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Abstract

Background: Racial disparities in breastfeeding rates persist in the United States with Black women having the
lowest rates of initiation and continuation. A literature review attributes this to many factors—historical roles,
cultural norms, lack of social support, and systemic racism in the health care and lactation support system. The
Baby-Friendly Hospital Initiative (BFHI) is an evidence-based program to increase breastfeeding through
standardized protocols, and, in a Southeastern U.S. academic center, it was associated with increased breast-
feeding, but the effect on racial disparities in breastfeeding was unknown.
Methods: Through an institutional Perinatal Information Systems database, breastfeeding rates were compared
before and after BFHI implementation. Breastfeeding initiation, sustained breastfeeding 24-hours before dis-
charge, and patient demographics were assessed.
Results: After BFHI implementation, mothers were overall 1.17 (95% confidence interval: 1.13–1.19) times
more likely to initiate breastfeeding. For Black mothers, breastfeeding initiation increased significantly from
52% to 66%, but they were significantly less likely to sustain in-hospital breastfeeding compared to non-
Black mothers (69.4% versus 84.6%, p < 0.0001). Several demographic and medical comorbidities were
significantly associated with failure to sustain breastfeeding to hospital discharge. When controlling for
these factors, the racial disparity persisted.
Conclusions: Since BFHI implementation, the racial gap in breastfeeding initiation decreased, but a sig-
nificant disparity remained for sustained in-hospital breastfeeding. This study highlights the success of the
BFHI program, but in the context of the current literature, also reveals the need for further work to ensure
interventions are culturally competent and delivered equitably to support sustained breastfeeding for Black
women.
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Introduction

Racial disparity in breastfeeding in the United
States has been explained by a number of different

factors, including the historical role of Black women
forced to breast feed the white infants first for their slave
masters and continuing through the Jim Crow era.1 Other
factors include lack of cultural normalization of breast-
feeding in the Black community, lack of support from

family members and the community,2 financial pressures
necessitating quicker return to work, shorter maternity
leaves which decreases the duration of breastfeeding,3 and
holding jobs that do not provide breastfeeding support in
terms of adequate break time and safe, clean, and private
environments to pump breast milk.4

Another potential barrier for Black women to breastfeed in
the United States is systemic racism. Systemic racism in the
United States health care system is associated with adverse
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health outcomes for Blacks.5 When implementing a com-
munity or hospital-based intervention to improve health care,
it is important to ensure that the intervention resolves rather
than perpetuates systemic inequities.

The Baby-Friendly Hospital Initiative (BFHI) is a hospital-
based intervention launched in 1991 by the World Health
Organization (WHO) and United Nations International Chil-
dren’s Fund to improve breastfeeding initiation, duration, and
exclusivity rates.6 BFHI is associated with improved rates of
breastfeeding outcomes, including a 20% increased likelihood
of early initiation of breastfeeding, 49% increase in exclu-
sive breastfeeding for 0–5 months, and 66% increase in any
breastfeeding up to 6 months as demonstrated by a published
meta-analysis.7

Breastfeeding is known to be beneficial for both infants
and mothers,8 and within the United States, there are racial
disparities in the rates of breastfeeding with non-Hispanic
Black (NHB) infants being breastfed less often than other
racial and ethnic groups.9,10 In estimates of disease burden,
suboptimal breastfeeding is associated with a 2.2 times in-
crease in excess child deaths for the NHB compared to the
non-Hispanic white population.11 This risk is even more
significant given that Black infants have twice the infant
mortality compared to white infants at 11% and 5%, re-
spectively.12,13 In terms of maternal benefits, breastfeeding
has been shown to help decrease the risk of endometrial and
breast cancers, for which Black women suffer more ag-
gressive forms.14,15 In addition, breastfeeding also has been
linked to more rapid return to prepregnancy weight and better
glycemic control. This association is significant for Black
women in the United States, as they are more likely to suffer
from higher rates of obesity and diabetes and their associated
sequelae.16–18 Improving breastfeeding rates starts with ini-
tiation of breastfeeding, but the continuation of breastfeeding
is associated with the most benefit.

In the United States, Healthy People 2020 included
breastfeeding goals to increase both initiation and contin-
uation of breastfeeding through the first year. The Healthy
People 2020 breastfeeding goals were largely met with
84% of infants born in 2017 ‘‘ever breastfed’’ compared to
the goal of 81%.19 Although Black non-Hispanic infants in
the United States continue to be breastfed less than any
other racial or ethnic group, with 73.7% ever breastfeeding
and 47.8% breastfeeding at 6 months in 2017, Black infant
breastfeeding rates are higher in 2017 compared to 2011–
2015.9,10 This increase in Black non-Hispanic breastfeed-
ing rates may be related to the growing number of U.S.
hospitals adopting the BFHI guidelines, which require all
pregnant women be informed about the benefits of breast-
feeding and all breastfeeding women receive in-hospital
support, which is a first step in providing equitable health
care.

Data regarding BHFI implementation in U.S. hospitals
serving disadvantaged populations have been collected to
evaluate its impact.20–22 One study, conducted in Boston,
Massachusetts, evaluating outcomes specific to the African
American population23 found that Black women had improved
breastfeeding initiation rates (defined as any breastfeeding in
the hospital) from 35% to 74% after BFHI implementation.
While implementation of BFHI did show improvement in ini-
tiation rates, this study did not address whether these mothers
sustained breastfeeding to hospital discharge, which is impor-

tant in predicting continued breastfeeding after discharge. In
addition, this study did not discuss factors associated with ini-
tiation rates, which can act as predictors for women at highest
risk for not breastfeeding.

Therefore, the primary aim of this study was to determine
racial differences in breastfeeding initiation and breastfeed-
ing sustained through birth hospitalization rates after Baby-
Friendly USA� hospital designation at a Southeastern United
States Hospital. The secondary aim was to evaluate the de-
mographics and medical comorbidities associated with sus-
tained breastfeeding.

Materials and Methods

A retrospective, cohort study was conducted with data
available from the Perinatal Information Systems Database at a
single, academic institution serving the urban, suburban, and
rural Southeastern portion of South Carolina. This research
study was IRB-approved by the Medical University of South
Carolina. Study subjects were all women who delivered an
infant or infants who were admitted directly to the well-
newborn service and remained on this service throughout
hospitalization. To be admitted to the well-newborn ser-
vice, an infant must be ‡35 0/7 weeks’ postmenstrual age
and able to eat without gavage or IV fluid requirements.
January 2010 through December 2011 was defined as ‘‘pre-
BFHI’’ and January 2014 through December 2015 as ‘‘post-
BFHI.’’ The specific dates were chosen because the institution-
initiated work to achieve Baby-Friendly Hospital Designation
(Baby-Friendly USA) in 2012 with designation achieved
September 2013.

Breastfeeding initiation was defined as any breastfeeding
during infant born at hospitalization. Sustained breastfeed-
ing was defined as any breastfeeding and breastfeeding in
the 24 hours before maternal hospital discharge. Maternal
demographics collected from the medical record included
race, insurance status, marital status, multiple pregnancy,
preterm delivery, mode of delivery, small-for-gestational
age infant, and maternal disease such as preeclampsia, di-
abetes mellitus, chronic hypertension, and obesity. For this
study, maternal race was categorized as Black or non-Black.
Analysis included chi-square and Fisher exact tests with
relative risk calculation at a 95% confidence interval. Lo-
gistic regression model was used to adjust for potential
confounders to breastfeeding.

Results

The number of mothers who delivered newborns admitted
to the newborn service was 3079 between 2010 and 2011 and
3606 between 2014 and 2015. Maternal demographics are
compared between the two groups and are provided in Table 1.
There were statistically significant differences as it relates to
marital status, cesarean section rates, private insurance, sub-
stance abuse, and chronic hypertension for mothers pre- and
post-BFHI. There were also increased NHW subjects and
decreased Hispanic and NHB mothers post-BFHI.

Breastfeeding initiation rates are provided in Table 2.
Post-BFHI, mothers were significantly more likely to initiate
breastfeeding when compared to mothers who delivered at
the institution pre-BFHI. A significant increase in breast-
feeding initiation post-BFHI was seen for both the non-
Black and Black mothers. The relative improvement in this
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population is 1.1 times the pre-BFHI rate. For the Black
mothers, the relative improvement in this population is 1.27
times the pre-BFHI rate, which is higher than the relative
improvement in the non-Black population.

Post-BFHI, 80% of the mothers who initiated breastfeed-
ing were still breastfeeding in the 24 hours before hospital
discharge. The median hospital stay for both pre- and post-
BFHI was 2 days. When stratified by race, 84.6% of non-Black
breastfeeding-initiating mothers sustained breastfeeding, while
only 69.5% of Black breastfeeding-initiating mothers sustained
breastfeeding ( p < 0.0001). Black mothers were 2.4 times less
likely to sustain breastfeeding than non-Black mothers. Other
factors such as receiving prenatal care outside of an MUSC
clinic, unmarried status, absence of private insurance, younger
age, and diseases such as obesity, diabetes mellitus, pre-
eclampsia, chronic hypertension, substance abuse, preterm
delivery, and small-for-gestational age infant also were all
significantly associated with failure to sustain breastfeeding
(Table 3). However, when controlling for these factors, the
racial disparity persisted.

Discussion

The BFHI has been expanding throughout the United
States as evidenced by 3% of all U.S. births occurring in

Baby-Friendly Hospitals in 2007 versus 20% in 2017. In
the United States, Black women have the lowest rates of
breastfeeding in the setting of high rates of poor pregnancy
and obstetrical outcomes such as preterm birth, low birth
rate infants, and preeclampsia.24,25 In this hospital with
adoption of the BFHI, institutional breastfeeding rates im-
proved, and the rates of breastfeeding initiation improved
more significantly for Black women compared to non-Black
women. However, although the gap for breastfeeding ini-
tiation among different racial groups was narrowing, Black
women still faced significant disparities in terms of breast-
feeding initiation and continuation.

In research aimed to identify why this racial disparity
persists, individual factors such as ‘‘negative attitudes’’ from
the Black community as it relates to breastfeeding and sexu-
ality, lack of role models, as well as disproportionate exposure
to formula feeding versus breastfeeding are hypothesized to
lead to Black women feeling more comfortable with formula-
feeding rather than breastfeeding.26 However, across multiple
qualitative studies, Black women self-identify breastfeeding
to be the healthiest and most desired feeding method for their
infants.27–31 In addition, socioeconomic status (SES) is an
influential intersecting factor in the health disparities between
Black and non-Black women and their infants, but racial
disparities persist, even in Black women with high SES. Black
women with advanced degrees have worse obstetric and
neonatal outcomes than do non-Black women of low SES or
those without a high school diploma,24 suggesting race to be
the consistent influential factor. Focusing on individual fac-
tors rather than the systemic inequities such as racism in the
social and health care infrastructure leads to ineffective in-
terventions that are centered on external factors beyond the
individual’s control.32 When instead attention is paid to the
history of Black people receiving substandard or reduced care
in the United States, opportunities to rectify these disparities
are apparent, and institutionalized racism and its deleterious
effects on health outcomes can be eliminated.5,33

This research study showed that, despite an improvement
in initiation, Black mothers were less likely to sustain
breastfeeding to hospital discharge necessitating an exami-
nation of the factors in health care provision that could have
caused this attrition. International Board-Certified Lactation
Consultants (IBCLC) have been shown to improve breast-
feeding initiation in women overall, including in minority
women.34–36 While these initiatives have proved beneficial,
they have not lead to a closing of the racial gap in breast-
feeding. Thomas (2018) interviewed 36 IBCLC with the in-
tention to investigate ‘‘race-based discrimination against
patients in the course of lactation care.’’37 They reported
inherent presumptions that women of color will not breast-
feed and so were given fewer lactation referrals, deprioritized
in work flow, and received reduced attention and support.
They also reported overt racist comments made by colleagues
and increased referrals of Black mothers to social work and
long-acting birth control. This disparity in treatment is con-
cerning and likely negatively affects the rates of breastfeed-
ing among Black mothers.38

This is consistent with the literature that shows that care
providers have more negative perceptions of Black women.39

Vedam et al. conducted a national study of women who re-
ceived maternity care and found that women of color dis-
proportionately reported receiving inequitable treatment,

Table 1. Demographics of the Pre-Baby-Friendly

Hospital Initiative and Post-Baby-Friendly

Hospital Initiative Cohorts

Pre-BFHI Post-BFHI
n = 3079 n = 3606

C-section* 29% 31%
Black non-Hispanic* 42% 38%
White non-Hispanic* 32% 44%
Hispanic* 24% 16%
Other ethnicity/race 2% 2%
Multiples 2% 2%
Married* 38% 51%
Private insurance* 23% 61%
Preterm birth 6% 7%
Preeclampsia 5% 4%
Diabetes 2% 2%
Chronic hypertension* 6% 8%
Obesity 8% 8%
Substance abuse* 3% 4%
Mean age (years) 27 28
Average length of stay (days) 2 2

Significant difference ( p-value <0.05) denoted by *.
BFHI, Baby-Friendly Hospital Initiative.

Table 2. Breastfeeding Initiation by Race

for Compared Between Births

Pre- and Post-Baby-Friendly Hospital Initiative

Initiation
of breastfeeding

Pre-
BFHI

n = 3079

Post-
BFHI

n = 3606

Increased
likelihood
(95% CI)

All mothers 69% 81% 1.17 (1.13–1.19)
Black mothers 52% 66% 1.27 (1.19–1.35)
Non-Black mothers 81% 90% 1.1 (1.07–1.13)

CI, confidence interval.
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being ignored by their provider or being shouted at by their
provider compared with white women.31 Another review
article of 37 studies found Black women received little
breastfeeding advice or encouragement and provider’s as-
sumptions that they would not breastfeed led to differences in
the care provided to them compared with other races.40

There are a dearth of Black lactation consultants, and it is
increasingly recognized that they face restrictions in ac-
cessing the IBCLC credentials and gaining employment41,42

making them less available. They serve as an essential re-
source as role models to provide culturally competent care
with reduced effects of racial implicit bias.37 Geographic
disparities exist in lactation support coverage with less
coverage in areas with high Black populations,43 and Black
women report inconsistent lactation support, some citing
that they were even discouraged from breastfeeding.44 A
national survey, Listening to Mothers, showed that Black
women were more likely to be offered formula than non-
Black women.45

Providers across the health professions train and work
within a societal construct of systemic and structural racism,
and patients live, work, and are affected by this same over-
arching system. Thus, to rectify disparities as they pertain to
race, the inequities in breastfeeding need to be approached as
an issue of social justice rather than addressed simply from a
medical perspective.46 Especially when planning interven-
tions, it must be noted that ‘‘service availability is not syn-
onymous with service accessibility.’’32 Racism, both cultural
and institutional, provides both immediate stress and restrict
access and resources essential to successful breastfeeding.27

It is the key to identify the structural and institutional roots of
the individual bias of health care providers to effectively
address it,47 which will in turn reduce racial disparities in
breastfeeding.

A limitation of this study is that it is a retrospective com-
parison. Potential confounders such as community or media
influence were not evaluated. The study is also limited by the
lack of data to determine mother’s plan to exclusive breast-
feeding or to combination feed. This lack of comprehensive
data in the medical record is common in breastfeeding re-
search and limits the ability to truly assess the effectiveness
of interventions.32 During this study, mothers were counseled

to exclusively breastfeed through the birth hospitalization,
and, therefore, combination feeding of both breastfeeding
and formula was not given as a maternal milk choice at
hospital admission. In addition, there was no documentation
for the reason for formula feeding occurrence such as ma-
ternal choice versus medical indication. Finally, this study
does not address posthospital discharge sustainability of
breastfeeding through the first 1 to 2 years as recommended
by the American Academy of Pediatrics8 and WHO,48 which
is critical to achieving the maximal benefits of breastfeeding
for both mother and baby.

Conclusion

In conclusion, an overall improvement in breastfeeding
initiation was observed following Baby-Friendly Hospital
Designation, with the greatest increase observed for Black
women. However, the BFHI program failed to close the
racial gap in sustaining breastfeeding to hospital discharge
even when controlling for confounding factors. Sustaining
breastfeeding to hospital discharge is a predictor for long-
term breastfeeding exclusivity and duration. Explaining this
finding in the context of the current literature identifies
barriers within the health care and lactational support sys-
tem due to structural racism and bias in health care delivery.
Given the adverse health outcomes and loss of key protec-
tive benefits of breastfeeding, there is an urgency to ad-
dressing this disparity and a need to approach it through the
lens of social justice. This study reveals the need for further
work to ensure interventions designed to improve breast-
feeding are culturally competent and delivered equitably to
support sustained breastfeeding for Black women.
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Table 3. In Mothers Post-Baby-Friendly Hospital Initiative, the Likelihood of Sustaining

Breastfeeding as Related to Maternal Medical Comorbidities

Maternal diagnoses

Mothers post-BFHI with
breastfeeding initiation

and not sustaining breastfeeding (%)
Relative risk (95% CI)

that factor is present for mothers
who did not sustain breastfeeding

Risk factor Risk factor
Present Not present

Multiples 51.5 19.3 2.66 (2.09–3.40)
Preeclampsia 41.9 19.3 2.16 (1.69–2.78)
Diabetes mellitus 41.9 19.6 2.14 (1.58–2.90)
Preterm delivery 39.8 60.2 2.11 (1.73–2.58)
Unmarried 28.1 13.9 2.02 (1.74–2.35)
Black race 30.6 15.8 1.99 (1.72–2.29)
Chronic hypertension 33.5 19.1 1.76 (1.43–2.17)
Nonprivate insurance 27.6 15.8 1.7 (1.51–2.01)
Obesity 31.6 19.1 1.65 (1.33–2.04)
Infant small for gestational age 26.8 19.6 1.37 (1.07–1.75)
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