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Objectives: to identify the prevalence and factors associated with breastfeeding in the first hour of 
a baby’s life in Southern Brazil.

Methods: cross-sectional study with 2.101 births that occurred in a city in the South of the country 
in 2019, through the application of a questionnaire to puerperal women in the first 48 hours post-
partum, containing variables on sociodemographic, clinicals, psychosocial, and obstetric from the 
pre-gestational period to the immediate post-partum. Univariate analysis was conducted to describe 
the sample and calculate the prevalence of the outcome. In the bivariate analysis, the chi-square test 
was used for categorical exposures and the Student’s t-test for numericals. For multivariate analysis, 
a hierarchical reduction model by binary logistic regression (backward elimination) was applied at a 
significance level of 5%. 

Results: 74.2% of the sample carried out was breastfeeding in the first hour of life. There was a 
statistically significant association between breastfeeding in the first hour of life and birth in a Baby-
Friendly Hospital Initiative (BFHI) (p≤0.001) and normal delivery (p≤0.001).

Conclusions: the results highlight the importance of measuring to still encourage breastfeeding 
support in the delivery room, especially in cases of cesarean deliveries and conditions that may hinder 
early initiation of breastfeeding, such as in the maternity hospitals without BFHI.
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Introduction

Breastfeeding within the first hour of life is announced 
by the World Health Organization (WHO) as one of the 
recommendations to be followed immediately after birth.1 
According to WHO, newborns without complications 
should be skin-to-skin contact with their mothers and 
encouraged to be breastfed during the first hour of 
life, with the aim of promoting exclusive breastfeeding 
and reducing neonatal mortality. Studies show that 
breastfeeding within the first hour after birth can reduce 
neonatal mortality by up to 13%.2 This is an important 
public health issue, especially in Brazil, whereas more 
than half of deaths of children under one year of age occur 
in the neonatal period.2

Breastfeeding in the first hour contributes in 
establishing exclusive breastfeeding.3,4,5 It has been 
observed that, shortly after birth, newborns are more 
apt to spontaneously seek the nipple region and begin 
breastfeeding, as the baby is more active and awake 
before the first sleep.5 In addition, suckling stimulates 
the secretion of the hormones prolactin and oxytocin, 
which induce milk production and ejection. These 
hormones contribute to the continuity of breastfeeding 
and the reduction of stress caused by childbirth, assisting 
in uterine contraction, preventing hemorrhage, and 
stimulating protective behaviors, facilitating bonding.3,6,7 
Breastfeeding in the first hour after birth also helps 
prevent hypothermia and stabilizes the newborn’s 
cardiorespiratory function,5 besides in reducing infant 
morbidity from respiratory infections and diarrhea.6,8

The practice is part of Step 4 of the Baby-Friendly 
Hospital Initiative (BFHI), which recommends postponing 
routine procedures to ensure continuous and direct skin-
to-skin contact.9,10 Despite the widely recognized benefits, 
data show that less than half of the newborns worldwide 
begin breastfeeding within the first hour of life.10,11 The 
highest prevalence of breastfeeding in the first hour of 
life is associated with normal delivery,12,13,14 being born 
in a BFHI,12 having adequate prenatal care,15 birth weight 
greater than 2500g,15 APGAR greater than 7,15 and skin-
to-skin contact.13,16

International studies show great variability in the 
prevalence of the practice, ranging from 9.1%17 to 
92.6%,18 reflecting cultural, institutional, and health policy 
differences. Although biological and institutional factors 
are often explored, there is a lack of data on social, cultural, 
and psychological aspects—including the influence of 
maternal anxiety—on early breastfeeding.19,20,21 In this 
context, the present study aims to identify the prevalence 

and factors associated with breastfeeding in the first hour 
of life in two hospitals in Southern Brazil.

Methods

Data were obtained from a larger study entitled “Estudo 
Perinatal” (Perinatal Study) a cross-sectional census study 
conducted in the city of Rio Grande, in the Southern part 
of the country, on the coast between the Mirim and Patos 
lakes and the Atlantic Ocean. The economy of the city is 
centered on commerce, agribusiness, fishing activities, and 
fertilizer industries. The city has an estimated population 
of 191,000 inhabitants and has two general hospitals, one 
of which is 100% linked to the Sistema Único de Saúde 
(SUS)(Public Health System), and the other with two 
hospital buildings, one public and one private.

Between 2007 and 2019, perinatal surveys were 
conducted in Rio Grande (RS) every three years to 
assess pregnancy, childbirth, and post-partum care. 
These population-based studies, were conducted by 
using standardized methodology, including all births 
that occurred in the city over a full year and investigated 
clinical, psychosocial, and obstetric aspects from the pre-
gestational period to the immediate post-partum period. 
Unlike the routine on information systems, such as the 
Sistema de Informações sobre Nascidos Vivos (Sinasc)
(Live Birth Information System), the survey provided 
more detailed primary data, allowing the aspects of 
analysis to not be routinely captured. In addition, periodic 
survey allowed monitoring of trends in various indicators 
related to maternal and child health over time.22

The present study analyzed data from the 2019 survey. 
To be included in the study, mothers had to reside in the 
urban or rural area of the city, and newborns had to weigh 
500 grams or more, or have a minimum gestational age 
of 20 weeks. The data were collected from a standardized 
questionnaire administered to post-partum women, face-
to-face, while still in the hospital, within the first 48 hours 
after childbirth, between January 1 and December 31, 
2019. A total of 2,314 deliveries were performed during 
this period.

The questionnaire was administered during visits, 
including weekends, to the maternity, by previously 
trained interviewers. Daily, they verified the previous day 
of births through medical records, and eligible post-partum 
women were interviewed. Tablets were used to apply the 
questionnaires through the REDCap (Research Electronic 
Data Capture) application.

The questionnaire covered sociodemographic and 
psychosocial variables and obstetric medical history. 
The variables used to describe the sample were: maternal 
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age, schooling, skin color, marital status, family income, 
perception of paternal support during pregnancy, 
symptoms of anxiety, smoking during pregnancy, alcohol 
consumption during pregnancy, parity, type of childbirth, 
planned pregnancy, prenatal consultations, information 
on breastfeeding, APGAR at 5th minute, and childbirth 
in BFHI.

The outcome variable was breastfeeding in the first 
hour of life. Data were collected through the question “How 
many hours after birth did you breastfeed your baby?” The 
answer to the question was recorded numerically, and the 
variable was subsequently operationalized in dichotomous 
form. The categories were defined as follows: “Within one 
hour of the baby’s life” and “More than one hour of life.”

The overall construct on anxiety was assessed using 
the General Anxiety Disorder-7 (GAD-7) instrument, 
which was validated for the Portuguese language by 
Moreno et al.21 A careful and standardized application 
of the GAD-7 in the perinatal period aims to better 
understand the relation between maternal anxiety and 
early breastfeeding, since it is an instrument that assesses 
anxiety symptoms and has been widely used in scientific 
research due to its brevity and reliability and because it 
is self-administered. It consists of seven questions with a 
Likert scale ranging from zero to three, where zero means 
“never” and three means “almost every day.” The total 
score ranges from zero to 21, measuring the frequency of 
signs and symptoms of anxiety in the last two weeks. A 
score of 10 or higher indicates a positive result for signs 
and symptoms of anxiety disorders.

Regarding data processing, double entry and 
database review were performed using SPSS version 
18.0. [SPSS Inc. Released in 2009. PASW Statistics for 
Windows, version 18.0. Chicago: SPSS Inc.]. Qualitative 
variables were described as absolute (n) and relative (n%) 
frequencies, and intragroup comparisons were made using 
the chi-square test with adjusted residual analysis.

Multivariate analysis was performed using logistic 
regression, based on a hierarchical analysis model (Figure 
1), using the backward selection process and considering 
a p-value ≤0.20 to maintain the variables in the model. 
As a summary of the variation in the proportion of non-
breastfeeding in the first hour after childbirth is explained 
by the model, the coefficients were calculated, the final 
regression coefficient (B), odds ratio (OR), and 95% 
confidence interval (95% CI). The significance level 
adopted for all analyses was set at 5%.

This study was approved by the Comitê de Ética em 
Pesquisa na Área da Saúde (CEPAS) (Ethics Committee 
on Health Research) of the Universidade Federal do Rio 

Grande (FURG), under the number 278/2018, CAAE: 
03488918.4.0000.5324, on December 19, 2018.

Figure 1 shows the hierarchical binary logistic 
regression model. Theoretical framework of risk factors 
for not breastfeeding in the first hour after childbirth 
structured in hierarchical blocks.

Results

A total of 2,314 childbirths were delivered in 2019. 
In the study sample, 213 (9.2%) were excluded due to 
complications that prevented breastfeeding in the first 
hour after birth: mothers diagnosed with HIV (n=41), 
newborns admitted to intermediate care units (n=5), 
newborns admitted to intensive care units (n=129), and 
other reasons (n=23). There were also exclusions due to 
lack of access to the necessary information (n=15 losses). 
Thus, 2,101 births were included in the final analyses, 
classified as breastfed newborns (n=1,559, 74.2%) or 
newborns not breastfed (n=542, 25.8%) in the first hour 
after childbirth (Figure 2).

Sociodemographic characteristics are presented in 
Table 1. Younger maternal ages (up to 25 years) were 
associated with breastfeeding in the first hour after 
childbirth (49.6%), while ages between 26 and 35 years 
were associated with non-breastfeeding in the first hour 
after childbirth (52.8%) (chi-square test, p≤0.001). 
Maternal schooling up to elementary was associated 
with breastfeeding in the first hour after childbirth 
(38.4%), while those with at least a higher education were 
associated with not breastfeeding in the first hour after 
childbirth (35.1%) (chi-square test, p≤0.001). A higher 
proportion of self-declared black mothers breastfed in the 
first hour after childbirth (9.2%), while white mothers did 
not (81.5%) (chi-square test, p=0.007). Mothers who did 
not live with a husband/partner had a higher proportion 
of breastfeeding in the first hour after childbirth (15.9%), 
while those who lived with a husband/partner did not 
(91.5%) (chi-square test, p≤0.001). When categorizing 
family income (in US dollars) into tertiles, the lowest 
tertile was associated with breastfeeding in the first 
hour after childbirth (41%), while the highest tertile was 
associated with not breastfeeding in the first hour after 
childbirth (50.8%) (chi-square test, p≤0.001).

The maternal and obstetric characteristics of the 
participants are described in Table 2. Breastfeeding in 
the first hour of life was associated with several factors. 
Mothers who reported good or very good paternal 
support during pregnancy had a higher frequency of 
early breastfeeding compared to those with regular 
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Maternal schooling 
Maternal ethnicity 
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Family incomeBlock 1

Block 2

Block 3

Paternal support during pregnancy 
Anxious symptomatology 

Smoking during pregnancy
Alcohol consumption during pregnancy

Parity
Type of delivery

Planned pregnancy 
Prenatal consultations 

Received breastfeeding orientations
APGAR at 5th minute

Childbirth in a Baby-Friendly Hospital

Figure 1

Hierarchical model of binary logistic regression. Theoretical framework of risk factors for not 
breastfeeding in the first hour after birth structured in hierarchical blocks. Rio Grande/RS, 2023.

or unsatisfactory support (p=0.015). The presence of 
symptoms on generalized anxiety disorder was associated 
with a lower occurrence of breastfeeding in the first 
hour (p=0.041), while smoking during pregnancy was 
negatively associated with the practice (p≤0.001).

Fewer than six prenatal consultations were also 
associated with a lower prevalence of breastfeeding in 
the first hour (p≤0.001), as was the absence of pregnancy 
planning (p≤0.001). The type of delivery was one of 
the most strongly associated factors: vaginal deliveries 
had a higher frequency of early breastfeeding, while 
cesarean sections were associated with a lower prevalence 
(p≤0.001). Similarly, deliveries performed in hospitals 
accredited as Baby-Friendly favored early breastfeeding 
(p≤0.001); mothers who handled their babies while still 
in the delivery room had higher rates of breastfeeding in 
the first hour (p≤0.001).

Most smoking mothers were multiparous (87.7%) 
(chi-square test, p≤0.001), had vaginal deliveries (63.1%) 
(chi-square test, p≤0.001), gave birth in BFHI (77.9%) 

(chi-square test, p≤0.001), had a reduced number of 
prenatal consultations (22.6%) (chi-square test, p≤0.001), 
did not plan their pregnancy (79.9%), and had schooling 
level up to elementary school (61.1%) (chi-square test, 
p≤0.001) (data not shown).

Regression models were performed for non-
breastfeeding in the first hour after childbirth and 
associated factors, excluding variables less associated 
with the outcome. A final hierarchical model was produced 
by multiple logistic regressions (conducted in three 
blocks) and is illustrated in Figure 1. Statistical data (beta 
coefficient, odds ratio, 95% confidence intervals, and 
p-values) from the final model are presented in Table 3. In 
summary, cesarean section and non-delivery in BFHI was 
increased by 11,705 (95% CI = 8,512–16,096) and 9,820 
(7,501 – 12,857) times, respectively, the chance of not 
breastfeeding in the first hour after childbirth (hierarchical 
binary logistic regression reduction model, p≤0.001 for 
both) (Table 3).
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Assessed for Eligibility
(n=2,314)

Analysis on the participants
(n=2,101)

Excluded (n=213)

Mother HIV+ (n=41)
Newborns in the Intermediate Care 
Unit (n=5)
Newborns in the Intensive Care Unit (n=129)
Other (n=23)
Information not obtained (n=15)

Breastfed in the 
first hour of life

(n=1,559)

Did not breastfeed 
in the first hour of 

life
(n=542)

Breastfeeding practice was classified according to whether or not the newborn was breastfed within the first hour after birth.

Figure 2

Flowchart on the selection samples. Rio Grande, RS, 2023.

Table 1

Sociodemographic characteristics of the participants. Rio Grande/RS, 2023.

Variable 
n %

Breastfed in the first hour of 
life

Did not breastfeed in the 
first hour of life p*

Sample (N=2,101) n=1559 % (74.2) n=542 % (25.8)

Maternal age (years) ≤0.001

< 18 108 5.1 93 6.0 15 2.8

18 – 25 847 40.3 679 43.6 168 31.0

26 – 30 495 23.6 341 21.9 154 28.4

31 – 35 398 18.9 266 17.1 132 24.4

≥ 36 253 12.0 180 11.5 73 13.5

Maternal schooling ≤0.001

Elementary 708 33.7 599 38.4 109 20.1

High school 937 44.6 695 44.5 243 44.8

Higher education 456 21.7 266 17.1 190 35.1

Ethnicity/skin color (n=2,098) 0.007

White 1,614 76.9 173 75.3 441 81.5

Mixed 309 14.7 240 15.4 69 12.8

Black 175 8.3 144 9.2 31 5.7

Lives with husband/partner (n=2,098) ≤0.001

No 294 14.0 248 15.9 46 8.5

Yes 1,804 86.0 1,309 84.1 495 91.5

Family income (terciles) (n=2,046) ≤0.001

1 (lowest) 733 35.8 620 41.0 113 21.2

2 620 30.3 471 31.1 149 28.0

3 (highest) 693 33.9 422 27.9 271 50.8
*Chi-square test with adjusted residual analysis; Significance set at 5% for all analyses; Numbers in bold indicate association between the categories analyzed in the adjusted 
residual analysis.
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Table 2

Maternal and obstetric characteristics of the participants. Rio Grande/RS, 2023

Variable 
n %

Breastfed in the first 
hour of life

Did not breastfeed in 
the first hour of life p*

Sample (N=2,101) n=1,559 % (74.2) n=542 % (25.8)

Paternal support during pregnancy (n=2,099) 0.015

Very good ou good 1,934 92.1 1,421 91.3 513 94.6

Fair/poor/very poor 165 7.9 136 8.7 29 5.4

Generalized anxiety disorder (n=2,096) 0.041

No 1,868 89.1 1,400 90.0 468 86.7

Yes 228 10.9 156 10.0 72 13.3

Smoking during pregnancy ≤0.001

No 1,857 88.4 1,346 86.3 511 94.3

Yes 244 11.6 213 13.7 31 5.7

Alcohol consumption during pregnancy 0.397

No 2,072 98.6 1,535 98.5 537 99.1

Yes 29 1.4 24 1.5 5 0.9

Use of illicit substances during pregnancy (n=2,098) 1.000

No 2,062 98.3 1,530 98.3 532 98.3

Yes 36 1.7 27 1.7 9 1.7

Prenatal consultations (n=2,052) ≤0.001

< 6 198 9.6 173 11.4 25 4.7

≥ 6 1,854 90.4 1,342 88.6 512 95.3

Parity 0.073

Primiparous 814 38.7 586 37.6 228 42.1

Multiparous 1,289 61.3 973 62.4 314 57.9

Planned pregnancy ≤0.001

No 1,397 66.5 1,085 69.6 312 57.6

Yes 704 33.5 474 30.4 230 42.4

Type of delivery ≤0.001

Vaginal 1,069 50.9 1,004 64.4 65 12.0

Cesarean 1,032 49.1 555 35.6 477 88.0

Childbirth in a Baby -Friendly ≤0.001

No 709 33.7 312 20.0 397 73.2

Yes 1,392 66.3 1,247 80.0 145 26.8

Birth weight (g) 0.877

< 2,500 116 5.6 85 5.5 31 3.8

≥ 2,500 1,971 94.4 1,466 94.5 505 94.2

APGAR at 5th minutes 0.164

< 7 10 0.5 5 0.3 5 0.9

≥ 7 2,091 99.5 1,554 99.7 537 99.1

Breastfeeding guidance (n=2,049) 0.055

No 1,438 70.2 1,079 71.4 359 66.9

Yes 611 29.8 433 28.6 178 33.1

Intention to breastfeed newborn 0.143

No 7 0.3 3 0.2 4 0.7

Yes 2,094 99.7 1,556 99.8 538 99.3

Handled newborn in delivery room ≤0.001

No 229 10.9 141 9.0 88 16.2

Yes 1,872 89.1 1,418 91.0 454 83.8

*Chi-square test with adjusted residual analysis; Significance set at 5% for all analyses; Numbers in bold indicate association between the categories analyzed in the adjusted 
residual analysis.
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Table 3

Regression for factors associated with not breastfeeding in the first hour after delivery, with beta coefficients, 95%CI, and significance levels 
(N = 1992). Rio Grande/RS, 2023.

Variable β OR (95%CI) p*

Maternal schooling

Elementary 0 1

High school -0.088 0.916 (0.649 – 1.292) 0.616

Higher education 0.066 1.069 (0.703 – 1.624) 0.756

Family income (terciles)

1 (lowest) 0 1

2 0.184 1.202 (0.845 – 1.709) 0.306

3 (highest) 0.357 1.428 (0.987 – 2.067) 0.059

Anxiety symptomatology

No 0 1

Yes 0.361 1.435 (0.959 – 2.149) 0.079

Smoking during pregnancy

No 0 1

Yes -0.461 0.630 (0.378 – 1.053) 0.078

Type of delivery

Vaginal 0 1

Cesarean 2.460 11.705 (8.512 – 16.096) ≤0.001

Childbirth in a Baby-Friendly Hospital

No 2.284 9.820 (7.501 – 12.857) ≤0.001

Yes 0 1

β = Regression coefficient; OR = odds ratio; CI = confidence interval (lower – upper limits); *Hierarchical reduction model by binary logistic regression (reverse elimination); 
The reference category displays the beta regression coefficient as zero; Significance set at 5% for all analyses.

Discussion

This study identified that 74.2% of the mothers breastfed in 
the first hour of their baby’s life, and that the observational 
evidence corroborates the findings of other studies, in 
cesarean delivery13,14 and not being born in BFHI12 were the 
most consistent factors associated with not breastfeeding 
in the first hour of life.

WHO in global initiatives, aims to increase exclusive 
breastfeeding rates by 2030, focusing on children’s 
health and positive impacts on the economy and 
society. The goals include at least 70% of the mothers 
breastfeeding within the first hour of life.10 The present 
study showed a prevalence of over 70%, in line with WHO 
recommendations. 

National and international studies have revealed 
large disparities in the prevalence of breastfeeding in the 
first hour of life. Asian and African countries had lower 
rates compared to American and European countries. 
The lowest prevalence was found in a prospective cohort 
study of 695 mothers residing in Jiangyou, China.17 
Although breastfeeding in the first hour of life was only 
9%, the frequency of prenatal classes on breastfeeding 
and encouragement from BFHI hospital staff were factors 
associated with the initiation of breastfeeding shortly 
after delivery.

The highest prevalences were observed in Europe and 
the United States: 92.6% in a study conducted in the city of 
Viseu, Portugal;18 88.2% in a study conducted in Spain and 
a hospital in Ireland,16 85% in the city of Oulu, Finland,23 
and 70.2% in Querétaro, Mexico.24 It is noteworthy that 
one of the studies with the highest prevalence rate recorded 
in Brazil, reached 79.5%, and was conducted in the Triple 
Frontier region.25 Vaginal delivery was identified as a 
protective factor for breastfeeding in the first hour in 
several of these studies, as well as in this study.

The results of a study conducted in Pelotas, in the 
South of Brazil,26 confirm the findings of this research, 
demonstrating the existence of an association between 
being born in a BFHI and early breastfeeding. This study 
revealed that for newborns born in maternities that do not 
adopt BFHI, the risk of not breastfeeding in the first hour 
increased 42%. In addition, not breastfeeding in the first 
hour increased the risk of not exclusively breastfeeding at 
one month of age (RR=1.24, p=0.01). Lower prevalence 
rates of early breastfeeding were also found, 48.6% of 
the newborns breastfed within the first hour in BFHI, 
compared to 31.7% in other maternities.

A relevant fact is the possible improvement in the 
prevalence of breastfeeding in the first hour in the State 
of Rio Grande do Sul in recent years, since the current 
study obtained a significantly higher prevalence (74.2%) 
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compared to studies conducted more than a decade ago in 
the cities of Pelotas26 (37.8%) and Porto Alegre27 (52%).

In the sample studied, the percentage of women 
who attended higher education or post graduate courses 
was low, with only 21.7% had graduated from higher 
education, which is also consistent with the family income 
ranges of the puerperal women in the study. Although it 
was expected that women with higher levels of education 
would have more information about breastfeeding and 
would have higher prevalences of breastfeeding in the 
first hour, as demonstrated in Araújo et al.13 research, 
this study showed the opposite: lower levels of schooling 
are associated with early breastfeeding. As a result of 
additional analyses between schooling, childbirth at 
BFHI or not, and type of delivery, the hypothesis raised 
for this finding was that women with lower levels of 
schooling had more normal childbirths and had more of 
their babies in BFHIs, which have intensified the training 
of teams to instruct on breastfeeding and respect for the 
Hora de Ouro14 (Golden Hour). It is also important to 
note that 66.3% of the sample had given birth in BFHI in 
the present study.

In the bivariate analysis, the puerperal women with 
symptoms of anxiety were less likely to breastfeed in the 
first hour of life, but this association lost significance in 
the multiple analysis. A systematic review conducted in 
2022 by Yuen et al.20 showed mixed results: some studies 
showed that breastfeeding reduces the risk of post-partum 
anxiety, while others did not identify such a reduction, 
showing the necessity further studies to better clarify 
this association.

Although 70.2% of the puerperal women reported 
not receiving information about breastfeeding during 
prenatal care, there was no significant association with 
the outcome. This result is similar to an Indian study28 
with 150 puerperal women, where only 26% started 
breastfeeding in the first hour, despite 71.3% had received 
prenatal guidance. This may indicate that it is necessary 
to improve the quality of counseling and invest in health 
education policies to impact breastfeeding during the 
Hora de Ouro.

Other studies13,14 have revealed that women who 
undergo cesarean sections are at greater risk of not 
breastfeeding early, a finding that was also identified 
in the present study. This may be attributed to the early 
separation between the mother and baby, often associated 
with cesarean sections, as demonstrated by the national 
survey Nascer Brasil,14 (Born Brazil) which pointed to 
high rates of early separation in these situations. It is 
essential to ensure support for breastfeeding in the first 

hour, especially for mothers who have had a cesarean 
section, promoting a successful start in breastfeeding.

The father ’s support as “excellent” was more 
frequently reported in cesarean deliveries, indicating 
its potential to promote early breastfeeding in this 
type of delivery. Investing in parental involvement can 
compensate for a lower rate of breastfeeding in the first 
hour in cesarean sections, deconstructing the idea that 
breastfeeding is exclusively the mother’s responsibility.

The findings of this study reinforce the necessity 
to overcome persistent barriers in breastfeeding in the 
first hour of life, even in BFHI certified institutions. 
Brazilian studies indicate that in many maternities, 
including accredited ones, hospital routines still hinder 
the full experience of the Hora de Ouro.14 In a survey 
of 415 mother-baby pairs in Natal, RN, more than half 
of  the newborns received infant formula in the first 
hour of life, often without a physician’s prescription.29 
Another study in the State of Paraíba revealed that only 
9.3% of the puerperal women were able to maintain 
continuous skin-to-skin contact for more than 30 minutes, 
as recommended.30

An important limitation of this study was the absence 
of specific data on the duration and effectiveness of skin-
to-skin contact, which made its main analysis unfeasible. 
In addition, the cross-sectional design prevents the 
inference of causality between variables. Most of the 
evidence reviewed is observational in nature and has 
methodological limitations, which reinforces the urgency 
for more robust primary studies in the perinatal context. 
Nevertheless, as it was conducted before the COVID-19 
pandemic, the study contributes as a baseline for future 
comparative analyses.

In selecting the literature, priority was given to 
local studies with similar perinatal outcomes to ensure 
comparability. The national study Nascer Brasil was 
included as a complementary reference with national 
coverage.14

The association between birth in a Baby-Friendly 
Hospital and early breastfeeding was significant, 
highlighting the effectiveness of practices such as Step 4 of 
BFHI. Although 66.3% of the births in the study occurred 
in accredited hospitals, the data point to the need to expand 
these practices to private and non-BFHI hospitals.

Despite regional advances, indicators are still below 
WHO targets. Childbirth in non-BFHIs and cesarean 
sections were associated with early non-breastfeeding. 
Strengthening policies to promote breastfeeding, 
especially for births outside BFHIs and cesarean sections, 
is essential to improve care, guarantee rights, and promote 
the physical and emotional health of the mother-baby dyad.
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