelerating Progress in Obesity Prevention, calls
for promotion of “breastfeeding-friendly environments.”

...but Congressional action is urgently needed to remove barriers
to breastfeeding success.

>

Improved Workplace Accommodations. One of the main causes for the drop-off in
breastfeeding rates is the lack of effective, reasonable workplace accommodations.
While more than three out of four U.S. mothers initiate breastfeeding, less than half of
these moms are still breastfeeding at six months postpartum. Workplace lactation
support is simple and cost-effective for employers and critical for employees’
breastfeeding success. Legislative action is needed to ensure that the federal law that
requires employers to provide unpaid break time and a place for mothers to express
breast milk covers ALL working mothers.

Improved Maternity Care Practices. Birth facility practices often reflect clinicians’
personal experiences and may be based on misinformation that interferes with
breastfeeding. “Baby-Friendly” designated hospitals use the bundle of evidence-based
care processes that most effectively support all mothers to be able to carry out their
own infant feeding intentions and decisions. Federal policy should continue to support
expansion of public health agencies’ capacity to provide assessment of and technical
assistance with Baby-Friendly practices, and creation of incentives for participation.

Improved Consumer Protections regarding Infant Formula Labeling and Marketing
Claims. Too many new mothers receive free formula while they are still pregnant and
arrive home from the hospital to see advertisements on television, on the Internet, and
in publications touting the admirable qualities and attractiveness of infant formula.
Federal policy should help hold marketers of infant formula accountable for complying
with the International Code of Marketing of Breast-Milk Substitutes, and should take

steps to ensure that claims about formula are truthful and not misleading.

For version with full references, please visit www.usbreastfeeding.org/dollars-sense
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A Transition Strategy for Becoming a Baby-Friendly Hospital:
Exploring the Costs, Benefits, and Challenges

Jami Dellifraine! Jim Langabeer 11! Rigoberto Delgado? Janet F. Williams2 and Alice Gong®

Abstract

The objectives of this study were to provide an economic assessment as well as a calculated projection of the
costs that typical U.S. tertiary-care hospitals would incur through policy reconfiguration and implementation to
achieve the UNICEF/World Health Organization Baby-Friendly® Hospital designation and to examine the
associated challenges and benefits of becoming a Baby-Friendly Hospital. We analyzed hospital resource utili-
zation, focusing on formula use and staffing profiles at one U.S. urban tertiary-care teaching hospital, as well as
conducted an online survey and telephone interviews with a selection of Baby-Friendly Hospitals to obtain their
perspective on costs, challenges, and benefits. Findings indicate that added costs for a new Baby-Friendly
Hospital will approximate $148 per birth, but these costs sharply decrease over time as breastfeeding rates

increase in a Baby-Friendly environment.

Introduction

N 1991 THE WorLD HeaLtH OrRGANIZATION (WHO) and

the UNICEF started the Baby-Friendly® Hospital Initiative
(BFHI) as a means to increase breastfeeding rates, as well as
“...encourage and recognize hospitals and birthing centers
that offer an optimal level of care for infant feeding. The BFHI
assists hospitals in giving mothers the information, confi-
dence, and skills needed to initiate and continue breastfeeding
their babies successfully or feeding formula safely, and gives
special recognition to hospitals that have done so.”" Hospitals
seeking the Baby-Friendly Hospital designation must im-
plement a set of strict norms embodied by the Ten Steps to
Successful Breastfeeding. Despite substantial research doc-
umenting the clinical importance of breastfeeding”™* and the
fact that Baby-Friendly Hospitals do have higher breastfeed-
ing rates,”” U.S. hospitals have been slow to pursue the Baby-
Friendly designation.® As of May 2012, only 143 hospitals and
birthing centers in the United States had achieved the Baby-
Friendly Hospital designation since the program was offi-
cially initiated in 1997, representing only 4.5% of the 3,143 U.S.
hospitals that offer matemnity care.*? In 2011, Baby-Friendly
facilities were responsible for approximately 210,000 births, or
about 5% of the 4.2 million annual births in the United
States.'

The Baby-Friendly Hospital Initiative supports the Interna-
tional Code on the Marketing of Breast-milk Substitutes
(“WHO Code”). The WHO Code stipulates that healthcare fa-

cilities and professionals neither accept nor offer free or low-
cost substitutes for human milk.® Forgoing the acceptance of
donated or heavily discounted formula and related supplies
from manufacturers and vendors can create a significant im-
pediment to becoming Baby-Friendly. Because these products
are no longer free to the hospital pursuing a Baby-Friendly
designation, they must be procured at wholesale costs. Despite
being largely undefined, these costs are often cited as the
greatest obstacle to implementing Baby-Friendly programs.'!
The costs of providing formula are particularly concerning for
administrators of large urban academic medical center hospi-
tals serving predominantly indigent and minority populations
because exclusive breastfeeding rates among minorities and
low-income families are significantly lower than those found
among white women of higher sociceconomic status.'” In ad-
dition, the Baby-Friendly designation necessitates multiple
transition stages in order to become fully implemented,'! re-
quiring a hospital to invest or redirect limited resources, such as
personnel time, information technology, and financial capital.
No detailed information on costs of pursuing and achieving
Baby-Friendly designation exists. An economic analysis of
breastfeeding was recently reported that approached the issue
through emphasis on the significant financial burden that
suboptimal breastfeeding rates in the United States posed on
society due to pediatric morbidity and mortality that would
have been obviated by greater breastfeeding prevalence.'? The
published literature on the economics of pursuing Baby-
Friendly designation in the United States comprises only a brief

'Fleming Center for Healthcare Management, “University of Texas School of Public Health, Ho;;ton, Texas.

University of Texas Health Science Center San Antonio, San Antonio, Texas.
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case study of one hospital’s Baby-Friendly transition process
and other limited and anecdotal evidence.'® Sound economic
data would provide another perspective for hospital adminis-
trators and financial officers as well as nursery service and
obstetric care practitioners to view the direct and immediate
economic impact of achieving the Baby-Friendly designation.
The purpose of this study was to provide a financial analysis of
the potential costs one index hospital would incur through
undertaking the process to become a Baby-Friendly Hospital,
as well as to document other challenges and benefits reported
by extant Baby-Friendly Hospitals.

Materials and Methods
Cost analysis

Through survey and interview of key nursery management
personnel at a single large, southwestern U.S., metropolitan
health district and academically associated hospital that was
not engaged in obtaining the Baby-Friendly designation,
various data about neonatal feeding resources utilization
were collected, and a cost analysis was conducted. This study
was reviewed and approved by the University of Texas In-
stitutional Review Board.

The index case hospital was selected by convenience of
location and ability to serve as a proxy for similar-sized hos-
pitals with about 2,800 births per year. The study involved
quantifying and analyzing usage and costs of neonatal feed-
ing supplies (e.g., infant formula, bottles, nipples) and asso-
ciated staff labor. Initial Baby-Friendly implementation costs,
such as programmatic application fees and staff training, as
well as ongoing and recurring Baby-Friendly maintenance
costs, including annual redesignation fees, material, supplies,
training, additional staffing, and organizational changes,
were included in the analysis. Costs were established for a
range of peripartum case scenarios to account for potential
variances in birth-related factors (e.g., term, cesarean, etc.), so
that cost projections could be made. For each scenario, best
case (A), moderate (B), and worst case (C) “economic cost
vignettes” were projected. The approach used considered cost
from the “provider perspective,” meaning it detailed the
economic impact at only the organizational level and not the
patient or society level. Supply costs were evaluated at aver-
age wholesale hospital pricing in order to represent standard
group-purchasing discounts. Most large hospitals do not pay
retail pricing because of large purchasing volume discounts.
Typical wholesale or hospital discounts for hospital group
purchasing organizations are between 15% and 30% for this
size organization. These two discount end points (15% and
30%) were included in the model in order to reflect repre-
sentative cost structures.

Underpinning our cost calculations were several key as-
sumptions. First, we chose our index hospital with 2,800 de-
liveries annually and assumed its costs would be
representative of similar U.S. hospitals. To calculate expected
infant feeding supply and staffing costs, we used 5% as the
average percentage of births expected to have complications
that would entail greater feeding costs than would normal
breastfeeding. We assumed that an additional 10% of babies
would be preterm who may not be able to breastfeed exclu-
sively and would require human milk fortifiers and possibly
preterm formula. We then assumed that the remainder of
births would be composed of normal term vaginal births

DELLIFRAINE ET AL.

TasLg 1. SuppLies BY BIrTH TyPE wiTH ESTIMATED
Reramn anp Discountep CosTs

Delivery Retail price  30%
type Item per case  discounted
Term Formula with iron, $79.00 $55.30
20cal/oz
Term and Nipple, disposable $173.00 $121.10
preterm
Preterm  Formula, premie, 24cal/oz  $79.00 $55.40
Formula, premie, 24cal/oz  $75.00 $52.50
Nursers: Volu-feed
disposable
Human milk fortifier $162.00 $11340

(65%) and term births by cesarean section (20%). Based on
these distributions, we projected that between 85% to 90% of
babies born at any given time in our index hospital should be
able to breastfeed.

To obtain cost for birth type (term and preterm), market-
value supply costs of specific products as shown in Table 1
were collected from the hospital supply list. We estimated
costs at wholesale value based on the average cost of formu-
la(s), as well as at a full or 30% discounted value.

Three scenarios representing the hospital’s total formula
costs were created with the Case C or worst-case cost scenario
depicting expenses if the hospital was to pay full wholesale
formula prices. The “moderate” and “best” case scenarios
(Case B and A, respectively) estimate formula costs if the
hospital obtained a 15% or a 30% discount, respectively, from
wholesale formula costs, which is common and based on the
size of recurring bulk orders.

Survey

A brief 10-question survey instrument was designed and
utilized with Baby-Friendly designated hospitals to obtain
their perspective on costs incurred and benefits achieved. (The
survey instrument is available upon request for the corre-
sponding author.) From the group of 62 Baby-Friendly Hos-
pitals listed on the Baby-Friendly USA Web site in 2009, a
randomly selected sample of 40 U.S. Baby-Friendly hospitals
was contacted by one of the study researchers, and 20 Baby-
Friendly Hospitals (50%) agreed to participate in our e-mail
survey. E-mail contact information for a key nursery service
nurse administrator was obtained from these 20 Baby-
Friendly sites, and the 10-item electronic Baby-Friendly sur-
vey instrument was sent to this designated contact at each site.
Eighteen (90%) of the online surveys were completed. In ad-
dition, telephone interviews were conducted with these same
administrators in order to maximize the richness of the
qualitative description of the Baby-Friendly implementation
process. (The telephone survey questions are also available by
request from the corresponding author.) Of the 20 Baby-
Friendly Hospital nursery administrators originally asked to
participate in the online survey, 12 agreed to undergo the
supplemental and more extensive telephone interview. All 12
were among those who had already completed the online
survey. These semistructured interviews used scripted open-
ended questions, designed to capture what administrative
leadership personnel perceived to be the significant benefits
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and challenges of implementing a Baby-Friendly program. The
survey was used to inform our cost estimation calculations.

Results and Rationale
Cost estimation of becoming Baby-Friendly

The five separate cost components analyzed were for the
costs related to the (1) Baby-Friendly program application and
certification process, (2) formula and related supplies, (3)
organizational training, (4) personnel and staffing, and (5) the
organizational structuring and process.

Baby-Friendly Hospital program application and start-up
costs. To become a Baby-Friendly Hospital, hospitals must
go through a four-step process, the 4Ds: Discovery, Devel-
opment, Dissemination, and Designation. There is a $3,000 fee
for each of the last three phases (or $2,200 for each phase for
hospitals with fewer than 500 births per year)."> Additional
expenses of $1,500 were included in the total start-up costs to
cover the travel, lodging, and per diem for two site assessors
who conduct the Baby-Friendly final designation assessment
procedures and certify that the Baby-Friendly Ten Steps re-
quirements have been met. Once the Baby-Friendly designa-
tion has been obtained, there is an annual fee of $1,000 (US.)
to. maintain Baby-Friendly status. The Baby-Friendly Ten
Steps include a requirement that hospitals devote time to
developing and implementing policies and procedures for the
new Baby-Friendly program (unless these policies are already
in place) and provide education for patients regarding the
importance of breastfeeding. These costs were estimated to be
$1,700 for in-house development of educational materials,
including brochure printing and distribution to patients.
Policy and procedure development was estimated to include
an indirect cost derived from 40 hours of development time at
$25 /hour of lactation consultant (LC) time, or $1,500. In total,
initial Baby-Friendly programmatic expenses were calculated
at $13,700 for hospitals with more than 500 births per year and
$11,300 for hospitals with fewer than 500 births per year.
Recurring programmatic costs were projected to be $2,700
annually, which include $1,000 in Baby-Friendly redesigna-
tion fees and $1,700 for patient-education brochures, posters,
and promotional materials.

Materials and supplies’ costs. This category includes
standard prepackaged bottles of ready-to-feed infant formula,
disposable bottle nipples, and standard prepackaged bottles of
sterile water for infants, which is by far the largest direct cost
associated with Baby-Friendly certification. Costs of materials
and supplies will vary considerably based on the number of
mothers who initiate breastfeeding and the negotiated discount
rate for supplies. To estimate these costs, we extrapolated ex-
penses associated with the overall supply/order list provided
by our index hospital. This approach provided an institutional
cost estimate of formula (and related items, such as nipples),
which includes premature and sick babies admitted to the
neonatal intensive care unit, and a term birth-specific cost,
which excludes neonatal intensive care unit babies.

Year 0 is the base year at a hospital with a 25% exclusive
breastfeeding rate and 1,700 babies delivered vaginally each
year, reflecting the birth rate and breastfeeding rate of our
index hospital. Year 1 is the projected first year of full Baby-
Friendly implementation (i.e., starting after hospital assess-

ment demonstrates it met the criteria and eamed the Baby-
Friendly Hospital status), so we assume that the hospital will
have achieved a 40% exclusive breastfeeding rate. By Year 5,
the assumption is that the institution will have achieved an
80% exclusive breastfeeding rate upon hospital discharge.
Our assumptions are consistent with previous research that
shows Baby-Friendly Hospitals achieve an average exclusive
breastfeeding rate of 78%°; however, individual hospitals
contributing to this average may achieve lower or higher ex-
clusive breastfeeding rates.

There is a broad mix of necessary supply types, sizes, and
stock-keeping units. Using the institutional data provided by
the index hospital, nearly 2,600 cases of formula (with 48 units
of formula per case) were consumed in 12 months, which was
augmented by numerous other supplies. The estimated price
for each product was obtained from manufacturer price lists,
and expenses were calculated at $367,311 for the entire insti-
tution. The portion of expenses related to the premature ba-
bies was estimated at $265,513, showing that 72% of total costs
were consumed by 10% of the births. Premature infant supply
costs were determined by aggregating consumption of spe-
cific product types only used by premature babies. Table 2
presents these three cost projections for total formula ex-
penses to the hospital.

Formula and supply costs were then estimated at different
breastfeeding rates achieved over time. It is assumed that as
the BFHI is implemented and maintained, the hospital’s ex-
clusive breastfeeding rate will increase over time, and the
formula and supply costs will correspondingly decrease. The
largest drops in cost are seen as the exclusive breastfeeding
rate increases from 25% to 60%. This is because the amount of
supplies needed (such as formula and artificial nipples) will
drop dramatically, as will the associated costs. Costs will still
decline after achieving a 60% breastfeeding rate, just not in
large increments, because there will continue to be some ba-
bies who cannot breastfeed. This perpetuates corresponding
formula and supply costs, while costs to maintain Baby-
Friendly status (personnel, training, materials, and program
costs) also continue. This scenario, shown in Figure 1, depicts
formula and supply estimates at wholesale price and at 15%
and 30% discounts.

Organizational training costs.  As part of becoming Baby-
Friendly, nursing staff must be provided with 20 hours of

TasLE 2. COST SCENARIOS FOR SUPPLIES (ROUNDED
VALUES) AT 25% ExXCLUSIVE BREASTFEEDING RATES

Institutional
level (2,100
Sormula-fed Term baby
Scenario deliveries) costs only
At wholesale price $367,000 $103,000
(worst case) (28% of $367,000)
Less 15% discount $312,000 $87,000
(moderate case)
Less 30% discount $257,000 $72,000
(best case)
Most likely $148.57 $46.03
(15% discount) supply

cost per delivery
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25% 40% 50% 60%
Exclusive Breast Feeding Rate

B C - Retail Price
® B - 15% Discount
M A - 30% Discounmt

70% 80%

FIG.1. Average cost of formula and supplies decline as exclusive breastfeeding increases.

training on the advantages and management of breastfeeding,
inclusive of 5 hours of clinical competence verification. Our
survey of several Baby-Friendly Hospitals revealed that there
are a variety of training options at different costs. Most of the
respondents reported that training was viewed as an indirect
expense because nurses are aiready required to complete 24
hours of continuing education units per year. Several Baby-
Friendly Hospitals reported shifting their continuing edu-
cation units training to include Baby-Friendly training and
requiring nurses to complete a free online Baby-Friendly
training provided by the University of Virginia. Based on our
interviews with Baby-Friendly Hospitals, the most common
scenario for Baby-Friendly Hospitals was that they purchased
some training supplies and materials from Baby-Friendly
USA and required employees to be trained using these ma-
terials. However, if hospital practices, policies, and educa-
tional materials currently meet the BFHI guidelines, then
hospitals will not need to redevelop them. An LC would most
likely present the materials at two training sessions (about 2
hours), but the bulk of the training would be completed using
the shared materials. In this scenario, the first year costs in-
volve 20 hours of training and include one-time direct costs of
$330 for the purchase of Baby-Friendly training materials (two
DVDs, four books, and one teaching pack). The estimated
annual indirect cost is as follows: ($25/hour of LC time x40
hours of training) + (25 nurses x $25/hour of nursing time x 20
hours of training)=%$13,500. Estimated per hour rates for LCs
and nurses include salary plus benefits.

Physicians are required to complete a minimum of 3 hours
of training, but these costs were not included in this analysis
because physicians are generally not hospital employees and
thus not generating hospital expense. Additionally, physi-
cians can use the same education and training materials
purchased for the nurses and LCs, so additional material costs
were not included related to physician training.

Cost of personnel/staffing capacity increases. Currently
our index hospital has 1.5 LCs for 2,800 births and an exclu-
sive breastfeeding rate of 25%. The hospitals we surveyed
were much smaller, having an average of 1,700 births per

year, but all had one LC. This equates to a staffing ratio of 1.22
hours of LC resources per birth. Our index hospital has ap-
proximately 1.11 hours of LC resource per birth. Published
research reports that a hospital with 1,500 births and an 85%
breastfeeding rate needs about 2.5 full-time LCs (which equals
a ratio of 4.67 hours/birth).'* Although it will take time to
reach a breastfeeding rate of 85%, our index hospital should
anticipate increasing LC staffing to accommodate the increase
in breastfeeding rates, training requirements, startup time,
and number of births. Initially, an additional 0.5 fuil-time
equivalent LC should be added because the index hospital is
below the average staffing ratio (1.22 LC hours/birth) of the
Baby-Friendly Hospitals interviewed, and having more LCs
will promote expansion of the initial exclusive breastfeeding
rate. This 0.5 full-time equivalent LC is estimated to cost
$39,000 to cover $30,000 salary plus 30% fringe benefits.'® As
breastfeeding rates increase to 85%, the hospital should plan
to add as many as five full-time LCs to provide a total of 6.5
LCs and a ratio of 4.67 hours/birth.

Organizational process change costs. The two main
sources of organizational process change costs relate to
structural facility or process changes and to organizational
leadership resources invested to move the organization to-
ward Baby-Friendly status. Our index hospital is currently not
optimally designed for “rooming in” and is structured to
create and maintain divisional lines between the nursery and
peripartum personnel and routines. These two units are sep-
arated by a large space, as well as hierarchical authority
structures. To implement a Baby-Friendly program success-
fully, the space should be reconfigured, facilities should be
updated, and the hierarchical reporting structure should be
revised to create a more cohesive unit and patient-centered
experience. Nonetheless, assessment of the current index
hospital’s postpartum-nursery unit patient rooms provided
evidence that even without needed reconfiguration, both
mother and child could be accommodated comfortably. This
indicates that hospitals, although needing to invest in facili-
ties” modifications in the long term, may not need to do so as
an initial expense.

P
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TABLE 3. SuMMARY OF ESTIMATED CosTs OF BECOMING BABY-FRIENDLY, UsiNG THE MosT LikeLy CASE SCENARIO

Direct + indirect

Cost component Cost driver/assumptions Recurring One time
1. Programmatic application Application fees $1,000 (D)  $9,000 (D)*
and startup costs
Travel fees $1,500 (D)
Printing of educational brochures $1,700 (D)
Policy development (LC time) $1,500 (1)
2. Materials/supplies Based on number of deliveries who are formula-fed;  $245,000 (D)
based on 40% exclusive breastfeeding rates and 15%
wholesale discount
3. Organizational training Materials $330 (D)
Based on $25/hour x40 hours LC time +$25/hour $13,500 (1)
x 25 nurses x 20 hours of training
4. Personnel/staffing capacity increase 0.5 FTE LC, but may increase or decrease based $39,000 (D)
on number of deliveries and LCs needed
5. Organizational /process changes Based on 10% time costs of one middle manager $9,750 (I)
to champion the process and address issues
Total indirect costs $9,750 $10,830
Total direct costs $286,700 $15,000
Total costs $322,280

“This number applies to hospitals with greater than 500 births per year. For hospitals with fewer than 500 births per year, one-time costs

will be $2,400 less.

D, direct; FIE, full-time equivalent; I, indirect; LC, lactation consultant.

There is a cost, albeit indirect, of “sponsoring” or cham-
pioning the Baby-Friendly effort during the multiyear pro-
cess. Although it might not require new personnel, existing
management must be sufficiently committed to the Baby-
Friendly project to invest time convincing the leadership
about the benefits and potential while shepherding the pro-
cess forward. It is anticipated that additional management
time would be needed to manage the change process neces-
sary to become and maintain designated Baby-Friendly.
Based on labor market salary data, estimated costs were 10%
effort for one middle/senior manager, at $75,000 annual sal-
ary and 30% benefits for 3 years."® This equates to $9,750/year
of indirect expense for the first 3 years.

Table 3 lists a summary of all the estimated costs associated
with becoming Baby-Friendly, assuming the index hospital
receives a 15% discount from wholesale pricing of formula
and supplies.

Limitations

There are several limitations inherent in this research. To
estimate costs, we needed to make certain assumptions;
however, it is unknown the extent to which these assumptions
and costs can be generalized to other hospitals. Other hospi-
tals may have more or less success achieving exclusive
breastfeeding rates. Other hospitals may have existing poli-
cies, procedures, or personnel that would facilitate change
and lower costs or pose barriers and greater costs. Ad-
ditionally, Baby-Friendly USA recommends that facilities not
tackle the purchasing of formula until the Ten Steps have been
established. Our cost projections of formula-related expense
may be high because we calculated costs based on amount of
formula on hand prior to implementing the Ten Steps, which
thus corresponds to peak formula use and related expense.
Hospital patient populations may also vary tremendously,
with some populations being more or even less receptive to

exclusive breastfeeding. Additionally, we interviewed key
nursery administrators at Baby-Friendly Hospitals to help
inform this research, but we did not gather the opinions of
hospital management about becoming Baby-Friendly. Al-
though some hospital administrators may consider these costs
minimal, other hospital administrators may consider these
costs too high to pursue and maintain Baby-Friendly desig-
nation. Additionally, there is also the potential for selection
bias in our survey because only 50% of the invited hospitals
participated in the online survey. It is possible that non-re-
spondent Baby-Friendly Hospitals had different costs or ex-
periences with the Baby-Friendly designation process.

Discussion

Baby-Friendly implementation in a U.S. hospital may ini-
tially increase costs per birth, but this study demonstrates that
these costs should be expected to decrease over time. Because
the main factor driving increased costs is the quantity of infant
formula and associated supplies that must be purchased, it
follows that increasing rates of exclusive breastfeeding would
correspondingly result in decreasing formula and supply ex-
penditures and an overall decrement in the costs to maintain
Baby-Friendly status. Following Baby-Friendly designation,
supply costs were estimated to decrease across all birth types
as higher exclusive breastfeeding rates are sustained. Al-
though this study documents the incremental costs of be-
coming Baby-Friendly for one case study, hospitals
considering implementing the Baby-Friendly Hospital pro-
gram can use this structured costing approach to estimate
their specific cost projections over time.

Our cost model did not include any organizational or
structural line items related to gaining key leader “buy-in” or
reorganizing departments, but these costs are real. Facility
redesign, construction, or repurposing may also be necessary
in order to accommodate expanded-purpose birthing/
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maternity rooms, rather than maintaining separate obstetric
and nursing areas. In addition, programmatic costs and other
hurdles must be budgeted, so that key institutional leaders
and Baby-Friendly “champions” can guide and support the
program through its birth and development into a complete
and successful Baby-Friendly program and facility. U.S. hos-
pitals should recognize that Baby-Friendly implementation is
often most challenging for nurses because of the many orga-
nizational, cultural, and behavioral changes required of them
in both the obstetric and neonatal care settings. Special at-
tention, education, and communication should be targeted to
optimizing nursing staff education and ongoing support in
the labor and delivery areas as well as throughout all other
related clinical units.

Becoming Baby-Friendly requires some amount of philo-
sophical “culture” change on all levels of personnel, but par-
ticularly in key management personnel in order to pursue and
sustain Baby-Friendly status. Overall, the phone interviews
revealed a generally positive response about becoming a
Baby-Friendly Hospital. Our fieldwork indicates that Baby-
Friendly Hospitals are pleased with their decision, working to
maintain Baby-Friendly status, and convinced that the im-
proved outcomes offset any incremental costs. Because the
managers interviewed did not have a detailed understanding
of the costs involved, their positive opinion that the improved
outcomes offset the incremental costs was not based on the
actual economic detail.

It is well recognized that initiating and supporting breast-
feeding in the immediate postpartum period is critical to suc-
cess in breastfeeding initiation, continuation, and exclusivity.
Feeding formula in the hospital or providing discharge packs
with formula and commerdially labeled related products to the
mother while trying to establish breastfeeding is highly asso-
ciated with lower rates of any breastfeeding and/or exclusive
breastfeeding.'”® Promoting exclusive breastfeeding while at
the hospital or birthing facility is the major factor known to
increase rates of both breastfeeding initiation and sustained
breastfeeding. Successful breastfeeding of 90% of US. new-
borns could lead to an annual $13 billion in health savings and
the potential prevention of over 911 deaths annually.'? Despite
the hospital-specific variability in costs of becoming Baby-
Friendly, clinicians and other hospital or birthing center lead-
ership considering Baby-Friendly implementation can utilize
our study methods to build cost models applicable to their own
facilities and thus understand and anticipate their own costs to
achieve Baby-Friendly success.
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