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Objectives: (a) to apply an organisation-level, pre-implementation theory to identify and describe
factors that may impact hospitals’ readiness to achieve the Ten Steps and (b) to explore whether/how
these factors vary across hospitals.
Design: a multisite, descriptive, qualitative study of eight hospitals that used semi-structured interviews of health-care professionals. Template analyses identiﬁed factors that related to organisationlevel theory. Cross-site comparative analyses explored how factors varied across hospitals.
Setting: thirty-four health-care professionals from eight North Carolina hospitals serving low-wealth
populations. The hospitals are participating in a quality improvement project to support the
implementation of the Ten Steps. This study occurred during the pre-implementation phase.
Findings: several factors emerged relating to collective efﬁcacy (i.e., the shared belief that the group, as
a whole, is able to implement the Steps) and collective commitment (i.e., the shared belief that the
group, as a whole, is committed to implementing the Steps) to implement the Ten Steps. Factors
relating to both constructs included ‘staff age/experience,’ ‘perceptions of forcing versus supporting
mothers,’ ‘perceptions of mothers’ culture,’ and ‘reliance on lactation consultants.’ Factors relating to
commitment included ‘night versus day shift,’ ‘management support,’ ‘change champions,’ ‘observing
mothers utilize breastfeeding support.’ Factors relating to efﬁcacy included ‘stafﬁng,’ ‘trainings,’ and
‘visitors in room.’ Commitment-factors were more salient than efﬁcacy-factors among the three large
hospitals. Efﬁcacy-factors were more salient than commitment-factors among the smaller hospitals.
Key conclusions and implications for practice: interventions focused on implementing the Ten Step may
beneﬁt from improving collective efﬁcacy and collective commitment. Potential approaches could
include skills-based, hands-on training highlighting beneﬁts for mothers, staff, and the hospital, and
addressing context-speciﬁc misconceptions about the Steps.
& 2012 Elsevier Ltd. All rights reserved.
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Introduction
Breastfeeding is associated with improved maternal and child
health (Ip et al., 2007; Ram et al., 2008; Stuebe et al., 2009;

n

Corresponding author.
E-mail addresses: Nathan_Nickel@cpe.umanitoba.ca (N.C. Nickel),
emilytaylor@unc.edu (E.C. Taylor), labbok@unc.edu (M.H. Labbok),
Bryan_Weiner@unc.edu (B.J. Weiner), nwilliamson@msn.com (N.E. Williamson).
0266-6138/$ - see front matter & 2012 Elsevier Ltd. All rights reserved.
http://dx.doi.org/10.1016/j.midw.2012.12.001

Schwarz et al., 2010a, 2010b; Stuebe et al., 2011; McClure et al.,
2012). Supporting breastfeeding is an effective strategy for reducing health-care costs and disease burden (Jones et al., 2003;
Bartick and Reinhold, 2010). UNICEF and the World Health
Organization (WHO) developed the Baby-friendly Hospital Initiative to support implementation of maternity practices to support
and protect breastfeeding: the Ten Steps to Successful Breastfeeding, herein referred to as the Ten Steps (World Health
Organization and UNICEF, 1989, 2009) (Table 1). The Ten Steps
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support breastfeeding initiation, exclusivity, and duration
(Kramer et al., 2001; DiGirolamo et al., 2008; Abrahams and
Labbok, 2009; Nickel et al., 2013). Federal health ofﬁces and
professional organisations endorse the practice of the Ten Steps
(Tayloe, 2009; US Department of Health and Human Services,
2011).
The WHO recommends that clinical maternity staff
receive approximately 18–20 hours of training on providing
the breastfeeding-supportive care outlined in the Ten Steps
(World Health Organization and UNICEF, 2009). Surveillance data
suggest that 12% of new maternity nurses in the US received this
level of training (Centers for Disease Control and Prevention,
2012).
Data show that fewer than 5% of hospitals within the United
States practice all Ten Steps and more than 60% practice fewer
than six of the Ten Steps (Centers for Disease Control and
Prevention, 2012). Maternity care in the US does not, as yet,
entirely reﬂect the evidence-based recommended maternity care
outlined in the Ten Steps (Bartick et al., 2009; Centers for Disease
Control and Prevention, 2012).
This suggests the need for studies that identify both barriers
and facilitators to implementing the organisational changes
necessary to achieve the Ten Steps in US facilities. US-based
qualitative studies have largely explored individual hospitals’
experiences with implementing the Ten Steps (Wright et al.,
1996; Clarke and Deutsch, 1997; Merewood and Philipp, 2001;
Hahn, 2005); few compare the experiences of multiple hospitals
(Kovach, 2002; Bartick et al., 2010; Weddig et al., 2011; CrivelliKovach and Chung, 2011). Many studies were set in regions of the
US with higher community-level breastfeeding rates. Their
experiences may have actual and/or perceived limited generalisability to hospitals in regions with low breastfeeding rates.
Although theoretical frameworks are important for guiding quality improvement efforts, few studies applied organisation-level
theory to examine the implementation of the Ten Steps (SansonFisher et al., 2004; Eccles et al., 2005; Grol et al., 2007; Bartick
et al., 2009).
This article presents ﬁndings from a multisite, descriptive,
qualitative study of barriers and facilitators to implement the Ten
Steps in eight hospitals in the Southeastern US. The study’s
objective was to apply an organisation-level theoretical paradigm
to the identiﬁcation and exploration of factors that may impact
Ten Step implementation efforts.

(a) that signiﬁcantly differing perceptions of readiness among
organisation members (e.g., various hospital staff members,
employees, and providers) may indicate a lack of sharedreadiness and (b) that these perceptions are shared among
organisation members. The second point emphasises that ORC is
speciﬁc to each change effort; an organisation may have high
readiness for one change effort while possessing low readiness for
another.
Organisational readiness has two dimensions: collective commitment and collective efﬁcacy (Weiner, 2009). ‘Collective Commitment’ refers to whether organisation members, collectively,
value the change: do members perceive that the change is
necessary and/or important and/or beneﬁcial? ‘Collective Efﬁcacy’
relates to organisation members’ shared perceived ability to
mobilise the necessary resources and cognitive abilities to execute the proposed change (Bandura, 1989; Wood and Bandura,
1989; Weiner, 2009). Barriers and facilitators in the form of task
demands, resource availability, situational/contextual factors, and
the interactions between these three inﬂuence organisation
members’ perceptions of collective commitment and collective
efﬁcacy (Weiner, 2009).

Theoretical framework

Study sample

Hospitals implementing the Ten Steps are engaging in a
complex, multilevel organisational change (World Health
Organization and UNICEF, 2009; Thomson et al., 2012) (see
Table 1 for example practices). Successfully achieving such
change requires high levels of organisational readiness (Lehman
et al., 2002; Amatayakul, 2005; Weiner et al., 2008, 2009; Weiner,
2009). The theory of ‘Organizational Readiness to Change’ (ORC) is
one proposed framework for identifying and targeting factors that
inﬂuence an institution’s readiness to execute change (Weiner
et al., 2008, 2009; Weiner, 2009).
This study applied Weiner’s deﬁnition of ORC (Weiner, 2009).
ORC is a collective psychological state shared by organisation
members across hierarchical and professional levels (i.e., hospital
staff members, administration, and providers) towards implementing a speciﬁc change effort. It is a pre-implementation
theory that reﬂects readiness prior to engaging in change
efforts.
Weiner’s deﬁnition raises two important points: (1) readiness
is a collective state shared by organisation members and (2) readiness is speciﬁc to a given change effort. The ﬁrst point highlights

Purposeful sampling was used to ensure interviewees reﬂected
a variety of positions responsible for providing the care outlined
in the Ten Steps (i.e., primarily maternity nurses, a limited
number of nurse practitioners, paediatricians, and obstetricians,
and, where possible, someone from management), shifts (day
and night), and attitudes towards providing hospital-based
breastfeeding support (Creswell, 2007). These criteria were used
to ensure that (a) the key informant had knowledge about
barriers and facilitators to implementing the Ten Steps, (b) key
informant interviews would reﬂect a wide variety of perspectives,
and (c) data could be used to inform the development and
implementation of intervention support.
The research team communicated these criteria to each
taskforce. Each taskforce used these criteria to select interviewees. Interviewers were not informed of respondents’ attitudes
about breastfeeding before the interviews. Thirty-four respondents were interviewed from the eight hospitals (see Table 2).
Respondents included ﬁve clinicians (paediatrician and obstetricians), three nurse practitioners, six administrators, and 20 staff
nurses.

Methods
Study setting: Breastfeeding Friendly Healthcare Project
This study explored factors that may inﬂuence readiness to
implement the Ten Steps in eight North Carolina hospitals serving
low-wealth populations participating in the BreastfeedingFriendly Healthcare Project (BFHC). BFHC is an intervention
designed to support hospitals’ implementation of the Ten Steps.
Eight hospitals expressed interest in implementing the Ten Steps
and participated in BFHC. Each hospital formed a taskforce
consisting of hospital personnel. Additional information on the
BFHC is presented elsewhere (Taylor et al., 2012). This qualitative
study took place during the BFHC pre-implementation phase; that
is, during the baseline assessment, prior to engaging in implementation efforts. Findings from this study helped inform intervention strategies currently underway. Table 2 presents
descriptive information about the eight hospitals.
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Table 1
The Ten Steps to Successful Breastfeeding.
Step 1

Have a written breastfeeding policy that is routinely communicated to all health-care staff.
 Hospital policy adheres to the International Code of Marketing of Breast-milk Substitutes.
 Hospital policy vis-a -vis services provided to pregnant women, mothers, infants and/or children is compliant with all Ten Steps (below). This includes
policy for labour and delivery, antenatal care, clinic/consultation rooms, post partum, and any special care baby units.
 Summaries of hospital policy are posted in languages commonly understood by staff and mothers.

Step 2

Train all health-care staff in skills necessary to implement this policy.
 All health-care staff who have any contact with pregnant women, mothers, and/or infants have oriented on the Ten Steps.
 At least 80% of clinical staff who have contact with mothers and/or infants have received training that covers all Ten Steps and the Code of Marketing.
Clinical staff have received at least three hours of supervised clinical experience.
 Non-clinical staff have received training on the Ten Steps appropriate to their role, skills, and knowledge.

Step 3

Inform all pregnant women about the beneﬁts and management of breast feeding.
 Hospitals that have an afﬁliated antenatal clinic or have an in-patient antenatal ward co-ordinate with afﬁliated clinics to inform pregnant women about
breastfeeding.
 Antenatal care includes discussion that covers the importance of immediate and sustained skin-to-skin contact, early initiation, rooming-in on a 24-hour
basis, cue-based feeding, positioning, exclusive breastfeeding for six months, risks of artiﬁcial milk feeding, that breastfeeding is important beyond six
months.

Step 4

Help mothers initiate breastfeeding within the ﬁrst hour of birth.
 For vaginal births: infants are placed skin-to-skin with their mother within ﬁve minutes after birth, for at least one hour, uninterrupted and without
separation-unless medically necessary.
 For caesarean births: infants are placed skin-to-skin with mother as soon as she is alert and responsive, for at least one hour, uninterrupted and without
separation-unless medically necessary.
 Mothers are taught and encouraged to look for signs when infant is ready to breastfeed during this period.
 Mothers are offered help with initiating breastfeeding during this period, when necessary.

Step 5

Show mothers how to breast feed, and how to maintain lactation even if they should be separated from their infants.
 Mothers who have never breastfed or who have had previous challenges with breastfeeding receive special breastfeeding attention/support.
 Clinical staff teach breastfeeding mothers latch and positioning.
 Clinical staff teach breastfeeding mothers hand expression.
 Clinical staff teach all mothers how to prepare infant feeds, safely.

Step 6

Give newborn infants no food or drink other than human milk, unless medically indicated.
 Breastfed infants are not supplemented with human milk substitutes unless medically indicated.
 Medical reason for supplementation is documented.
 No materials that promote human milk substitutes (including artiﬁcial milk discharge bags, artiﬁcial milk packaging, etc.) are distributed to mothers.
 Decisions to feed human milk substitutes are documented.
 Documentation indicates that medical staff counsel mothers on various feeding options prior to artiﬁcial supplementation.

Step 7

Practice rooming-in – that is, allow mothers and infants to remain together  24 hours a day.
 Mothers and infants room together for at least 23 hour/day.
 Infant assessments and routine procedures are conducted in the room with the mother to facilitate rooming-in, unless medically justiﬁed.
 Reasons for separation are medically justiﬁed and documented.

Step 8

Encourage breast feeding on demand.
 Mothers are taught how to recognise early signs of infant hunger.
 Mothers are taught how to recognise early signs of infant satiety.
 Mothers are counselled to feed their infants as often and for as long as the infant wants.
 If the mother and infant are separated for medically-justiﬁed reasons, the infant is brought to the mother at ﬁrst signs of hunger.

Step 9

Give no artiﬁcial teats or paciﬁers to breastfed infants.
 Mothers are taught how to supplement their infant, when necessary, without using artiﬁcial nipples.
 Breastfed infants are not fed using bottles with artiﬁcial nipples.
 Breastfed infants are not provided paciﬁers during the hospital stay; in the case of painful procedures, paciﬁers are disposed of immediately following the
procedure.

Step 10 Foster the establishment of breastfeeding support groups and refer mothers to them on discharge from the hospital or clinic.
 Hospitals co-ordinate efforts that result in the establishment and continuation of breastfeeding support groups.
 Mothers are provided information on where they can obtain breastfeeding support.
 Staff encourage mothers and infants to be seen by someone who can assess infant feeding within two to four days after birth and again the second week
and provide support as needed.

Data collection
A semi-structured interview guide was developed that operationalized ORCs theoretical constructs (Rubin and Rubin, 2005).
The guide asked respondents to discuss factors that might
inﬂuence hospital staff members’ commitment and ability, as a
group, to implement the Steps. All authors reviewed the guide for
face validity. The ﬁrst and second authors pilot tested the guide

with two respondents from a North Carolina birth centre, not
participating in BFHC. The authors modiﬁed the guide based on
these pilot interviews. Questions relating to the practice of the
Ten Steps and ORCs constructs are presented in Table 3.
The ﬁrst and second authors visited each hospital to conduct the
interviews. Interviews occurred in a private room at either the
facility or provider’s medical practice; interviews lasted, on average,
45 minutes. The authors informed respondents that the purpose
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Table 2
Descriptive characteristics of eight hospitals participating in the Carolina Global Breastfeeding-Friendly Healthcare Project.
Hospital

Births/Annum*

Teaching hospital

Urbanicity

IBCLCy

Per cent exclusively
breastfeeding throughout
hospital stay*

Per cent initiating
Breastfeeding*

Number
interviewed

A
B
C
D
E
F
G
H

500–1000
2500–3000
500–1000
1000–1500
3500–4000
4500–5000
500–1000
5000–5500

Non-teaching
Teaching
Non-teaching
Non-teaching
Teaching
Teaching
Non-teaching
Teaching

Suburban
Suburban
Suburban
Suburban
Urban
Urban
Suburban
Urban

1
3
1
1
10 þ
1
0
3

50
30
10
20
50
60
20
Data not available

90
60
60
40
90
70
50
Data not available

4
4
3
5
5
4
4
5

n

y

Denotes that the data presented are rounded to protect hospitals’ and respondents’ identities.
IBCLC: International Board Certiﬁed Lactation Consultant.

Table 3
Questions from the semi-structured key informant interview guide on readiness to implement the Ten Steps.
We are going to talk, speciﬁcally, about movements towards implementing the Ten Steps to Successful Breastfeeding (hand interviewee form with the Ten Steps)*.
Please reﬂect on these steps as we continue our conversation.
1 Could you please describe the current practice of these 10 Steps in your facility (walk the respondent through each of the Ten Steps. Below are suggested
questions if the conversation does not progress).
a. Does hospital policy reﬂect the Ten Steps? How is the policy communicated to staff? Communicated to patients? Is the policy posted?
b. Who receives training for providing breastfeeding-supportive care?
c. Does your facility have a antenatal class for patients? Is BF included in the antenatal class? Is there a speciﬁc breastfeeding class?
d. How do staff support women to initiate BF w/in an hour? What does the staff do to help mom initiate? Are babies placed skin-to-skin? What does that look like?
e. What do staff do to show women how to breastfeed? Who is mainly responsible for fulﬁlling this task? Do staff teach hand expression, how to pump?
f. How often do breastfed infants receive something other than human milk? What about infants who stay primarily in the nursery?
g. What happens at night re: rooming-in? How do moms respond to the idea of rooming-in?
h. In general what do staff think ‘on-demand means’? What does on-demand mean to you? What are some of the cues that staff use to know when to feed the
baby? What do staff teach mothers re: when to feed their baby.
i. Are paciﬁers readily available for babies? If a baby is not breastfeeding well what sorts of techniques do staff use to supplement the infant (ask about cup feeding,
bottle feeding, other)?
j. What does the facility do to foster the establishment of support groups? How does staff refer moms to support groups? What support is available in the
community that you’re aware of?
2 Could you describe the staff members’ attitudes regarding the practices in each Step? (walk the respondent through each Step again. Below are suggested
questions if the conversation does not progress).
a. What do you think are nurses’ attitudes towards the practices in Step___?
b. The physicians?
c. Administrators?
3 Look at these 10 Steps again. Are there any characteristics about your facility that will make it easier to practice these Steps? Could you describe some of
these to me?
4 Are there any barriers, here at your facility, that may make it more difﬁcult to implement these 10 Steps?
I have a few questions related to your perceptions of the maternity center staff as a whole. We are interested in your perception of staff members’ ability to work
together to practice each Step and your perception of staff members’ commitment to work together to practice each Step. Please refer back to the form with the Ten
Steps (direct the key informant back to the Ten Steps).
(After the key informant has reviewed the Ten Steps, walk through each of the Ten Steps. Ask the key informant the following questions for each Step)
1 Could you explain for me your perceptions of Staff ability to work together to practice Step ____?
a. What factors inﬂuence staff members’ ability to work together to implement this Step?
b. What factors make staff members more able to practice the Step?
c. What factors make staff members less able to practice the Step?

Now, for each Step, please reﬂect on how committed the staff are, as a whole, to practice the Step.
(After the key informant has reviewed the Ten Steps, walk through each of the Ten Steps. Ask the key informant the following questions for each Step)
2 Could you explain for me your perceptions of Staff commitment to work together to practice Step ____?
a. What factors inﬂuence staff members’ commitment to work together to implement this Step?
b. What factors make staff members more committed to practice the Step?
c. What factors may lead staff members to be less committed to implement this Step?
Suggested, potential follow-up questions to be used to guide the conversation are presented as lettered and are not bolded. Interviewers were allowed to deviate from the
suggested follow-up questions as needed.
n

Instructions to the interviewer are presented in parentheses, bolded, and italicised.

of the interview was to explore staff-identiﬁed factors that might
inﬂuence ability and commitment to implement the Ten Steps.
Interviews were digitally recorded; a professional transcriptionist
created verbatim, typed transcripts of the recordings.

Research ethics
The Institutional Review Board (IRB) for the University of
North Carolina at Chapel Hill and IRBs at participating hospitals,
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where such IRBs existed, approved this study. Hospitals without
an IRB stated the University’s IRB approval was sufﬁcient. Interviewers obtained written informed consent from respondents
before conducting interviews. Respondents had the option to turn
off the recorder or terminate the interview at any point; no
respondent made this request. All personal-identiﬁers were
deleted from transcripts and reports.
Data analysis
Each respondent was provided a copy of his or her typedtranscript for member checking. Ten interviewees replied to the
member checking; all reported that the transcripts reﬂected their
views and experiences.
A codebook was developed including (1) two theoretical codes
(i.e., ‘collective efﬁcacy’ and ‘collective commitment’), (2) ten
descriptive codes to capture the practice of each Step (‘Step X’),
(3) two descriptive codes to capture barriers and facilitators to
implementing the Steps (‘barriers’ and ‘facilitators,’ respectively),
and (4) a descriptive code to capture facility contextual factors
vis-a -vis the Steps (‘contextual factor’). Textual units could be
coded with more than one code (e.g., a textual unit could be
coded as both ‘barrier’ and ‘contextual factor’).
Transcripts were coded in ATLAS.ti (Muhr, 2009). Memos were
attached to coded textual units and interview transcripts. The ﬁrst
author assigned codes and memos based on the codebook’s
decision rules. The second author used the codebook to independently code and memo a random selection of 50% of the
transcripts. The two authors reviewed this sample of transcripts.
They discussed and reconciled the few discrepancies from this
sample. They then discussed the full selection of coded transcripts
achieving consensual validation (Creswell, 2007; Forman et al.,
2008).
Reports were generated in ATLAS.ti that pulled all textual units
and memos associated with each code. Salient factors emerged in
the reports of the pulled textual units and memos. Saliency was
determined when either (a) more than half of the respondents
from two or more hospitals discussed the factor or (b) more than
two respondents across four or more hospitals discussed the
factor. Factors were organised according to whether their supporting textual units were coded as collective efﬁcacy, collective
commitment, or both.
The ﬁndings were summarised on an aggregate-level and by
hospital. Cross-site analyses explored factors by hospital. The
authors reviewed the summaries, factors, and supporting textual
units. The ﬁrst and second authors presented hospital-speciﬁc
summaries back to the breastfeeding taskforce at each hospital as
a second form of member checking to validate results (Creswell,
2007; Forman et al., 2008). The breastfeeding taskforce at each
hospital conﬁrmed that the ﬁndings reﬂected their respective
hospital’s experiences.
Findings
Table 3 presents identiﬁed salient factors staff reported would
impact readiness to implement the Steps arranged by ORC
constructs and hospitals.
Factors related to both collective commitment and collective efﬁcacy
Staff age/experience: Staff members’ attitudes, beliefs, and
experiences relating to breastfeeding and breastfeeding support
varied by age and experience. This variation across age/experience
inﬂuenced both collective commitment and collective efﬁcacy.
Most respondents reported that younger/less experienced staff
had higher commitment towards implementing the Ten Steps

than older/more experienced staff. A nurse with 15 þ yearsexperience said, ‘The newer ones are ready to learn and they’re
ready to go. It’s the older ones that are just kind of stuck in their
own little–it’s like they’re happy where they’re at, they’re content.’ Respondents with less than 10 years-experience expressed
commitment to the Steps because ‘they’re beneﬁcial for patients
and staff.’ In contrast, staff with more experience were less
committed; as one nurse said, ‘what we’re doing works.’
In hospitals where older nursing staff members held inﬂuence,
respondents reported decreased ability to implement the Steps. In
order for everyone to feel able to do the Steps, several respondents said that these older nurses would have to be ‘brought on
board’ and become committed to implementing the Steps.
Nurses and clinicians said that the older clinicians may lack
commitment to practice the Steps. They reported older clinicians
see little if any additional beneﬁt from breastfeeding compared
with artiﬁcial milk feeding. Respondents said that these clinicians
will write standing orders for supplemental artiﬁcial feedings
which impacts nurses’ ability to practice the Steps. One nurse said
that her hospital could not practice some of the Steps because
‘yolder physicians will tell the mom, ‘it doesn’t matter if you
bottle feed your baby’’ and would then ‘yleave standing orders to
formula feed the [breastfed] baby.’ Many nurses also noted they
could not ‘do rooming-in’ because older paediatricians opposed
going into the mothers’ rooms for newborn assessments.
Perception of forcing versus support: The belief that the Steps
require staff to ‘force breast feeding’ was related to commitment
and efﬁcacy. Respondents explained that either they themselves
and/or other staff members perceived no beneﬁt in forcing
mothers to breastfed. Respondents explained that their commitment was for respecting a mother’s choice and not forcing
breastfeeding. A nurse manager said, ‘I think you have to adjust
to the patient’s needs and not force the patient to adjust to our
[needs]-what we’re wanting to do.’ Respondents also demonstrated that they were uncommitted to educating mothers who
had not made a decision regarding breastfeeding. One nurse
stated, ‘If mom hasn’t considered breastfeeding, I won’t push it.’
Interviews revealed a lack of collective efﬁcacy to ‘force breastfeeding.’ Most respondents said they were limited in their ability
to ‘get women to breastfeed’ since mothers made their feeding
decisions before admission. One paediatrician said his hospital
could never practice the Steps because ‘[moms] have, prior to
delivery, they’ve made the decision [to breastfeed] or they’ve not.’
Conversely, some held the view that rather than ‘forcing
breastfeeding’ the Steps ‘support mom’s feeding decisions.’ A
limited number of respondents expressed this belief. These
respondents said they felt both able and committed to practice
the Steps. They explained that an important aspect of their job is
to support the patient.
Perceptions of mothers’ cultural beliefs: When respondents
perceived that the Steps required all mothers to exclusively
breastfeed, they concluded that it would interfere with mothers’
cultural practices, speciﬁcally Latina culture. Respondents
reported that Latina culture would prevent them from achieving
‘the baby-friendly practice that all patients must exclusively
breastfeed,’ demonstrating decreased collective efﬁcacy. One
nurse elaborated, ‘Hispanic patients do breast milk and bottle
feeding just because they really don’t think that their milk has
come in–no matter what you say to them.’
Perceptions of culture also inﬂuenced collective commitment;
respondents said hospital staff respected Latina culture and
would not try to force Latina mothers to ‘go against their culture.’
For these respondents, the beneﬁts associated with respecting
what they perceived to be the mother’s cultural preferences
outweighed the beneﬁts of the Steps and ‘forcing’ Latinas to
breastfeed.
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Reliance on lactation consultants: Reliance on the Internationally Board Certiﬁed Lactation Consultants (IBCLCs) inﬂuenced
both collective commitment and collective efﬁcacy for implementing the Ten Steps. Collective commitment varied by staff
members’ perception of the role of the IBCLC. Respondents
reported higher staff commitment in hospitals where the IBCLC
serves as a resource for exceptionally difﬁcult cases; respondents
noted nurses knew that they were personally responsible for
providing breastfeeding support to the typical mother–infant
dyad. Respondents reported low staff commitment for the Steps
in hospitals where the IBCLC is the sole provider of breastfeeding
support.
Reliance on the IBCLC as the sole provider of breastfeeding
support also inﬂuenced collective efﬁcacy. Respondents often said
their hospitals had too few IBCLCs to practice the Ten Steps. One
nurse said staff could not achieve the Ten Steps because ‘ywe
need more [IBCLCs].’ Respondents reported that even when staff
are capable of providing breastfeeding support, patients refuse
their assistance; one respondent explained, ‘patients aren’t receptive to you because you don’t have the title ‘Lactation Consultant,’
they only want to see her.’ The lactation consultant isn’t
always here. It’ll be hard to do Baby-friendly.’ IBCLCs and management reported nurses needed to take more responsibility for
breastfeeding support.

Factors related to collective commitment
Night versus day shift: Attitudes, beliefs, and practices varied
across day and night shifts. This variation reﬂected variation in
collective commitment. Respondents from both day and night
shifts said day staff members were more committed to providing
the support outlined in the Ten Steps than night staff. A nurse
explained, ‘On day shift, you can work and work and work with
the mamma and not give it any formula and really work and she’s
breastfed all day. You give a report and you come in the next
morning and they’ve had a bottle or formula during the night.’ A
night nurse said, ‘Night staff just don’t want to take the time to
help [moms].’ Respondents reported night staff will suggest the
idea of taking the infant to the nursery; once in the nursery, the
night staff then often feed the infant artiﬁcial milk even when the
mother indicated that she wanted to exclusively breastfeed. A
second night nurse explained that, ‘[t]he night shift just loves to
give the babies a bottle.’
Three reasons emerged from the data explaining why night
staff did not provide breastfeeding support: (1) night staff
perceived that providing the mother an opportunity to rest (by
removing baby) beneﬁts her more than supporting her breastfeeding; (2) the night staff perceived few if any negative consequences associated with supplemental artiﬁcial feeds; and
(3) night staff associated few additional beneﬁts with exclusive
breastfeeding during the hospital stay.
Management support: Respondents reported that management
has an inﬂuence on collective commitment to implement the
Steps. Commitment is a function of ‘management support.’ Support, respondents noted, is expressed in many ways: managers
following up on nurses by inquiring about patients’ experiences
with breastfeeding support; requiring staff to participate in
hands-on training at least once a year; and including breastfeeding support in staff members’ annual performance reviews.
One nurse said that staff will implement the Steps because, ‘my
medical director communicated that this was what we want to do
and so what we need to do.’ She went on to explain that the staff,
as a result, are committed because they ‘have to be committed.’ A
nurse noted a recent change resulting from enforced trainings,
‘The mandatory staff training was not enforced with our staff as
far as breastfeeding competency and assessment skills. And since
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our new patient manager has came (sic) on board, during their
yearly evaluations those trainings were required and skills were
assessed and on their competency assessments; they were evaluated on those.’ She followed this up by explaining that since this
change, staff have attended the required trainings.
Change champions: Respondents noted that change champions
impacted collective commitment. Inﬂuential staff members who
support the Steps can act as champions for change. To illustrate,
one nurse said, ‘we work really hard—especially X—she went
around and talked about breastfeeding and the beneﬁts and that
we need to provide this support. She went to docs, administration, everyone.’ These champions obtained commitment from
both upper administrators and clinical staff by highlighting the
beneﬁts of practicing the Ten Steps. With administrators, champions pointed to facility-level beneﬁts the hospital would receive
such as the Steps’ contribution to magnet status (recognition that
the facility provides excellent care and innovative nursing
practice); with clinicians, advocates identiﬁed the beneﬁts associated with these Steps for both patients and clinicians such as
patient-supported decision making, patient satisfaction, and job
satisfaction.
Observing mothers utilising breastfeeding support: Respondents
reported that when staff saw mothers utilise breastfeeding support, staff commitment to the Ten Steps increased. Seeing
mothers return for additional assistance demonstrated to nurses
that breastfeeding is important to new mothers. Respondents said
nurses want to provide the best care. However, nurses do not
always associate breastfeeding support with best care; seeing
mothers return for lactation services helps staff make this connection. One nurse explained, ‘ywhen the staff sees these moms
coming in and they say, ‘oh you get those people coming back all
the time?’ then they see well it does make a difference.’

Factors related to collective efﬁcacy
Stafﬁng: Respondents reported stafﬁng practices inﬂuence
collective efﬁcacy to implement the Ten Steps. Many respondents
reported staff felt unable to practice the Steps due to inadequate
stafﬁng; shifts required more staff. An administrator explained,
‘I’m just saying the staff nurses are busy. They have more than
[breastfeeding]. I don’t want to say they don’t have time [to
support breastfeeding], but they sometimes don’t have time. We
just need more nurses to do this.’ A nurse practitioner said, ‘Yes
we are a small facility but we do a lot of deliveries and we do a lot
of things too so we juggle a lot. So I can understand the nurses’
frustrations with this. They need more help to do some of this’
Training: Perceived ability varied by the mode of training staff
receives for providing breastfeeding support. Reported ability to
provide breastfeeding support depended on whether their training included hands-on instruction; i.e., staff have the opportunity
to physically practice the support outlined in the Steps. One nurse
said, ‘The hands-on I think is really, really important because you
can read it a million times but if you haven’t seen it done or done
it yourself, I mean it makes it hard.’ A second nurse explained that
because of hands-on training staff ‘feel comfortable going, and at
least trying to help the mom with this before they pick up the
phone and call the lactation consultant.’
Visitors in room: The presence of visitors in the room is a
situational factor that inﬂuenced collective ability to implement
the Ten Steps. Respondents said that the presence of visitors often
prevented mothers from both initiating breastfeeding within the
ﬁrst hour and from breastfeeding throughout their hospital stays.
Respondents reported being unable to facilitate skin-to-skin
because mothers and visitors ‘insist on passing the baby around
the room.’ Nurses reported mothers do not breastfeed around
visitors for fear of looking inadequate. One nurse said, ‘moms
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commitment in that the two dimensions shared some common
but not completely overlapping factors.
The identiﬁed factors suggest readiness to implement the
Steps is a collective construct. It is not enough that some
individual staff members are ‘ready’; the data suggest that change
will require co-operation among many staff members. The data
also suggest that staff may adjust their own commitment/efﬁcacy
based on other staff members’ commitment/efﬁcacy; for example,
staff may be more committed if they perceive others are committed or they may feel able to implement changes because
others appear able to do so.
Weiner proposes that contextual factors may amplify or
dampen ORC to implement a speciﬁc innovation (Weiner, 2009).
These results suggest the factors relating to implementation vary
across hospitals as context varies; understanding these variations
may allow more targeted and, in principle, more successful
interventions. For example, smaller hospitals may ﬁnd it beneﬁcial to focus increasing perceived collective efﬁcacy to implement the Steps whereas larger hospitals may beneﬁt from
capitalising on factors relating to collective commitment.

think they’ll look like a bad mom if they can’t get the baby to
breastfeed.’ Respondents also said older visitors such as the
infant’s grandparents often encourage the mother to supplement
with artiﬁcial milk.
Factors by hospital
Comparative analyses suggested that factors varied by hospital
characteristics; see Tables 2 and 4. Seven factors were common to
large and small hospitals, alike: ‘night versus day,’ ‘staff age/
experience,’ and ‘stafﬁng,’ ‘pressure versus support,’ ‘mothers’
cultural beliefs,’ ‘observing mothers utilising breastfeeding support,’ and ‘reliance on lactation consultants.’ Two factors related
to collective efﬁcacy were more salient in small hospitals than in
large hospitals: ‘visitors in room’ and ‘training.’ Two factors
related to collective commitment were more salient in large
hospitals than in small ones: ‘management support’ and ‘change
champions.’
Respondents from the three larger hospitals (E, F, and H)
focused on factors relating to commitment. When respondents
from the larger hospitals (E, F, and H) discussed efﬁcacy-related
factors, they focused on facilitators to implementation. Respondents from the smaller hospitals (A, D, and G) focused on factors
relating to efﬁcacy. When respondents from the smaller hospitals
discussed commitment, they focused on commitment to the Steps
being low (i.e., commitment as a barrier).

Contextualising the ﬁndings
The ﬁndings presented here complement previous studies
focusing on the implementation of the Steps. Several factors that
emerged from the data have been noted in other contexts. For
example, several other studies also found that limited human
resources and stafﬁng (Reddin et al., 2007; Taylor et al., 2011;
Schmied et al., 2011; Semenic et al., 2012; Thomson et al., 2012),
mothers’ cultural norms regarding infant feeding (Thomson and
Dykes, 2011; Semenic et al., 2012), administration support
(Schmied et al., 2011; Semenic et al., 2012), and training
(Weddig et al., 2011; Semenic et al., 2012) as important factors
for successful implementation of the Steps. The ﬁndings presented herein expand on the previous literature and suggest that
in addition to identifying the factors, the collective perception of
these factors may also be important.
Unlike previous studies, the respondents in this study did not
identify artiﬁcial milk marketing, speciﬁcally, as a factor impacting readiness to implement the Steps (Merewood and Philipp,
2000; Semenic et al., 2012). This may be because hospitals had
not, yet, actively considered speciﬁc policies such as those outlined in Step 6 (no breast milk substitutes).
Several studies identiﬁed commitment among various stakeholders as important to implementing the Steps (Merewood and
Philipp, 2001; Schmied et al., 2011; Semenic et al., 2012;
Thomson et al., 2012); however, unlike previous work, this study

Discussion
This study was unique in that it (a) applied an organisationlevel theory to explore barriers and facilitators to implementing
the Steps, (b) studied hospitals in the Southeastern US, a region
with few Baby-friendly hospitals and low breastfeeding rates, and
(c) studied multiple hospitals to explore how factors may differ by
hospital characteristics.
ORC as a pre-implementation theory for the Ten Steps
This study demonstrated that ORC’s dimensions help to understand barriers and facilitators to implementing the Ten Steps.
Although the two dimensions, collective efﬁcacy and collective
commitment, are conceptually distinct, Weiner suggests the two
are empirically related; that is, commitment inﬂuences efﬁcacy
and efﬁcacy inﬂuences commitment (Weiner, 2009). The results
reﬂect the connection between collective efﬁcacy and collective

Table 4
Perceived factors key informants identiﬁed that inﬂuence their hospital’s readiness to implement the Ten Steps arranged by the two dimensions of ORC: Collective Efﬁcacy
and Collective Commitment.
Factors
Collective efﬁcacy and collective commitment
Staff age/experience
Perceptions of forcing versus supporting mothers
Perceptions of mothers’ culture
Reliance on lactation consultants (IBCLCs)
Collective commitment
Night versus day shift
Management support
Change champions
Observing mothers utilising breastfeeding support
Collective efﬁcacy
Stafﬁng
Training
Visitors in hospital room

Hospital A

Hospital B

~
~

~
~
~

~
~

~

Hospital C

Hospital D

Hospital E

Hospital F

Hospital G

Hospital H

~

~
~

~
~
~
~

~
~
~
~

~
~
~
~

~
~
~
~

~

~

~
~
~
~

~
~
~
~

~
~

~
~

~
~
~

~
~
~
~
~

~
~

~ Identiﬁes factor identiﬁed by key informants at the speciﬁc hospital.

~

~
~
~

~
~
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demonstrated how factors may positively and/or negatively
impact commitment. Similarly, previous work suggests the idea
that these factors may impact staff members’ ability to practice
the Step. Applying the theoretical framework of ORC allowed for
an exploration and understanding of how these factors may serve
to amplify or dampen collective efﬁcacy and collective commitment for pursuing the Steps.
Study strengths and limitations
This study has the strength of using a multisite approach to
studying the theory of ORC as it relates to implementing the Ten
Steps. The study design allows for comparisons across hospitals
with differing characteristics.
There are also limitations with this study. First, having only
eight hospitals is a limitation on the ability to generalise these
ﬁndings to other settings. The research team attempted to
address this limitation by selecting a variety of hospitals representing various demographics. Second, those interviewed knew
that the research team was part of an effort to implement the Ten
Steps. Thus the data might have been subject to social desirability
bias in that respondents may have provided information they
perceived the interviewers would want to hear. Third, the hospitals
involved had already considered Ten Step implementation to a
greater or lesser degree; the ﬁndings may not be generalisable to
hospitals not so engaged. Finally, while other hospitals may identify
similar factors, their experiences may not be identical.

Conclusions and implications
Practicing the Ten Steps requires collaboration among hospital
staff members across multiple disciplines in various units and
administrative levels; nurse midwives can serve as integral and
inﬂuential members in this collaboration and lead efforts to
implement evidence-based maternity care. Hospitals seeking to
implement the Steps may beneﬁt from conducting a contextspeciﬁc baseline assessment of organisational-level factors
impacting collective efﬁcacy and/or collective commitment to
achieving the Steps. The factors identiﬁed herein may serve as a
starting point; however, factors may vary across contexts. After
factors are identiﬁed, multilevel, context-speciﬁc strategies can
be developed that target the hospital’s speciﬁc factors to increase
commitment and efﬁcacy. Interview data suggested that such
strategies could include, among other things, (a) skills-based,
hands-on training highlighting beneﬁts for mothers, staff, and
the hospital, and (b) addressing context-speciﬁc misconceptions
about the Steps. However, strategies that may be successful in
one context may not transfer elsewhere. Future research is
needed to identify strategies that are successful at increasing
collective commitment and collective efﬁcacy across a variety
contexts. As leaders and potential change agents, nurse midwives
can play a vital role both in assessments to identify factors and in
the development of context-speciﬁc strategies to address identiﬁed factors.
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