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Abstract
Breastfeeding has many known positive benefits for both mother and baby.  Prenatal breastfeeding education has been proven beneficial to expectant mothers; however, there is no known current data recommending how often and during which prenatal visits to provide this education.  Multiple reputable agencies recommend exclusive breastfeeding for the first six months of life, nevertheless breastfeeding rates are well below the goals of Healthy People 2020.  This project aimed to increase prenatal breastfeeding education by obstetric providers in a rural southeastern North Carolina health department.  A pre-education survey was completed by clinic staff prior to a 1-hour breastfeeding education session.  The education session discussed breastfeeding information, facts, recommendations, and a list of local resources for additional breastfeeding education and support.  The obstetric provider was then tasked with discussing and documenting breastfeeding education once in the first trimester, once in the second trimester, and three times in the third trimester with all prenatal patients.  Weekly visits were made to the clinic during the 2-month implementation phase for continued staff education, reinforcement, and chart audits.   The clinic saw 152 mothers for prenatal visits, with 64.5% being enrolled in Medicaid, 23.7% being self-pay patients, and 11.84% had private insurance.  It was found that the obstetric provider documented breastfeeding education for only 4.66% of prenatal patients seen.  These results could be due to poor follow-through in providing breastfeeding education or omission in documenting education.  Improved consistency may increase intentional breastfeeding education. 

Key words: breastfeeding, breastfeeding education, breastfeeding support, exclusive breastfeeding, Medicaid, lactation consultant, lactation support, breastfeeding attitudes, breastfeeding practices
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Chapter One:  Overview of the Problem of Interest 
[bookmark: _Hlk12144094][bookmark: _Hlk12144313]	Many studies have shown the proven benefits of breastfeeding for both mother and child, yet, support from providers is not consistent.  A healthy prenatal check-up is usually a brief appointment with the patient spending five minutes with her provider.  During that short time with the provider fetal heart rate, fundus size, vital signs, and signs of edema are all assessed (National Institutes of Health [NIH], 2017).  The provider then will then discuss any questions or concerns, provide answers and suggestions, and then end the appointment.  The American College of Obstetricians and Gynecologists (2018) recommends that obstetricians address breastfeeding during early prenatal visits (American College of Obstetricians and Gynecologists [ACOG], 2018).  No known current data is recommending how often and during which additional prenatal visits to continue the discussion and education of breastfeeding.  After birth, the mother and pediatrician discuss the baby’s nutrition regarding feeding plans and preferences.  If the mother expresses having difficulties with breastfeeding, or the baby is not gaining appropriate weight, the pediatrician may provide formula samples and recommend the use of formula.  ACOG (2013, 2018) recommends that obstetricians and pediatricians’ offices have lactation consultants on staff to readily help with new mothers when breastfeeding problems arise and are identified.  The United States has approximately 17,417 board-certified lactation consultants, with 685, or 3.9% of those being in North Carolina. (International Board of Lactation Consultant Examiners [IBLCE], 2019).  Gifford, Walls, Ranji, Salganicoff, and Gomez (2017) published a survey reporting that Medicaid in North Carolina will cover some breastfeeding education and lactation consulting services; this survey is currently under revision (Gifford, Walls, Ranji, Salganicoff, & Gomez, 2017).
	Women seen by providers in the prenatal or postpartum phases of care may benefit from focused breastfeeding education and support from obstetricians and practice staff.  Providers that see prenatal or postpartum women should be addressing infant feeding plans or issues and provide education and support when needed (ACOG, 2018).  This project focused on presenting obstetric providers with education and resources about breastfeeding to be utilized when providing care to pregnant women and new mothers.  This project took place in a rural health department in southeastern North Carolina with the goal of obstetric providers addressing breastfeeding once during the first trimester, once during the second trimester, and three times during the third trimester and providing education, support, and resources to the expectant mothers.   
Background Information 
	The American Academy of Pediatrics (2014) recommends that infants be exclusively breastfed for the first six months and to continue breastfeeding along with an introduction to solid foods for the first year of their lives (American Academy of Pediatrics [AAP], 2014; ACOG, 2013).  The World Health Organization (2018) extends the recommendation to breastfeed until two years of age or longer (World Health Organization [WHO], 2018).  Healthy People 2020’s goal for breastfeeding includes “increasing the proportion of infants who are ever breastfed to 81.9%, increasing the proportion of infants who are breastfed exclusively through 6 months to 25.5%, and increasing the proportion of infants who are breastfed at one year to 34.1%” (Centers for Disease Control and Prevention [CDC], 2018; Office of Disease Prevention and Health Promotion [ODPHP], 2020).  The CDC (2018) states that “although most infants receive some breastmilk, most are not exclusively breastfeeding or continuing to breastfeed as long as recommended.”  
[bookmark: _Hlk37244613]	A study by Wouk, Chetwynd, Vitaglione, and Sullivan (2017) focused on improving access to lactation support and education for the Medicaid population.  This study stated that “breastfeeding exclusivity and duration rates of low-income women fall approximately 28% below the general population and 28-43% below Healthy People 2020 targets” (Wouk et al., 2017).  The study found that the availability of board-certified lactation consultants was associated with increased breastfeeding at six weeks postpartum (Wouk et al., 2017).  The Health Resources and Services Administration Women’s Preventive Services Guidelines (2019) requires that under the Affordable Care Act thorough lactation support, education, and resources, including breastfeeding equipment, be provided by a trained lactation consultant during pregnancy and postpartum periods (Health Resources and Services Administration [HRSA], 2019).
[bookmark: _Hlk37244659][bookmark: _Hlk38190629]	Medicaid offers programs to help low-income parents and children receive care and services to improve their health and well-being.  One of the services Medicaid patients can utilize is the Special Supplemental Nutrition Program for Women, Infants, and Children (WIC).  The target population for WIC is pregnant women, breastfeeding women, non-breastfeeding postpartum women, and infants.  WIC strongly encourages mothers to breastfeed their babies.  WIC also offers prenatal education classes, breastfeeding support groups, breast pumps for postpartum women, and free formula if the mother chooses not to breastfeed.  However, according to the CDC (2018), infants receiving WIC benefits have a lower chance at ever being breastfed (76.7%) than infants enrolled in WIC but not receiving benefits (83.3%) or infants not enrolled in WIC (91.7%).  
	WIC services are available in many locations, including local health departments, with most staffed with certified lactation consultants.  The lactation consultants that work with WIC have been spread too thin, as they are often assigned multiple counties or regions to care for (N. Escobar, personal communication, February 1, 2019).  With the increase in birth rates, and an increase in Medicaid patients, the need for breastfeeding education and support has increased (N. Escobar, personal communication, February 1, 2019).  Providers that see Medicaid patients prenatally and postpartum should be providing education and support to this vulnerable population (ACOG, 2013).  One way they can easily do this is to address breastfeeding plans and provide education and support when warranted.
Significance of Clinical Problem 
	A study by Schreck et al. (2017) concluded that there is a need for comprehensive breastfeeding education and support in prenatal and postpartum women by their providers to promote breastfeeding and to increase breastfeeding rates in low-income women.  Many obstetricians are seeing nearly 40 patients a day, which leaves them with only a few minutes to spend with each patient (G. Woodfill, personal communication, January 25, 2019).  During these appointments, the focus is placed on the health of the mother and fetus, and rarely focusing on planning for the immediate postpartum period (National Institute of Health [NIH], 2017).  Many newly expectant mothers who plan to breastfeed incorrectly assume that breastfeeding is an easy, natural occurrence that will happen between mother and baby, and will not require education, preparation, or effort (Office of Surgeon General, 2011).  Other newly expectant mothers have decided to formula feed due to family or cultural history (N. Escobar, personal communication, February 1, 2019).  
[bookmark: _Hlk12143858]	When a woman has her first prenatal appointment after conception is when breastfeeding education should begin (ACOG, 2018).  Early education and support can help prepare the woman for what to expect in the immediate postpartum period as well as the months following (U.S. Preventive Services Task Force [USPSTF], 2016).  Women need education about breastfeeding so that their expectations do not cause them to fail when troubles occur (CDC, 2018).  Common reasons women fail to breastfeed or fail to reach their breastfeeding goals include pain, latching issues, and low supply (Wouk et al., 2017).  When these barriers do occur, knowing that support is available and where to find it can mean the difference between successfully exclusively breastfeeding and turning to formula (Schreck et al., 2017).
Question Guiding Inquiry (PICO) 
A rural county health department with an obstetrics clinic in Southeastern North Carolina that serviced prenatal and postpartum Medicaid patients was identified.  The providers and staff in this clinic attended an education session on breastfeeding as well as received information regarding local lactation resources.  This project was interested in having the obstetrics provider address breastfeeding plans in each trimester of pregnancy, providing education, and directing patients towards local resources.
	Population. The plan for this project was to target an obstetrics clinic that provided prenatal and postnatal care to Medicaid women.  Clinics affiliated with the local baby-friendly hospital were excluded due to already undergoing mandatory education regarding breastfeeding for hospital recertification this year.
Intervention. This project began with developing an education program for the obstetric provider and clinic staff to reinforce the benefits of breastfeeding and provide updated data.  Education also included information about local breastfeeding resources available to patients.  Prior to attending the education session, the staff completed a pre-education survey to determine current views and practices regarding breastfeeding education in their practice.  After the education session, the obstetric staff was tasked with discussing breastfeeding with prenatal patients and documenting that education in the patient’s medical record, once during the first trimester, once during the second trimester, and three times during the third trimester.  At the end of the implementation period, clinic staff completed a post-education survey.  The post-education survey assessed knowledge gained from the education session and if a change in clinical practice occurred.
Comparison. The goal of Healthy People 2020 for breastfeeding is to increase infants ever breastfed to 81.9% (CDC, 2018; ODPHP, 2020).  The United States Department of Agriculture (2018) released a report about breastfeeding in WIC patients for 2017 (United States Department of Agriculture [USDA], 2018).  This report broke down rates of exclusive breastfeeding, combined breastfeeding and formula feeding, and exclusive formula feeding by states and counties.  See Table 1.












Table 1. 
Breastfeeding Rates in Southeastern North Carolina in WIC Patients

	Location
	Exclusive BF
	BF/Formula-fed
	Exclusive Formula-fed

	United States
	13.1%
	19.2%
	67.7%

	North Carolina
	13.2%
	18.1%
	68.7%

	Brunswick County, NC-Health Dept

	16.9%
	17.5%
	65.6%

	Columbus County,
NC-Health Dept

	8.7%
	10.3%
	81.0%

	New Hanover County, NC-Health Dept

	18.4%
	15.3%
	66.2%

	Pender County, NC-Health Dept
	17.9%
	13.6%
	68.5%


Note.  BF = breastfeeding.  Adapted narrative from a report by the United States Department of Agriculture (2018), broken down by location.  Adapted from Food and Nutrition Service: FY 2017 WIC Breastfeeding data, local agency report (USDA, 2018). https://fns-prod.azureedge.net/sites/default/files/wic/FY%202017%20BFDLA%20Report.pdf
 
 Outcome(s). The clinic staff had their breastfeeding knowledge increased and reinforced.  They provided breastfeeding education routinely throughout the pregnancy and referred patients to local resources as needed.
Summary 
	Breastfeeding has many known benefits for both mother and child, including but not limited to, providing the best nutrition for the baby, providing the baby with antibodies to protect them from illnesses, aids in postpartum recovery, can lower the mother’s risk for certain cancers and diseases, and it helps bond mother and child (ACOG, 2013; HealthyChildren.org, 2016).  North Carolina ranks very low for infants that are breastfed, especially in the poorer, rural counties.  Health care providers are the first line of contact with prenatal and postpartum mothers.  The importance of providers addressing, educating, supporting, and promoting breastfeeding can mean the difference between a new mother taking the breastfeeding journey or turning straight to formula (ACOG, 2018).
	The implemented project included an education program presented to the obstetric provider and staff regarding the importance of breastfeeding, updated research and recommendations, and information on local resources.  Once the education program was completed, the clinic staff took a post-education survey to determine the learning that took place and if there was a change in clinical practice.  The goal of this project was to increase the awareness of breastfeeding education and support for women and increase the prevalence that providers discussed breastfeeding with their patients.













Chapter Two:  Review of the Literature 
[bookmark: _Hlk534964136]Breastfeeding has many proven health benefits for both mother and baby.  In the United States, breastfeeding rates are below the goals set for Healthy People 2020.  Studies regarding breastfeeding support and education provide evidence and resources for providers to use when discussing this topic with prenatal and postpartum women during office visits.  The purpose of this chapter is to review the literature that focuses on the importance of breastfeeding education to assist new mothers in their breastfeeding journey.
Literature Appraisal Methodology 
[bookmark: _Hlk38189395]Sampling strategies.  Search terms and MeSH terms included in this literature review included: “breastfeeding,” “breastfeeding education,” “breastfeeding AND education,” “breastfeeding AND provider education.” “prenatal breastfeeding education,” “prenatal breastfeeding,” “prenatal breastfeeding AND education,” “antenatal breastfeeding education,” “lactation consultant,” “lactation support,” “breastfeeding AND Medicaid patients,” “maternal breastfeeding,” “breastfeeding rates,” “breastfeeding attitudes,” “breastfeeding practices,” and “breastfeeding support.”  Filters put in place included articles published within the last five years, peer-reviewed articles only, full-text articles only, and articles in the English language.  Databases used for the literature review were Medline via PubMed, ProQuest, and CINAHL Complete. 
Evaluation criteria.  The inclusion criteria were based on several factors.  Articles included had a publication date within the last five years.  Another inclusion factor was that all articles were published in the English language.  Finally, each article considered was from a peer-reviewed journal.
The exclusion criteria were based on several factors.  Articles were excluded if they had a publication date greater than five years.  Articles that had duplicate titles or that resulted in multiple times were also excluded.  Titles that had MeSH terms in them but did not relate to this project were excluded after reading the title and the abstract.  Articles published in languages other than the English language were excluded.  Several relevant articles were excluded due to a lack of access to the full article.  Finally, articles with results not consistent with the DNP project topic or concept were excluded.
Over 62,000 articles were found, so exclusion criteria were needed.  Ultimately 15 articles were selected for the literature review, with eight of them being discussed throughout this paper.  These articles were selected based on several criteria.  Articles published with a date greater than five years were discarded.  Articles were chosen after reading the title to determine if it matched the topic searched.  Articles were then narrowed down by reading the abstract to decide whether it was related to the topic being studied.  After reading the abstract, determining if the articles were able to be fully accessed based on content also narrowed down the number as well.  The final eight articles discussed in the literature review and throughout the paper were selected based on the close relation to breastfeeding education by obstetric providers.  
Literature Review Findings 
A study by Kellams, Gurka, Hornsby, Drake, and Conaway (2018) examined the use of an educational video to prolong breastfeeding rates in low-income prenatal women.  Women included in this study were single, non-Hispanic black or white, between 24-41 weeks gestation, WIC eligible, English speaking, with the highest level of education being a high school diploma and an average age of 25 years.  The 522 women in this study were randomly separated into two groups.  The intervention group was shown a 25-minute educational video regarding breastfeeding while the control group watched a 20-minute educational video regarding prenatal nutrition and exercise.  Following delivery, researchers conducted phone interviews at 1-month, 3-months, and 6-months postpartum to assess breastfeeding success.  This study found that the “duration of breastfeeding, either any or exclusive, did not differ by intervention group over the first six months” (Kellams et al., 2018).  This study showed that a one-time educational video seen once in the third trimester had no significant effect on the duration or exclusivity in breastfeeding.
A systematic review of 11 studies on breastfeeding self-efficacy (BSE) and breastfeeding rates was conducted by Brockway, Benzies, and Hayden (2017).  “Breastfeeding self-efficacy theory postulates that the strength of a mother’s BSE influences her responses to breastfeeding (effort and thoughts), which subsequently affect her initiation and maintenance of breastfeeding behaviors” (Brockway, Benzies, & Hayden, 2017).  Interventions in the studies examined included educational interventions and supportive interventions.  The educational interventions were those that “provided information, demonstration, and/or discussion, whereas supportive intervention provided social support, counseling, or consultation” (Brockway, Benzies, & Hayden, 2017).  With regard to breastfeeding self-efficacy (BSE), the women in the intervention groups had higher BSE scores between discharge from the hospital through 2 months postpartum.  With regards to breastfeeding rates, women in the intervention groups were 1.56 times more likely to be breastfeeding at 1-month postpartum and 1.66 times more likely to be breastfeeding at 2-months postpartum.  When examining the difference in intervention types, it was found that education had a greater effect on BSE than support at 1-month postpartum, but there was no improvement in breastfeeding rates at 1-month postpartum.  The study also examined the timing of the interventions.  They found that interventions implemented during the postpartum period in multiple settings had a significant impact on BSE and breastfeeding rates; however, prenatal interventions had no significant impact on BSE or breastfeeding rates.  The implications of this study could mean that a combination of continuing education and support in the prenatal and postpartum periods is essential for successful BSE and breastfeeding rates.  
Pitts, Faucher, and Spencer (2015) conducted a study incorporating breastfeeding education during routine prenatal care visits.  This study was implemented in an obstetric practice with only certified nurse-midwives and focused on 23 pregnant women in their third trimester.  Three educational breastfeeding modules were developed that included 5-7-minute videos followed by short questionnaires at the end of the videos; these videos were presented to the women at the 32-week, 34-week, and 36-week prenatal visits (Pitts et al., 2015).  Participants were also assessed at the 6-week postpartum visit by completing a final questionnaire.  Based on the questionnaires, 74% of women reported gaining knowledge from the first module.  No data was given of knowledge gained from modules 2 or 3.  Of the 21 women that attended their 6-week postpartum visit, 95% initiated breastfeeding, with 90% of those women continuing to breastfeed exclusively, and 71% planning to continue breastfeeding exclusively until the infant was six months of age (Pitts et al., 2015).  The video modules aided in 67% of the women’s decision to breastfeed by learning of some of the benefits that breastfeeding offers, such as decreased postpartum depression, reduced risk of respiratory and gastrointestinal infections in the infant, and reduced risk of obesity in the infant (Pitts et al., 2015).  Based on the findings of Pitts et al. (2015), prenatal breastfeeding education could be beneficial when introduced multiple times during pregnancy.
Breastfeeding information can be provided prenatally in multiple ways.  A study by Parry, Tully, Hopper, Schildkamp, and Labbok (2019) evaluated a prenatal breastfeeding education program called Ready, Set, BABY (RSB) in the prenatal setting.  This education program consisted of a colorful patient booklet, a flipchart, and a video that could be shown in the waiting room.  Prior to viewing RSB materials, the Infant Feeding Intentions (IFI) scale was administered to 416 pregnant women (Parry et al., 2019).  The IFI assessed for comfort regarding formula feeding, knowledge of baby-friendly hospital initiatives, infant feeding cues, and infant feeding intentions (Parry et al., 2019).  After viewing the RSB materials, the women completed a post-intervention questionnaire that contained the same questions as the pre-implementation IFI.  According to Parry et al. (2019), pre- and post-implementation scores were used to determine if RSB affected the feeding choices.  The IFI scores increased significantly after the RSB training, whereas the comfort of formula feeding decreased (Parry et al., 2019).  The RSB training program could be a cost-effective, provider-friendly way of providing breastfeeding education to women during prenatal visits.  
A quality improvement project was implemented by Seibenhener and Minchew (2016) to standardize prenatal breastfeeding education in a women’s health clinic and to increase provider documentation regarding breastfeeding plans and types of education provided.  Researchers developed ten web-based training modules that provided breastfeeding education and management for seven physicians in a moderate-sized clinic (Seibenhener & Minchew, 2016).  This project had several interesting findings.  First, only three out of the seven physicians completed the training modules, with one not attempting any of the modules (Seibenhener & Minchew, 2016).  Second, physicians reported that they were providing breastfeeding education and recommending breastfeeding classes, but they were not documenting this education in the patient’s charts, post-project (Seibenhener & Minchew, 2016).  Finally, when asked to complete the modules individually, four out of seven of the physicians did not attempt or complete the training (Seibenhener & Minchew, 2016).  This finding could indicate that the setting for the training was not appropriate or optimal. 
	A cross-sectional study by Rosen-Carole et al. (2020) was done in 1993 and repeated in 2015 to examine the attitudes and practices of breastfeeding education and recommendations by prenatal providers.  The 2015 study examined what, if any, changes had been made in breastfeeding support over the past 20 years (Rosen-Carole et al., 2020).  In 2015, 97% of prenatal providers in the study reported discussing and recommending breastfeeding, compared to 86% of providers in 1993 (Rosen-Carole et al., 2020).  Rosen-Carole et al. (2020) reported an increase in providers’ understanding of the importance of breastfeeding education during the prenatal period, as well as believing that the obstetrician has the primary responsibility of providing that education.  A similar number of providers (54% vs. 59%) in 1993 and 2015, respectively, reported insufficient training about breastfeeding education during residency (Rosen-Carole et al., 2020).  Finally, in 1993, 34% of providers supplied samples of infant formula to patients, whereas only 10% of providers provided the samples in 2015 (Rosen-Carole et al., 2020).  While breastfeeding support and education has increased over the last 20 years, providers are not receiving the proper education during residency, and education and support continue to be provided only early in the pregnancy (Rosen-Carole et al., 2020).
Limitations of Literature Review Process 
There were several limitations found in the articles reviewed.  Kellams et al. (2018) found that watching a video once during the third trimester did not increase breastfeeding success.  This limitation could prove that multiple education sessions need to be provided during the prenatal period for breastfeeding education to be effective in patients.
Some of these studies did not analyze the years of experience providers had with obstetric patients.  Newer practicing providers could have an advantage over providers who have been out of school and practicing longer due to more recent education.  The newer providers could have more access to current research and recommendations.  
	Another limitation found was the provider’s willingness to participate in the study or project.  Seibenhener and Minchew (2016) found that one physician did not attempt any of the training modules on breastfeeding education.  Providers are focused on direct patient care while in the office, and finding time to complete training, or educational sessions, can be a challenge (G. Woodfill, personal communication, January 25, 2019).  A final limitation is the documentation of breastfeeding education.  Seibenhener and Minchew (2016) found that even after the quality improvement project was implemented, only 20% of the charts audited had documentation of breastfeeding education.  
Discussion 
Conclusion of findings. Examples of diverse methods of education were discussed.  Prenatal women are receptive to breastfeeding education provided in the waiting room of obstetric practices during the prenatal period (Parry et al., 2019; Pitts et al., 2015).  Parry et al. (2019) developed a video and a patient booklet for prenatal women to view in the waiting room before seeing the provider.  Three short breastfeeding video modules were developed by Pitts et al. (2015) to be watched during prenatal visits during the third trimester of pregnancy.  
Providers need to feel comfortable with their knowledge and skills to provide ample and adequate education and support to patients (Rosen-Carole et al., 2020).  The 20-year cross-sectional study by Rosen-Carole et al. (2020) discovered that many providers did not feel as though they had received satisfactory education and training during their residency.  Willingness to continue to learn and participate in growth activities can greatly impact patient care (Seibenhener & Minchew, 2016).  
Documentation is an essential factor in the medical field.  Obstetric providers, at some point during the pregnancy, do ask about infant feeding plans; however, some providers do not document this education in the patient’s chart (Seibenhener & Minchew, 2016).  Providers reported discussing and educating prenatal patients about breastfeeding but failed to document the education in the patient’s medical record (Seibenhener & Minchew, 2016).  
Advantages and disadvantages of findings.  There are advantages and disadvantages to the proposed intervention of the project.  One advantage is that breastfeeding has known positive benefits for both mother and baby.  Nutritional value is the principal health benefit for the baby as breast milk provides all the nutrition the infant needs in the first six months of life.  Breastfeeding may decrease the number of illnesses such as ear infections, respiratory problems, and allergies, and can reduce the risk of sudden infant death syndrome (SIDS), (American Pregnancy Association [APA], 2017).  Breastfeeding benefits for the mother include lower rates of breast and uterine cancer, decreasing blood loss after birth, increased bonding with baby, and it is free of cost (APA, 2017).
One disadvantage was the provider’s willingness to participate in breastfeeding education (Pitts et al., 2015).  Another disadvantage was finding mixed results regarding the amount of prenatal breastfeeding education that was beneficial (Kellams et al., 2018).  A final disadvantage is a follow-up with postpartum women.  While one study follows up at 6-weeks postpartum (Pitts et al., 2015), another study follows up at 6-months postpartum (Kellams et al., 2018), while a final study does not have any postpartum follow-up (Parry et al., 2019).  
Utilization of findings in practice change.  This project was implemented in an obstetric office with providers that see prenatal patients.  The education session was held at the collaborating practice and included all staff that interact with prenatal and postpartum women.  Information shared included the current ACOG and CDC recommendations for breastfeeding, benefits of breastfeeding, when to address feeding plans, and information on the local lactation consultants and resources (ACOG, 2018; CDC, 2018).  Multiple studies have shown that education in the prenatal period by the obstetric provider is beneficial in assisting mothers to make infant feeding choices (Parry et al., 2019; Pitts et al., 2015).  The study by Kellams et al. (2018) found that a one-time educational video shown in the third trimester does not impact breastfeeding success; however, Pitts et al. (2015) found that showing educational videos multiple times throughout the third trimester does impact breastfeeding success.  This finding could mean that providing breastfeeding education numerous times throughout the third trimester could enhance a woman’s breastfeeding journey.
Summary 
The breastfeeding goal of Healthy People 2020 is to increase the percentage of infants breastfed at any time to 81.9% (CDC, 2018; ODPHP, 2020).  Women enrolled in WIC can get formula without cost through the program (USDA, 2013).  Obstetric providers seeing women throughout the prenatal period are at the front line for care and education, including multiple opportunities to provide breastfeeding education and support for breastfeeding mothers and infants.  
This project provided an educational session about breastfeeding and updated breastfeeding recommendations for prenatal providers affiliated with one clinic in rural, southeastern, North Carolina.  The education session included descriptive and contact information for local lactation consultants and breastfeeding support groups.  This strategy was aimed to increase providers’ awareness of resources and current guidelines to prepare them to appropriately and efficiently discuss breastfeeding with patients several times during the third trimester of pregnancy.  In addition, standard processes for the discussion and plans for standardized documentation in patient records were implemented.  The goal of the project was to create a process to increase the frequency that standardized messages regarding breastfeeding education and support are delivered to patients by obstetric providers in one obstetric practice.  A secondary goal was to increase patient awareness of local resources to assist families with breastfeeding success.  














Chapter Three:  Theory and Concept Model for Evidence-based Practice 
This chapter aims to discuss concept analysis, the theoretical framework for this project, and the change model on which this project is based.  The concept analysis will focus on defining the main concepts and terminology discussed throughout this paper.  The theoretical framework will discuss the self-determination theory that will ground this project.  Finally, a discussion will include the theory this project is based on, which is Lewin’s change theory.
Concept Analysis    
	This section will define the many concepts in this paper.  Breastfeeding refers to the method of a mother feeding her infant with milk produced from her breast.  Exclusive breastfeeding refers to an infant being given only breast milk for nourishment for the first six months of life.  Exclusive breastfeeding can include feeding directly from the breast or giving the infant pumped or expressed breast milk from a bottle.  Pumping, or expressing, is when the mother uses a mechanical or electric breast pump, or hand expression, to collect milk from the breast for the infant to drink from a bottle.  Exclusive pumping refers to mothers using a breast pump to collect milk for the infant rather than putting the infant to the breast directly.  Formula feeding refers to the use of commercially manufactured milk used for infant nutrition.  Exclusive formula feeding refers to infants that receive all of their nutrition from formula and none from breast milk.  Providers’ perceptions of breastfeeding refer to the thoughts, feelings, and attitudes that he/she has about breastfeeding.  This concept is crucial because it speaks to how the provider received and then distributed information and education on breastfeeding.  The outcome of this project was two-fold.  First, the staff in the participating clinic, including the obstetric provider, gained an increased knowledge and comfort level about breastfeeding.  Second, the obstetric provider utilized that knowledge and comfort to enhance patient care by providing breastfeeding education multiple times throughout the prenatal period.  
Theoretical Framework 
	Naming the theory.   The theory used to ground this DNP project is the self-determination theory.  Self-determination theory (SDT) is a “formal theory that defines intrinsic and varied extrinsic sources of motivation, and a description of the respective roles of intrinsic and types of extrinsic motivation in cognitive and social development and in individual differences” (Center for Self-Determination Theory, 2019).  Deci and Ryan developed this theory, which focuses on addressing the type, not the amount, of motivation a person has for change.  The underlying principle of SDT is that “psychological well-being is related to three basic psychological needs—autonomy, competence, and relatedness” (Flannery, 2017).  
Autonomy is defined as the independence of one’s life and determining one’s actions.  The identification of autonomy was grounded in the thought that external rewards for behaviors challenge internal motivation (Flannery, 2017).  Deci and Ryan (2012) state that according to SDT, “being autonomous refers to acting with a sense of volition and the experience of willingness” (Deci & Ryan, 2012).  Strategies to support autonomy include acknowledging feelings, letting participants determine their desired behavior, encouraging their choices and behaviors, and respecting their choices (Deci & Ryan, 2012; Flannery, 2017).  Deci and Ryan (2012) found that when individuals are given autonomy, their involvement and motivations are stronger.
Competence is being skilled, knowledgeable, or qualified for a particular task or behavior.  Competence and autonomy must occur synchronously for motivation to be internal and self-determined (Flannery, 2017).  Strategies to support competence include education and practice.  The final aspect of SDT is relatedness, which is the need for security and intimate relationships (Flannery, 2017).  Intrinsic motivation is higher in relatedness in those who value relationships with others.  
Application to practice change. The self-determination theory was used as a theoretical framework for this project.  This project was to be considered successful if the obstetric provider participating were willing to incorporate the intervention into their practice.  The obstetric provider that this project was intended to focus on was independent and autonomous in her practice, meaning, she saw patients alone and provided individualized care.  The assumption was that the obstetric provider was already competent in basic breastfeeding knowledge and demonstrated relatedness in their chosen profession.  For the success of the project, the provider that participated needed to exhibit intrinsic motivation.  First, the provider needed to be willing to participate in the project.  The provider must have been open to the education session and absorb current recommendations, including new information presented.  The provider then needed to decide to apply recommendations and provide breastfeeding education to prenatal patients.  The self-determination theory is the basis for motivational change.  
EBP Change Theory 
[bookmark: _Hlk38200007]Naming the change model. The change model used in this paper is based on Lewin’s change theory.  The steps involved in this change model included unfreezing, moving, and refreezing.  This model is designed to promote change despite participants fighting against the change.  Butts and Rich (2018) describe this model being a “driving force pushes participants toward change, while participants use a restraining force to push back the change being directed their way” (p. 396).  The first step in this model is unfreezing.  Unfreezing is making participants aware of the problem that is being studied.  This step aims to disrupt old patterns and behaviors with the goal of them being unlearned and rejected.  The second step in this model is changing or moving.  This step aims to have participants begin to incorporate new behaviors and patterns that are preferable.  The final step in this model is refreezing, which is integrating the new, acceptable behaviors or patterns into the workplace.  The goal of this final step was for participants to develop the change into a habit.  
Application to practice change.   This project utilized this change model by identifying the problem in practice intended for change, implementing the intervention, and reframing the issue with new practices.  Unfreezing began by presenting statistical information regarding breastfeeding rates to the staff at a rural health department.  Staff then engaged in discussions about their perceptions of breastfeeding, knowledge of local breastfeeding resources, comfort levels when providing breastfeeding education to patients, preferences on when they provide breastfeeding education to patients, and the need to document breastfeeding education.  An education session was then presented to the staff that covered updated information and recommendations for breastfeeding practices, as well as information about local breastfeeding resources for families.  The obstetric provider then engaged in the second step of moving, which consisted of implementing breastfeeding education once in the first trimester, once in the second trimester, and at three separate points in the third trimester, and documented education provided.  
The final step of refreezing occurred once the project has ended, as the provider will continue to apply the new model of breastfeeding education during the prenatal period.  With this step, it will become standard practice to discuss breastfeeding multiple times throughout the prenatal period, provide local breastfeeding resources to patients, and document breastfeeding education in the patient’s chart.  

Summary 
	Many concepts are discussed in this paper.  The definitions of the concepts aid in the understanding of the topics being discussed.  The theory of self-determination provides the role of intrinsic motivation on a person’s willingness to change.  Autonomy, competence, and relatedness are all aspects of intrinsic motivation and desire to change.  The steps of Lewin’s change theory – unfreezing, moving, and refreezing - defined the problem or behavior, prompt new behavior, and incorporate the new behavior into practice.  This project utilized the SDT and Lewin’s change theory as the framework to increase breastfeeding education by obstetric providers during prenatal appointments. 














Chapter Four:  Pre-implementation Plan
This chapter will discuss how the breastfeeding initiative project was implemented.  This chapter begins with a brief discussion of the purpose of the project.  Project management will then be addressed, beginning with organizational change, collaboration within the organization, and a thorough risk management assessment that includes strengths, weaknesses, opportunities, and threats.  The chapter continues with a discussion of the approval process and the information technology used during this project.  The analysis of project costs and the Institutional Review Board process is included in this chapter.  Finally, the project will be detailed in the demographics, outcome management, evaluation tools, data analysis, and data management sections.
Project Purpose
	The purpose of this breastfeeding initiative project was twofold.  The goal of this project was to increase obstetric providers' knowledge and confidence in the discussion of breastfeeding during the prenatal period.  The providers utilized the knowledge, reaffirmed, and gained, during the lunch education session provided, regarding current recommendations and updated resources of breastfeeding to enhance patient care.  Obstetric patients were provided breastfeeding education by their obstetric provider multiple times throughout their pregnancy in hopes of increasing the breastfeeding rates in the county.
Project Management
Organizational readiness for change. The Health Department (HD) self-reported a readiness for increasing breastfeeding education in the prenatal population.  The local hospital that the HD affiliates with has received the designation as “baby-friendly."  The World Health Organization and the United Nations Children’s Fund (UNICEF), teamed up and published the 2018 revision of the Baby-friendly Hospital Initiative (WHO, 2018).  The International Lactation Consultant Association (2018) highlights the significant recommendations of the initiative.  One of the key points highlighted in the initiative states that “efforts should be undertaken to draw public attention to the importance of breastfeeding, the risks of formulas and the practices that will help to protect, promote, and support breastfeeding” (International Lactation Consultant Association [ILCA], 2018).  The obstetric provider at the HD was prepared to actively promote breastfeeding to their patients to support the baby-friendly designation.  
Interprofessional collaboration. The Health Department employed two full-time Nurse Practitioners (NPs), several Registered Nurses (RNs), several Licensed Practical Nurses (LPNs), Certified Nursing Assistants (CNA’s), and medical assistants (MAs).  One NP saw only patients needing women’s health care, including obstetrics, while the other NP saw all other patients, male and female, from birth to death.  The women’s health NP saw a total of 5-20 obstetric patients daily.  The RN and LPN obtained vital signs, scheduled procedures, triaged patients, and performed a variety of other tasks.  
The educational lunch session was provided for the NPs, the clinical nursing staff, WIC staff, and any other staff involved in obstetric care that desired to attend.  The training, however, focused on the NPs and clinical nursing staff.  The training provided new and reinforced knowledge on breastfeeding recommendations and resources that guided patient care and empowered the clinicians to discuss breastfeeding with patients during the prenatal period.  The obstetric provider was then asked to document the education provided in a designated area within the electronic health record (EHR).  


Risk management assessment.
Strengths.  Several strengths supported this breastfeeding initiative project.  First, the staff at the HD wanted to be active participants in improving breastfeeding, and they voiced willingness to devote the time needed to make it successful.  Second, this clinic worked directly with the local baby-friendly hospital who required them to promote breastfeeding.  Finally, providing breastfeeding education throughout the pregnancy raised the possibility of success for improving breastfeeding rates in the county.
Weaknesses.  Time constraints were the most significant weakness.  With the NP seeing a maximum of 25 patients daily, the provider had only about 19 minutes for each encounter, including documentation time.  Another weakness seen was in the rates of women in the county, choosing exclusive breastfeeding versus exclusive formula feeding, 17.9% versus 68.5%, respectively (USDA, 2018).  A final weakness was the clinic’s EHR system, which did not have a specified spot for documentation of breastfeeding on the provider’s flowsheet.
Opportunities.  One significant opportunity for this project was that the HD could become a trusted, local resource for breastfeeding support and education.  Currently, women travel to Wilmington to participate in formal breastfeeding support and education, a distance of approximately 25 miles.  Another opportunity was to provide support for women during the prenatal period and to provide one means of societal support for breastfeeding.  With this ongoing support from the clinic, a support group could be formed, which would aid in the convenience for those in this rural area.
Threats.  The socioeconomic condition for populations in the rural county could have been a threat.  In the county's 2018 Community Health Assessment, it was estimated that the population was 60,958 residents, with 18.7% living below poverty (County Health Department, 2019).  Fifteen percent of the county receives Medicaid services, 12.2% receive Medicare services, and 15.2% have no insurance (CHD, 2019).  Lack of family support for breastfeeding or little postpartum time away from one’s job were other possible threats to successful breastfeeding.  Another threat could have been the easy access to the formula supplied by WIC, which could potentiate bottle-feeding being faster and easier than breastfeeding.  
Organizational approval process. Obtaining organizational partnership and approval required networking with local resources, such as local lactation consultants and WIC offices, to locate potential project sites.  The selected rural health department that accepted was excited about implementing a project that would increase breastfeeding education and resources.  An RN and NP from the organization’s clinical staff were the site champions.  They were optimistic that integrating this project into their practice would enhance their knowledge and increase their support and utilization of local breastfeeding resources.  See Appendix A for the Organizational Approval Letter.
Information technology. Information technology was used during the implementation and evaluation phases of the breastfeeding initiative project.  The education session for the clinic staff was prepared using PowerPoint; Microsoft Excel was utilized for data collection.  Patient demographics, including age, race, trimester of pregnancy, type of insurance, and utilization of WIC resources were entered into Excel to determine the population.  There was a free-text section designated in the clinic’s EHR for providers to document breastfeeding education.
Cost Analysis of Materials Needed for Project
	There were several costs associated with the breastfeeding initiative project.  Lunch was provided during the lunch education session, but clinicians and other interested staff forfeited their personal lunch hour to attend.  The time spent discussing breastfeeding and providing education with the prenatal patient required the NP to be flexible with clinic duties.  The NP also needed a slightly longer duration when appropriately documenting breastfeeding education in the patient's EHR.  The likely benefit was meant to be healthier children and women.  Other costs included monetary costs, including the cost of the lunches, printed materials, travel and gas, and thank you gifts for the office.  See Appendix B for the budget breakdown.
Plans for Institutional Review Board Approval
	The Health Department does not have an Institutional Review Board (IRB).  The project site also did not have a formal process for project approval.  The approval was determined based on the need and desire of the providers whose clinical practice was impacted.  East Carolina University (ECU) did have an IRB that was required.  The IRB for ECU involved completing a preliminary IRB/QI Program Evaluation Self-Certification Tool Guidance form used to determine the degree of IRB approval needed for each unique project.  The university IRB was waived for this project, which was deemed a quality project.
Plan for Project Evaluation
Demographics. There were several demographics collected and entered into a Microsoft Excel workbook during this project.  Demographics included the professional role of participants, NP, RN, LPN, CNA, receptionist/scheduler, and other staff who worked directly with the obstetric patients.  Basic patient demographics were also collected (age, race, trimester of pregnancy, type of insurance, whether the patient receives WIC benefits, and if breastfeeding education was documented) to add a description of the clinic and provide context to work accomplished in this project.  See Appendix D for DNP Project Data Collection Tool (DPDCT).
Outcome measurement.  There were two separate outcomes for this project.  The first outcome measurement, a process measure, was to determine if there was an increase in the rates of clinician breastfeeding education.  This outcome was measured by auditing the EHR to determine if breastfeeding education took place once during the first trimester, once during the second trimester, and three times throughout the third trimester.  Another outcome measurement was determined after comparing the pre and post surveys given to the providers.  The obstetric staff completed the pre-education survey before the lunch education sessions, and the post-education survey was completed after the implementation phase of the project. See Appendix C for pre- and post-education surveys.
Evaluation tool.  This project used two evaluation tools.  The first tool was the Excel spreadsheet that held the data of the patient demographics, trimester of pregnancy, type of insurance, and data from the EHR audits (Appendix D).  
The second tool used was the provider surveys.  These surveys were given to the clinic staff twice during the implementation phase.  The staff completed the pre-education survey before the lunch education session to determine their current practices and then again after the implementation phase.  The pre-education survey answers were compared to the post-education survey to determine if learning occurred and if providers changed their practice to incorporate the new education.
Data analysis.  Healthy People 2020's goal for breastfeeding is to increase the proportion of ever-breastfed infants to 81.9%, infants exclusively breastfed through six months to 25.5%, and infants breastfed at one year to 34.1% (CDC, 2018; ODPHP, 2020).  The time frame for this project did not allow for tracking of overall breastfeeding rates; therefore, provider education and documentation were tracked.  Data analysis included the pre-education survey, the post-education survey, and the DPDCT.  The DPDCT was utilized to determine the amount of breastfeeding education given and documented throughout the pregnancies.  The patient’s age, race, trimester of pregnancy, type of insurance, if breastfeeding education was documented by the provider, if the patient had been referred for WIC services, and if breastfeeding education had been documented once a trimester by the RN or LPN was included in the data analysis. 
The pre- and post-education surveys were used to indicate a baseline context for the project.  Practice change was indicated by improved self-reported scores for participants when completing a similar survey.
Data management.  The pre- and post-education surveys were anonymous.  The demographics and information placed in the Excel workbook did not contain identifiable patient information.  There was a hardcopy of patient information and data that stayed on-site at all times.  When transferring information, the data was coded based on a numerical system and stored in a locked box in a locked trunk.  Once the project was completed, the hard copies kept at on-site were shredded in their HIPAA compliant shred bin.  Only the NPs and RN had access to the hardcopy information.
Summary
	This chapter discussed the implementation of the breastfeeding initiative project in detail.  The obstetric clinic provider and staff were open to incorporating a breastfeeding education project in their clinic.  This rural public health department provides services for obstetric patients that deliver at the local baby-friendly designated hospital.  A SWOT analysis was completed, and it was determined that this project would benefit the site.  While the HD does not have an IRB, the ECU IRB determined the project was a quality endeavor and waived the IRB review.
	Following a lunch education session, obstetric clinic providers and staff intended to focus on current breastfeeding recommendations and local breastfeeding resources.  The obstetric provider was asked to discuss and document breastfeeding education in obstetric patients' charts, and the rate of documentation was audited throughout the project.  Regular auditing of documentation assisted in changing the processes needed to promote the clinic staff’s adoption of including breastfeeding education at regular intervals of care.




















Chapter Five:  Implementation Process
This chapter will discuss the implementation process that this project underwent.  The setting is discussed in detail.  The participants of the project, one obstetric nurse practitioner and the clinical staff, will also be discussed.  The discussion continues with the recruitment process that was performed for this project.  The implementation process section will spell out the exact steps of the project during the implementation phase.  Finally, the changes that occurred during implementation will be addressed.
Setting
        The setting that this project took place in is a rural county health department in southeastern North Carolina.  The health department is a public entity and a state agency.  This health department serves the local community, as all county residents can utilize their services.  The funding for the health department comes from multiple resources.  Some sources of funding include the Division of Public Health, state and federal allowances, Medicaid allowances, and the county allowances.  
        The health department where this project took place offers many types of services.  The adult health clinic provides general health care and referral services to adults in the county (CHD, 2017).  The breast and cervical cancer control program provide cancer screenings (CHD, 2017).  The child health clinic offers care for children of all ages, while the care coordination for children focuses on children under age five who have Medicaid and are deemed to be high-risk (CHD, 2017).  The communicable disease control program is for all communicable diseases but focuses on sexually transmitted diseases, tuberculosis, and hepatitis (CHD, 2017).  The main dental clinic at the health department sees patients of all ages, whereas the mobile dental clinic travels each month to public schools in the county (CHD, 2017).  The diabetes self-management education program helps patients learn about their diabetes (CHD, 2017).  The family planning program offers care for women’s reproductive and sexual health (CHD, 2017).  The health promotion program focuses on prevention of chronic diseases and promoting healthy lifestyle changes (CHD, 2017).  The immunization clinic provides vaccines to patients of all ages (CHD, 2017).  Pregnancy care management offers support to Medicaid-insured pregnant women who are at risk for poor birth outcomes (CHD, 2017).  The school-based health centers offer care to children enrolled in the county’s public schools (CHD, 2017).  The WIC program provides food and counseling to women and children who qualify for assistance (CHD, 2017).  Finally, the maternal clinic, where the project was implemented, provides care to all prenatal and post-natal women (CHD, 2017).  
        The health department had high stakes in this project being successful.  Many hospitals have been designated as baby friendly.  Part of acquiring this title is to promote breastfeeding as the best source of nutrition for the baby.  The local hospital that this health department uses for maternity services is a baby-friendly hospital.  By promoting breastfeeding to expectant mothers, the health department can stand out to the community as a trusted and reliable breastfeeding resource.
Participants
        The main participants in this project were the obstetric nurse practitioner and the maternal health clinical staff.  The maternal health department within the HD is small and only employs one obstetric provider.  Other participants involved were the staff that had direct involvement with patient care.  The inclusion criteria consisted of including all staff that worked with prenatal women.  Due to the site being small and only employing one obstetric provider, there were no exclusion criteria.
Recruitment
        The recruitment process began by deciding what type of providers to involve in the project.  Once it was determined that only obstetric providers would be recruited, a search for an obstetric practice began.  Research found that there were less than eight obstetric practices in the surrounding area.  Several of the practices already had active contracts with the local baby-friendly hospital and underwent regular, specific breastfeeding training.  Several other practices were working together and had received a grant to promote breastfeeding.  Of the few practices left, this health department was the only practice that was interested in being part of a project during the time frame given.  
        The Director of Nursing (DON) who runs the health department clinics was contacted to discuss the potential for implementing a project.  After explanation of the project, she agreed to accept the project.  An email stating the details of the planned project was sent so the obstetric provider could give further approval.  The DON reported that the clinic was currently striving to become breastfeeding and baby-friendly and that the proposed project would help cement the designation.  The obstetric NP participated to assist the HD in achieving the baby-friendly designation.
Implementation Process 
        This project was conducted over a three-month time frame.  The project started with several days of the DNP student going to the HD to observe the flow of the clinic, patient-provider interaction, patient-nurse interaction, and use of the EHR charting system.  After observation, a lunch-and-learn session was scheduled with all staff that was directly involved in patient care.  Prior to the session, staff was given a pre-education survey to determine current breastfeeding beliefs and practices.  The educational session was held over a 60-minute lunch period.  Catered lunch from Chick-Fil-A was provided for the staff that attended the session.  A PowerPoint presentation was shared with the attendees and included current recommended breastfeeding practices, tips for talking to patients about breastfeeding, troubleshooting breastfeeding problems, and local breastfeeding resources for contact.  At the end of the presentation, the provider was asked to begin discussing breastfeeding with their prenatal patients once during the first trimester, once during the second trimester, and three times during the third trimester, and to document the education via free text in the EHR.   
        After the lunch education session was completed, the student then visited the clinic once weekly for nine weeks to follow-up with the provider, observe interactions with patients, audit charts, and answer any questions or concerns that arose.  The EHR was audited weekly to track the documented education provided on breastfeeding.  The student entered the audited data into Excel, which included the patients' age, race, trimester, type of insurance, if breastfeeding education was completed at that visit, WIC referrals, and if breastfeeding education had been completed once each trimester by the nursing staff.
        At the end of the implementation period, the staff completed a post-education survey, which was similar to the pre-education survey.  The pre-education survey was compared with the post-education survey to determine changes in provider beliefs or practices.
Plan Variation
        Several PDSA cycles were completed throughout the implementation period.  The initial plan was to determine which patients were receiving WIC services.  However, WIC has a separate charting system that was not able to be accessed.  WIC was also short staffed due to various reasons and unable to devote the time needed for student follow-up.
	The other variation that took place was to include the section of breastfeeding documentation in each trimester by the nursing staff to the chart audits.  This change was made due to the slowness of change by the provider and to ensure that breastfeeding education was given during the prenatal period. 
Summary
        The setting of the project was a rural county health department in southeastern North Carolina.  This health department has 14 departments that see patients of all ages, including the maternal health clinic.  The participants in this project were the obstetric staff, which consisted of one nurse practitioner and clinical staff.  The recruitment was a process of elimination.  Multiple obstetric offices were considered, with this health department being one that was open and willing to undergo a student project.  With the local hospital being designated baby-friendly, this health department was wanting to pursue taking steps to promote their clinic as breastfeeding and baby-friendly.  
       This project began with provider-patient observation, learning the EHR charting system, and having the staff complete a pre-education survey prior to the lunch-and-learn.  An educational lunch session was provided to present information on breastfeeding and local resources.  The obstetric provider was then asked to discuss breastfeeding education once in the first trimester, once in the second trimester, and three times in the third trimester and document the education in the EHR.  The patient’s charts were audited weekly by the student to determine if education was being documented.  At the end of the implementation process, the staff completed a post-education survey to determine changes in breastfeeding beliefs and practices.  The project’s results will be discussed in the next chapter.

Chapter Six:  Evaluation of the Practice Change Initiative
Chapter Six will focus on the evaluation and results of the implementation phase of this project.  The first section will examine the demographics of the participants and the information included in the DPDCT.  Figure 1 is included as a visual to enhance the understanding of the information.  The short-term, intermediate, and long-term intended outcomes will then be discussed in detail.  The findings and specific results will then be examined.
Participant Demographics
           The participants in this project were all staff at a rural health department in southeastern North Carolina.  The participants, all women, had varying levels of education and backgrounds.  The clinic is split into several departments, including women’s health, family practice, and the WIC office.  The family practice department saw both men and women, from birth to death.  The staff in this department consisted of a DNP-prepared NP, an RN, an LPN, and a CMA.  The women’s health department saw only female patients for various gynecological issues, as well as obstetrics.  The staff in this department consisted of an NP, an RN, an LPN, and a CMA.  The WIC office staff consisted of a registered dietician, two lactation consultants, and breastfeeding peer counselors.  
       Other staff who participated had various roles and responsibilities in the clinic.  The home health RN who saw new mothers and infants in their homes, the RN diabetic educator, the Director of Nursing, and the Nurse Manager were also involved in this project.  The front office staff was invited to attend the lunch-and-learn session, but they were unable to attend.
     Intended Outcome(s) 
The initial short-term intended outcome for this project was for the NP providing obstetric care for women to provide and document breastfeeding education multiple times throughout pregnancy, specifically once in the first trimester, once in the second trimester, and three times throughout the third trimester.  The intermediate outcome for this project was to begin the process of implementing changes in the EHR to include a specific column for the NP to document when breastfeeding education occurred.  The long-term intended outcome for this project was for the obstetric provider to continue providing breastfeeding education throughout pregnancy and to create a change in the process of care for multiple breastfeeding education sessions to become standard care during the prenatal period. 
             Findings. Over the 2-month implementation period, a total of 152 prenatal visits were documented, with many of them being follow-up visits.  Of these patients, the average age was 25.47, with a standard deviation of 4.5 years.  The women were racially diverse.  See Figure 1.  Medicaid was overwhelmingly the most prominent insurance, with 64.50% of patients enrolled in Medicaid, 11.84% with private insurance, and 23.70% of patients were self-pay patients. 
        Across the implementation period of this project, the NP obstetric provider documented breastfeeding education for only 4.66% of patients.  The remaining patients did not receive breastfeeding education, or the education was not documented.

Figure 1. 
Patients in clinic during the implementation period

Summary
Chapter Six discussed the participant demographics, the outcomes and intended outcomes, and the results from the project after implementation.  The participant demographics included the health department staff that worked with obstetric patients.  The short-term, intermediate, and long-term intended outcomes were discussed.  Finally, the results of the project showed that only 4.66% of patients seen over the 2-month implementation phase had documentation of breastfeeding education by the obstetric provider.

Chapter Seven: Implications for Nursing Practice
The American Association of Colleges of Nursing (2006) developed eight key essentials for DNP students to meet before receiving their degree (American Association of Colleges of Nursing [AACN], 2006).  The DNP Essentials are necessary to prepare the students to have a “scholarly approach to the discipline, and a commitment to the advancement of the profession” (AACN, 2006).  Chapter seven focuses on how the breastfeeding initiative project will meet the DNP Essentials.  
Practice Implications
             Essential I: Scientific underpinnings for practice.  This project met the sub-objectives for Essential Ⅰ.  There were multiple steps in the literature review process completed throughout the four semesters.  Information from the literature reviews was retrieved from reputable sites such as the American College for Obstetrics and Gynecologists, the Centers for Disease Control and Prevention, the World Health Organization, and the American Academy of Pediatrics.  More literature was discovered in published journal articles found through databases such as PubMed and CINAHL.  
[bookmark: _Hlk24403230]Multiple studies have reported mixed results regarding the most effective way to deliver breastfeeding education prenatally.  A one-time educational video viewed by women in their third trimester did not significantly affect breastfeeding duration or exclusivity, however, video modules with breastfeeding education shown multiple times throughout the third trimester positively impacted breastfeeding initiation and duration (Kellams et al., 2018; Pitts et al., 2015).  The Ready, Set, BABY (RBS) program increased breastfeeding knowledge and decreased comfort in formula feeding (Parry et al., 2019).  A cross-sectional study completed 22 years apart found an 11% increase in providers discussing and recommending breastfeeding, with a 5% increase in provider reports of insufficient breastfeeding training during residency, and a 24% decrease in providers handing out formula samples (Rosen-Carole et al., 2020).  Finally, a QI project for standardizing breastfeeding education and increasing provider documentation of breastfeeding education was unsuccessful due to the providers not completing or attempting the project (Seibenhener & Minchew, 2016).  From these results, the current project was developed with the idea of having the provider discuss breastfeeding and educate prenatal patients once in trimesters one and two, and three times during the third trimester. 
	Breastfeeding and breastfeeding education data from ACOG, CDC, AAP, KellyMom, La Leche League, and WHO was compiled into a PowerPoint presentation that was presented for staff at the HD.  Throughout the time spent at the HD, ongoing conversations occurred with all staff involved in direct patient care, with breastfeeding recommendations and guidelines continually discussed and reinforced.  Emphasis was continually placed on the importance of the obstetric provider discussing and documenting breastfeeding with prenatal patients throughout the pregnancy.  Discussions of feasibility in adding breastfeeding education to the current provider flowsheet were ongoing.  While it was not achieved during the time frame of the implementation period, the staff was continuing to work on changing the EHR to allow for proper documentation.
             Essential II: Organization and systems leadership for quality improvement and systems thinking. This project met Essential Ⅱ.  This project was developed based on current statistics of breastfeeding rates for the HD (31.5% total breastfed) compared with the goals of Healthy People 2020’s goal of increasing the proportion of infants ever breastfed to 81.9% (CDC, 2018; ODPHP, 2020; USDA, 2018).  One goal of this project was to increase the number of times the obstetric provider discussed breastfeeding with patients in the prenatal period to once in the first and second trimesters and three times in the third trimester.  A second goal for this project was for the obstetric provider to document every time breastfeeding education was discussed as a way to monitor when education was given.  PDSA cycles were used to track changes throughout the project and determine the best course of action to meet the project goals ensuring documentation.  This process integrated continuous critical thinking skills.
	Meetings with the obstetric provider and staff continued throughout the implementation period to reinforce the project goals.  Staff was educated on the cost benefits of breastfeeding over formula feeding for the purpose of staff education to promote a breastfeeding-friendly environment.  The PDSA model was updated numerous times throughout the implementation period to determine what parts of the project were beneficial, and to revise parts that were lacking.  
	Face-to-face and email communication with the nurse manager and the obstetric provider was maintained throughout the project.  A pre-education survey was used to assess breastfeeding knowledge, attitudes, and beliefs.  Using information obtained from the pre-education survey, a PowerPoint presentation was created, and a lunch-and-learn was held for the staff.  Additional information and research supporting the importance of documenting patient education were shared with the obstetric provider and clinical staff.
             Essential III: Clinical scholarship and analytical methods for EBP.  A literature review was completed to determine the best practice guidelines for providing breastfeeding education in the prenatal period via research articles and recommendations from ACOG, CDC, and WHO.  It was determined that combining pieces of ACOG (2013; 2018), Pitts et al. (2015), Rosen-Carole et al. (2020), and Seibenhener and Minchew (2016) was most effective for the current project.
Tests were used pre- and post-implementation to determine knowledge retained from the staff education session, as well to assess clinical practice changes.  Weekly chart audits were performed throughout the implementation phase of the project, and data was entered into an Excel spreadsheet. 
             Essential IV: Information systems/technology and patient care technology for the improvement and transformation of healthcare. This project met Essential Ⅳ.  The site where this project was implemented used an EHR charting system.  It was determined that the provider flowsheet did not provide an electronic prompt for breastfeeding education and documentation.  The first visit of each trimester requires the nurse to document education, including breastfeeding; however, the provider’s flowsheet is different and separate from the nurse’s flowsheet.  Ongoing discussions with the provider and director of nursing determined the need to add a breastfeeding education column to the provider’s documentation flowsheet.
             Essential V: Healthcare policy for advocacy in healthcare. The main aspect of this project was to assist the HD in achieving the baby-friendly designation.  After completing chart audits and discussions with staff, it became clear that a change in the EHR was necessary.  The obstetric provider was collaborating with the EHR’s IT department to include a section in the provider flow sheet for breastfeeding education.  The intention was that this process change would lead to a new policy paradigm for caring for prenatal women.
             Essential VI: Interprofessional collaboration for improving patient and population health outcomes. Communication and collaboration were ongoing throughout the four semesters with local lactation consultants, WIC directors, and obstetrical and pediatric health care providers.  The lunch-and-learn presentation was reviewed and enhanced by lactation consultants before the presentation.  The presentation was then delivered to the HD staff, which included nurse practitioners, nurses, WIC staff, clinical staff, and ancillary staff.  After the presentation, chart audits were completed weekly, along with frequent contact with staff to reinforce project goals of education and documentation of breastfeeding. 
             Essential VII: Clinical prevention and population health for improving the nation’s health.  The literature indicated that breastfeeding had lower rates than formula feeding across the US (USDA, 2018).  In the 2017 report for breastfeeding rates in WIC patients, the county had a 17.9% rate for exclusive breastfeeding and a 68.5% rate for exclusive formula feeding (USDA, 2018).  With the breastfeeding goal of Healthy People 2020 being to increase infants ever breastfed to 81.9%, the county falls well below (CDC, 2018; ODPHP, 2020).  The purpose of this project was to increase the number of times the obstetric provider discussed breastfeeding during the prenatal period to work towards meeting the Healthy People 2020 goal.  While the implementation phase of this project was not long enough to identify probable long-term benefits and outcomes, future breastfeeding rates will show if provider education was impactful.
             Essential VIII: Advanced nursing practice. This project was designed to promote quality care by increasing the number of discussions about breastfeeding during the prenatal period.  During the implementation phase, the obstetric provider was asked to discuss and document breastfeeding education once in the first and second trimesters, and three times in the third trimester.  The evaluation of this project underwent multiple PDSA cycles.  Weekly visits to the HD to work with staff and complete chart audits occurred during this phase.  Consideration for the addition of breastfeeding education to the provider flowsheet was continuous throughout the implementation phase, with literature to support the change being discussed and evaluated.  

Summary 
        Chapter Seven focused on how the breastfeeding initiative project met the AANC DNP Essentials.  Each Essential contained several competencies to provide diverse ways to meet that Essential.  Between literature reviews, meetings with local resources, designing a presentation, performing chart audits, and working with the staff at the HD to enhance the quality of care by providing patient education with regards to breastfeeding, this project met all eight DNP Essentials.  
















Chapter Eight: Final Conclusions
This chapter will discuss the final conclusions of this project.  The outcomes, significance of the results, project strengths, weaknesses, and limitations, and lessons learned will be discussed in detail.  Finally, there will be a thorough discussion of recommendations for future organizational change based on research and the findings from this project.  
Significance of Findings 
        The results discussed in Chapter Six show several things.  The obstetric NP only charted that she discussed breastfeeding with 4.66% of the obstetric patients she saw.  This could be interpreted in several ways.  The NP could have discussed breastfeeding with patients at every visit and just not documented the discussion.  This could be likely as there was not a specific spot for breastfeeding education documentation in the EHR.  She also could have planned on discussing breastfeeding with the patients when she saw them but, gotten distracted by other issues the patient brought up.  Another interesting finding was that the obstetric NP only documented that she discussed breastfeeding with Medicaid patients; all but one of those patients were Hispanic.
        These findings could be interpreted in several ways.  The NP was not given specific weeks to discuss breastfeeding education.  Due to this, there was no consistency with practice across patients.  Due to the EHR not having a specific breastfeeding education prompt in the provider flowsheet, she was not signaled to discuss and/or document breastfeeding education.  Many patients being seen in this health department were financially disadvantaged.  When they came for their prenatal appointments, there were sometimes more relevant problems that needed to be addressed during the visit.  Provider time constraints played into the lack of education and documentation, as well, when other relevant issues required the full appointment.
        As stated earlier, the NP only documented breastfeeding education with Medicaid patients.  This could be due to several reasons.  Infants who are enrolled in Medicaid and utilize WIC benefits have a lower chance at ever being breastfed (76.7%) than infants not enrolled in WIC (91.7%) (CDC, 2018).  Patients enrolled in WIC might also have a lower chance of exclusive breastfeeding due to barriers such as breast pain, decreased milk production, and problems with latching (Wouk et al., 2017).  Finally, being in a rural area could limit access to other breastfeeding support and support groups.  The obstetric provider will need to provide education to every patient, regardless of race or insurance in a nonbiased manner.  
        While this clinic wants to gain the baby-friendly designation, they are not quite ready.  The staff will need to be fully onboard with adhering to providing breastfeeding education to patients and ensuring it is documented in the charting system.  The charting system will need to be updated to provide a section for breastfeeding education in the provider documentation area.  Clinic administrators, the provider, and IT will need to continue to push for the change in the EHR.  For a permanent change in patient care and education, the provider will need to have the breastfeeding education section included in the provider documentation flowsheet.
        The clinic administrators will also need to be on board with ensuring breastfeeding education is provided and documented on a consistent basis.  In order for this project to be sustainable long-term, all staff will need to participate and be supportive while the process change is taking place.  This project can be translated into other practice settings as well.  Not only other health departments but other obstetric clinics, as well as primary care clinics that see prenatal patients, can learn and incorporate this process to educate and support prenatal and postpartum women.  Another setting where this project could be translated is in pediatric clinics.  Pediatricians often require expectant parents to meet with them or attend a session at the clinic prior to the birth of a child.  Pediatricians can incorporate the importance of breastfeeding into the information they provide during these meetings by educating patients about the benefits of breastmilk and the risks of formula, understanding how to troubleshoot common breastfeeding problems, be aware of local breastfeeding resources, and promote breastfeeding within the office (AAP, 2020).  Finally, they can also continue to provide breastfeeding education and support during well-child visits after the baby is born.  
Project Strengths and Weaknesses 
         This project had several strengths and weaknesses, some evident from the beginning, and others not realized until after implementation.  The clinic staff were interested in the project and learning about updated breastfeeding recommendations and resources.  The site was in the process of striving to gain baby-friendly designation, so the staff was very receptive.  Another strength was that the HD only had three women’s health/obstetric employees, so there was not a challenge in working to change multiple providers’ practice.  The location of the HD is in a rural area and has the potential to become a local resource for breastfeeding mothers.  Due to the HD housing WIC services as well as several IBCLC’s, the setting can be a source for women needing assistance with breastfeeding support.  This will reduce patients’ travel burden as they will no longer need to visit Wilmington for education and support.
	This project also saw some weaknesses during implementation.  One weakness was that the only free prenatal breastfeeding education class offered through WIC was held once monthly in Wilmington at the New Hanover County Health Department.  Despite the potential need for this class in rural this rural county, the budget did not allow for the IBCLC’s employed at the HD to host this class (N. Escobar, personal communication, February 1, 2019).  This inconvenience required prenatal women interested in attending the breastfeeding education class to travel at a minimum 30-minute drive one way to Wilmington.  The final weakness encountered during this project was that there was no identified time, or weeks of gestation, that was optimal for the breastfeeding education to occur during each trimester.
Project Limitations 
          Planning and implementing this project had several limitations.  The first limitation was time constraints.  This project only allowed two months to implement and collect data.  There were some challenges to ramping up the project at the HD, including access to the clinic to begin project orientation and education.  This lag led to delayed initiation of implementation and reduced the overall total number of weeks for implementation.  A second limitation was the necessity for staff to see patients back to back, which left little time for discussing ways to improve processes, increase education, or work through ways to change the practice related to the breastfeeding project.  The third limitation was that the electronic health recording did not have a specified location for documenting breastfeeding education.  As such, the provider had to remember to free-text the education in the record, which was not consistently done.  Though the RN and LPN were required to provide breastfeeding education once per trimester and to document that education, it was often overlooked by the provider.  The final limitation was also related to the electronic health record.  While the provider voiced willingness to change her practice to include breastfeeding education and documentation of the education, it ultimately required changing the capacity of the documentation system to allow for a standardized location of the educational offering.  Health department leadership, EHR administrators, and EHR systems’ designers collaborated to determine the feasibility of the change in the system.  The required change was not possible during implementation as this process took time and potentially incurred costs, hence it could not be actualized during the limited time frame of project implementation.
Project Benefits 
          This project has several potential benefits for the HD.  An organizational benefit for this site is that it is currently striving to become designated as baby friendly.  The local hospital and surrounding obstetric practices have already achieved the baby-friendly designation.  For this site to gain the baby-friendly designation, staff will need to continually ensure that they “provide mothers with adequate knowledge about breastfeeding before they enter the facility providing maternity and newborn services.”  With the local delivering hospital already having achieved the baby-friendly designation the HD will need to consistently employ some of the Ten Steps to Successful Breastfeeding, which include the following: having a written breastfeeding policy that is routinely communicated to all staff, train all staff in the skills to implement the policy, inform all prenatal patients about the benefits of breastfeeding, encourage breastfeeding on demand, and educate prenatal patients about the baby-friendly hospital policies (Baby-Friendly USA, 2020; WHO, 2018).  When this site can gain that designation, it will positively impact the patients by becoming a trusted local breastfeeding resource for education and support.
        Another benefit is a change in the process of delivery of care.  The obstetric provider and staff were thoroughly educated on the benefits of providing breastfeeding education throughout the prenatal period.  The NP was willing to incorporate increased breastfeeding education into her current practice.  She was also willing to attempt to force change in the charting system to include a section for breastfeeding education in the provider documentation section.  There are a few avenues for keeping this change of process sustainable.  First, the EHR system will need to be changed to include a section for documentation.  This will allow the NP to provide reliable, consistent care with all patients.  A second reason this change in the EHR will be beneficial is when there are new providers that come into the practice.  By having the provider flowsheet updated, it will aid in consistent flow of care between providers, which in turn will benefit patient outcomes.  Another positive aspect of the change in the process of care will impact all other clinical staff as well.  With the importance being placed on breastfeeding education and the topic being brought up continually with patients, staff will be more readily equipped to provide education and support.  Finally, to continue to hold the baby-friendly designation, annual education sessions will need to be held for staff.  
        A final benefit of this project is that the HD can become a trusted, local resource for breastfeeding education and support in the rural area.  As previously discussed in the project weakness section, prenatal women currently have to travel to Wilmington for prenatal breastfeeding education classes.  The New Hanover County Health Department’s WIC office hosts a free two-hour breastfeeding education class once monthly for patients that utilize Medicaid and WIC services.  Currently, if a Medicaid enrolled, prenatal, county resident wants to take the prenatal breastfeeding class, she has to plan on dedicating, at minimum, three hours or more to attend.  Depending on where a woman lives within the county, it can take at least 30 minutes one-way to get to Wilmington for the class.  With the county having an estimated population of 60,958 residents and an increase in birth rates, and an increase in Medicaid patients, there is a critical need for the county to add the services of prenatal breastfeeding education classes (N. Escobar, personal communication, February 1, 2019; CHD, 2019).  
Practice Recommendations 
          There are several recommendations for future practice change that resulted from this project.  The project student partner recommends establishing a specified location to document in the EHR and specific weeks of gestation when breastfeeding education will be provided for prenatal patients.  This project only focused on once in the first trimester, once in the second trimester, and three times in the third trimester, which was too vague for staff.  In the future, it is recommended that the defined weeks be as follows: once during weeks 8-10, once during weeks 20-24, and during week 32, 34, and 38.  Selecting specific weeks will assist the provider in establishing a consistent, repetitive, standardized time to discuss breastfeeding with her patients.  This consistency will also help the provider remember to enter the education via free text into the documentation for each specified visit.  The ultimate recommendation related to the EHR capacity is that the system be revised and updated to add a breastfeeding section, which will allow providers to document what educational content is being provided, the date, and the parents’ response to the education.
 	Another recommendation would be to discard the pre- and post-education surveys from the project.  The pre-education survey was originally intended to guide the topics included in the education session for the staff.  However, it was determined that the information in the surveys was too clinically based instead of providing the basic information that was to be included in the educational session.  The post-education survey was originally intended to determine if learning took place a month following the education session.  Due to many of the questions not being covered in the educational session, it was found that these surveys did not enhance learning, nor did it change the course of the project as far as working directly with the obstetric staff or auditing charts.  
Another recommendation would be to code each patient in a way to track them from visit to visit.  For this project, each patient was coded with their initials only.  By coding each patient in this manner, it was impossible to determine their subsequent visits.  Patients seen multiple times in the second and third trimesters were not able to be followed to determine if they had already received breastfeeding education during that specified trimester.  
While time will almost always be a factor in DNP projects, it is recommended to begin the implementation period as soon as possible to maximize the project benefits.  In the case of this project, the implementation time was lessened due to the site not being able to accommodate the education session at the beginning of the semester.  This project underwent several PDSA cycles throughout the implementation period.  However, the time between each cycle did not allow for adequate reflection.  Due to the short 6-week implementation, the clinic staff was not able to receive and process feedback to make needed changes to impact significant changes in process and delivery of care.  Due to this obstacle, future recommendations include specifying standing meeting times with clinic staff for a predetermined time every two weeks to discuss the current PDSA cycle and determine changes for the following PDSA cycles.
	For transferring this project to other obstetric settings, there are several recommendations.  First, the student would need to spend a few days with the obstetric providers to learn their way of practice and explore their views and beliefs on breastfeeding.  Next, it would be recommended that the student investigate the local breastfeeding resources and establish how often they are utilized by the providers.  When developing the educational session, the focus should be placed on current recommended practice guidelines, baby-friendly practices, and local resources and support.  Finally, during the auditing period, the student should plan to spend time shadowing the providers during prenatal care, collaborating on ways to improve breastfeeding education and documentation, and collaborating on ways to permanently change the process of delivery of care.

Final Summary 
          Breastfeeding has many proven benefits for both mother and baby including providing the baby the best nutrition and antibodies to protect them from illnesses, aiding in postpartum recovery, lowering the risk for certain cancers and diseases in mothers, and promotes bonding between mother and baby (ACOG, 2013; HealthyChildren.org, 2016).  The 2018 report from the USDA showed exclusive formula-feeding infant rates were 67.7% in the United States, 68.7% in North Carolina, and 68.5% for the Health Department (USDA, 2018).  The goal of Healthy People 2020 is to increase the percentage of infants ever breastfed to 81.9%, infants who are breastfed exclusively through six months to 25.5%, and infants who are breastfed at one year to 34.1% (CDC, 2018; ODPHP, 2020).  Exclusive breastfeeding for the first six months of life, along with an introduction to solid foods for the first year of life is recommended, with WHO extending that recommendation until age two years (AAP, 2014; WHO, 2018).  
        Medicaid offers programs to help low-income parents, infants, and children receive care and health services, including offering the WIC program.  While WIC strongly encourages breastfeeding, they also offer free formula if the mother chooses not to breastfeed.  Infants receiving WIC benefits have a lower chance at ever being breastfed at 76.7% than infants enrolled in WIC but not receiving benefits, at 83.3%, or infants not enrolled in WIC, at 91.7% (CDC, 2018).  Wouk et al. (2017) focused on improving access to lactation support and education for Medicaid enrollees and found that breastfeeding exclusivity and duration rates in this population fall 28% below the general population and 28-43% below Healthy People 2020 targets.  
        This project utilized the theories of self-determination and Lewin’s change theory to promote a change in practice.  Self-determination involves intrinsic motivation on a person’s willingness to incorporate change.  Lewin’s change theory involves three steps of change.  Unfreezing involves participants being aware of a problem that needs changing.  Moving entails incorporating new behaviors or practices, and refreezing occurs when those new behaviors and practices become habits.  
        This project was developed using reputable resources and theories to initiate a change in practice.  The goal for this project was to increase prenatal breastfeeding education in a rural southeastern health department in North Carolina.  The health department staff were in the process of working towards gaining baby-friendly designation and open to a breastfeeding project.  The clinic selected for this project provides prenatal and postpartum services to the local community.  Another area of the clinic saw patients of all ages and genders and was, therefore, included in this project.  Clinic staff was first given a pre-education survey to determine current knowledge, beliefs, and practices regarding breastfeeding.  An educational session was developed and presented during a lunch-and-learn session for clinic staff.  The information included in the education session was breastfeeding information, facts, recommendations, and a list of local resources for additional breastfeeding education and support.  The obstetric provider was then tasked with providing and documenting breastfeeding education with prenatal patients once during the first trimester, once during the second trimester, and three times during the third trimester.  
        Chart audits, breastfeeding reinforcement support, and ongoing discussions with staff regarding breastfeeding education were performed weekly during the six weeks following the education session.  Data from chart audits were collected and entered into Excel and included, patient’s age, race, trimester of pregnancy, type of insurance, if breastfeeding education was documented by the provider, if breastfeeding education was documented once a trimester by the clinical staff, and if the patient had been referred for WIC services.  Towards the end of the implementation period, a post-education survey was completed by staff to determine knowledge gained and retained and changes in clinical practice.  
        There was a total of 152 prenatal visits recorded during the implementation of this project, with many of the visits being routine follow-up visits.  The average patient age was 25.47, with 41.45% being Caucasian, 38.16% being Hispanic, 17.8% being African American, and 2.63% being Asian.  Of these patients, 64.5% were enrolled in Medicaid, 23.7% were self-pay patients, and 11.84% had private insurance.  The results showed that the provider provided breastfeeding education and documentation for 4.66% of the patients seen.  
        These findings indicated that a majority of the patients did not receive prenatal breastfeeding education or that the provider did not document that breastfeeding education occurred during visits.  One problem was with the documentation aspect of this project as there was not a specific area for the provider to document breastfeeding education in the provider flowsheet.  The EHR that was being used only had a section for breastfeeding education documentation in the clinical staff’s flowsheet.  The provider had to enter breastfeeding education via free text in the flowsheet.  Another problem found was that the provider was not given specific weeks to discuss breastfeeding education with patients, which left a lot of ambiguity on the process change.  
        There are several future recommendations moving forward.  Incorporating specific weeks for breastfeeding education to occur during the prenatal period is a necessity for sustained process change.  Another recommendation is to ensure that there is a permanent change in the EHR to include a section in the provider flowsheet for breastfeeding documentation.  A final recommendation is to discard the pre- and post-education surveys from the project.  It was found that the surveys did not aid in the implementation process and was wasted time for the clinic staff.  
        While this project did not meet the set goals during the implementation period, change is still possible.  At the conclusion of the implementation period, a change in the clinic’s EHR was in process.  The provider and administrators had already begun working with the charting system to make the change needed for added documentation.  Discussions with the provider had led to defining specific prenatal weeks to discuss breastfeeding as once during weeks 8-10, once during weeks 20-24, and during week 32, week 34, and week 38.  It will take time to see a change in breastfeeding rates but, with a change in the overall process of providing breastfeeding education multiple times throughout the prenatal period breastfeeding rates should increase.
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Appendix A
Site Project Approval Letter
[Appendix A has been removed]













































Appendix B
Project Cost Analysis


Table 2
Cost Analysis
	Itemized Costs
	Amount Estimated
	Actual Amount Spent
	
	Totals

	Lunch 1
	$150.00
	$230.00
	
	

	Printing
	$55.00
	$70.00
	
	

	Travel/Gas
	$150.00
	$175.00
	
	

	Incentives
	$100.00

	$75.00
	
	

	Totals
	$455.00
	$550.00
	
	$550.00

	
	
	
	
	







































Appendix C
Pre- and Post-education surveys

Breastfeeding
Residency Curriculum
American Academy of Pediatrics
Evaluation Tool
Pre-test (with Answers) 

Section I: Knowledge
1) Hypoglycemia, both symptomatic and asymptomatic, is a common concern in healthy term breastfed neonates.  While glucose monitoring should be performed only in high-risk infants and those who are symptomatic, the management strategies employed to prevent and treat hypoglycemia should support breastfeeding. Which one of the following strategies is the BEST method to prevent symptomatic hypoglycemia: a) Glucose monitoring every thirty minutes following delivery
b) Oral glucose solution by mouth immediately following birth, followed by breastfeeding on demand
c) Early initiation of breastfeeding on demand, within 30–60 minutes after delivery
d) Define hypoglycemia <45 mg/dL (<2.5 mmol/L) within the first 3 hours after delivery e) All of the above
ANSWER: c. Healthy, term infants do not become hypoglycemic from underfeeding. Even small amounts of colostrum are sufficient to meet normal requirements. Putting infants to breast as soon as possible after birth, and frequently thereafter, is the best way to establish breastfeeding and normoglycemia.
2) Anticipatory guidance for the breastfeeding infant and mother on the day of hospital discharge includes all of the following EXCEPT:
a) Instructions on the techniques for milk expression including how to use a breast pump
b) A scheduled follow-up visit for the baby at 2 weeks of life
c) Methods of contacting individuals or organizations, including names and phone numbers, who can provide support and advice related to breastfeeding
d) Advise to exclusively breastfeed regardless of cultural practices, or need for vitamin supplementation e) Answers (b) and (d)
ANSWER: e. A follow-up visit should be scheduled 2–4 days post discharge (or 3–5 days of age) to ascertain latch, positioning, jaundice, maternal milk supply/engorgement, and milk transfer. By 2 weeks of age, if there have been any problems, many mothers will have already stopped breastfeeding and the milk glands involuted. Recommending against strong cultural practices (that are not dangerous) will only distance the physician from the family. Vitamin D supplementation should be recommended for all exclusively breastfed infants.
3) All of the following are recommended to encourage successful breastfeeding EXCEPT:
a) Initiation of breastfeeding within 1 hour of birth
b) Avoiding the use of pacifiers and artificial nipples in term breastfeeding infants
c) Continuous rooming in with breastfeeding on demand
d) Restricting length of breastfeeding time to prevent nipple soreness and engorgement
e) Avoiding use of supplemental formula during the early stages of milk production
ANSWER: d. Restricting the time at breast has no relationship to nipple soreness (usually due to improper latch and/or positioning) and will promote engorgement, rather than prevent it.
4) Which of the following is a correct statement about the latch during breastfeeding?
a) The baby must take all of the areola into the mouth to achieve a good latch
b) A narrow angle at the corner of the infant’s mouth is indicative of a good latch
c) The baby needs to be latched so that he compresses the milk sinuses when suckling at the breast
d) The baby needs to be latched so that he compresses the base of the nipple when feeding
e) Mothers who have had previous breastfeeding experience rarely require assessment of the baby’s latch in the hospital or birthing center
ANSWER: c. The infant should take a good portion of the areola into his mouth with his mouth wide open (wide angle at the corner) and lips everted (“fish lips”) so that his tongue can come forward to compress the milk sinuses against the hard palate to extract the milk.
5) The mother of a breastfed 3-month-old will be away from her baby overnight for a business trip. She has an electric pump, but will not have a refrigerator available to her during the trip. Of the following, which is the BEST advice to give her regarding pumping and storing of her breast milk during the time of separation?
a) She should pump the milk and save it to take home with her; it’s okay for 24 hours without refrigeration
b) She should pump and dump her milk; she won’t be able to save the milk, but at least she can maintain her supply
c) She doesn’t need to bring the pump; with such a short separation, she won’t need to pump at all
d) She should pump the milk and store it with ice in a cooler at approximately refrigerator temperature (<40°F)
ANSWER: d. Mature milk can be stored at <40°F for ~8 days. If kept at ~60°F, 24 hours is appropriate, but “room temperature” is considered to be >72–80°F, and 4–8 hours is the time limit at that temperature. No need to pump and dump, since most hotels have ice available, and even with such a short separation, pumping would be essential to prevent painful engorgement, and possibly blocked ducts.
6) All of the following medications given during a nursing mother’s hospitalization are compatible with uninterrupted breastfeeding EXCEPT: a) Acetaminophen
b) Technetium-99m (for nuclear medicine scans)
c) Cefoxitin
d) Prednisone
e) Ibuprofen
ANSWER: b. Although technetium does not require as long of an interruption in nursing as the radioactive iodines, its use for nuclear medicine scans does cause milk to be radioactive for 15–72 hours, during which time the nursing mother is usually instructed to pump and dump.
7) Breastfeeding has been associated with the following health benefits:
a) A reduction in otitis media
b) A reduction in lower respiratory illness
c) A reduction in gastroenteritis
d) A reduction in hospitalization from any cause
e) All of the above
ANSWER: e. All of the above.
8) The hormone primarily responsible for milk ejection (“let-down”) is: a) Estrogen
b) Progesterone
c) Prolactin
d) Oxytocin
e) Transferrin
ANSWER: d. Oxytocin is secreted by the posterior pituitary and travels via the bloodstream to stimulate contraction of the myoepithelial cells to cause milk ejection.
9) Compared with mature milk, colostrum is:
a) Lower in sodium, potassium and chloride
b) Higher in fat and sodium
c) Higher in protein, sodium, and fat soluble vitamins
d) Lower in fat and carotenoids
e) Higher in water-soluble vitamins
ANSWER: c. Protein, sodium, and fat-soluble vitamin concentration decrease as colostrum changes to mature milk.  Fat concentration increases with mature lactation.
10) Severe engorgement is most often due to:
a) High prolactin levels
b) Infrequent feedings
c) Postpartum depression
d) Epidural anesthesia
e) None of the above
ANSWER: b. Delayed, infrequent, and inadequate feedings are the most common causes of engorgement.
11) The most common cause of poor weight gain among breastfed infants during the first 4 weeks after birth is: a) Infant metabolic disorders
b) Infrequent or ineffective feedings
c) Low fat content of breast milk
d) Maternal endocrine problems
e) Maternal nutritional deficiencies
ANSWER: b. The lack of stimulation to the breasts causes a decrease in milk supply with resultant poor weight gain in the infant.
12) The addition of complementary foods is recommended at about:
a) 2 months
b) 4 months
c) 6 months
d) 9 months
e) 12 months
ANSWER: c. Breast milk alone maintains adequate nutrition and growth up to 6 months of age in most infants. Stable sitting and oral feeding skills are also developed at this time in most infants.
13) Breast milk jaundice is BEST characterized by:
a) Weight loss
b) Poor feeding
c) Brick dust urine
d) A high direct bilirubin
e) A thriving infant with persistent jaundice
ANSWER: e. Breast milk jaundice usually appears after the first week in a healthy, thriving infant. It is not a reflection of inadequate milk intake, but felt to be a factor in the milk which impairs conjugation or excretion of the bilirubin.
14) Breastfeeding is contraindicated in which of the following conditions:
a) Infants with galactosemia
b) Maternal Hepatitis B
c) Maternal Hepatitis C
d) Maternal mastitis
e) Infants with Cystic Fibrosis
ANSWER: a. As human milk contains lactose (glucose + galactose), galactosemia is one of the few conditions that preclude breastfeeding/breast milk. Infants of mothers with Hepatitis B should receive Hepatitis B vaccine and HBIG.  
There is no increased transmission of Hepatitis C with breastfeeding. Milk of mothers with mastitis is safe for baby. Infants with Cystic Fibrosis may need supplemental enzymes, but breastfeeding is encouraged.
15) A mother with a 3-day-old baby presents with sore nipples. The problem began with the first feeding and has persisted with every feeding. The most likely source of the problem is: a) Baby’s suck is too strong
b) Feeding time is too long
c) Lack of nipple preparation during pregnancy
d) Inverted nipples
e) Poor attachment to the breast
ANSWER: e. Nipple preparation has not been shown to affect nipple soreness. Attachment may be more difficult with inverted nipples, but correct attachment can usually be obtained. Length and vigor of feedings are not associated with sore nipples. Poor attachment is by far the most frequent cause of sore nipples.
16) Hospital policies that interfere with breastfeeding include all of the following EXCEPT:
a) Moving the infant to the nursery for the night to allow mother to rest and build up her milk supply
b) Feedings scheduled every 4 hours to allow mother’s breasts to make more milk
c) Use of pacifiers to prevent the infant using mother as a pacifier and giving her sore nipples
d) Showing all mothers how to express or pump breast milk in case they are separated from their infants
e) Routine water supplementation by dropper to prevent dehydration
ANSWER: d. Keeping mother and baby apart, limiting feedings, offering a pacifier instead of the breast, and offering supplement, all restrict breastfeeding and interfere with establishing a full milk supply. Hand expression or pumping is a skill that can help maintain milk supply.
17) In which of the following circumstances should it be necessary to delay the initiation of breastfeeding after delivery (for more than 1 hour):
a) C-section with spinal anesthesia
b) Mother fatigued due to a long and difficult labor
c) Mother receiving MgSO4 for preeclampsia
d) All of the above
e) None of the above
ANSWER: e. None of the above. If mother is awake and alert enough to hold her infant she should be encouraged to breastfeed immediately after delivery.
18) Which of the following factors should be considered when choosing drug therapy for a nursing mother?a) Age of the infant
b) Experience with the drug in infants
c) Relative concentration of the drug in mother’s milk and plasma
d) Potential long-term effects in the infant
e) All of the above
ANSWER: e. Although every effort should be made to minimize drug transfer to the infant, very few drugs are contraindicated for breastfeeding mothers.
19) Signs of milk ejection in the first few weeks include all of the following EXCEPT:
a) Milk leaking from the other breast
b) Uterine cramping
c) Breast erythema 
d) Audible swallowing
e) “Pins and needles” sensation in the breast
ANSWER: c. Oxytocin causes myoepithelial cell contraction and uterine contractions. With milk ejection, infant swallowing can be heard, and leaking from the other breast can be seen. Erythema is not part of the milk ejection reflex.
20) All of the following will influence maternal milk production EXCEPT:
a) Retained placental fragments
b) Maternal smoking
c) Maternal fatigue and stress
d) Excessive maternal caloric intake
e) Diuretic medications
ANSWER: d. The rapid drop in progesterone when the placenta is expelled is necessary to trigger the onset of copious milk production. Maternal smoking, fatigue, stress and diuretic medications have all been associated with a reduction in maternal milk production. Extra calories will be stored, but will not affect milk production adversely.
Section II: Clinical Practice
The questions in this section ask the residents about their common clinical practices. The information below each of the questions is to guide you on what the best answer should be. Pre-implementation of the curriculum, it is likely you will get a variation of answers in this section.
21) When do you usually schedule the first postnatal office visit for an infant discharged to home? a) At 3–5 days of life
b) At 2 weeks of life
c) At 1 month of life
d) At 2 months of life
e) Any of the above is acceptable
ANSWER: a. The AAP recommends that infants be seen for their first postnatal office visit within 3–5 days of life or  48–72 hours post discharge from the hospital. 
22) When discussing feeding options with parents of healthy full-term infants in your practice, which one of the following do you usually recommend for the first month of life? a) Formula feeding exclusively
b) Breastfeeding exclusively
c) Breastfeeding with formula supplement
d) Make no recommendation/support mother’s choice
ANSWER: b. The AAP recommends that infants be breastfed exclusively for the first 6 months of life. Residents should usually be recommending exclusive breastfeeding unless there is a medical contraindication.
23) For approximately what length of time do you recommend exclusive breastfeeding?
a) 1 month
b) 2 months
c) 4 months
d) 6 months
e) 9 months
ANSWER: d. The AAP recommends that infants be breastfed exclusively for the first 6 months of life.
24) How frequently do you usually recommend that infants be breastfed during the first week of life? a) Every hour
b) Every 2 hours
c) Every 3 hours
d) Every 4 hours
e) Whenever the baby seems hungry or fussy (i.e., on demand), approximately 8–12 times per day
ANSWER: e. Infants should be fed on demand, whenever the infant seems hungry or fussy or is displaying signs of hunger.
25) How frequently do you usually recommend that infants be breastfed during the first month of life? a) Every hour
b) Every 2 hours
c) Every 3 hours
d) Every 4 hours
e) Whenever the baby seems hungry or fussy (i.e., on demand), approximately 8–12 times per day
ANSWER: e. Infants should be fed on demand, whenever the infant seems hungry or fussy or is displaying signs of hunger.

During the past 6 months, how often have you: Circle 1 response for each item
	 	 	 
	 
	1 or 2 
	3 or 4 
	5 or more 

	 	 
	Never 
	Times 
	Times 
	Times

	26) Observed a patient breastfeeding in a hospital or office setting  
	1 
	2 
	3 
	4

	27) Counseled an expectant or newly delivered mother about 	 infant feeding choices
	1 
	2 
	3 
	4 

	28) Taught a new mother breastfeeding techniques (e.g., latching on, positioning infant at breast)
	1 
	2 
	3 
	4 

	29) Taught a breastfeeding mother how to use a breast pump 	 
	1 
	2 
	3 
	4

	30) Counseled a breastfeeding mother about lactation problems  (e.g., mastitis, cracked nipples, low milk supply)
	1 
	2 
	3 
	4 

	31) Performed a prenatal or postpartum breast examination 	 
	1 
	2 
	3 
	4

	32) Asked a mother about her cultural beliefs and practices 	 regarding intake of colostrum when advising her to breastfeed
	1 
	2 
	3 
	4 

	33) Asked a breastfeeding mother about her diet when counseling about breastfeeding
	1 
	2 
	3 
	4 

	34) Asked a breastfeeding mother whether she is using medications and how they will affect breastfeeding
	1 
	2 
	3 
	4 

	35) Asked a breastfeeding mother whether or not she is using 	 herbal supplements or treatments
	1 
	2 
	3 
	4 

	36) Asked for assistance by another member of your staff (chaperone) when breastfeeding was observed and evaluated
	1 
	2 
	3 
	4 

	37) Used a bilingual staff member or certified interpreter for a 	 breastfeeding mother who has low English proficiency (LEP)
	1 
	2 
	3 
	4 

	38) Asked about the cultural beliefs and practices of a breastfeeding patient before counseling about breastfeeding
	1 
	2 
	3 
	4 
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How confident are you of your ability to do the following? Circle 1 response for each item
	 	Very 	 
	 
	 
	Not at all 

	 	Confident 	 
	Neutral 
	 
	Confident

	39) Adequately address parents’ questions about breastfeeding 	1 	2 
	3 
	4 
	5

	40) Competently manage common breastfeeding problems 	1 	2 
	3 
	4 
	5


 
Resident Characteristics
41) If you have children, how many of your children have been: Enter a number or “0”
 	If you have no children, check here  n  and go to Question #42
 	 	Number of Children
Formula-fed exclusively 
Breastfed exclusively for less than 6 months 
Breastfed exclusively for 6 or more months 
Breastfed any amount (other than exclusively) Do not know 
42) What is your race/ethnicity? Check one
Caucasian, non-Hispanic 
Black/African American 
Hispanic 
American Indian/Alaskan Native 
Asian 
Native Hawaiian/other Pacific Islander Other 
43) Do you or an office staff member speak any languages fluently other than English?  Yes, Please specify languages 
b) No
44) What is your gender?
a) Male 
b) Female 
45) In what year were you born?
19 

This pre-test was derived in part from:
The Academy of Breastfeeding Medicine: What Every Physician Needs to Know About Breastfeeding Course  
© 2001 Joan Meek, MD, principal author, and © 2003 The American Academy of Pediatrics Periodic Survey of Fellows #57







Breastfeeding
Residency Curriculum
American Academy of Pediatrics
Evaluation Tool
Post-test (with Answers)

Section I: Knowledge
1) The recommended treatment of symptomatic hypoglycemia includes all of the following EXCEPT:
a) Gavage feeds with glucose water or expressed breast milk
b) Breastfeeding on demand once symptoms resolve
c) Glucose monitoring before each feed until glucose is stabilized
d) Intravenous glucose using 2 cc/Kg 10% glucose bolus, followed by 6–8 mg/kg/min continuous glucose infusion e) Examination and evaluation to exclude underlying illness
ANSWER: a. Symptomatic hypoglycemic infants need investigation, monitoring, and IV glucose, not forced feedings.
2) During the postpartum stay, a breastfeeding mother reports that she is having difficulty getting her infant to breastfeed. Your best response to this situation should be to: 
a) Explain that most babies have a difficult time starting out and to just keep trying
b) Advise that the baby may be getting dehydrated, so he is not interested in feeding
c) Encourage supplementation until the baby learns to breastfeed
d) Discharge the infant, so the mother will be more relaxed breastfeeding at home
e) Request assistance for the mother at the infant’s next feeding to evaluate the breastfeeding technique
ANSWER: e. Reassurance without observation and investigation may lead to a dehydrated, jaundiced baby and a frustrated, engorged mother. Supplementation without a valid indication and plan will sabotage the supply and demand nature of breastfeeding.
3) An adequately breastfed healthy, term infant can be expected to have all of the following EXCEPT: a) Infrequent stools in the first 2 weeks of life
b) Loss of no more than 8%–10% of birth weight initially, with regain of birth weight by about 2 weeks of age 
c) Loose, yellow, seedy stools after most feedings in the early weeks of life, beginning when the mother experiences an increase in her milk production  
d) Desire to feed frequently, at least every 2–3 hours
e) Weight gain pattern of 15–30 grams per day beginning with mother’s increased milk production
ANSWER: a. Frequent (4–10 per 24 hours), yellow, cottage cheese and mustard stools are the hallmark of adequate intake after mothers’ full milk supply “comes in” (Lactogenesis II). Urine output can be adequate without adequate nutrition for appropriate growth. What goes in must come out!
4) When positioning a newborn to breastfeed, all of the following are correct EXCEPT:
a) After a cesarean section delivery, the side-lying or football hold (clutch) positions are most comfortable for mother.
b) When using the cradle hold, the infant should be placed in a supine position across the mother’s lap, with the infant’s neck extended and rotated to latch on to the nipple.  
c) The mother needs to be sitting or lying in a comfortable position without excessive strain on her shoulders, arms, or back.
d) The cross-cradle, or transitional, hold usually works well for most breastfeeding infant and mother when learning to breastfeed.
e) Alternating or rotating 2 or more breastfeeding positions may help to prevent nipple discomfort in the early days after delivery.
ANSWER: b. In any hold or position the infant’s head, shoulders, and hips should be in alignment with the infant chest-to-chest or tummy-to-tummy facing the mother. If the head is turned, the infant will not be able to swallow, and will be pulling at the mother’s breast and nipple to pull it into alignment, causing poor milk transfer and sore nipples.
5) The mother of a breastfed infant is going to have surgery (not involving the breast) requiring general anaesthesia and an overnight hospital stay. How soon after surgery can she resume breastfeeding? a) 6 hours 
b) 12–24 hours
c) 48 hours
d) 1 week
e) When she is fully awake and able to care for herself
ANSWER: e. General anesthetics are relatively short acting, and the mother can usually resume breastfeeding as soon as she is fully awake and able to care for herself. Many anaesthesiologists conservatively recommend pumping and dumping for 12–24 hours, but this is not strictly necessary.
6) Although some older studies found a correlation between breastfeeding and higher intelligence, more recent studies, which controlled or adjusted for maternal education, socio-economic status, and related factors have: a) Found no correlation between IQ and breastfeeding duration in full-term infants
b) Found no correlation between IQ and breast milk intake in preterm infants
c) Found a small, but statistically significant, increase in IQ and academic performance in breastfed or breast milkfed infants
d) Found breastfed infants have a 13–15 IQ point advantage over artificially fed infants
ANSWER: c. Although controlling for confounding factors in families is extremely difficult, recent studies and a metaanalysis have concluded that breastfed infants have a small, but statistically significant improvement in intellectual function, with preterm infants benefiting the most.
7) The primary hormone responsible for milk synthesis is:
a) Estrogen
b) Prolactin
c) Progesterone
d) Oxytocin
ANSWER: b. Prolactin is secreted by the anterior pituitary and travels via the bloodstream to stimulate the mammary alveolar cells to produce milk.
8) The component of human milk that binds iron locally to inhibit bacterial growth is: a) Lactoferrin
b) Transferrin
c) Macrophages
d) Oligosaccharides
e) Secretory IgA
ANSWER: a. Lactoferrin is an iron-binding protein which inhibits the growth of iron-dependent microorganisms in the GI tract.
9) Milk production is increased by:
a) More frequent milk removal
b) Forcing fluids
c) Increasing maternal caloric intake
d) Vitamin D
e) Hearing an infant cry
ANSWER: a. The more stimulation the breasts receive through frequent and thorough milk removal, the more milk will be made. Forcing fluids has no positive effect on milk supply. Increasing caloric intake may improve the mother’s energy level but will not improve milk volume. Vitamin D intake has no effect on milk volume. Hearing an infant cry may trigger a milk ejection reflex.
10) A breastfeeding mother with a 3-month-old infant has a red, tender, wedge-shaped area at the outer quadrant of 1 breast. She has flu-like symptoms and a temperature of 39°C. Your management includes all of the following EXCEPT:
a) Antibiotics for 10 days
b) Extra rest
c) Interrupt breastfeeding for 48 hours
d) Moist heat to the involved area of breast
e) Fever and pain control with acetaminophen
ANSWER: c. An essential part of the treatment of mastitis is maintaining milk flow through breastfeeding or a pump. Mastitis is a cellulitis and the milk itself is not dangerous to the infant. The usual antibiotics (dicloxacillin/ erythromycin) used to treat mastitis are safe for the baby.
11) Poor weight gain in the breastfed infant is MOST OFTEN caused by:
a) Low fat content of the milk
b) Inappropriate feeding routines
c) Poor maternal nutrition
d) Neglect
e) Inadequate maternal milk intake
ANSWER: b. Unless mothers are truly starving to death, the quality and quantity of milk changes very little. You do not have to drink milk to make milk. Although neglect can cause FTT, the most common reason is inappropriate feeding routines such as restricting time at breast and scheduled 4 hour feedings.
12) Exclusive breastfeeding (no other foods) is recommended for the first:
a) 2 months
b) 4 months
c) 6 months
d) 9 months
e) 12 months
ANSWER: c. Breast milk alone maintains adequate nutrition and growth up to 6 months of age in most infants. Stable sitting and oral feeding skills are also developed at this time in most infants.
13) Breastfeeding jaundice is reduced by:
a) Frequent feedings at the breast (8–12 times per 24 hours)
b) Water after breastfeeding, given by dropper
c) Supplemental glucose water
d) Letting the baby sleep more
e) All of the above
ANSWER: a. As breastfeeding jaundice is not due to dehydration, water and glucose water do nothing to relieve it. Additional colostrum and human milk stimulates the passage of meconium, reducing the re-uptake of bilirubin through the enterohepatic circulation, to reduce the jaundice.
14) Signs of adequate breast milk intake in the first 4–6 weeks include all below EXCEPT: a) At least 3–4 stools in 24 hours
b) At least 4–6 wet diapers wet with urine in 24 hours
c) Baby gaining weight
d) Baby sleeping through the night
e) Sounds of swallowing
ANSWER: d. Breast milk empties from the stomach faster than artificial milks. Breastfed babies need to eat a minimum of 8 times in 24 hours in the early weeks. Sleeping through the night before 6 weeks is not physiologic and may reflect inadequate caloric intake.
15) Nipple candidiasis can be associated with all of the following EXCEPT:
a) Burning pain in the breast
b) Fever, malaise, and headache
c) Oral thrush in the infant
d) Pink and shiny appearance of the nipples
e) Nipple tenderness between breastfeedings
ANSWER: b. Nipple candidiasis is a local fungal infection without systemic symptoms. Fever, malaise, and headache are strongly associated with bacterial mastitis.
16) Breastfeeding should be temporarily interrupted when:
a) Mothers are undergoing diagnostic tests with radioactive contrast agents
b) Mothers have an acute viral illness
c) Mothers have mastitis
d) Infants have acute gastroenteritis
e) All of the above
ANSWER: a. Radioactive contrast agents require temporary cessation of breastfeeding with “pump and dump” to maintain milk supply. Acute, self-limited, or readily treatable illnesses of mother or infant are not contraindications to breastfeeding.
17) The WHO/UNICEF Baby Friendly Hospital Initiative (BFHI) Ten Steps include all of the following EXCEPT:
a) Infants should be given nothing but breast milk, unless medically indicated
b) Infants should room in with their mothers
c) Mothers should be informed of the benefits and management of breastfeeding
d) Infants should be given pacifiers to improve their suck coordination
e) Infants should be put to breast within the first 30 minutes after birth
ANSWER: d. Rooming in provides the opportunity for mother to notice early hunger cues and to breastfeed frequently. Limiting supplementation and early breastfeeding help to establish mother’s milk supply. Anticipatory guidance promotes breastfeeding success. Pacifiers have been associated with shorter duration of breastfeeding and may interfere with frequent suckling at breast.
18) Markers of failure to thrive in the breastfed infant include:
a) Maximum weight loss of >8% of birth weight
b) Failure to gain 8–10 oz per week
c) Weight loss after day 5
d) Under birth weight by day 7
e) a and c
ANSWER: e. The optimally breastfed infant will lose approximately 6% of birth weight and start regaining weight by day 5 (after full milk supply appears, days 3–4), gain 5–7 oz/week so that the infant will be above birth weight by day 10–14 of life.
19) An acceptable medical reason to supplement a breastfed infant in the hospital is: a) To quiet a fussy baby
b) Separation from the mother due to maternal or infant illness
c) To teach the baby to take a bottle for later
d) To prevent dehydration
e) To allow the mother to rest
ANSWER: b. An infant who has been transported, or a mother in the ICU, is an indication to supplement the infant until breastfeeding or pumping can be established. A fussy baby may need more frequent feedings at the breast, a diaper change, or simply a cuddle with the parent. Once breastfeeding is well established (4–6 weeks), a bottle may be introduced. Mothers get no additional rest when separated from their infants. Normal infants will not get dehydrated while awaiting Lactogenesis II.
20) When women believe they have a low milk supply, they can BEST be helped by:
a) Supplementing the baby by cup or finger-feeding to give the mother a break
b) Taking a breastfeeding history and assessing the infant at the breast
c) Having the mother pump for 15 minutes after every feeding
d) Teaching the mother to assess urine output
e) Reassurance that it is only an infant growth spurt — that her milk supply is adequate
ANSWER: b. The perception of low milk supply occurs much more frequently than true low milk supply. However, low milk supply can, and does, occur. Taking a feeding history and assessing milk transfer at the breast is essential to separate the 2 issues. Supplementation before assessment will only decrease a low milk supply further, or convince the mother with sufficient milk, that her milk is inadequate. Pumping is very helpful to increase milk supply AFTER it is established that the supply is truly low. Stool output, not urine, is a good marker of infant intake. Reassurance without assessment can create serious morbidity.
Section II: Clinical Practice
The questions in this section ask the residents about their common clinical practices. The information below each of the questions is to guide you on what the best answer should be. Post-implementation of the curriculum, the residents should be performing the correct clinical practices.
21) When do you usually schedule the first postnatal office visit for an infant discharged to home? a) At 3–5 days of life
b) At 2 weeks of life
c) At 1 month of life
d) At 2 months of life
e) Any of the above is acceptable 
ANSWER: a. The AAP recommends that infants be seen for their first postnatal office visit within 3–5 days of life or  48–72 hours post discharge from the hospital.
22) When discussing feeding options with parents of healthy full-term infants in your practice, which one of the following do you usually recommend for the first month of life? a) Formula feeding exclusively
b) Breastfeeding exclusively
c) Breastfeeding with formula supplement
d) Make no recommendation/support mother’s choice
ANSWER: b. The AAP recommends that infants be breastfed exclusively for the first 6 months of life. Residents should usually be recommending exclusive breastfeeding unless there is a medical contraindication.
23) For approximately what length of time do you recommend exclusive breastfeeding?a) 1 month
b) 2 months
c) 4 months
d) 6 months
e) 9 months
ANSWER: d. The AAP recommends that infants be breastfed exclusively for the first 6 months of life.
24) How frequently do you usually recommend that infants be breastfed during the first week of life? a) Every hour
b) Every 2 hours
c) Every 3 hours
d) Every 4 hours
e) Whenever the baby seems hungry or fussy (i.e., on demand), approximately 8–12 times per day
ANSWER: e. Infants should be fed on demand, whenever the infant seems hungry or fussy or is displaying signs of hunger.
25) How frequently do you usually recommend that infants be breastfed during the first month of life? a) Every hour
b) Every 2 hours
c) Every 3 hours
d) Every 4 hours
e) Whenever the baby seems hungry or fussy (i.e., on demand), approximately 8–12 times per day
ANSWER: e. Infants should be fed on demand, whenever the infant seems hungry or fussy or is displaying signs of hunger.
26) During the past 6 months, how often have you: Circle 1 response for each item
	 	 	 
	 
	1 or 2 
	3 or 4 
	5 or more 

	 	 
	Never 
	Times 
	Times 
	Times

	a) Observed a patient breastfeeding in a hospital or office setting  
	1 
	2 
	3 
	4

	b) Counseled an expectant or newly delivered mother about 	 infant feeding choices
	1 
	2 
	3 
	4 

	c) 	Taught a new mother breastfeeding techniques (e.g., latching  on, positioning infant at breast)
	1 
	2 
	3 
	4 

	d) Taught a breastfeeding mother how to use a breast pump 	 
	1 
	2 
	3 
	4

	e) 	Counseled a breastfeeding mother about lactation problems  (e.g., mastitis, cracked nipples, low milk supply)
	1 
	2 
	3 
	4 

	f) 	Performed a prenatal or postpartum breast examination 	 
	1 
	2 
	3 
	4

	g) Asked a mother about her cultural beliefs and practices 	 regarding intake of colostrum when advising her to breastfeed
	1 
	2 
	3 
	4 

	h) Asked a breastfeeding mother about her diet when counseling  about breastfeeding
	1 
	2 
	3 
	4 

	i) 	Asked a breastfeeding mother whether she is using medications and how they will affect breastfeeding
	1 
	2 
	3 
	4 

	j) 	Asked a breastfeeding mother whether or not she is using 	 herbal supplements or treatments
	1 
	2 
	3 
	4 

		 	 	 	 	1 or 2 
	3 or 4 
	5 or more 

		 	 	Never 	Times 
	Times 
	Times

	k) Asked for assistance by another member of your staff (chaperone) 	1 	2 when breastfeeding was observed and evaluated
	3 
	4 

	l) 	Used a bilingual staff member or certified interpreter for a 	 	1 	2 
breastfeeding mother who has low English proficiency (LEP)
	3 
	4 

	m) Asked about the cultural beliefs and practices of a breastfeeding 	1 	2 
patient before counseling about breastfeeding
	3 
	4 

	27) How confident are you of your ability to do the following? Circle 1 response for each item
	
	

	 	Very 	 	 
	 
	Not at all 

	 	Confident 	 	Neutral 
	 
	Confident

	a) Adequately address parents’ questions about breastfeeding 	1 	2 	3 
	4 
	5

	b) Competently manage common breastfeeding problems 	1 	2 	3 
	4 
	5

	
	
	

	 	Very 	 	 
	 
	Not at all 

	 	Influential 	 	Neutral 
	 
	Influential

	28) How much influence do you think breastfeeding education 	1 	2 	3 
during your residency training will have on how you will  care for mothers and babies in the future?
	4 
	5 


This post-test was derived in part from:
The Academy of Breastfeeding Medicine: What Every Physician Needs to Know About Breastfeeding Course  
© 2001 Joan Meek, MD, principal author, and © 2003 The American Academy of Pediatrics Periodic Survey of Fellows #57


















Appendix D
DNP Data Project Collection Tool Audits



	Age
	Race
	Trimester
	BF Education (yes/no)
	Insurance
	WIC
	Date of Visit
	RN/LPN BF education

	
	
	
	
	
	
	
	

	18
	White
	1
	no
	Self-pay
	referred
	10/2/2019
	yes

	32
	Hispanic
	3
	no
	Private
	referred
	10/2/2019
	yes

	29
	White
	3
	no
	Medicaid
	referred
	10/3/2019
	yes

	17
	Hispanic
	3
	no
	Self-pay
	referred
	10/3/2019
	yes

	18
	White
	3
	no
	Medicaid
	referred
	10/3/2019
	yes

	19
	White
	3
	no
	Medicaid
	referred
	10/3/2019
	yes

	34
	white
	1
	no
	Medicaid
	referred
	10/4/2019
	yes

	37
	white
	2
	no
	Medicaid
	referred
	10/4/2019
	yes

	24
	Black
	1
	no
	Private
	referred
	10/4/2019
	yes

	21
	White
	2
	no
	Medicaid
	referred
	10/7/2019
	yes

	24
	Black
	1
	no
	Medicaid
	referred
	10/7/2019
	no

	32
	Hispanic
	2
	no
	Self-pay
	referred
	10/7/2019
	yes

	20
	Hispanic
	3
	no
	Medicaid
	referred
	10/7/2019
	yes

	25
	White
	3
	no
	Private
	referred
	10/7/2019
	yes

	21
	Black
	3
	no
	Medicaid
	referred
	10/7/2019
	yes

	27
	Hispanic
	1
	no
	Medicaid
	referred
	10/8/2019
	no

	18
	White
	3
	no
	Medicaid
	referred
	10/8/2019
	yes

	24
	Black
	2
	no
	Medicaid
	referred
	10/8/2019
	yes

	18
	White
	2
	no
	Medicaid
	referred
	10/8/2019
	no

	20
	Hispanic
	2
	no
	Medicaid
	referred
	10/8/2019
	yes

	25
	Black
	3
	no
	Medicaid
	no
	10/9/2019
	yes

	26
	Black
	1
	no
	Private
	referred
	10/9/2019
	yes

	19
	White
	3
	no
	Medicaid
	referred
	10/9/2019
	yes

	26
	Black
	1
	no
	Medicaid
	referred
	10/9/2019
	yes

	25
	Hispanic
	3
	no
	Self-pay
	referred
	10/9/2019
	yes

	32
	Hispanic
	3
	no
	Private
	referred
	10/9/2019
	yes

	27
	Black
	3
	no
	Medicaid
	referred
	10/9/2019
	yes

	18
	White
	1
	no
	Medicaid
	referred
	10/10/2019
	no

	23
	Black
	2
	no
	Private
	referred
	10/10/2019
	yes

	25
	Hispanic
	3
	no
	Self-pay
	referred
	10/10/2019
	yes

	18
	White
	2
	no
	Medicaid
	referred
	10/10/2019
	yes

	22
	Hispanic
	3
	no
	Medicaid
	referred
	10/11/2019
	yes

	37
	Hispanic
	3
	no
	Self-pay
	referred
	10/11/2019
	yes

	30
	Black
	1
	no
	Medicaid
	referred
	10/15/2019
	no

	23
	Hispanic
	3
	yes
	Medicaid
	referred
	10/15/2019
	yes

	22
	Hispanic
	3
	no
	Medicaid
	referred
	10/16/2019
	yes

	18
	White
	3
	yes
	Medicaid
	referred
	10/16/2019
	yes

	26
	White
	3
	no
	Medicaid
	referred
	10/16/2019
	yes

	21
	White
	2
	no
	Medicaid
	referred
	10/16/2019
	yes

	27
	White
	1
	no
	Medicaid
	referred
	10/17/2019
	no

	32
	Hispanic
	3
	no
	Private
	referred
	10/17/2019
	yes

	21
	White
	2
	no
	Medicaid
	referred
	10/17/2019
	yes

	27
	Black
	1
	no
	Medicaid
	referred
	10/18/2019
	yes

	17
	White
	2
	no
	Medicaid
	referred
	10/18/2019
	yes

	37
	Asian
	2
	no
	Medicaid
	referred
	10/21/2019
	yes

	17
	Hispanic
	3
	no
	Self-pay
	referred
	10/21/2019
	yes

	32
	Hispanic
	3
	no
	Self-pay
	referred
	10/21/2019
	yes

	20
	Hispanic
	3
	no
	Medicaid
	referred
	10/21/2019
	yes

	22
	White
	3
	no
	Medicaid
	referred
	10/21/2019
	yes

	35
	Hispanic
	2
	no
	Self-pay
	referred
	10/21/2019
	yes

	28
	White
	1
	no
	Private
	referred
	10/21/2019
	no

	37
	Hispanic
	2
	no
	Self-pay
	referred
	10/21/2019
	yes

	18
	Black
	2
	no
	Private
	referred
	10/22/2019
	yes

	25
	White
	3
	no
	Private
	referred
	10/22/2019
	yes

	25
	Black
	1
	no
	Medicaid
	referred
	10/22/2019
	yes

	33
	Hispanic
	2
	no
	Self-pay
	referred
	10/22/2019
	yes

	30
	White
	2
	no
	Self-pay
	referred
	10/22/2019
	yes

	25
	Black
	3
	no
	Medicaid
	no
	10/23/2019
	yes

	25
	Hispanic
	3
	no
	Self-pay
	referred
	10/23/2019
	yes

	28
	White
	2
	no
	Private
	referred
	10/23/2019
	yes

	29
	White
	3
	no
	Medicaid
	referred
	10/23/2019
	yes

	17
	Hispanic
	1
	no
	Medicaid
	referred
	10/23/2019
	no

	23
	Black
	3
	no
	Private
	referred
	10/24/2019
	yes

	19
	White
	3
	no
	Medicaid
	referred
	10/24/2019
	yes

	25
	Hispanic
	3
	no
	Self-pay
	referred
	10/24/2019
	yes

	31
	White
	2
	no
	Medicaid
	referred
	10/24/2019
	yes

	26
	White
	2
	no
	Medicaid
	referred
	10/25/2019
	yes

	18
	White
	3
	no
	Medicaid
	referred
	10/25/2019
	no

	37
	Hispanic
	3
	yes
	Self-pay
	referred
	10/25/2019
	yes

	24
	Hispanic
	2
	no
	Medicaid
	referred
	10/28/2019
	no

	23
	Hispanic
	3
	no
	Medicaid
	referred
	10/29/2019
	yes

	22
	Black
	1
	no
	Medicaid
	referred
	10/29/2019
	no

	31
	Hispanic
	1
	no
	Medicaid
	referred
	10/29/2019
	no

	30
	White
	2
	no
	Self-pay
	referred
	10/29/2019
	yes

	26
	White
	3
	no
	Medicaid
	referred
	10/30/2019
	yes

	18
	White
	2
	no
	Medicaid
	referred
	10/30/2019
	yes

	21
	White
	3
	no
	Medicaid
	referred
	10/30/2019
	yes

	27
	Black
	3
	no
	Medicaid
	referred
	10/30/2019
	yes

	27
	White
	2
	no
	Medicaid
	referred
	10/31/2019
	no

	25
	Hispanic
	3
	no
	Self-pay
	referred
	10/31/2019
	yes

	25
	Hispanic
	3
	no
	Self-pay
	referred
	10/31/2019
	yes

	26
	White
	1
	no
	Medicaid
	referred
	10/31/2019
	no

	37
	Hispanic
	3
	yes
	Self-pay
	referred
	10/31/2019
	yes

	26
	Hispanic
	2
	no
	Medicaid
	referred
	11/1/2019
	no

	17
	Hispanic
	3
	no
	Self-pay
	referred
	11/1/2019
	yes

	17
	White
	3
	no
	Medicaid
	referred
	11/1/2019
	yes

	37
	Asian
	3
	no
	Medicaid
	referred
	11/4/2019
	yes

	21
	White
	2
	no
	Medicaid
	referred
	11/4/2019
	yes

	32
	Hispanic
	3
	no
	Self-pay
	referred
	11/4/2019
	yes

	27
	Hispanic
	2
	no
	Medicaid
	referred
	11/4/2019
	yes

	27
	Hispanic
	2
	no
	Medicaid
	referred
	11/5/2019
	no

	24
	Black
	2
	no
	Medicaid
	referred
	11/5/2019
	yes

	20
	Hispanic
	2
	no
	Medicaid
	referred
	11/5/2019
	yes

	25
	White
	3
	no
	Private
	referred
	11/5/2019
	yes

	25
	Black
	3
	no
	Medicaid
	no
	11/6/2019
	yes

	18
	White
	2
	no
	Medicaid
	referred
	11/7/2019
	no

	23
	Black
	3
	no
	Private
	referred
	11/7/2019
	yes

	19
	White
	3
	no
	Medicaid
	referred
	11/7/2019
	yes

	25
	Hispanic
	3
	no
	Self-pay
	referred
	11/7/2019
	yes

	37
	Hispanic
	3
	no
	Self-pay
	referred
	11/8/2019
	yes

	18
	White
	3
	no
	Medicaid
	referred
	11/8/2019
	yes

	17
	Hispanic
	3
	no
	Self-pay
	referred
	11/8/2019
	yes

	24
	Hispanic
	3
	no
	Medicaid
	referred
	11/12/2019
	yes

	18
	White
	2
	no
	Medicaid
	referred
	11/12/2019
	yes

	30
	White
	3
	no
	Self-pay
	referred
	11/12/2019
	yes

	33
	Hispanic
	2
	no
	Self-pay
	referred
	11/12/2019
	yes

	25
	Black
	1
	no
	Medicaid
	referred
	11/12/2019
	yes

	28
	white
	2
	no
	Private
	referred
	11/13/2019
	yes

	26
	white
	3
	no
	Medicaid
	referred
	11/13/2019
	yes

	34
	White
	1
	no
	Medicaid
	referred
	11/13/2019
	yes

	28
	White
	1
	no
	Medicaid
	referred
	11/13/2019
	no

	19
	White
	3
	no
	Medicaid
	referred
	11/13/2019
	yes

	27
	Black
	3
	no
	Medicaid
	referred
	11/13/2019
	yes

	25
	White
	3
	no
	Private
	referred
	11/14/2019
	yes

	39
	Hispanic
	2
	no
	Medicaid
	referred
	11/14/2019
	no

	25
	Hispanic
	3
	yes
	Self-pay
	referred
	11/14/2019
	yes

	26
	Hispanic
	3
	no
	Self-pay
	referred
	11/14/2019
	yes

	26
	White
	1
	no
	Medicaid
	referred
	11/14/2019
	no

	22
	White
	2
	no
	Medicaid
	referred
	11/14/2019
	yes

	22
	Black
	3
	no
	Medicaid
	no
	11/14/2019
	no

	37
	Asian
	3
	no
	Medicaid
	referred
	11/15/2019
	yes

	18
	White
	3
	yes
	Medicaid
	referred
	11/15/2019
	yes

	32
	Hispanic
	3
	no
	Self-pay
	referred
	11/15/2019
	yes

	27
	Hispanic
	3
	no
	Medicaid
	referred
	11/15/2019
	yes

	24
	Hispanic
	3
	no
	Medicaid
	referred
	11/15/2019
	yes

	28
	White
	2
	no
	Private
	referred
	11/15/2019
	no

	17
	White
	3
	no
	Medicaid
	referred
	11/15/2019
	yes

	37
	Hispanic
	2
	no
	Self-pay
	referred
	11/15/2019
	yes

	27
	Hispanic
	2
	no
	Medicaid
	referred
	11/25/2019
	no

	24
	Hispanic
	2
	no
	Medicaid
	referred
	11/25/2019
	no

	31
	White
	1
	no
	Medicaid
	referred
	11/25/2019
	yes

	24
	Hispanic
	3
	no
	Medicaid
	referred
	11/25/2019
	yes

	24
	White
	3
	no
	Private
	referred
	11/25/2019
	yes

	35
	Hispanic
	2
	no
	Self-pay
	referred
	11/25/2019
	yes

	26
	White
	3
	no
	Medicaid
	referred
	11/25/2019
	yes

	19
	White
	3
	no
	Medicaid
	referred
	11/25/2019
	yes

	26
	Black
	2
	no
	Medicaid
	referred
	11/25/2019
	yes

	26
	Black
	2
	no
	Medicaid
	referred
	11/25/2019
	yes

	17
	Hispanic
	2
	no
	Medicaid
	referred
	11/25/2019
	yes

	30
	White
	3
	no
	Self-pay
	referred
	11/25/2019
	yes

	33
	Hispanic
	3
	no
	Self-pay
	referred
	11/25/2019
	yes

	27
	Black
	3
	no
	Medicaid
	referred
	11/25/2019
	yes

	26
	White
	2
	no
	Medicaid
	referred
	11/26/2019
	yes

	37
	Asian
	3
	no
	Medicaid
	referred
	11/26/2019
	yes

	19
	White
	2
	no
	Medicaid
	referred
	11/26/2019
	no

	19
	White
	3
	no
	Medicaid
	referred
	11/26/2019
	yes

	27
	White
	2
	no
	Medicaid
	referred
	11/26/2019
	no

	25
	Hispanic
	3
	no
	Self-pay
	referred
	11/26/2019
	yes

	31
	Hispanic
	2
	no
	Medicaid
	referred
	11/26/2019
	no

	27
	Hispanic
	3
	yes
	Medicaid
	referred
	12/2/2019
	yes
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