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' #FOREWORD

In reviewing the breastfeeding data included in large country-wide demographic and health

surveys, one would conclude that many of the countries in the ANE Region have little or no infant
feeding problems in the first 4 to 6 months of life. On closer examination of the sources of this data,
however, we can sec that the surveys are not reporting rates of exclusive breastfeeding but whether
infants are breastfed at all. The data generally say riothing about frequency and duration of breastfeed-
ing, use of colostrum, any milk substitutes used, and when supplementary foods are being
intreduced.

These factors all have a critical impact on the nutritional status of infants and have been shown :0
contribute sigrificantly t> morbidity and mortality. Discarding colostrum and early supplementation
with breastmilk substitutes deprive the newborn of critical nutrients and antibodies that can provide
protection against major risks to child survival. Inappropriate feeding practices also jeopardize the
mother's milk supply and expose her prematurcly to the risk of pregnancy. One of themostcosteffective
ways to reduce infant mortality and morbidity in the first six months of life is to ensure exclusive
breastfeeding with appropriate frequency of feeds. '

As countries in the ANE Region move toward modernization, women enter the work force outside the
home. The challenge for the 1990's ind beyond will be to find ways to enable working women to
continue to breastfeed after they return to work.

The purpose of this study is to identify some of the mazjor infant feeding issues that need to be addressed
in the design of programs in selecte¢ ANE countries. The authors puiled together all of the available
research and consulted with most of the USAID HPN officers, as well as other health/nutrition
professionals, on the specific content of the individual country sections. This study is not intended to
be an exhaustive overview of what we know about breastfeeding and infant feeding in each country, but
hopefully, identifies some of the major gaps in information and programs.

Many thanks to all of you who subrmitted articles, studies, and comments on the draft report. We hope
that this study will encourage further consideration of the issues and provide some direction in the design
of programs.

Since this is a working document, we would like to update it periodically as new information becomes
available. We will continue to depend on you to provide us with these new sources of information and
your comments.

Karen J. Nurick
Nutrition Officer
ANE Bureau
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OVERVIEW OF INFANT FEEDING |

PRACTICES AND PATTERNS




INTRODUCTION

Breastfeeding is a term which is often bandied about as if it were a homogeneous process or product. The idea that there is
auniversally traditional form of breastfeeding is naive. From region to region, throughout the ages, mothers have been forced
to invent modified forms of breast feeding in order to combine their acute priority for subsistence with childcare.

Scientists, who are often inadvertently ignorant about the actual process of breastfeeding on a practical level, have published
numbers which are nct cnly meaningless, but misinformative. This has led to the erroneous conclusion in many countries
that the practice of breastfeeding is universal. The gencral lack of awareness regarding the non-simplistic process of infant
feeding in combination with surveys which have ill-defined indicators, have frequently led researchers to confuse initiation
(ever breastfed) with the establishment and actual patern of lactation. Overly optimistic statistics have led both the
intemmational health community and various governments to believe that few problems exist with feeding patterns while in
reality, the continuing high mortality ratcs for infants in most countries attest to the fact that the problem is a very scrious one.
In general, the data from the World Fertility Survey and other national studies is misleading, overly optimistic and not
supported by local surveys, as patterns in sub-groups are obscured by the usc of indicators such as ever breastfed, not a true
measure cf prevalence.

When breastfeeding is scparated into clearly defined categories, such as exclusive (no supplements of any kind) v 2rsus partial
(combined breast and botde or other foods), a vastly different paitern of infant feeding emerges. This was particularly well
demonstrated in the study conducted by the Nutrition Foundation of India, which recognized that it takes 15 to 20 days to
establish lactation. As recently as 1986, a study conducted by Hanson et al in Lahore, Pakistan, nearly came to false
conclusions regarding the immunological propertics of breastmilk by initially using a broad definition of breastfeeding.
Surprised with the results, they re-analyzed the data and found that in reality ONLY 10% OF MOTHERS YERE
E REASTFEEDING EXCLUSIVELY. Most mothers discarded their colosirum and were feeding their infants a wide yaricty
of polluted concoctions. The final results concluded that exclusive breastfeeding gave the maximum protection against infant
mortality.

In this review of the Asia/Near East Region we found the trends in breastfeeding are declining both in prevalence and
duration.® (Table 1)

The pattern has shifted from exclusive breastfeeding to partial or inixed (breast and bottle-"triple nipple syndrome"), the early
introduction of solids (with contamination) and a phenomenon we have labeled "bottling the breast.”**

It has been well documented that in most countries, breastfeeding is the infant's primary aefense against disease, infections
and malnutrition (a "passport to life™).

Breastfeeding

* Isan effective method of child spacing

* Lowers the in~idence of neonatal montality as much as 25 times

*  Protects the inrant against infections and parasites

*  Promotes mother/infant bonding

*  Provides idcal nutrition for babies and promotes growth and development
» Isa natural resource, both economic and agronomic

*  Protects infants against allergics

*  Provides important vitamins such as A, E and K, and nutrients sucn as zinc and iron
*  May prevent postpartum hemorrhage

»  Lowers the incidence of dental caries

*  Protects against hypothermia

*The exception is Papua New Guinea, where bottles, teats and {crmula have been banned, excopt by prescription, since 1977.

**Transferring the concepts of formula feeding o the breast. For example, scheduling breastfeeding rather than feeding on-demand, believing it is
necessary to “sterilize the breasts,” beliefs that breasumilk can "spoil” or become "bad,” the same as artificial milk.




IDEAL DEFINITION OF EXCLUSIVE BREASTFEEDING

BREASTMILK ONLY (no water, ,Jice, seml solids of sollds)

Early Initlation (within 1 hour after dellvery)

« COLCSTRUM

DEMAND FEEDING

FREQUENT FEEDING { 6 or more times In 24 hours and night)

In ordar for breastfesding to be of maximum osenefit for both the Infant and the mothar, it must be exclusivs for
atleast 4, preferably 6 months. Early aupplsmentation In any form lsads to incresased mortality/morbidity in the
infant, Inadequate milk supply and decreasad emenorrhea (critical for chlid spacing).
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National and international authorities recognize
that exclusive breastfeeding is vastly superior to
any other form of infant feeding during the first 6
months of life. The nutritional, anti-infective (par-
ticularly anti-diarrheal) and child spacing effects
of breastfeeding, which give the infant the bsst
chance for child survival, are dependent on the
duraticn of exclusive breastfeeding. The behav-
ioral component of breastfeeding, which is of para-
mountimportance, has largely been ignored by the
research community.

SOURCES OF
DATA ON INFANT
FEEDING PRACTICES

International agencies such as WHO, UNICEF and
USAIDobtain their figures for breastfeeding preva-
lence and duration from a number of sources.
These sources include national studies such as the
World Fertility Survey (WFS), the Contraceptive
Prevalence Survey (CP3), national nutritional sur-
veys and the WHO Collaborative Breastfeeding
Study. Ofien local studies are used to assist with
the determination of estimates.

Tablel

PERCENT OF PAKISTAMI MOTHERS BREASTFEEDING
ACCORDING 70 VARIOUS AUTHORITIES

at 3 months at 6 months at 12 months ;

|
UNICEF (1980-1936) 78 73 67
ISTI-1987 (1980-1986) 9% 96 90
WESTINGHOUSE (1975-83) 98 %6 90

See appendix B for examples of daw sources.

This review of infant feeding practices in 16 coun-
tries in the Asia/Near East Region* illustrates the
paucity of recent studies, in particular longirudinal
studies, and a lack of on-site regional
assessments. In general, analyses of breastfeeding
trends have been based on national representative
stucies such as the World Fentility Survey, the
Contraceptive Prevalence Survey and most re-
cently, the Westinghouse Demographic Heuse-
hold Survey. These studies were designed primar-
ily to answer questions regarding family planning
practices, not to gather reliable data on infant
feeding patterns. (Appendix A)

*Bangladesh, India, Indonesia, Nepal, Pakistan, Philippines,
Sri Lanka, Thailand, Burma, Papua New Guinca, Fiji, the
Solomon Islands, Tonga, Samoa, Micronesia, Egypt, Yemen,
Tunisia, Jordan and Morocco.

The primary figures quoted are from UNICEF's
State of the World's Children 1987. These are
derived from WHO and country estimates. USAID
daa for the Child Survival Program is taken by
ISTI from UNICEF, which on examination, ap-
pears to be identical to Westinghouse's Child Sur-
vival Data.

Differences in interpretation of the data are evident
when the statistics are examined in-depth. For
example, it is not apparent how UNICEF derived
its figures for Pakistan from the data in Table 1,
which was taken from the Nutritional Unit of the
WHO Surveillance. (Appendix B)

The breastfeeding categories listed (ever, fully,
partially or both) are not defined, and much of the
data from WHO is derived from Gussler's
Breastfeeding Compendeum.
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The primary data sources, taken from representa-
tive, cross-sectional national studies, fail to illus-
tiate the feeding patterns in subgroups, which
often represent significant trends within each
country. World Fertility Survey statistics, fre-
quently cited, create an artificially optimistic vic-
ture of breastfeeding trends by over estimating the
prevalence and duration of breastfeeding. The
drawbacks of the data collected by the WFS are: it
relies on recall, suffers from heaping (the data is
collected at 3,6 & 12 month intervals) and no dif-
ferentiation is made between exclusive 1nd mixed
breastfeeding, a critical distinction. The Derno-
grap.ic Household Survey, as do all cross-sec-
tional surveys, suffers from recall bias and dues
not clarify amounts of ¢ther foods, their timing in
relationship to breastfeeding, or the largest inter-
val between feeds (Winikoff). (Appendix A)

FACTORS AFFECTING
DATA COLLECTION
AND ANALYSIS

Breastfeeding is usually discussed and written
about as though it were a homogeneous process or
product, despite the fact that marked variations
exist in all aspects of breastfeeding practice.
Mothers have practiced a variety of modified forms
of breastfeeding at different times, from region to
region. They have been inventive and forced to
find ways to combine their priorities for subsis-
tence with provision of childcare. Although infant
feeding practices begin while the child is still in
utero and are dependent on the health of the mother,
this is often ignored. A.number of sociocultural
forces undermine the attempts of mothers to pro-
vide for their infants, therefore infant feeding pat-
terns must be examined by scientists in a wider
context than has been in the past.

In attempting to estimate breastfeeding trends,
scientists have often published numbers which are
notonly meaningless but misleading. Few studies
have defined the indicators used to measure
breastfeeding in relation to actual patierns of feed-

ing which has lead to confusion in the literature and
the erroneous assumption that breastfeeding is
both universal and of long duration.

The majority of studies measure the "iotal dura-

tion" of breastfeeding, not the "true duration."

Total duration includes all patterns of breastfeed-

ing (a mottier could be nursing only oncc a week

and still be included in the statistics) and is rot a

meaningful measurement in terms of the nutri-

tional, anti-infective and child spacing effects of

breastfeeding. True duration defines the period of

exclusive breastfeeding and is the most significant

measurement when looking at the child survival

aspects of infant feeding. Measuring the total

duration of breastfeeding, and not the true (exclu-

sive) duration, has resulted in optimistic estimates

of duration of bicastfeeding. These estimates have

lulled the international community, governments,

policy makers and health worke1s into a dangerous

state of complacency regarding the current situ-,
ation with infant feeding practices in developing?
countries. (Gopujkar) Figure 1

Class related patterns of breastfeeding exist, how-
ever the majority of studies have tended to focus ou
urban/rural differences rather than on socioeco-
nomic status. In developing countries, the rate of
breastfeeding generally declinc, as socioeco-
nomic status rises.

LACK OF CONSISTENT
DEFINITIONS

In analyzing research on infant feeding patterns,
the general lack of consistent definitions, makes it
difficuly, if not impossible, to accurately assess
trends in breastfeeding practice. Terms such as:
initiation of breastfeeding, ever breastfed, fully or
pure breastfed, mixed feeding, and true duration
need to be appropriately defined in order for re-
search to be valid.

There appears to be a prevailing lack of awareness
that the results of studies on infant feeding patterns




Figure 1
DURATION OF BREASTFEEDING - TOTAL AND TRUE

TOTAL DURATION
OF BREASTFEEDING

100

90 |
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s 70.
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s 40 TRUE DURATION

- OF BREASTFEEDING  ;

30 *(EXCLUSIVE)
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c t+ 2 3 4 5 6 7 8 9 10 11 12

infants Age in Months

A BREASTFED CALCUTTA

B BREASTFED BOMBAY

C BREASTFED MADRAS
< EXCLUSIVELY BREASTFED CALCUTTA
- EXCLUSIVELY BREASTFED MADRAS

* Exclusively bresstfed: only breast milk and no supplements

* Exclusively breastfed: only breast milk 21d no
supplements
Breastfed: Breast milk with or without supplements

-@- EXCLUSIVELY BREASTFED BOMBAY

Source: Gopujkar, et. al., 1986.
Note: There is marked difference when you plot total prevalence
compared to exclusive prevalence.




are affected by the definitions used. Althoughthere
is a vast difference in terms of the child's survival
(morbidity and mertality) and family spacing
benefits, whether or not breastfeeding is being sup-
plemented with water, other liquids or solids
(usually contaminated), many studies do not make
this differentiation. In fact, "exclusive breastfeed-
ing" is often defined to include supplementation
with water or solids! This confusion also extends
to terms such as: weaning, complement, supple-
meat, semi solids and solids.

S S AR R e

An excellent example of the importance of precise
definitions for breastfeeding p=2tterns in assessing
the effect of practices on infant morbidity and
mortality in developing countries is a study con-
ducted by Hanson et.al., Lahore, Pakistan in 1986.
The results of the study initially led the researchers
to conclude that breastfeeding was not protective
against diarrhea. However, when they re-exam-
ined the results, breaking them down into different

BT
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Figure 2

patterns of feeding such as: exclusive breastfeed-
ing, breastmilk and water, breastmilk and bottle,
they found that exclusive breastfeeding was sig-
nificantly protective against diarrhea, even in the
extremely unhygienic slum conditions of Lahore
(Figure 2).

TRENDS IN INFANT
FEEDING PRACTICES

Notwithstanding the gaps in adequate methodo-
logical research on infant feeding practices in
developing countries, local studies in the Near East
and Asia Region clearly indicate an alarming over-
all trend towards bottlefeeding and early supple-
mentation. The profound detrimental impact of
this trend on child survival and maternal health,
and the subsequent high cost, should not be under-
cstimated by health professionals and policy
makers.

PERCENTAGE
80

80

40

30

(Scurce: ‘ianson ot al, 1988)

D'ARRHEA INCIDENCE BY METHOD OF FEEDING

20
10
0
BOTTLEOILY  BREAST MILK"  BREASTMILKC  BREAST MILKONLY
BOTTLE WATER

No diarrhea
Acute (1-14 days)
B Pprolonged (>14 days)




Maior problems identified in the re- defeeding, with early supplementation, "the triple
gions: nipple syndrome." (Figure 3)

Exclusive breastfeeding appears to be less fre-
1. THE TRIPLE NIPPLE SYNDROME quent than mixed breast and bO[ﬂCf\ECdlng in most
of the countries reviewed.(Table 2) The outstand-
ing exception is Papua New Guinea, where infant
formula, bottles and nipples have been banned,
except by prescription, since 1977.

Drs. Michael Latham and Penny van Esterik, well-
known authorities on infant nutrition in develop-
ing countries, have labled the marked shift from

exclusive breastfeeding to mixed treast and bot- i i
During the first month, a high percentage of women

Kigure 3

“INSUFFICIENT MILK” CYCLE

BREAST MILK SUBSTITUTES
(Semi-solid, Teas, etc.)

SYNDROME

TRIPLE NIPPLE ]

Decreased Sucking

v

Engorgement

v

Less milk production

MORE BOTTLE FEEDING

Canfusion & lack ot contidence

Early cessation of
Breast Feeding

Respregnancy Intant
Expensive BMS Malnutrition

BREAST MILK SUBSTITUTES
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COMPARISON OF EXCLUSIVE AND OVERALL BREASTFEEDING RATES AT 3, 6, 9, AND 12 MONTHO
Parcent of mothers breastfeeding at
—3 monthg——— 6 monthg———————9 month§——— 12 months
Exclusive Otner Exclusive Othur Exclusive Other Exclusive Othar
Country / Reference:
BANGLADESH
National® 98 97 89
Urban 17 45
UNICEF 1985
BURMA
Nationat 90 90 90
Maing et al, 1979 69a 100a 6b 99b
INDIA
Urban (clinic sample) 27¢c
Rural thousehold svy.) 38¢
Bai & Raddy
Bombay 73 96 37 84 23 83 981
Madras 70 93 34 86 8 7 470
Calcutta 47 95 21 95 17 90 793
Gopuit.ar 1986d
Urban . 15 .
Rural 45 'J
Dattal ot al 1984
INDONESIA
National 98 97 83
Kardjati 1978 120
S-city survay 501 >E0g
Utomo 1984
NEPAL
National 99 99 97
Clinic survay (N=313) 36h
Angove & Gunning 1988
PAKISTAN
National 78 73 67
Lahore I 88i 1 BOi
Hanson et al 1988 <
PHILIPPINES
National 66 58 28
Metro Manila 22 8
Notas: .
* gl "National® data are UNICEF figures (1987 @  calegory was infants 2-8 months )
State of the World's Childran) ! 3 months was the median duration for “fully breasted,” i.e., no “supplemental food”
8 category ‘as infants under 8 months of age g median "breastfeeding® durations ranged form 15-25 inonths in the 5 cities
b  category was infants 6-24 months h  category was infants at loe S montha
¢ caigory was infantz 6-9 months | approximate figures
d  all Gopujkar figures approximatad from graph

10
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Tabled

Phace 1
Phase 2

Phase 3
of breavstfeeding

WHO TYPOLCGY OF INFANT FEEDING PATTERNS

FPhases of breastioeding provalence and <duration
"Traditional phase” with high provalsncs and duration
"Trarnaformation phasa” prevaiznce of breastfaeding falling

ana duration becoming shorter )
"Resurgence phase” with rising prevalence and duration

Typolagy or stages of brasstfecding pravalence and duration for national picture

Stage 1 All groups in ths traditional phase - - India, Zaire
Stage 2 The laad group in phase 2, the rest in phase 1 - - Nigeria
Stage 3-5 Prevalance and duration of braastfeeding falling - - Philippines. Brazil
Stage 6 The lead group in phasae 3, the rest in phase 2 - - Singapore, Spain
Stagu 7 The lead group in phase 3, the other groups following close

bahind - - USA, UK
Stage B All groups in phase 3 - - Swaden

up to 4 montns; in Burma 38%, in [ndonesia by the
first month 40% have introduced colids; in Nepel
35% were breastfed exclusively for 3 mon:hs; in
the Philippines 34% of the urban elite never
breastted.

The figures for long durations of breastfeeding
quoted for many of the couwatries (patticularly
Egypt) are not well defined to ...k causally to child
survival and family spacing. The extent to which
the breast is used primarily as a pacifierin countries
with long durations needs to be examined further.
At the present time little data on the frequency of
feeding is available.,

The trend towards the early introduction of solids,
with the increased use of expensive commercial
baby foods, results in higherincidences of diarrhea
and subsequent malnurrition. (Latham) This prob-
lem, with its high mortality rate, appears to be
especially orevalent in Indonesia, India, Bangla-
desh, Egypt, Pakistan, Thailand and Jordar.

Oninvestigation, the WHC typology of breastfeed-
ing (Table 3), withasequential progression through
8 stages does not appear to exist. In all probabilty,
the deathat sucha progression exists wasaccepted
because little attempt has been made to identify the
percentage of mothers breastfeeding exclusively.
The mostcriticel problem with infant feeding trends
is not whether or not breastfeeding is being tutally

abandoned by mothers, but rataer the early intro-
duction of supplements, especially infant formula
and cow's milk.

2. DISCARDING COLOSTRUM AND
THE USE OF PRELACTEAL FEEDS

The practice of disgarding colostrum and replacing
it with a wide range of prelacteal feeds including
clarified butter, dates, olive oil, honey, mashed
banana and mustard oil, appears to be common in
most of the countries surveyed. The danger of this
practice is Fourfold:

1. Itinterferes with the establishment of lactation
and contributesto lactation failure (itis a primary
cause of the common "insufficient milk"
syndrome)

2. Itdeprives the newbom of critical doses of
Vitamin A, carotene, IgA, and other important
anti-infective substances, nutrients, growth
factors, enzymes and fatty acids which are
present in colostrum.

3. I can cause infection in the infant, through
contamination, threatening its survival, during
its most vulnerable stage.

4. Thereisadangerci newborns suffocating from
aspiration of fluids given by bottle during
prelacteal feeding.




The belief that colostrum is dirty, poisonous and
harmful to the infant appeays to be prevalent and
has imporiant impiications for health education
progran:s and strategies in the neonatal period.

BOTTLING THE BREAST

The practice of bottlefeeding has become so wide-
spread, the concepts and practices relaied to bot-
tlefeeding appear to have been carried over to the
process of breastfeeding, as though they were
analogous. Mothers are taught by health profes-
sionals to vigorously clean their nipples, empty
their breasts and feed according to a schedule!
This is particularly trv @ in Sri Lanka, where onz
study showed that 40% of women were followiiig
these practices. (Soysa) In some countries, woms<n
are discarding their breastmilk if thev have beer in
the sun or have not breastf~d for a penod of time in
the belief that their milk can spoil. In Burna,
mothers discard their milk if the color does not
seem right.

All of these practices associated with "bottling the
breast," though seen..ngly innocuous, are seri-
ously detrimental to the production of breastmilk
and are responsible for lactati~n failure in many
women. (Figure 3)

DETERMINANTS OF
BREASTFEEDING

The information on what determiras whether or
not a mother breastfeeds and for how long, varies
from study to study and is affected by how
breastfeeding is defined. In general, national stud-
ies have indicated lowef rates of breastfceding are
associated with higher educatien, upper socioeco-
nomic status, urban residence, employmeit out-
side the homie, certain ethnic groaps and the use of
oral contraceptives. Younger mothers and women
having their first children also tend to have lower
rates. In analyzing the data, it is important to take
into account that these factors, associated with
socioeconomic status, may or ridy not in them-
selves be causally related to breastfeeding prac-
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tices.

Usban/rural differences deserve special attention.
Aithough most rescarch findings show higher rates
and longer durations for breastf-2ding in the rural
areas, health professionals and nolicy makers have
bzen slow to realize that because the vast majority
of mothers live in the rural areas, in absolute terms
even a SLIGHT decline in breasiteeding in rural
areas affects LARGE numbers of infants.

Although employment appears to be correlaied with
lower rates of breastfecding, most studies have not
looked at the effect of different types of employ-
ment. A study niom Pakistan found that women
working in agricultuzre had higher rates of hreastfeed-
ing than women in civil service or commerce. (Nagra
and Gilani) In Sri Lanka, working women who had
no access 1o daycare or who nieeded to be separated
from their infants for long periods of tiine due to
work schedules, were less likely wo breastfezd and
the inircduction of bottles in the second month

coincided with the end of maternity icaves. :

Studies from Tunisia and Yemen found that the du-
rat.on of breastfeeding is longer when an older
daughter is present in the house. In Bangladesh,
maie infants were found to be breastfed for a longer
period of time than female and were given more
dairy products. In the Philippines and Bangladesh,
weight restriction was associated with lower rates
of breastfeeding.

The reascus for not breastfeeding given by mothers
to researchers varied and were somewhat depend-
ent cn how the question was asked. The most
frequently cited reasons were "insufficient milk" (a
syndrome usually caused by the practice of 100
infrequen: nursing and early supplementation),
zmployment, illness of the mother, “infant was old
enough to wean," oral contraceptives and repreg-
nancy. Studies in Bangladesh and Sri Lanka cited
"fear of aitering the mother’s figure" as a reason
for not nursing. Employment as a variable was less
important than separation time from the infant in a
study from Sri Lanka. Advice from health workers
to bottlefeed, the lack of rooming-in facilities and
free samples of formula appeared to be universal
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deterrents to breasifeeding in all countries sur- lum-like rice paste or ghee and sugar water is

veyed. given. Mashed banana is a common weaning food
in Indonesia and Bangladesh. In India and most

WEANING AND parts of Asia, condensed milk is used as a weaning
SUPPLEMENTAL FOODS food. In parts of Indonesia, it is believed that the

right breast is food and the left is medicine. Certain
ethnic groups in Thailand believe the right breast is

Weaning is best defined as the transformation of . .
rice and the left is water.

the diet from breastmilk to normal family foods.

Ideally, it begins at 4 to 6 months, is a gradual y, g5 Lanka, a rice weaning ceremony takes place
process and whil> continuing to breastfeed, the ;i 1 months, in Nepal it takes place at 6 months.
infantis given other foocs, Weaning in some coun- - wH( geagistics for Thailand indicate that 58% of
ties, such as Egypt and Yemen, is unfortunztely , 015 receive non-inilk substitutes by 2-3months.
often abrupt. 'The choice of feods and the age of - 5 payigran study found thet 18% of infants were
weaning is usually culturally determined. giver buffalo or goat's milk, weak tea, chapati
(Figure 4) soaked in ghee, sugi (semolina), dhal, wheat per-

. . _ nidge or khir by 1 month of age. Over 1/3 of
Typical supplementary foods early in the weaning Filipino infants receive supplements by age 2 to 3
process are infant formula or animal milk, paps or months (WHO). Figures for India show laier

gruels which use local .staple: gr'ains. Rice is a supplementation, with less than 1/4 of infants re-
common wear:ng food in Asia. in Nepal, a pab- ceiving supplements by 2 to 3 months.

Lt
Figured
INFANT FEEDING PRACTICES IN SEI ECTEDASIAN COUNTRIES
Daratlon of Exclusive Bresstfeeding and Introduction of Supplements Up Untli 12 Mouths of Age
Age in Morths 1 2 3 4 5 6 7 8 9 10 11 12
r— -
Bangladesh
(17%) * - - , X
Supplement with cows milk; goat powder; dituted rice pemie;
biscuits
India
(55-60%) * : - =
Supplemant with thinned candensed milk; mgar waler; 8286 arTow root uices; bariey
Indonesia
(39%) ¢

Supplemaru with BMS, mathed banana & rice; rice parridye; bisonits; steam 26 rive cales (2-3 mo.) oglua (4 mo.)

Pakistan m{ﬁ

Supplemant “.ith buffu'o, goat & cow's mitk; ctapati soaked in watcr or ghee

Phillppines

(26%) * : . — — ,
Supplement with boale with rice tean, tik «iki; rioe conger; vegs soups; lugos; rice gruel;
mashod banana; blscuits; breed

SriLanksa

Supplernent with plain walcr; corisnder; rice waler

Thalland
(69%) * m

Supplem ent with mashed banana; benzna and rice

Duralion of Exclusive Breastfeeding L Breastfeeding wilh sapplemsnt

Note : Dt-la culied from slected references contained in the country
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Seasonality often affects the availability of wean-
ing foods and the age of weaning. A study from
Egypt found that mothers w:ll not wean their in-
fants during the summer because they fear they will
contact diarrhea.

Ilness in the infant is also a factor in weaning and
supplementation practices. Breastfeading mothers
wili often alter their diets, give the infant formula,
stop breastfeeding orresortto a variety of measures
when their infants are ill. Many of these measures
are harmfu! ana exacerbate the infant's condition.

A supplement should be defined as any food or
liquid provided to the infant in additicn to bicast-
milk, INCLUDING WATER. The average age of
the tcrmination of cxclusive breastfeeding should
be the same as the age of weaning (4 to 6 months)
in order for the infant to have the greatest chance
for child survival and for family spacing benefits.
A crucial question in any study of infant feeding
practices is the introduction of water to the infant
and the relative cleanliness of the water. However,
exceptforone study from Indonesia, little informa-
tion about this problem exists. The Indonesian
study ind'cated tha’ most mothers attempted to boil
water before giving it te their infants, However, in
the Sasak region, mothers did not have sufficient
money with which to buy enough fue! in order to
boil water.

SUPPLEMENTATION WITH
FORMULA

In Pakistan, Thailand, the Philippines, Yemen and
Indonesia, the practice of supplementing the in-
fr at's diet with formula in bottles is particularly
widespread. The high level of bottle containina-
tion and t - lack of sufficient income to buy ade-
quate amounts of formula, makes the formula,
powdered tnilk and other breastmilk substitutes
instruments of diarrheal disease and death.

Regardless of the: income of the family, research
has shown that the formula is rarely mixed cor-
rectly, itis generally either too weak or too strong.

Poorer women who can not afford bottles, make
theirown out of medicine, ink or other used bottles
and purchase teats. When lower income families
run outof formula or powdered milk they give their
infants tea, vegetable juice, sugar water, watered-
down cereals, or even coffee.

The =conomic costs of feeding infants formula to
individual families given the low GNP of develop-
ing rountries are enormous. Estimates of the cost
of buving formulain various countries indicate that
itcan account for 30% to 75% of a family's income.
In 1975-1976, an analysis of the sales of artificial
milk in the Philippines found that the total cost of
imported artificial milk for 1 year was 89.7 millicn
US dollars, or the equivalent of 15-40% of th:
GNP. A large urban hospital in the Fhilippines,
which instituted a policy of rooming-in, along with
a breastfesding promotion campaign, decreas:d
the consumption of artificial milk by 80%, resuit-
ing inthe saving of approximately $107,296.72 per
year. (Philippine country presentation, Asia Re-
gional Lactaticn Conference, Denpasar 1988.) !

- LOW BIRTH
WEIGHT INFANTS

The percentage of low birth weight infants born to
Asian mothers is high. Countries with signifi-
cantly highrates (Table 4) are: Bangladesh (50%),
the Philippines (47%), India (30%), Pakistan (27%),
Sri Lanka (25%) and Burma (20%). For these
infants, numerous studies underscore the impor-
tance of the protective effects of exclusive
breastfeeding in increasing their chances for sur-
vival, even more critical than for normal weight
infants. The protein content of breastmilk in moth-
ers who deliver preterm babies is much higher tha-
in mothers who deliver fullterm infants, a grow!
compensatory mechanism, needed by lower birt..
weight babies. lronically, low birth weight infants
are usually the first to receive supplements of
artificial milk, in the erronieous belief that this is not
only necessary, but theraputic.
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MORBIDITY AND
MORTALITY

Exclusive breastfeeding for the first 4 to 6 months
of life is probably the single most cost-effective
child survival measure available. It has been well
documented that breastfeeding is the infant's pri-
mary defense against infections, diarrhea and
malnutrition. Infaat morbidity and monality rates
are 10 to 25 times higher for bottlefed infants.
Feachem and Koblinsky stated that infants O to 5
months, who are not exclusively breastfed, are 25
times more likely :0 die from diarrhea. A review

for v.oody diarrhea in non-breastfeeding or re-
cently wearned infants. Indonesian studies found
that infants who were fed solids at an early age had
a 21% higher perinatal mortality rate and a 16%
higher neonatal mortality rate. In addition, rates
of malnutrition were significantly higher in non-
breastfed and weaned infants.

At Maharat Nakhon Ratchasima Hospital in North-
east Thailand, \he percentage of children deserted
in the hospial by their mothers was dramatically
reduced after a policy of rooming-in and breastfecd-
ing promotion was instituted.

[able 4

TABLE 4
ASIA/NEAR EAST SELECTED STATISTICS, 1980-86
PERCENT BREASTFEEDING PERCENT PERCENT CHILDREN UNDER 5
1980-86 INFANT LCW BIRTH RATE | SUFFERING FROM MAINUTRITION TOTAL
3 month | 6 month [ 12 month | MORTALITY 1982-1985 mild/moderute severe FERTILITY

ASIA

Bangladesh 98 97 43 123 50 63 21 53

Burma 90 30 40 66 20 50 39

Fiji 28 33

India 103 30 33 5 39

Indcnesia 98 97 a3 78 14 27 3 3.7

Nepal 99 99 97 132 30 5 56

Pakistan 78 73 67 113 27 60 10 35

Papua 67 25 38 54

Philippines 68 58 28 47 18 18 4 41

Thailand 48 47 20 43 12 27 3

Sri Lanka 83 74 48 35 25 31
NEAR EAST

Egypt a1 B4 9N 9 40 5 46

Jordan 70 52 25 48 7 7.3

Mcrocco 95 61 e8 9 40 5 46

Tunisiz 95 92 7 77 7 60 4 44

Yeman 80 78 55 126 9 54 4 6.8
1986 datan UNICEF Surw of the Wads Chedren_ 1047

of the research frcem the Asia/Near East Region
consistently reaffinrned the protective effect of
breastfeeding in envircnments with minimal sani-
tation.

In Malaysia, newborns who lived in households
without piped water or a toilet, were 5 times more
likely to die after the first week of age if they were
not brcastfed (Habicht, et al 1988).

A national sample of infants born in the Philippines
between 1978 and 1983 found that 96% of breastfed
infants were alive in 1983, compared o 88% who
were botilefed. Studies from Bangladesh show a
significantly higher incidence of and mortality rate

LACTATION DIET

Infants of even malnourished mothers can grow
adequately on breastmilk alone for 6 months or
longer. There are many culturally specific dictary
beliefs concerning pregnancy and lactation and
alrost every cuiture has special dnnks, gruels and
foods to stimulate the production of milk. These
are called galactogogues. In India, for example,
“tribals" use ground earthworms added to food or
drinks, to increase milk production. A study froin
Nepal found that 1/3 of all mothers used a special
soup made from the jwano seed or a fermented
drink called gundruk, made from dried mustard or
radish greens. Little research has been conducted



to analyze the effzctiveness or nutritional effectsof  Recent studies have documented that not oaly is
common galactogogues. breastfeeding a critical variable in child spacing,
but it is more effective as a child spacing method

than any other form of "modemn" contraception. In

LACTATION order for breastfeeding to be an effective form of
CONTRACEPTION contraception, it MUST be exclvsive. The fre-

quency of feeding and the amount of sucking the

The concept of the importance of lactation contra-  infant does at the breast (6 or more times in 24
ception has been difficult for health professionals hours, including night feeds) are the critical factors
to accept because their training has traditional’ in preventing ovulation and therefore the return of

been more technological than biological in nature.  fertility. Supplementation in any form reduces the
contraceptive effect of breastfeeding. (Figure 5)

Figure S

USE OF CONTRACEPTIVES TO PREVENT INCREASED FERTILITY
LEVELS DUE TO DECREASED DURATION OF LACTATIONAL
AMENORRHEA AND OVULATION AT 3 MONTHS

60 -
50 - Z
o o %
40 - 7
y | ¢
L, | /
20 & 1 7
/ /
11 % 7
inn %
10 7 ’“‘é
Banglacesh  Pakistan Indonesia Kenya

(1974) (1875) (1976 (1977-78)
" Country (Yearof World Fertility Study)

B /

. 7
mean duration mean duration of current use of projected use of
of BF (months) lactational contraceptives  contraceptives to

amenorrhea mairtain current
(months) _ birth rates

Souros: Lesthaeghe R. Lactatlon and relactation relating varlables: contraception and fertity:an overview of data,
problems and world trends. intarn=tionsl Journal of Gynecology and Obatetrics. Supplement. Vol 25m 1987
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MATERNITY BENEFITS

For the majority of mothers in developing coun-
tries there are no maternity benefits. They usually
work ai home, in cottage industries, in sweat shops,
in the fields or as domestics.

Women who are formally employed in the Asia/
Near East and South Pacific Regions reccive ma-
ternity leaves varying from 12 weeks (Burma,
India, Indonesia, Fiji, Papua New Guineaand Egypt)
to45days (Philippines, Nepal, Jordan and Yemen).
India, Tunisia, the Philippines, Nepal, Fiji, Papua
New Guinca and Tunisia give full pay. In Egypt the
leave is unpaid. Indonesia, Egypt, Jordan and
Temen appear to have the fewest maternity bene-
fits.

In Burma, India, Pakistan, the Philippines and
Tunisia, firms employing more than 40to 50 women
are required to provide nurseries.

Lactation breaks with time off counting as paid
work are required in India, Morocco, Papua New
Guinea, the Philippines and Sri Lanka. Information
on whether or not employers generally provide the
required nurseries or lactation breaks is not avail-
able.

THE INFANT FORMULA
MARKETING CODE

The WHO infant formula marketing code has been
adopted by most countries, with the exception of
the United States. The major provisions of the code
restrict the promotion of breastmilk substitutes,
regulate educationatmaterials and require labelin g
instructions in the language of the country where
the product is sold. Labels may not contain pictures
of babies, samples may not be given to mothers and
donations of formula to institutions are restricted.
In a number of countries the ¢ de is law, in others
it is awaiting legislation. In Jordan, Yemen, Fiji
and Pakistan the code has been recommended,
Morocco is studying it. In Tunisia, Egypt, Indone-

sia and India. parts of the code have been made into
law. Inthe Philippines, Nepal, Sri Lanka, Thailand
and Papua New Guir=a, the code is law. Papua
New Guinea has the strictest provisions and no
bottles, teats or formula are available without a
prescription. Ernforcement and monitoring the
Code appears to be a problem in many countries.

BREASTFEEDING
PROMOTION
ACTIVITIES

Given the importance and cost-effectiveness of
breastfeeding as a child survival and child spacing
measure, it is difficult to compreliend the prevail-
ing lack of emphasis on breastfeeding promotionin
the Asia/Near East and South Pacific regions.
Funding for breastfeeding promotion activities has
been practically non-existent. Efforts to promote
breastfeeding in the Near East region have tbeen
limited. Egypt appears to be taking the lead in
breastfeeding promotion in this region. Tonga and
Papua New Guinea in the Sork Pacific have in the
pastinstituted national campaigns. In Asia, gradu-
ates of the Wellstart Program have been respon-
sible for taking a leadership role in breastfeeding
promotion and educational activities in Indonesia,
the Philippines and Thailand. Their accomplish-
ments in these countries, appear impressive.

The Wellstart Program, based in San Diego, Cali-
forniaand funded by USAID since 1983, is 2 model
for breastfeeding education and promotion. The
program identifies teams of respected health pro-
fessionals from key institutions, to attend a 4 week
course at the Wellstart Center in San Diego. The
team generally includes an obstetrician, a pediarri-
cian and a perinatal nurse/midwife.

Other breastfeeding prorriotion effortsin the region
have included: the devclopment of health educa-
tional materials (pamphlets for mothers), social
markcting, the incorporation of breastfeeding
education into medical and nursing curricula,
courses on breastfeeding in primary schools,




changing hospital policies detrimental to breastfeed-
ing (especially rooming-in practices), lactation
clinics in hospitals, providing speakers on the
benefits of breastfeeding, the forration of mothers
support groups, travelling seminars to promote
breastfeeding (particularly in rural areas), and set-
ting up milk banks.

AID's health information system (ISTI 1987) gath-
ered data on breastfeeding promotion activities in
the field from USAID missions. The activities were
classified as minor or substantial. Unfortunately,
breastfeeding promotion and the terms minor and
substantial were not defined. (Appendix C)
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This overview has raised many questions and iden-
tified a number of gaps in the infant f2eding pat-
terns of the countries reviewed.. To ensure child
survival in areas of economic and envirewmental
deprivation, efforts to esiablish and mainain ex-
clusive breasifzeding for the first 4 to 6 months of
the infant's li‘e can be enhanced by addressing the
concerns and informaricn gaps listed velow.

THERE IS A LACK OF PRECISE DEFINITIONS
AND INFORMATION ON EXCLUSIVE

BREASTFEEDING. Breastfeeding is used as 2
homogeneous term and the meaning has varied
extensively from investigator to investigator. There
1s a cogent need for clear, precise definitons for
exclusive and partial breastfeeding, as well as for
semt solids and solids. There are only a few
studies using the simplest definition of breastfeed-
ing (breastrnilk ONLY, with nothing else by mouth,
not not even water) ané most are urban hospital
studies with serious methodological flaws. Mean-
ingless terms such as "ever breastfed” are com-
nron, making it impossible to accurately assess the
incidence and duration of exclusive breastfeeding
from the national studies thav exist.

THERE IS A LACK OF LONGITUDINAL
PROSPECTIVE STUDIES THAT ARE

METHODOLOGICALLY SOUND. In particular,
there is a paucity of prospective data, especially
for rural infants, gathered at monthly intervais, in
the first 3 months of life. The available data is
artifically heaped in 3 monthly intervals and much
of it is not current. -

THERE IS LITTLE INFORMATIGN ON THE
EXTENT AND EFKFFECTS OF PROLONGED
EXCLUSIVE BREASTFEEDING AND FROLONGED
BOTTLE-FEEDING (OVER 6 MONTHS).

THERE IS LITTLE CLINICAL INFORMATION
ON THE "INSUFFICIENT MILK" SYNDROME.
The term is not defined and it is not clear how
ruch factors such as ill health of the mother

contributes to the problem or what common
practices lead to "lack of milk."” (Figure 6)

THERE 1S LITTLE OR NO INFGCRMATION ON
FORMULA, NIPPLE, PACIFIFR AND BOTTLE

SALES. Their eifect on breastfeeding patterns and
practices and the information women receive in
regard to these products needs tn be invesngated.

THERE ARE NO GROWTH CHARTS FOR
NORMAL AND PRETERM BREASTFED INFANTS.
The use of charts from bottlefed reference
populations are not appropriate.

LITTLE INFORMATION EXISTS ON THE MILK
BANKS IN DEVELOPING COUNTRIES. How they
are working, their cost, utilization patterns and
problems, should be researched. [n Honduras
they have been used to help working inothers
continue breastfeeding, but we do not have such
information for Asia.

t
[ 4

THE CLINICAL PROBLEMS OI' BREASTFEEDING
MOTHERS IN DEVELOPING COUNTRIES ARE

NOT WELL DOCUMENTED. There is no data on
the frequency of probitems such as: mastius and
breast abcesses. The duta from lactation clinics
has not been reveiwed. More mothers could be
helped to breastfeed successfully if this data was
more readily available in the regions. There 15 a
wide body of practicai information that has not yet
been culled.

LITTLE INFORMATION EXISTS ON
BREASTFEEDING PATTERNS IN WORKING
MOTHERS. It should be noted that the current
definition of "work"™ in the majority of
breastfeeding studies is inadequate.  Studies
generally address the problems of the paid sector
and define "work' as formal employment for more
than 1 day. This gives adistorted picture. There is
little data on breastfeeding patterns of field workers,
petty traders or whether women who work in the
day do more breastfeeding at night.

There is a need to share this information as more
prommotional programs are being developed since
exclusive breastfeeding prevents and reduces




diarrhea, mortality and malnutrition. from diarrheal death.”

MORE INFORMATION IS NEEDED ON HOW TO THERE IS A LACK OF WEANING ~FCCD DATA
REMARKET BREASTFEEDING. In addition to ON FOOD BELIEFS (colestrum is harmful), SEASON

mothers being told "breast milk is best,” they need AND FREQUENCY, RELIGION AND CULTURE.

to be TAUGHT "breastfeed to save your child Although there are some small studies, the results
are not generalizable ard often not current.

Figure ¢
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There is worldwide concern that breastfeeding is
declining, evet in rural areas. Breasimilk is a
majar natural resource. The economic ard health
costs of the trend towards bottlefeeding  are
considerable. In the fight for child survival,
breastmilk, with its anti-diarrheal and ideal
nutritional components, is an infint's "passport 1o
life.” For the mother, breastfeeding means beiter
health, family spacing and closer bonding with
her* infani.  Rreastfeeding promotion is cost-
effective. If a fraction of the umouir ) funding
spent on ORTIdiarrheal discase control, was spent
on the promotion of breastfeeding. the pereentage
of diarrheal disease, infan mortcliry  and
malnutrition would be drastically  reduced.
Exclusive breastfeeding is perfec: murition ( growth
monitoring), oral rehvdration therapy,
immunization ar.d family planning (Figure 7). In
view of this, the jollowing recommendusions should
be considered.

'(\)

RESEARCH

Clear and precise definitions for
breastfeeding terms should be used for all
studies. The term"ever breastfed” has no
valigity when investigating infant feediny
patierns and should be replaced by some
measure, such as the establishment of
lactation (a regular supply of milk sufficient
to meet the nutritional needs of the infant.
The establishment of iactation takes
approximately, 20 days exclusive
breastfeeding. A consensus group should
be convened to establish appropriate
indicators for measuring infant feeding
patterns 11 the Asia/Near East Region.

A rapid assessment instrument for
measuring infant feeding patterns should
be developed. This would make current
data on special subgroups, such as refugees,
and the effect of promotional intervenuons,
more readily available.

PASSPORT TO LIFE — BREAST FEED!NG

Source: Wikame, C.D. Baumelag N.. Jellite DB Mother and Chid
Heanh. Dalivering the Sersces Oxford Unwventy Prags
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3. Infant feeding patterns during the first 3
months of life need to be examined in-
depth, with particular emphasis on the rate
of exclusive breastfeeding.  Exclusive
should be defined as NO supplements of
any kind, including water. Colosorum
should be given and frequency of suckling
should be 6 times a day or more.

4. Future studies should attempt to collect
more detailed information on the types of
tluids, solid foods, or other supplements
given to infants, the amounts and the ages
at which they are given and their effect on
infant morbidity and mortality.

5. Criteria for identifying women at risk for
bottlefeeding should be developed.

6. Moreobservational and behavioral studies,
(for example, using focus groups), should
be conducted. More data is needed to
investigate poor initial feeding practices,
including why women are supplementing
early.

7. Stucies to investigare the properties of
common galactogogues should be done to
ascertain if they do in fact increase milk
production. They may be u cost-effective,
therapeutic tool.

8. Furtherresearchon the use of breastfeeding
immediately afier delivery to reduce the
incidence of maternal postpartum
hemorrhage should be carried out. Smali
studies from the Philippine- and Indonesia
have indicated that the incidence of
postpartumn  hémorrhage may be
significantly reduced by immediate
initiation of breastfeeding. A more precise
analysis, using better methodology should
be conducted.

9. A breastfeeding growth chart should be
developed forexclusively breastfed infants,
especially for the first 3 months, using

1M

longitudinal data. The current Harvard or
NCHS Fels charts are based upon formula
fed, white American infants and are not an
appropriate refersnce population.

10. The availability of bottles and nipples, the

11

12.

consumpiion of infant formula and baby
foods, the marketing practices of the formula
and baby food industries and their impact
on infant feeding patterns in each country
should be investigated.

The existing data on milk ban%s in
developing countries should be assembled
and reviewed: how they are working, their
cost, standards, utilization patterns and
problems. This information should then be
distributed to breastfeeding promotion
programs. Research should include on-site
evaluations of existing milk bank facilities.

Breastfeeding promotion programs need to
be ¢valuated.

r
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LEGISLATION

Efforts should be made to implement,
mon..: and enforce the Code in every
country. Code violations should be
monitored by independent groups and
penalties for violations should be
substantial.

Focd donaticns may have hannful effects
on infant feeding practices. Regulations
conceming the policies for food handouts
should be developed in each country and
monitored for their potential adverse effects
on infant feeding prectices.

Maternity benefits for working women are
inadequate in most of the countries
reviewed. Efrorts should be made to
improve them. Women who work in the
home, petty traders and handicraft workers,
who have received little attention in the




past, could be offered day care and maternal
feeding programs in their communities.

Legislation should be passedineach country
to ensure all hospitals and clinics offering
maternity services, provide rooming-in for
all mothers.

FROGRAMS

Funding for breastfeeding promotion
programs should bencreased substantially.
Program efforts to improve infant feeding
patterns need to be greatly expanded in all
countries. Tocoordinate programs, research
and funding, each country should develop
a committee consisting of health
professionals (nurses, midwives, physicians
and nutritionists), comnunity leaders,
consumers and government officials. This
committee should also actively participats
in policy formulation for breastfeeding.

. Breastfveding education and promotion
should be an integral component of all
existing health programs, such as: ORT,
family planning, E?I, PL 480, WID, Food
for Peacc programs. Health officers,
program managers and technical field staff
should be given training in breastfeeding
promotion strategies.

Cadres of healthworcrs should be trained
to promote breastfe:ding in both the rural
and urban areas, at the grass roots level.
TBAs, village health workers and leaders
from mother's groups should be trained in
lactation management, support and
promotion, they should then be responsible
for training others. The successful
(evaluated Junc 1987), USAID funded
breastfeeding promotion program in Belize,
Central America is a model for this type of
training program.

4. The private sector should be asked to play a

major role in the promotion of
breastfeeding. For example, manufacturers
of children’s products could place pictures
and educational messageson theirlabelling,
showing that "breast is best.”

Social markeiing strategies to promote
breasifeeding sl:ould be implemented on
national levels on 2n on-going basis.

6. The curricula for all health professionals,

sncluding nursing and medicine, should
include in-depth and current educarion on
the benefits of breasifeeding and lactation
management. Continuing education on
breasifeeciing should be given to all health
carc providers working in naternal and
child 1ealth, both in institutions and in the
corar.aunity. ‘The KAP of health workers
shou.d be assessed before and after courses
are attended. :

Efforts should be mad: ro educate mothers
and fathers through breastfeeding support
groups. This nas been successfully done in
Brazil, Kenya, Honduras and Belize.
Women's groups should be mobilized to
support breastfecding mothers in the
community, increase their confidence about
their ability to successiully breastfeed and
to increase consumer awareness about
harmful feeding practices.

Mothers who are high riskfor borilefeeding
(young mothers, working mothers) should
receive special attention from health care
provicers.
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PREVALENCE
DURATION AND
PATTERNS

Data from the national studies suggests that
breastfeeding in Bangladesh is almost “universal”
(WFS, Ferry and Smith 1975, Popkin 1982). The
rates in the urban areas are somewhat lo wer, indi-
cating that even where breasifeeding is the’ pre-
sumed tradition, there is an urban/rural difference
in the initiation of breastfeeding. Even in the rural
areas where it is estimated that 98% of mothers are
breastfeeding, the common form of feeding is
mixed (UNICEF 1987). In the urban areas onlv
17% of motbars were breastfeeding exclusively by
6 months, with 45% partially breastfeeding
(UNICEF Country Basic Data Enquiry 1985). The
high percentage of mixed feeding rcported is in-
dicative of the swiich from breast to botile.

Local studies in Bangladesh, while not general-
izable, act as a crosscheck on nationz data aud
often provide more detailed informaticn, opening
up the opportunity for interventions. The Insiitute
of Nutrition and Food Science examined :he pat-
tern and trends in breastfeecing of primarily low-
income women with no education In the 3260
mothers in urban, peri-urban and rural areas of
Dacca and Khulna, with iniants ranging from 6-18
months, the prevalence and duration of breastfeed-
ing decreased proportionately with the degree of
urbanization and the percentage of women not
breastfeeding in the urban areas increased from 6%
in 1977 10 15% in 1980, (Khan 1980). This shows
further evidence of the erosion of traditional
breastfeeding practices.

Estimates of breastfeeding duration range from 6
to 32 months (Smith, Popkin, Huffman). Most
estimates do not provide adequate data on exclu-

sive breastfeeding, which adds to the current con -
fusion. In addition, the methodologies used for
data collection in many studies are questionable.
For exampie, the duration in Huffman's study may
be overestumated due to the fact that the sample
consisted of re-inteivie wed, married, non-'nen-
struating women (Fomiun 1984). Huffman found
that half of the infants had died by I year, however
of the surviving infants, 98% were still breastfeed-
ing (Hutfran 1920).

According to Forman’s analysis of breastfeeding
data, the danger is nct with prolonged breastfeed-
ing, but rather the late inwroduction of inadequate
amounts of cemplimentary foods, coupled with a
reduced consumption of breastmill Exclusive
breastfeeding is being replaced by mixed feeding
(Latham, et al 1986) and the fact that younger
women are feeding for shorier periods of time
lends support to this conclusion (Forman 1984).

t
»

DETERMINANTS OF
BREASTFEEDING

Age, parity and place of residence strongly inf u-
ence whether or not » women in Bangladesh + ill
breastfeed. Wornen with more education and u: »rs
of modern contraceptives tend to feed for she  »¢
periods of time. Work outside the home and the
desire for more children are also associated with a
shorier duration of breastfeeding (Smith 1984,
Huifman, Khan).

The reasons for not breastfeeding vary and are
dependent to some extenton the questions asked by
investigators. Ina 1980 study by Khan, the primary
reason for not favoring breastfeeding 1n urban and
periurban areas of Dacca and Khulna was that
mothers feared that the contour of their breasts
would be changed (51% urban, 40% periurban in
Dacca and 45% urban, 33% periurban in Khulna).
llIness in the mother ranked second (urban Khulna
was higher than Dacca), however the investigators
expressed doubts that this was a valid reason for not
breastfeeding. No data was given to confirm this
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impression. The third most corrmen reason given
was “milk insuificiency” (16% in urban Dacca,
21% in urban Khulna). The authors suggested that
women did not have an adequate diet during preg-
nancy. The majority of mothers who cited “insuf-
ficient milk” gave birth in sophisticated clinics and
were using oral contracept'ves. (FFigure 8)

There is rnore informnatica available on the reasons
for stopping breastfeeding in the laiter inonths than
in the critical early weeks when lactation is being
established. Keasons for stopping include death of
the infant, repregnarcy, insuificient milk and “the
chiid is too old 1o breastfeed.” Little dzia exists on
the impac. of anificial milk products in the marke.

place and the adveitising practices of the formula
companies and infant focd indusury. Teats, bottles
and milk substitutes are readily available in the
urban, periurban and rural areas of Bungladesh. In
avisit o 5ave the Children Hospital in Dacca, 9 out
of 17 moihers with malnourished children were
observed to be using medicine bottles with teats
which they camied in their bags (Baumslag 1979).
This suggests thar botilefeeding is more wide-
cpread than is currently believed and further in-
depth investigations into breastfeeding practicesin
Bangladesh arc needed.

SUPPLEMENTATION AND
WEANING PRACTICES

The early introduction of liquids and foods to the
newborn in addition to breastmilk is not well docu-
mented. In many cuinices, since time immeiniorial,
colostrum has beer, vegarded as harmful and re-
placed by other liquids uniil the mother’s railk
turned “the right colev” (Baurnslag 1987). In
Bangladesh many newboms are traditionaily fed
“heating foods™ such u3 honey, sugar water, and
mustard oil, which are believed io give strength and
prevent colds during the newboin’s first few days
(Vermury, Ahimed, Huffman). The data from Dacca
and Khulna (Figure 9) indicate that this practice is
widespread (Khan 1980). Discarding colostrum
and giving the newborn suppiements, which are

often unhygienic and harmfu! (honey may coutain
botulism spores which are lethal to newborns) “san
even greater problem where the incidence of low
birth weight infints is high, as in Bangladesh
(50%). Milk consumption was not sufficicnt
promote the complete caich-up of growth in low
birth weight infaats in a study by Brown in 1582,
Hart found thit by establishing breustfeeding and
educanng mothers the mortality for iow birtk weight
infants in the {irst year of life was reduced.

Little data exists o infant feeding praciices dusing
the first few months atter birth in Bangladesh and
few of the available studies make it clear ai what
agesupplemeris wereinacduczdor how frequently.
In s 1985 stdy by Zeitlin, by 6 months 83% of
breasufeeding mothershad giventheirinfantscow's,
goat’s or powdered mitk, 63% had piven diluted
rice paste and 5% had added biscuits o their
infant’s diet. By their first birthday most infants
have received supplernents of non-breastmilk
(98%), biscuits (95%), powdered rice (96%y and
banana (89%) and by their second birthday most
infante are reccving an adult diet(Khan, Hutfrnan,
Virmuny, Brown). A small lengitudinal study of
70 rural infants (Brown 1682) tound that over half
wereteceiving cercals in some forra and that by 30
mouths iow infants were receiving meat, Cggs,
green vegetables or fish. Males received more
dairy producis and breasimilk than females, a find-
ing not contirmed by other studies.

In general, the diet of most weanlings was severely
limited boti in quality and quantity which was
further aggravated by seasonal variations. The
Average energy consumption was approximately
one third greater during the post harvest period
than the preharvest period. Ilnessin the infantalso
affected dietary intake, possibly related to fecal
indicator organisms in weaning foods (Brown
1982).

Inan A.LD. funded observational study conducted
in rural Bangladesh, infants were not exclusively
breastfed for lorng (Zeitlin 1986}. Contrary to ex-
pectations, mothers fed theirinfants frequently, but
the amount and quality of the food was inadequate.
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Food which was not freshly preparsd was usually
contaminated. This was a major problem when
supplementary foods were introduced in large
amounts io infants aged 19 to 2] months and was
also observed by Brown, et al. In additicn to con-
tamination of food, problems with childcare and
productive domestic and/orincome generating work
increased infants risk for malnutrition (Zeitlin 1986).

Bangladesh has not developed or subsidized cen-
trally processed weaning foods at market value,
however the Bangladesh Rural Advancement
Committee (BRAC) and Tufts University, Boston,
are working rowards developing soft and wet
weaning foods for infants. A mix of foods avail-
able in the home such as rice, wheat, puises, vege-
tables and oil or oil and sugar mixes, porrid ge (suji)
and chapati has been shown to markedly
improve infants nutrition (Ahmed, et al 1981).

Itis generally agreed that supplements should not
oc intreduced before the infant is 4-6 months of
age. Even in marginally malnourished women,
breastmilk is sufficient to sustain growth and main-
tain optimai health in most infants. Bangladesni
mothers dre among the most malnourished in the
world. The maternal depletion syndrome is so well
known that there is a special vernacular name for it,
sutika (Baumslag 1985). I Bangladesh the aver-
age growthi in infants of margivally malnourished
mothers during the first 4 months of life approsi-
mated the fifth percentile of the US Naticnal Cen-
ter for Public Health Statistics. It should be noted
however, that the National Center for Pubiic Health
Statiztics reference population is derived from mid-
dleclass, white American, non-breastfeeding in-
fantsandis not an appropriate reference population
for breastfeeding infants in developing countries.

MORTALITY
AND MORBIDITY

Shigella diarrhea was found to be more common in
infants who were not breastfeeding and the epi-
sodes in breastfeeding infants were milder

TR Y X S 2 2 ,

(Clemens 1986). Infants were more likely to be
weaned within a month of an attack of bloody
diarthea and the case famlity rate was higher in
weaned infanis (Briend, etal 1987). The results of
this study are consistent with previous studics
showing a higher frequency and greater severity of
bloody diar:hea in non-breastfed infants as well as
the protective role of breastfeeding against rota-
virus, Campylobacter jejuni and eterotonigenic
Escherichia coli (Stoll, et al 1982 and Glass, et al
1986). Studies indicate that IgA anitbodies found
inbreastmilk protect infants a gainst cholera (Glass,
ctal 1983). A study conducted in 1985 and 1986 in
rural Bangladesh to identify simple characteristics
in chiidren with a high risk of death found that one
third of deaths between 18 to 36 months were at-
tributable to the absence of breastfeeding (Briend,
etal 1987).

LACTATION DIET

4
¢

For Muslim womien there is a “pollution period” of
6to 45 days afterdelivery and they may noteatany
animal foad for up to 6 months. During the “pol-
lution pzriod” a woman may be prohibited from
eating fish, certain green leafy vegetables, shrimp,
mangos and jackfruit. When infants become sick,
mothers change their diets in the belief that their
breastniilk is responsible for the illness. When
counseling women, it is important for health work-
ers to be aware and sen:itive to mothers’ cultural
attitudes, beliefs and knowledge with regard to
breastfeeding practices.

LACTATION
CONTRACEPTION

Data from the Matlab Thana (Natural Fentility
Study) of 2444 rural women revealed that with
weaning the probability of conceiving increases,
presumably as the result of decreased levels of
serum prolactin which inhibits ovulation. Women
who have completely weaned their infants within
the past three months are the most likely to con-
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ceive (John, Menken 1986). However, Huffman
failed to find any correlation between suckling and
return of menses, probably because her analysis
was limited o 8 hours a day (Fonuar: 1984). The
concept of lactation contraception has often been
difficult for inodem health workers to accept be-
cause their raining is primarily techaological in
orientation, rather than biological, and the impor-
tant role of prolonged lactaucn in child spacing in
developing countrics has only recently beenrecog-
nized (Lhen 1984). There is evidence that maternal
malnuiritton may extend post partum amenorrhea.
The contraceptive effect of lactation is greatly
reduced if breastfeeding is partial or supplemented
early with oth~r rmilk or foods. The use of pacifiers
orary other pracuce which reduces sucking stirmu-
lation and therefore the secretion of prolactin, aiso
creases the chances of conception.

AVAILABILITY
O¥F FORMULA

Arntificial milk producs, teats and feeding bottles
are widely available in Bangladesh, evea in di-
arrheal centers. There 1s anecdota! evidence that
health workers in both urban and rural areas, are
given samples of formula which their wives use. In
a study by Taluker, 19 brands of formuala were
available in the market areas. These products cost
TK 50 per 160 cunces, cormpared 10 TK 18 for the
equivalent amcunt of cow’s milk., Thz monthly
expenditire for an infant aged 3 mouths, consum-
ing 20 ounces of milk per day is over TK 250, an
amount greater than the i monthiv income of
most Bangladeshi familic..

BREASTFEEDING PROMOTION
CTIVITIES

In Bangladesh there is increasing public aware-
ness, through the use of the media and organiza-
tions like the Consumers Union of Bangladesh, on
the advantages of breastfeeding (Jelliffe). Women's
clubs offer breastfeeding education through fund-

ing from the Ford Foundation. The Community
Health Research Association {(CHRA) is conduct-
ing an educational campaign at various women's
colleges and UNICEF, in collaboration with Child
Nutrition Units, are combining hcalth and nutrition
education with an on-sitc feeding program
(UNICEF Country Prograrms Report (1986).

MARKETING CODE/
GOVERNMENT
LEGISLATION AND POLICIES

In May 1984 Bangladesh adopted a Bieasumilk
Substitutes Regulation/Marketing Ordinance which
prohibits the promotion of breast milk substitutes
and any advertising which suggests that ariificial
milx is superior or equivalent to breastmilk. The
Ordinance sets tabelling standurds for breast mil.
substitutes and provides fcr the establishmentof in
advisory committee to advise the government orf
the proper implementation of the International
Code.
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According to avaiiable studies, breasifeeding is
common practice in Burma, in both the rural and
urban areas and most Burmese mothers believe
that breastmilk is good for their babies. Few
studies on breastfeeding practices in Burma exist
however, and most are not current.

PREVALENCE
DURATION AND PATTERNS

Figures for the prevalence, duration and patterns of
breastfeeding in Burma vary. Ina 1979 study, in
infants undzr the age of 6 months, 69% were
breastfed exclusively, 11% were breastfed par-
tially and were receiving artificial milk and 20%
were given weaning foods in addition to breast-
milk. Noinfants less than 6 months were boutlefed
exclusively. Among the infants aged 6 months to
2 years, 99% were ever breastfed, 0.96% were
artificially fed and 5.7% were breastfed exclu-
sively (Mairng, etal 1979). A 1986 study indicated
that only 38% of rural mothers breastfed their
infants (USAID Burma 1987), while & 1986/87
Rapid Assessment of 1,841 cases found that 97%
of mothers breastfed. The length of exciusive
breastfeeding in Hlegu township averaged 4.9
months in a 1979 study by Maing, et al.

Prolonged lactation has been observed to be com-
mon ir: the rural communities. It has been reported
that 11% of infants older than 3 years breastfeed, in
contrast to 95% of infants up to 18 months. The
duration of breastfeeding appears longer for rural
infants (up to 1 and 1/2 years) than for urban (6 to
8 months), and urban infants are generally weaned
at an earlier age than rural (USAID, Burma 1987).
A 1981 study found that 98% of infants are com-
pletely weaned from the breastby age 2 (Tin U. and
Kyaw Myint T.O.).

The use of artificial milk appears to be more
prevalent in the urban areas (16.7%) than in the
rural (8.7%) (Nyi Win Hman 1985, citedin USAID
Burma 1987). A 1970 report estimated that as
many as 30% of urban mothers were using artificial
milk in addition to breastfeeding.

In the rural areas, breastfeeding is initiated on the
average by the second day postpartum. ‘Within 12
hours, 42% of newborns have initiated breastfeed-
ing, and of the 58% beginning after 12 hours, 24%
begin more than 72 hours after delivery. A 1987
survey confirmed thit 48% of newborns initiated
breastfecding with in 12 hours (USAID Burma
1987).

Demand feeding is customary among both urban
and rural mothers (95% and 97% respectively),
however, urban mothers practice demand feeding
toa greaterextent and tend to feed more frequc':ntly.

'

DETERMINANTS OF
BREASTFEEDING

The majority of deliveries in Burma take place at
home, with nurse midwives, traditional birth atten-
dants (TBAs) and lay home visitors usually assist-
ing. The 10% io 12% of births that take place in
hospitals are gencrally high-risk.

In a 1969 study of 1223 infants, 64.2% were
breastfed exclusively, 29.7% were partially
breastfed and 6.1% were bottlefeeding exclusively.
The primary reasons cited for exclusive bottlefeed-
ing were: absence of breastmilk (40%), work
(33.3%), poor health of the mother (17.3%, includ-
ing breast abscess in 6.6%), and poor health of the
infant (£ 4%). The reasons for breastfeeding with
supplementation included: insufficient breastmilk
initially (51%), work (37.2%), and poor health of
the mother (5.5%). The mean age for taking the
infant off the breast was 13.5 months, with the
major reasons being: next pregnancy (64.7%) and
in 13.1% of cases, insufficient milk (Myint, et al
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1279). It is worthwhile to note that in this study
“purcly breastfed” was defined as “those fed
mother’s milk without inierruption from birth until
6 months of age and includes children who are
being supplemented with foodstuffs other than
artificial miik during the same period.”

Sudden “shock” i5 believed to stop lactation and is
potentially serious as in these cases breastfeeding
is terminated. There is a belief thatif an infant does
not nurse for a day, the milk spoils, and the infant
is put back on the breast after the milk is expressed
(Zeitlin 1981).

Rreastfeeding is often a problem for working
motners whe do not have time to nurse every few
hours and for mothers whose breastmilk dries up
when they feed substitute milk for a period of time
(USAID Burma 1987).

Figure 10

SUPPLEMENTATION
AND
WEANING PRACTICES

A 1981 study found thatonly 57% of mothers in the
rural areas fed their newborns colosrum. A rapid
assessment field survey in 1986 reported that 59%
of mothers gave cofestrum to their newbormns.
However, a 1981 survey conducted nationaliy by
Satoto found that the practice of discarding colos-
truin was almost universal. The mothers regarded
their colostrum as dirty, bad and tco thick for their
newborns and prior to the initiation of breastfeed-
ing the colostrum was expressed. The first feeding
given to newborns was generally boiled water with
hioney. Rice water and glucose were also given and
some infants were not given any nourishment for
up 1o 48 hours (Satoto 1981).
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PERCENTAGE OF CHILDREN WITH WEIGHT-FOR-AGE
LESS THAN THE 1ST AND 5TH PERCENTILE OF
THE CDC REFERENCE STANDARD BY AGE
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Myint, et al, in 1979 found the mean age for
inroduction of supplementary feeding was 6.5
months. A 1986-1987 survey of 1,541 cascs showed
that 39% of infants received supplementary food
before age 4 months, 29% bztween 4 to 6 months,
21% between 6 to 9 menths and 11% between 9 to
12 months (USAID Burma 1987). In a 1965 na-
tional study, 25% of infants received supplemen-
tary foods by age 2 months and approximately 50%
by age 4 months. By the age of 17 inonths the
majority of infants”were mixed fed. Animal or
vegetable protein was given to 25% of infants at
age 6 menths, and approximatcly 50% by 10 months
(Oo and Mint 1981).

A study of weaning foods and practices among
infants in a rural area indicated that by 3 months of
age, 11.1percent had received supplementary foods
and by 6 months the figure was 43.2%. Weaning

praciices weie generally fuund to be simple in the
rurad areas. The weaning diet often begins with
rice, oil and sometimes biscuits. Protein-rich foods,
such as fish, meat, eggs or pulses were usually not
given o infants less than 1 year of age. Children
began receiving protein-rich foods at about age 15
months. The study found tiat the mean daily
protein and energy intake for infants age 6 to 12
months was deficient, even on the basis of actual
body weight. (Figure 10,11)

A survey found the most common weaning food to
be boiled rice (62%). This is first chewed by
mothers (particwiarly village women) before it is
grvzen to infants. Over-diluted rice gruel may also
be given, as well as rice and oii mixtures (USAID
Burma 1987;. The same survey found that the
feedings per day were 2 or 3 and very few were
given 4 or moie feedings daily.
(Table 5)
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Meat (13%) and fish (15%) are often not given to
young children in the belief they cause worms
(“Worms” may be an interpretation of lcose, fre-
quent, but not watery stools). Animal protein was
stared to be too expensive in many cases. Pulses are
believed to cause diarrhea and are not given 'o 14%
of infants. Lggsare believed to cause putrid stools
are are noi given to 12% of infants. Some vege-
tables are thought to cause indigestion. Jaggery
(brown sugar), peanuts and bananas (except for
one type) are consideredto cause coughing (USAID
Turma 1987\

When a child is ill, breastfeedinge is continucd,
however foods are withheld. Following measies, a
child sdietis restricted for 2 weeks. Poor weaning
practices include giving infants meals which ae
too small and of low calorie density, and infrequent
feeding.

MORTALITY
AND
MORBIDITY

The perceatage of Burinese children who are be-
low the first and fifth percentrile increases dramati-

Table 5

cally throughout the first year of life. The level of
undernutrition is less among infants consuming
breastmilk exclusively (Frerichs 1988).

The official infantmortality rate for Burma is listed
as 56/1000 live births, however, Burmese officials
Lelieveittobe closerto 100/1000 live births. Early
marasmus has been found to be much less common
than late marasmus. The cases of early marasmus
are thought to generaily be due to mothers leaving
their babies at home while they go to woik or in
some cases, inadequate iactation caused by early
supplerentation (Jelliffe, cited in Israel).

LACTATION DIET

It appears thar lactating mothers do not eat greens
for fear of giving the infant colic or a green stool.
An exception to this is during the first 7 days post-
partum, when a special soup of dnunstick leaves or
other greens and dried or fermented tish is prcparcd
for the new mother. In lower Burma, lactating
mothers do not eat pulses for fear that it wil! give
their n.fants gas. Pregnant women restrict their
quantity of food, especially bananas, for fear of de-
livering an infant which is too 'arge. Spicy and
bitter foods are thought to cause abortion.

"RAPID ASSESSMENT INSTRUMENT FOR FIELD USE IN BURMA"

(a model)
INFANT FEEDING PRACTICE AND PATTERN OF SUPPLEMENTARY FEEDING AT STATE/DIVISION.
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Source: Fradorichs, R., Tar, k., Breastleeding, dietary intaka and weight for age of
children in rural Burma, Asian Pacific Journal of Public health, Vol 2' No. 1, 1988

Exclusive breastfeeding '
not defined.




MARKETING CODE/
GOVERNMENT LEGISLATION
AND POLICIES

No information on the marketing code or govermn-
ment legislation and policies was available in the
documents reviewed.

AVAILABILITY OF FORMULA

Noinformatior on the availability of formula could
be found. In one survey where mothers were using
artificial milk, 91% purchased milk powder; 5%
used condensed milk and the remainder used cow’s
or goat’s milk. 58% of the mocthers prepared the
powdered milk without directions, 23% followed
instructions from health literature or advice from
health workers and the remainder foilowed the
instructions on the label.

MATERNITY BENEFITS

A minimum of 12 weeks paid maternity leave is
provided to mothers. The salary during leave is 2/
3 of wages, which is paid by social security or in-
surance. Enterprises employing more than 50
women must provide care for infants under the age
of 6. Dismissal during maternity leave is prohib-
ited. Wursing breaks are not provided. (Clearing-
house on Infant Feeding and Maternal Nutrition
1986)

BREASTFEEDING
PROMOTION ACTIVITIES

Noinformation on breastfeeding promotion activi-
ties in Burma was available in the documents
reviewed.
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PREVALENCE DURATION
AND PATTERNS

Most of the data on breastfeeding in India comes
from a few very large cities and as such cannot be
taken as representative of this vast country. Fur-
thermore, different derinitons of breastfeeding
and prublems with study dc-ign and methodology
make generalizing the data difficult. As in other
countries, regional patterns and urban/rural differ-
ences exist, however, in every region the cveriding
trendistowardsan increase in the use of breast milk
substitutes. (Table 6)

In a large sample of infants from Hyderabad (in
Andhra Pradesh), ever breastfed rates (theie was
no specification for exclusiveness) ranged from
96% to 100% for all socioeconomic groups in both
urbar and rural seitings. At 18 months, the per-
centage of infarts still breastfeeding was 20% for
urban rich, 40% for urban middle-incorie, 90%
for urban and 96% for rural poor (WHOQ 1981). In
this study the groups selected were not representa-
tive samples. The average duration of breastfeed-
ing was estimated to be 24.5 months for rural and
18.5 months for urban infants (Agarwal, et al
1982).

According to a study by Bai, at 6 to 9 months
exclusive breastfeeding was practiced by 38.4%
and 27.2% of rural and urban mothers respectively.
However, different methods were used to obtain
data from urban and rural mothers, making this
data not ideal for comparison.

Another study found that 35% to 66% of infants
were exclusively breastfed up to 4 months, and 9%
to21% beyond 6 months. In Chandigargh (Punjab
State), 36.6% of infants under 4 months were
exclusively breastfed and 45.5% were miixed fed.
In this study mixed feeding was defined as

breastfeeding with at least one supplementary
feeding per day of milk substitutes or semisolids.
Participation in the study was voluntary. For those
who were ¢ligible, however the response rate was
i ot reported (Kumar, et al 1984).

Dattal, etal in 1984 reported breastfeeding raies of
96% in urban and 99% in rural areas in samples of
women with at least one child under age S.
Breastfeeding continued beyond 24 months for
60% of rural infants, but only 30% of urban infants.

Contrary to most studies, Pal (1984) found that
breastfeeding practices were more favorable among
urban mothers than rural. 82% of urban mothers
breastfed forvp to 6 months, compared to 54.7 % of
rural mothers, and 64.6% of the former continued
to breastfeed for up to 1 year, while only 27.4<% of
the latter did so. These findings were from a
relatively large sample from West Bengal and
compared middle class urban women to -ruial
women of lower education and income. Women
outside this criteria were excluded. The author
corcluded that the longer breastfeeding practices
areng more privileged urban women were in part
due 10 the advocacy of pediatricians, who were
better informed on the merits of breastfeeding.
Woaien fromthe lower socioeconomic group were
less likely to seek the services of a pediatrician or
other specialists for economic reasons. The study
methodology would have been stronger if the
hypothesis had been substantiated by documenta-
tion of the infant feeding policies arnong the medi-
cal comununity in the West Bengal area at that time.

In a 1984 study in Bombay, Calcutta and Madras,
conducted by the Nutrition Foundation of India,
initiation of breastfeeding was almost uuiversal in
poor groups and lactation failure was rare. Exclu-
sive breastfeeding (defined as only breastmilk, no
supplements) declined at the end of the 4th moath
0 66% in Bombay, 35% in Calcutta and 45% in
Madras (Gopujkar, et al 1986). (Figure 1)

In the majority of studies, the reported duration of
breastfeeding is long. By 12 months, more than
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" 85% of infants in Bombay are breastfeeding, which if not heeded in time, could serioasly worsen the
i 90%inCalcuttaand 7C% in Madras (Gopujkar, current situation with respect to the health and nuzition
i etal 1986). A 1981 WH( study found that  of India’s infants.” (Gopujkar, ¢t al 198%).
F)
H N5% of rural women breastfed for 18 months
1 crmore. However only 29% of women inthe  Naranayan (1987) found that breastfeeding duration tor
economically disadvantaged group were all patternsislongerin lower socioeconomic classes and
breastfeeding their infants at age 18 months.  in rural women. This is supported by Agarwal, et al
“Inflated durations should not give room to  (1982) for Varnasi, Dattal, et al (1984) for Himachal
the complacent that breastfeeding is undis- Pradesh, and Dai and Reddy (1981).
turbed. There are disturbing danger signals,
Table 6
| SUMMARY OF BREASTFEEDING RATES - INDIA
t“d
%
AREA YEAR SAMPLE BREASTFEEDING DEFINITION  REFERENCES
# N Site UM Kate Ave. (mo) ()
2 (a) (b) (%) duration
ki
5 Andhra Pradesh:
¢
Hyderabad 1977 4022 | me U 96-99 EB W.H.O. 1981 .
! mc 18 109 '
2 [
Hydzrabad 410 mc U 34 ns Thimmayama et al.
(employees) (prevalence) 1980
Tirupau 1000 sC U r EXC Baretal. 1981
Kambadur (0-2)y hh R 18 (for 6-9mo)
West Bengal 1000 u 82 ns Pai 1984
R 55 (up to 6 my)
itrnachal 1578/19 548 U 96 ns Dauai et al. 1984
Pradesh (0-S)y R 99 (iniuation)
Uttar Pradesh:
Varanasi 1676/77 359 hh U 18.5 ns Agarwasl et al.
hh R 245 1982
Tamilnsdu:
4 Vellore 1974 74 hh R 58 EXC (for 6 mo) Sathian et al. 1983
4 (3-6 mo) 42 M (by 6 mo)
& Vellcre 384 sc U 40 EXC (at 12 mo) Asha Bai et al. 1980
A 59 M (by 12 mo)
£ Dethi 1982 550 | sc v 62 ns Guha etal. 1984
_i; (init1ation) (b/f promotion)
g 3 cities: - 4926 me u EXC Gopujkar et ar.
I Bombay, 35-66 (up Lo 4 mo) 19%4; Anon ‘83
4 Madnas & 9.21 (over 6 mo)
5 Calcuua 70-90 M (by 4 mo)
)',‘!;
z’ Punjab-
Chandigargh 670 me u 37 EXC (upto4mo) { Kumar 1984
(6 mo) 45 M (by 4 mo)
South Orissa 460 sc U 100 ns (inititation) Davi 1980
(3-18 mo) by (over 6 mo)
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DETERMINANTS
OF
BREASTFEEDING

Rooming-inisauniveral phenomenon in almost all
hospi:als, clinics and maternity facilities in India.
In a small percentage of maternity settings, room-
ing-in is not available for high-1isk and cesarean
section cases (Roger Rochat, personal communi-
cation).

A WHO collaborative study found zhat less than
15% of mothers in the rural areas were delivered in
clinics or hiospitals. Women who delivered in their

homes had a higher rate of breastfeeding. Other
factors which were associ~ied with a higher rate of
breastfeeding were: parity (Deviand Behera, 1980),
higher education and socioeconomic status (Devi
and Behera 1980, Kumar, et al 1984, WHOQ 1981),
paid employment outside the home and male in-
fants (Kumar, et al 1984).

Noassociation was found between low birth weight
and the prevalence of breastfeeding in a 1974
study. Inlower socioeconomic groups inurban and
rural areas, the average weight for age fell below
that for infants from higher income groups. This
was particularly marked in infants between $ 10 12
months of age (Gopujkar, et al 1986).
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The most common reason for stopping breastfeed-
ing was “insufficient milk” (Gopujkar, et al 1986).
Other common reasons were:  infant refused to
suck, repregnancy, illness in the mother, illness in
the infant, mother working (greater in Bombay)
and anemia in the infant (Marayanan, et al 1987).
Women in upper socioeconomic groups stated that
insufficient milk, need to return to work and want-
ng to begsn the weaning process, were the primary
reasons for introducing foods to their i 'fants.

SUPPLEMENTATION
AND WEANING
PRACTICES

The practices of delayed initiation of breastfeeding
(after 24 hours) and discarding colostrum were
prevalent, especially in Bomibay and Madras
(Gopujkar, et al 1986, Guha and Sharma 1984).
These practices were less widespread in Calcutta
and Delhi. Daqtal, etal (1984) reported that 59.2%
of mothers in urban areas had initiated breastfeed.
ing within 49 to 72 hours after delivery. Approxi-
mately half of the rural mothers and 13.6% of urban
mothersinthe sample initiated breastfeeding within
12 hours of giving birth to their infants.

Agarwal, etal (1982) found that 71% of their stugy
population in Varanasi delayed breasifeeding until
the third day postpartum, in the belief inart colos-
trum was detrimental to their babies health. In
place of colostrum, 73.3% gave theirinfants cow's
or goat’s milk and the remainder gave water, honey
or powcered milk. Ir South Crissa 83% of the
survey participants followed this same practice,
with approximately half beginning to breastfeed on
the third day (Devi and Behera 1980).

A sample of 197 mothers froin a rural village in
Pondicherry fed their newborns tea or sugar water
for 3 days before initiating breastfeeding in the
belief that colostrum was harmful (Narayanan, et al
1974).

In 1987 Narayanan used a questionnaire to inter-
view mothers to collect retrospective breastfeed-
ing data, however, no tests of significance were
conducted. The findings demonstrated that both
the timing of the iniroduction of breastmilk supple-
ments and the duration of breastfeeding differed
according to socioeconomic status; 47% of mnoth-
ers introduced artificial milk by 6 months, 78%
were giving coffee to their infants beginning in the
first year and by age 2 years 90% ot infants were no
longer breastfeeding. For the 137 mothers in the
lower sccioeconomic group, supplementation with
milk or other ancilliary beverages was not afford-
able and breastfeeding continued for an average of
2 vears, at which time solids were introduced.

Researchiers have been concemned that a sizable
proportion of mothers breastfeed beyond 6 months
without offering adequate nutritional supplemen-
tion to their infants. In < study conducted in 1984,
by the end of 8 months 21% of infants in Bombay
14% in Calcutta and 9% in Madras were still
exclusiv:ly breastfed (Gopujkar, etal 1986). How-
ever st of the studies indicate that the vast
majoiity of mothers begin supplementing their
breastmilk within a short time after delivery. Gosh
(1977) interviewed 802 randomly selected moth-
ers with children aged 2 to 4 years in an urban
community. All were exclusively breastfed at
birth, however by 3 months 48% of mothers were
giving supplements: 42% were giving buffalo
milk, 38% artificial milk, and 20% were giving a
combination. 23% of infants were weaned by the
age of 6 months, another 57% had stopped
breastfeeding by 12 menths and the remainder had
stopped by 20 months. Solids were generally
introduced between 13 to 18 months. Gosh also
found that motliers under the age of 20 tended to
breastfeed longer than 6 menths.

In Vamasi researchers found that supplementation
with diluted cow’s milk was earlier for urban
infants than for rural poor. Supplementation with
semisolids was generally late, between 7 to 12
months, with 22% of rural infants and 32% of
urban infants receiving supplementation by this




time. By 13 to 24 months these figures increased
to 64.5% and 49% respeciively (Agarwal, et al
1982). In Andhra Pradesh supplementation began
after 6 months for all rural infants, however only
27.8% of urban infants under the age of 6 months
had received any liquid breastmilic substitutes. At
6 months semisolids were given to 4% of rural
infants and to 13.2% of urban. By 9 mouths this
disparity had diminished with 61% of rural and
66.6% of urban infants receiving semisolids (Bai
and Reddy 1981). The introductior. of semisolids
varies not only from urban to rural areas but also
2mong different ethnocultural groups.

Earlier supplementador was reported by other
studies. By 6 months 85% of urban and 55% of
rural infants had been introduced wo supplementary
milk feedings and a larger majority by 12 months.
The addition of semisolids was slower for rural
infants, 40.7% by 12 months, than forurban, 73.3%
(Dattal, et al 1984). Tre average age for the
introduction of supplements was 2.2 months (+/-
1.26 mouths), with most infants given semisolids
by age 4 months according to one survey of moth-
ers employed outside the home (Thimmayamma,
et al 1980).

Supplementary foods generally consist of tinned or
animal milk, sugar water, barley, sago and ariow
root juices (Deviand Behera 1980). Semisolid and
solid infant foods given are usually ccreals and
pulses (Baiand Reddy 1981). Animal products are
rarely given, largely due to the Hindu vegetarian
cultural practices.

Commercial milk was given in the first month to
3% of Bombay infants, 7% in Calcutta and 2% in
Madras. Infants born in hospitals were more likely
to receive commercial milk than infants born at
home. Health workers were found to be recom-
mending artificial milk even to poor families who
could not afford it. Many rural poor who were
giving artificial milk to their infants had no direct
contact with health personnel (Gopujkar, et al
1986).

MGORTALITY AND MORBIDITY

A 1975 study conducted in rural areas near Delhi
found a significontly larger number of diarrheal
episodes in inrants 3 to 5 months of age who were
partialiy weaned, than in infants who were exclu-
sively breastfed (Ghat).

Inalongitudinal study of 11 villages in the Khanna
Region of mural Punjab India, virtually al! infan's
whe dizd in the first few months of life did not
receive breastrmilk (Wyon, et al).

Chandra, inaprespective study, found that breastred
infants had 1/2 the number of reported cases of res-
piratory infections and otitis media, 1/3 the number
of episodes of diarrhea, and 1/4 the numberof cases
of dehydration and pricumonia.

LACTATION DIET

L]

Inrural areas of India, 76% of mothers helieve that
cericin toods will affect their digestion or harm
thewr baby during the lactation period (Bai and
Reddy 1981). There are a large number of foods
which are gencrally avoided including coconut,
biinjal, chillies and fish. A special drink made
from fried ginger, jaggery, black pepper and water
may be given for 10 to 30 days to promote lactation
{galactogogue). Pepper, garlic, ginger, betel leaves,
nutton, goat’s meat, sheep’s milk, ghee, dried fish,
wuicken soup, curry sago with garlic and sugar, and
prawns are thought to be beneficial to milk produc-
tion. According to Joseph (1987), the earthy/orm is
aneffective galactogogue. Throughout India alarge
percentage of tribal women eat earthworms in
dried, powdered, roasted and cooked forn's to
promote lactation.

LACTATION CONTRACEPTION

Cross-sectional studies in Hyerabad have exam-
ined the relationship between nutritional status and
postpartum amenorrhea in low income, urban
women. This study, which did not control for age,
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parity or suckling patterns, reported that for lactat -
ing vvemen weighing more than 54 kg, the median
duration of amenorrhnea was 8.2 months, compared
to 13.1 months for lactating women weighing less
than 40kg. Woren who gave supplements to their
infants (in addirion 1o breastmilk) between the ages
of 0 to 3 months, had an average duration of amen-
orrhea of 7.6 months, whereas those who breastfed
exclusively until their infants were over 2 years of
age had an average duration of amenorthea of 20
months. (Given the infant feeding patterns in the
region, itis difficultto believe that women breasifed
their infants “exclusively” (without any supple-
mentation) for over 2 years.)

MARKETING CODE/
GOVERNMENT LEGISLATION
AND POLICIES

‘The Indian National Code for the Protection and
Promotion of Breastfeeding was passed in 1983. It
provides for the regulation of educational materials
which promote bottlefeeding and stresses the fi-
nancial implications and other hazards of its use.
Donations of infant formula may be made only at
the request and approval of the appropriate gevern-
ment authorities. No advertising to the general
public is permitted. Marketing personnel ar: not
permitted to seek contact with pregrant women or
mothers with infants and young children.

AVAILABILITY OF FORMULA

Inastudy conducted by the National Foundation of
India (NFT), nearly 24% of infants received com-
mercial milk/commerciat cereal with breastmilk
and 7.5% of all infanis in the study received com-
mercial milk/commercial cereal without breast-
milk. Bottles and nipplcs were used w.dely. Poor
mothers generally used a single medicine bottle
with one nipple, which was often left exposed, for
administering antificial feeds. In the three centers
examined by the NFI, the branas of com:mercial
milk that were listed were: Angel, Amul, Bounce,
Glaxo, Laxodex, Lactogen, Raptokos and Sapan.

2 T A I X ) 5%
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A number of commercial cereals were also avail-
able including Cerelec, Nestum {wheat and rice),
Farex and Balamul (Gopujkar 1984). In this study
no attempt was made to measure the quantity or
frequency of formula, commercial cereal and baby
foods being given 1o infants.

MATERNITY BENEFITS

The Government of India gives 3 months maternity
leave to its workers. There is no additional leave
for breastfeeding. The Ministry of Hurman Re-
source Development and many private institutions
have creches for their employees.

RREASTIEEDING PROMOTION
ACTIVITIES

Inthe studies reveiwed, one described a program toe
promote breastfeeding in a hospital in Delhi (Guha?
and Sharma 1984). Patients in the pienatal and

postparturn periods were exposed to multiplc inter-

ventions. These interventions included: physi-

cians, nurses’ and paramedics’advice, visual aids,

audio-visual aids, and group discussions among

mothers with physicians and nurses. Follow-up

was for 6 weeks postpartum. No intervention suc-

ceeded in obtaining a 100% breastfeeding initia-

tion rate, however the highest raze was achieved by

the group receiving physicians’ advice in the post-

natal period (91.6%) and exposure to audio-visuals

(90%). The success rates were lowest for visual

aids, paramedics’ advice and group discussions

during the prenatal period, with the success rate for

these interventions lowest for multiparous moth-

ers. The over all breastfeeding initiation rate for

the intervention group was 619%. The 6 week rate

for the control group was 12.5%.
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PREVALENCE DURATION
AND PATTERNS

UNICEF data from 1980-86 estimated the preva-
lence of breastfeeding at 3 months to be 98%, at 6
months 97%, and at 12 months 83%. The pattern
of breastfeeding was not defined and therefore the
datadoes notreilect the rate of exclusive breastfeed-
ing. Sutjipro, et al (1981) reported that at 1-2
months the prevalence of mixed feeding was 20%.,
with 40% ol mothers bottlefetding at that time. In
most developing countries, where conditions are
unhygiznic, such a pattern is associated with in-
creased mortality and morbidity.

Although the prevalence of breastfeeding is high,
few infants are exclusively breastfed, even in the
first month of life (Utomo 1984, Popkin 1982, CPS
1976, Piwoz, etal 1987, Kapsan, etal 1983, Karjat
1978). Only 39% of infants under 1 month of age
were breastfea exclusively and by 2 13 6 months
this figure had dropped to 12% (Kardjati 1978,. A
survey of 845 children attending health clinics also
found that mixed feeding occurs early in Indonesia.
By the end of the first month, 42% of infants were
receiving semisolid foods and by 2 months this rate
had increased to €5% (Kaspan, et al 1983).

Bottlefeeding is becoming more popular, espe-
cially in the urban areas, reflecting alack of knowl-
edge about the benefits of breastfecding. The per-
centage of mothers practicing exclusive bottlefeed-
ing was 31% in Medan (Sutjipto Adi 1975, 10% in
Dempasar (Midaj..t 1982) and 21.5% in Soio
(Tandijo 1982). Tarwotjo in 1987, found that the
rate of bottlefeeding was increasing in both the
urban and rura! areas.

According tc data from the World Fertlity Survey,
rura’ mothers breastfeed more frequently and fora

longer duratien than urban mothers. A1 9 months,
0% of rural women were still breastfeeding their
infants and 25% were breastfeeding at 3 years.

Cross-sectional studies of infants up to 2 years of
age have demonsmated regional variations. In
Medan breastfeeding prevalence was reported at
43% (Sutjipto, et al 1981). In Manado prevalence
was found to be 50% (Munir, et a! 1983, Piv.oz, et
al 1987).

Mean duration of breastfeeding varies from 23
months (WES 1984, Ferry 198 1) toamedian of less
than 3 months in “fully breastfed” (fully was not
defined) infants (Utomo 1984). In the 6 cities
surveyed (Jakarta, Semarang, Surabaya, Ujung,
Pandang and Medan) in the Contraceptive Preva-
lence study, the duration for fully breastted intants
was slightly less than 3 months. Fully breasifed
was defined as “not having fed the infant supple-
mental food.” Median duration of breastfoeding
was 15 months in Medan and 25 monihs i Se-
marang (Utomo 1984). Kaspan, et al (1983 found
regional vaniations in breastfeeding practices and
Laration,

A clinic-based survey of 218 mothers in Manado
found that the average duration of breastfeeding
was 11 months (Arif and Ongkie 1984). A 1984
study by Bernard and Sastrawinata, based on a
large cross-sectional sample from hospitals in 12
cities. found that 32% of mothers were breastfeed-
ing for 12 months or longer.

Breastfeeding on demand is the most common
pattern of feeding. The left breastis generally used
more frequeatly to feed than the right because
infants carried on the left side have access, leaving
mothers free to continue to work with their right
hand. In East Java some mothers believe that the
left breast contains food and the right breast,
medicine or water (Piwoz, et al 1987). Hardjah
found that at 2-6 months only 2% were exclusively
breastfeeding. (Figure 12)




DETERMINANTS better educated mothers in their twenties (Bernard

OF and Sastrawinata 1984). Younger women tend to
BREASTFEEBING have received mote education than their older
counterparts, therefore these variables may not be
independent. In addition, recall bias for women

Higher egucation and younger maternal age are . o
5 youne - 8 with longer birth intervals may be a factor. Women
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assocxatvu' with prochJSL?cly ‘debh‘mng r.ates .Of with more than an elementary education breastfed
brezstfeeding. 55% of mothers in their thirties with . .
. ; for a mean duration of 13 to 14 months, while
little education breastfed, compared *o 18% of .
women with less than that breastfed for a mean
duration of 18 months in Medan and 27 months in
Figure 12 Serang (Utomo 1984).
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Formally employed women had a slightly shorter
duration of breastfeeding, except in Medan where
the duration was longer (no reasons were given).
Women with higher parity (3+)tended to breastfeed
longer, however the difference was not found to be
significant (Kardjat, et al 197%).

By three months, the vast majority of mothers in
Indonesia are not breastfeeding exclusively. A
common reason given for stopping breasifeeding
was “notenoughmilk” {Sutiipto, etal 1981, Utomo
1284). A common cause of “not enough milk” is
infrzquent suckling and early supplementation.
Fifty percent of mothers surveyed discontinued
breastfeeding because the child was old enough,
others gave repregnancy as areason (Sutjipto, et a!
1981). Illness in the mother is also a common
reason fur nc. breastfeeding (Utomo 1984). An-
other study of 414 mothers found that one fifth
were using formula at the advice of their doctor,
and another third were giviug their infants formula
for other reasons including “insufficient milk” and
employment (Arif 1984). Sutjipto did not fird that
employment was an important factor in stopping
breastfeeding.

WEANING AND
SUPPLEMENTATION

In the areas of East Java and West Nusatenggara
the practice of discarding colostrum and admini-
stering prelacteal feeds of horiey, young coconut,
mashed banana, sugar water and powdered milk is
comnmon. Colustrum is discarded because mothers
believe itcauses vomiting, diarrhea and feverin the
newborn, or on the advice of a traditional midwife
orfamily member. Sasak mothers feed . re-chcwed
rice to their infants, soinetimes after fermenting it
overnight. Other common prelacteal foods are rice
flour, porridge and tea. Semi-urban Balinese

mothers sometimes give their newborns powdered
milk which they obtain for the local hospital. Often
water is not boiled before it is given to the infant. In
Sasak, many mothers cannot boil the water due to
the high cost of fuel.

A variety of supplementary feeds are offered to
breastfed infants from an early age in Indonesia
(Piwoz, et ai 1987). The practice of administering
prelacteal feeds and discarding colostrum, (a valu-
able scurce of Vitamin A, carotene and anti-infec-
tive agents), can be seriously detrimental toinfant’s
nealth. Possible consequences of prelacteal feeds
include: diarrhea, refusal by the infantto breastfeed
ar. ' Jecreased breastmilk, growth retardation and
marasivus (FKaspan, et al 1983).

Inone rural area, researchers found thatonly 12.7%
of 22E5 re'vborns, began breastfeeding on the first
day of life and prelacteal foods were given to
71.5% of the infants (Famzah).

Piwez, et al (1987) conducted one of the rew
studies which tried to determine why mothers give
prelacteal feeds. The most common reasons cited
by the mothers were: to stop the baby from crying,
the newborn could not suck, the breastmilk wis not
{flowinyg and to mark the newborn’s independence
from th: mother’s woinb.

[n i review of 3 surveys conducted in Surabaya,
134 of infants were never breastfed. In infants
whuo vere breastfed: 1/3 were given supplemen-
tary fluids of water, tea, coffee, green bean juice or
antificial milk, 44% were receiving inadequate
tormula diluted with nonmilk substances and 23%
were receiving inadequate amounts of formula
(Kaspan, etal 1983). These practices were associ-
ated with malnutrition.

By the first morith, many infants are introduced to
sernisolids, usually consisting of mashed banana
andrice. In semi-urban areas of East Java, mothers
introduce soft rice porridge and biscuits at 2 to 3
months and steamed rice cakes and dark green
leafy vegetables in the fourth month. Rura! moth-
ers continue with food tastes from the family pot.
For infants up 10 9 to 12 months, special foods are
prepared, usually without meat or fish. Children
who are ill are given white rice or rice water for
“sirengthening.”
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One study found that 20% of infants were not
introduced to solids before age 1 year and for
infants under age 2, the number of daily feeds vras
infrequent (2-4 times). Unless supplemenzary food
is provided in sufficient quantity and under hygi-
enic conditions, normal growth cannot be sus-
tained (Camcron 1983). Thie late inmoduction of
solids can be detrimental to an infant’s health.
Severe malnutrition is associated with lnw-calone,
bulky food. Often undernourished infanis wre
given less food for fear that they will choke ov die,
exacerbating an already life-threatening conditiox
for the child.

The wearing of infants is usually abrupt and oites
takes place early, primarily for fear of excussive
breast development, because health workers cii-
¢ >urage it or due to employment outside the bonie:
(Burgess). Biiter substances such as betel juice are
applied to the breasts to discourage nursing.

LACTATION DIET

Fish and fishy foods (believed to cause stomach
worms), vegetables cooked 1n cocenut cream
(believed to cause diarrhea), coconut rilk, cucum-
bers, papaya (believed to upset the stomach), and
fried tempeh and sovbeari (believed o cause cys
disease) are restricted. If breastmilk is insufiicient,
a soup of papaya, spinach and saurupus andro-

genous leaves is given (Tan 1970).

¥
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MORTALITY AND MORBIDITY

Although faltering growth in developing countiics
has been attributed to breastfecding, the early in-
treduction of solids and artificial milk appearstobe
amore important cause of malnutrition and mortal-
ity. Infants red solids at an early age had high
perinatal (21%) and neonatal (16%) mortality rates
(Kardjati, et al 197R8).

The incidence of iieonatal infections and mortality
decreased significantly for both fullterm and low
birth weight infants after a policy oi rooming-in

and breastfeeding promotion was instituted at
Sanglah ilospital in Bali. The incidence of di-
arrheal disease in low birth weight infanis de-
creased from 0.22% to 2.58%; in fullterm infants,
from 3.84% 10 0.28%. Montality from infections
ducreased from2.21% to 0.81% (Soetjiningsih and
Suraatraja, 1988).

Subarjono in 1981 found that the reported raie of
micrbidity, wwortality and malnutrition was 4 t0 6
tirnes greater it bottlefed infants than in infants
who were breastfed only. The risk of malnutrition
(Figure 13) during the first 6 months was highest in
infants who wene not breastfed (Soetjiningsih} and
ilie incidence of malnutritic decreased in direct
proportion (o the duratien of breastfeeding (Mu-
fiir).

AVAILABILITY OF FORMULA

Artificial milk is readiiy available in Bali ands
samples of milk substitutes are frequently given to
maiermty clinics and medical doctors (Soetjin-
ingsih 226 Suraatmaja, 1988). (Table 7)

MATERNITY BENEFITS

A total of 12 weeks, 6 betore and 6 after the birth,
is provided for matemity leave. Mothers must
contrivuie A rninimum of 6 monthsovera 12 month
period in order to qualify for leave. The employer
pays 50% of wages during the leave period. Gov-
ernment employees receive full wages during
materitity leave however.

MARKETING CODE/
GOVERNMENT
LEGESLATION AND POLICIES

The WHO/UNMICEF Code was adapted and signed
by the Ministry of Health in 1985. Atthe provincial
level, the marketing of brzastmilk substitutes is
monitored by the Section of Food and Beverages,

52



http:creasedfiom2.21

THE BENEFITS OF BREASTFEEDING

16

[l Bottle-feeding
14 - [] Breast-feeding

Percent of infanis

Protein Diarrhea Diarrhea Maortality
Energy
Malnutrition (Candida) (Bacteria)

Source: Balaka, T. (1981) in Soetjiningsih, I. Problems of Infant Feeding Practices in Indonesia. Presented at the
Workshop of *Early Childhood Nutritional Problems in the Far East,” Hong Kong. Nov. 28-29, 1987.
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Ccmmittee of Guidznce and Councelling for Phar-
macy and Food. There are no penalties for viola-
tion of the code.

BREASTFEEDING PROMOTION
ACTIVITIES

The declire in breastfeeding in Indonesia has stimu-
lated some efforts in breastfeeding promotion at
both the national and health institution level (Jel-
liffe and Jelliffe 1984, Mautellesy 1985, Mustajab
and Munir 1986). In its infancy, the national
strategy consists of a multifaceted approach in-
volving public education, healih professional train-
ing, brzastfeeding management classes for TBAs
and mothers, research, a breastfeeding data base
and legislation to regulate the marketing of breast-
mili substitutes.

In 1984 the Directorate of Nutrition in the Depart-
ment of Health, held a workshop in Jakarta to
establish a coordinating body under the Minister of
People’s Weifare, for the national promotion of
breastfeeding.

Through the Indonesian breastfeeding promotion
prograin, a nurnber of lactation training activirties
in Samarang, Jakarta and Bandung have been de-
veloped. The San Diege Lactation Program
(Wellstart) has beeninvolved in maining breastfeed-
ing specialists. The Wellstart graduates, in col-
laboration w/ith others in the ficld such as: Provin-
cial Officers, Perinasia, the Indonesian National
Board for Family Planning, and women’s groups,
have been condncting a series of Travelling Semi-
nars to promote breastfeeding throughout Indone-
sia. The participants include pediatricians, obste-
tricians, nurses and teachers. Efforts are underway

PERCENTAGE OF CHILDREN 2-35 MONTHS OF AGE WHO RECEIVED
THE FOLLOWING FEEDING WHEN THEY WERE BELOW 5 MONTHS
OF AGE, IN RELATION TO SOCIO ECONOMIC STATUS.
Socio Economic Number Breast Feeding Bottle Feeding
Status (%) (%)
Low, Rural 2,836,121 99.2 8.9
Low, Urban 372,589 98.5 12.8
Middle, Rural |- 255,928 95.6 20.2
Middle, Urban 272,838 95.3 32.8
High, Rural 22,169 95.8 39.6 :
High, Urban 48,965 95.1 36.5

R T S e A e

Source: Santjinngsih, Probleems of lnfar. Fooding Practices in Isdoncsis. Presomed af the Waorkshop

of °T arly childiood Nusitional Problatrs in the P ©as,” Hoog Kang, Nov., 28-29, 1967,




to revise the curricula for health professionals in
order to improve breastfeeding knowledge and
practices.

Hospital based activites have consisted of room-
ing-in facilities and pre and post intervention
comparisons uf breastfeeding initation rates (Mau-
tellesy 1985, Mustajab and Manir 1986, Soetjin-
ingsih and Suraatmaja 1986). Many hospitals in
Indonesia do not offer rooming-in and efforts are
underway to change this policy in all hospitals. A
dramatic reduction of neonatal infections and
mortality in both fullterm and low birth weight
infants was observed after rooming-in was intro-
duced by graduates of the San Diego Lactation
Prograni. The need for formula was reduced by
75%, as well as the rates for diarrhea and otitis
media. IV fluid us¢ decreased by 50% and hospi-
tals stays siiortened, the latier probably the result of
better rcsistance to infections (Soetjiningsin and
Suraatmaja, et al 1986). A follow-up of the studv
participants would have been useful to estzolish
the impact of prolonging the duration of breastfeed-
ing. This study, demonstated the importance of
rooming-in.

Breast{eeding promotion efforts have led tochanges
in rooming-in policies nationwide. In 1980, a
regulation was passed requiring all government
hospitals to provide rooming-in facilities. In Kari-
adi Hospital, between 1982 and 1984, the percent-
age of mothers initiating breastfeeding increased
from an average of 40% to 90%, and the inciden.e
of mixed feeding decreased from approximately
40% to 5% (Huffman, et al 1988).

In July of 1988, the Invitational Asian Regional
Lactation Management Workshop was held in
Denpasar, Rali. The conference was sponsored by
ANE Burcau and organized by Wellstart and Peri-
nasia (The Indonesian Society for Perinatology).
The purpose of the workshop was to provide an op-
portunity for South East Asian graduates of the
program, along with key Ministry of Health per-
sonnel from Thailand, the Philippines and Indone-
sia and other interested agencies (UNICEF, WHO)
to: share intormation and experiences, develop

methods for expanding lactation management train-
ing opportunities and discuss strategies for na-
fional and regional programs. A majority of the
workshop participants also attended a 2 day, Inter-
national Breastfeeding Seminar on recent scien-
tific developments in lictation and breastfeeding
research, held after the workshop.

The workshop resulted in natioaal actions plans
for breastfeeding promotion in Thailand, the Phil-
ippines and Indonesia and resolutions on the part of
the Ministry of Health personnel to vigorously sup-
port the expansion of breastfeeding promotion
efforts in each country.
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PREVALENCE DURATION
AND PATTERNS

Bottlefeeding is a new and harmful practice in
Nepal, believed to have originated in Kathmandu
(Bomgaars, 1974). Official documents indicate
that brcastfeeding is universal for 12 months, with
rates of 99% at 3 months and 97% at 12 months
(UNICEF 1986). The World Fertility Survey (1978)
reported that breastfeeding was prolonged and that
28% of mothers breastfed for 2 years. These high
durations (total duration) are misleading and do not
reflect exclusive breastfeeding rates. A survey of
313 children from the United Missions Clinics
found that the rate of exclusively breastfed infants
was only 35.5% (ic 5 months or longer). Growthin
the exclusively breastfed infants was adequate
(Angove and Gunning 1986), which confirmed
similar findings by Farguharson in 1976.

A small, in-depth study (Moser, et al 1983) con-
ducted in the Kathmandu Valley, on the nutritional
status of 26 lactating mothers and their infants,
found that 50% of the supposedly exclusively
breastfed inrants were supplemented with lido, a
pablum-like rice and water paste. This supplement
was given because mothers considered their breast-
milk inadequate. The high percentage of supple-
mental feeding reported in this study contrasts
sharply with the World Fertility Survey figure
(1976) ot 93% of mothers breastfeeding. Krantz, et
al (1983) also found that 12% of mothers were
bottlefeeding,

DETERMINANTS
OF
BREASTFEEDING

Little data exists on the determinants of breastfeed-

ingin Nepal. In a study by Thapa, parity was found
to be a factor in the rate of breastfeeding. 87.5%
of women breastfed their last child, while 79.6% of
women with 5 or more children breastfed their last.
The educational level of the mother was aiso a
factor. In mothers with no education, 83.1%
breastfed their last child, while only 71.8% of
mothers with some education did so (Thapa 1979).

The 1978 World Fertility Survey data showed that
prolonged lactation was less common among edu-
cated couples thanamong uneducated (Israel 1981).

Mothers who were given donated milk powder
terminated breastfeeding early, an unfortunare
consequence (Farquharson 1976).

SUPPLEMENTATION AND
WEANING PRA CTICES

Coiostrum is considered unclean and discasded,
particularly in Hindu society. Bennett (1976) found
that colostrum was discarded by 65% of mothers.
Some women nursed immediately after giving
birth, others waited until up to the third day post-
partum, when they believed their milk came in.
During this period, the practice of prelacteal feed-
ing appears to be common. Newborns are fed ghee
(often warm or congealed with sugar or cow’s
milk), honey, molasses, rice flour or given milk
from a female relative during the first few days. As
ia most developing countries, prelacteal feeds are
casily contaminated and can significantly jeopard-
ize the newborn’s chances for survival, in additon
to causing problems with milk supply and reducing
the mother’s chances tc:successfully breastfeed her
infant.

Inasurvey of infants aged 7 to 18 moaths, 85% had
diets combining breastmilk with daily feedings of
adult food (Graves 1978).

Farquharson (1976) found thatinthe 1 to 2 yearage
group, no infants were receiving breastmilk alone.
Approximately 1/2 of mothers surveyed fed their
infants only twice a day or less. Time constraints




were cited as a factor for this infrequent feeding
pattern (Vermury and Levine 1978).

In rural areas, breastmilk alone may be considered
adequate for infants until the pasne “rice feeding,”
or weaning ceremony. This generally takes place
at age 5 months for girls and at 6 months for boys
(Angove and Gunning 1986).

Sarbottarn Pitho (“‘super flour™), a locally made
weaning focd, is often promoted by health person-
ne!l as a first {cod. It consists of a quick cooking
mixture of 1 part pulses and 2 parts cereal, whichis
roasted, ground and botled in water (Krantz, et al
1983). Rice and dahl are piveninrural and in some
urban areas. In Tasen, biscuits were used as a
supplerrent in 4% of rural and 27%% of urban
infants.

Shortages of food and beliefs about not and cold
food affect the food intake of Nepalese infants.
Many infants receive little more then litho (a radi-
tional, bland rice porridge made with clanfied
butter and sugar), which is deficient in protcin and
vitamirs. Protein energy malnrutrition in children
under age S5, numritional anemia, endemic goiire
and Vitamin A deficiency are serious problems .n
Nepal (Krantz, et a! 1983). A nutricon survey
found 29% of infants moderately to severely mal-
nourished, with 5% severely malnourished. This
survey suggested that exclusive breasifeeding in
the first months of life and improved weaning
practices could have a positive impact on infant’s
nutritional status (Israel 1982).

The usual diet for toddlers consists of rice, dhal,
vegetable curry (potatoes or spinach), small amounts
of milk and occasional fasits and vegetables. The
majority of Hindus are vegetarians. Infants of low
socioeconomic status are often fed turnips and
sweet potatoes, however higher castes are forbid-
den turnips, accc rding to the Code of Manu (Far-
quharson 1976).

LACTATION DIET

During the last 2 months of pregnan::; a special
effort is made to feed the mo he. well because it is
believed that the fetus is eating more of the the
mother's food. The development and delivery of a
baby is thought to be a procass of “heating” the
mother’s body. Eating too much heat-producing
“hot” foods, such as honey, are considered danger-
ous and czuse miscarriage. Sour ard tart foods,
such as pickles, and hot or spicy foods are prohib-
ited for pregnant women in the belief that the fetus,
“made of blood,” is “‘burned” by such foods and
may become restless with pain if they are eaten
(Bennett 1976).

Mothers are often given galactogogues (substances
to increase milk production) consistin~ of a boiled
mixture of ghee, dried ginger, hot water and molas-
ses. Rich foods and soup made from medicinal
herbsare also given. One study found that 1/3 of all,
metners were given a special soup made from ther
jwano seed or a termented drink called gundruk,
made from dried mustard or radish greens (Bennett
1976). These galac:ogogues are high in calcium,
iron and magnesivm and are a good sonrce of
nutrition for the mother.

Green leafy vegetables are generally taboo for
lactating women, however certain varieties may be
promoted for gncu nuirition (Krantz 1979). A
study conducted in Kathmandu found that moth-
ers’ diets were generally high in calories and low in
fatand protein. Kilo calorie intake was higher than
that found in Annapolis, Maryland in the Urited
States, however protein and fat inta'-e was less and
infants were smaller. This may be related to
maternal activity, ticavy work and higher infec-
tious disease races (Moser, et al 1983).

In the rura! areas, a pregnant woman'’s family and
friends will try to feed her rich, nourishing foods
during and after pregnancy. Common foods given
are ghee, meat, liver, fish, eggs, curds and a syrup-
filled sweetcalled jeri. Afterdelivering,themother




is fed rice 3 times a day instead of the customary 2,
and as much goat and fish that the family can
afford. Mothers are also.given a sweet called
gundpac and a special mixture of spices, herbs,
ghee and milk, called sutkeri ko ausadi (Bennett
1976).

MARKETING CODE/
GOVERNMENT LEGISLATION AND
POLICIES

A Nepalese Code for the Marketing of Breastmilk
Substitutes, Supplementary Foods, Feeding Bottles,
Teats and Valves for Feeding Bottles, based on the
WHC/UNICEF model, has been recommended by
a government coramittee and is awaiting legisla-
tion.

MATERNITY BENEFITS

Matemity leave may be taken twice, is given for 45
days and mothers receive full pay during the leave
period.
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PREVALENCE, DURATION
AND PATTERNS

According to UNICEF data for 1986, 78% of
mothers are breastfeeding at 3 months, 73% at 6
months and 67% at 12 months. These figures do
not reflect the critical duration of exclusive
breastfeeding and are therefore misleading be-
cause they create the erroneous impression that
few problems exist with breastfeeding practices in
Pakistan.

There appears to have beer: a drumatic decrease in
the rate of ever breastfed in Pakistan, from 95% in
1975 (World Ferulity Survey) 1o 86% in 1986

(Khar). This may be pardy attributed to a large
increase in the early introduction of weaning foods.
The percent of infants receiving early supplemen-
tation increased from 5% in 1969 to 75% in 1974
(Harfouche 1981). Data from the National Nutri-
ton Survey reveals that 13% of infants die before
the age of 1 year and a large percentage of infants
are malnounshed beyond the age of 2 months,
which suggests that exclusive breasifeeding is not
as widespread as is often cizimed.

Martin (1987), concurs that figures for “never
brecstfed” are misleadingly low and cites several
smaller studies which suggest that bottlefeeding 1s
more widely practiced than the figures from inter-
national agencies indicate (Table 8). She recom-
mends that the data be examined along withdataon
the duraton of breastfeeding and the extent of
mixed breastand bottlefeeding, in addition to other
forms of supplementation. A study by Lambertand
Khan found that 50% of mothers exclusively or

parnally bottlefeed their intants. »
Table 8
PERCENTAGE "NEVER BREASTFEDR" IN PAKISTAN
PAKISTAN
vour | Gravered
NutritionSurvey 1 431 househo'd 1965-66 0.7
(West Pakistan ’ seno'as '
Pakistan Fertility Survey 1975 15
(nationwide) '
icre i Q
M’C(fét';gun‘x?d";)duwey 1,105 households 1976-77 5.4
Popuilation, Labor Force .
&Migration Survey (nationwide) 1979-80 7.0
Who Embro Collaborative :
Stucy  (nationwide-4 rural, 2 1250 nfants 1981 33
urban low income)
Kin& Edward College 120 mothers 1981 10.0
ahors, low incdme) : '
Natl Research Institute 4,602 married women 1983 9.2
of Fertility Contral  (nationwide) 572 infants '
Planning & Development o “ 1983-84 4.8
UNPCNEE‘SEOT.'aS‘wCl))\gﬁ/CFEP:D:r;lStan (nationwida) | 4 4gg non-lactating mothers . 5.4
(Ks!ac : 1984 )
Natl Research institute 4
of Fertility Controf (3 Karachi hospitals 956 households 14.0
and 2 rural areas)
International Food Policy 4
Research Institute (nationwide, urban poor) 1986 9
SOURCE: Martn 1987. Breastfeeding must be dehned more spedfically.




There has been a decrease in total
duration of breastfeeding to an esti-
mated 17 months (Khan 1980). In
Lahore, 22% of mothers had stopped
breastfeeding by the time their infants
were 3 months of age (Manzoor 1981).
The duration of exclusive breastfeed-
ing was not defined in these studies.

Infantfeeding patierns vary with socio-
economic status, ethnic background,
education and cultural beliefs. Mus-
lims are reported to breastfeed longer
than Hindus, possibly due to teachings
in the Koran. Inalongitadinal study of
916 infants in Faisalabad, who were
tollowed up at home, most were
breastfed initially, trrespective of the
socioeconmic status (SES) of the par-
ents, however the duration of
breastfeeding was short. By the age of
2 months, only 62% of infants in the
high SES group and 68.5% of the low
were breastfeeding exclusively. 20%
of mothers in the high SES group were
bottlefeeding exclusively, compared
t04.6% in the low SES (Figure 14). An
addirional 10.5% of high SES and
16.8% of the low SES were combining
breast and bottlefeeding, aptly named
by Latharnand van Esterik as the ““triple
nipple syndrome.” By 12 months,
none of the high SES mothers were
breastfeeding. Prolonged bottlefeed-
ing appears to be a problem that needs
research. -
An excellent example of the impor-
tance of using precise definitions for
breastfeeding patterns in assessing the
affect of infant feeding patterns is a
longitudinal study of 1600 infants,
conducted in the slums of Lahore by
Hanson, etalin 1986. Theresultsof the
study iniually led the researchers to
conclude than breastfeeding was not

Figure 14
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protective against diarrhea and infection. How-
ever, when the resuls were reanalyzed, separating
patterns of breastfeec’ng, exclusive breastfeeding
was clearly demonstra.ed to be significantly pro-
tective, even in the slum condiions of Lahore
(Figure 2). Most newbon s were given prelacteal
feeds instead of colostrum (usually contaminated)
(Figure 15a). Only 10% of the iafants were exclu-
sively breastfed. (Figure 15b)

DETERMINANTS
OF
BREASTFEEDING

Multigravidas are reported to have a higher rate of
breastfeeding than women having their first ba-
bies. In the 0 to 3 months period, primips have
higher rates of mixed breast and bottlefeeding and
are more likely to supplement their infants’ diets
with other foods.

Older women have a higher breastfeeding initia-
tion rate, younger women tend to feed less fre-
quently and for shorter periods. Working appears

to have a negative effect on breastfeeding rares.
One study found that only 13% of working women
breastfed their infants, compared to 81% of non-
working women. Women working in agriculture
had higher rates of breastfeeding than civil ser-
vants and merchants. Mothers in health facilities
with rooming-in and those who did not receive
milk samples had higher rates of breastfeeding, as
did mothers with less than 4 years of education.

The primary reasons for stopping breastfeeding
were: return to work, “insufficient milk,” and baby
is too sick to nurse.

Advice from health workers, such as advising
mothers to give their infants supplements of water
during the hot season (shown to be totally unneces-
sary) often results in early weaning and diarrhea.
Health workers also give harmful advice to woik-
ing mothers, telling them to get their newborns
“accustorned” to the bottle early after birth, instead
of teaching them how to express their milk. The
use of drugs such as Parlodel, also suppress lacta-
tion (Sanghvi 1988). Other reported causes of




lactation failure include repeated preg.ancies at
short intervals (Jalil) and undue concern about
breast hygiene (Lambert). Pacifiers appear to be
used widely and are usually contaminated. Pacifi-
ers can not only be a source of infection, but can
adversely affect milk production by decreasing
sucking time at the breast.

WEANING AND
SUPPLEMENTAL FOODS

In a study conducte. in Karachi, 92€ of mothers
discarded colostrum for 2 to 3 days and adinini-
stered a variety of substances to their newborns.
Mothers in a Lahore slum whe lived in mud huts
often gave their newborns sugar water or an heib
concoction made from rose water, anise and carda-
mon. More privilaged women and city slumdwell-
ers gave honey and some gave laxatives (despite
the fact that colostrum is a natural laxative). It is
mportant to note that honey has been shown to
carry sporces for botulism, causing sudden death in
infancy (Amon 1980). Fluids were given by hand,

Figure 15a

spoon and by bottle. Hanson stated that the infant
deaths reported in his study could be attributed to
contaminated fluids administered in place of colos-
trum.

Formula use appears to be widespread. At O to 3
months, 48% of infants received some breastmilk
substitute, at 1 year almost 70%. 55% of mothers
used formula and 27% used homemade foods.
Condensed milk was also used as a suppler.ent by
1% of mothers. One study noted that 16% of
mothers boudefed their infants on the advice of
their doctors (Khan and Lambert). A UNICEF
study ccnducted in Quetta found that nearly half of
the 125 mothers interviewed supplemented breast-
milk with fresh powdered milk (Martin 1987)

The initiation of supplements usually begins at an
early age. Approximately 18% of infants were
found to be receiving regular food supplements as
early as 1 month orless; by 2 months, wellover hal

of the infants surveyed werc receiving supple-
ments, as did 93% of infants by the age of 4 months
(Nagra 1987; Vermury and Levine 1978). Buffalo,
goat's or cow's milk are commonly given, as well
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as weak tea mixed with spices such as cinnamon
and aniseed. Semisolids, such as fragments of
chapati (sometimes soaked in ghee) are introduced
at 9 to 12 months. Mothers who can 2 fford other
foods give sugi (semolina), delhya (wheat por-
ridge), dhal and rice gruel and khir (ground rice
with milk and sugar) (Harfouche 1981).

Cultural food beliefs are prevalentin the region and
infants are not given foods which are considered
“toohot,” such as fish, eggs and beef, or “too cold,”
such as lassi, sherbert, citrus foods and juices.
Foods which are considered beneficial are green
gram and apples. Infants with diarrhea are given
special diets of egg whites and lernon seeds.

Common solid weaning foods are chapati, chapati
soaked in milk and choori chapati minced with
sugarand butter fat. Irrespective of socioeconomic
status, the constitution of artificial feeds was found
to be inadequate. Middle and lower socioeco-
nomic groups were found to dilute animal milk in
the belief that it makes it more like mother’s milk.
No strict time was observed for feeding and bottle
hygizne was poor, especially among those of lower

socioeconornic status (Nagra and Gilani 1987).

Delayed introduction of adequate weaning foods is
a common problem. Vermury and Levine (1978)
found that 10% of children studied were still on
liquid diets at the age of 2 years. Late and inade-
quate introduction of solids was associated with
smaller head cixcumference (Nagra and Gilani
1984).

A survey of infant feeding patteins in a village in
Karachi found that mothers fed infants tea and
biscuits because it was easier. Little atiention has
becn paid to the component of infar:: neglect in
feeding patterns when mothers are under pressure
from heavy work loads and too frequent pregnan-
cies (Jalil, et al 1983). Inappropriate feeding is a
major cause of frequent bouts of diarrhea and the
high degree of malnutiition. (Gilani 1984).

LACTATION DIET b

Herbs (cumin, cottonseeds), drinks (lassi), goat’s
stomach, ghee, and legumes are consumed during

Figure 15b

FEEDING PATTERN BY AGE (ALL AREAS)

80
——— BOTTLE ONLY
~——— BREAST ONLY
60 - ——a—— BREAST-BOTTLE
. — o BREAST-WATER
z
o ‘/‘u
w 40 A
-
5 ] T~
m
20 -
J
0

Source: Hanson, et al 1986

AGE IN MONTHS




B

650

e A

B P A O e

AR AT

lactation in the belief that they will increase the
mother’s milk supply. Certain legumes are be-
lieved to cause indigestion in the mother and to
upset the infant’s stomach.

MORTALITY AND MORBIDITY

The number of established diarrheal deaths in
Pakistan are 313,400 per year. Approximately
201,900 are attributable to growth failure. The
situation is so serious that in a recent international
seminar in Lahore (March 1988), Dr. Jon Rohde
said, [ have been in your country for 10 days,
during which I have visited a number of health
institutions. I am appalled at the number of bottles
Fhave seen. Youare killing your babies with these
filthy objects.” | (Lambert 1988, personal commu-
nication) Khan, et al and Lambert (1988) have data
thar Lottlefeeding is increasing rapidly in Pakistan
in all izgions and that diarrheal deaths are incicas-
ingly asscciated with botilefeeding. The incidence
of diarrhea in Quetta hospital increascd along with
an increase in the incidence of bottlefeeding. In
1975, 65% of infants with diarrhea admitted 1o
Quetta were breastfed. 7 years later, only 15%
were breastfed. Of 108 infants who died from di-
arrhea in the Jinnah Medical College in 1982, 70%
were bottlefed.

LACTATION CONTRACEPTION

Exclusive breastfeeding is a more =ffective family
spacing method than any form of modern contra-
ception in developing countries. If lactational
amenorrhea was decreased by 3 months in Paki-
stan, the projected use of gontraceptives needed to
maintain the curreat birth rate would have to in-
crease from the current 5% to 40%. Such a goal is
unattainable through unnatural family planning
(Lasthaenge 1982).

MATERNITY BENEFITS

Women are allowed matemity leave for 6 weeks

before and after delivery at 100% salary for 3
pregnancies. To qualify for benefits, mcthers must
have 9 months of employment or have worked 180
days during the past 12 morths. Dismissal during
maternity leave is prohibited. It appears that provi-
sions for nursing breaks or day care programs do
notexist. There isno provision for nurseries. Local
governments may issue new regulations requiring
employers of over 50 women to establish facilities
for children under the age of 6.

AVAILABILITY OF
INFANT FORMULA

Pakistanisin violation of the WHO/UNICEF Code.
The baby bottle and formula industry representa-
tives promote directly to the public through mass
media, billboards, “free samples,” clinic cards and
baby shows. Donations to hospitals are also com-
mon practice (IBFAN). Bazaars and retail shop
are flocded with breastmilk substitutes. Atleast ]
manufacturers export infant formula to Pakistan.
Cver1/3 of the products show picturesof infants on
their labels and the instructions are not in Urdu.
Adding to the parents’ confusion, the market is
flooded with a variety of infant nutritional products
including diarrheal mixtures and special formulae
for different problems (Martin).

A UNICEF study in Quetta found that 73% of
mothers using breastmilk substitutes were giving
their infants powdered milk. Given the Ministry of
Health’s inaction on the Pakistan Pediatricians’
Code of Marketing of Breastmilk Substitutes, health
planners face difficulty in promoting breastfeeding
(Martin 1937).

As many as 4.5 million feeding bottles are bought
in Pakistan each year, alittle cver | for every infant
born annually. The amount of money used to
purchase formula is increasing. 1987 estimates are
from Rs. 165-315 million (IBF..N).

Although Pakistan voted for adoption of the WHO/
UNICEF Intemational Code of Marketing Breast-
milk Substitutes, progress has been slow. The




Pakistan Pediatric Association drafted the Pesha-
war Declaration which was signed by 150 Pakistan
pediatricians to protect breastfeeding (Appendix -
E).

Currently companies are ignoring the recommen-
dations of the WHO/UNICEF Code und the gov-
ernment of Pakistan has not enacted these meas-
ures.
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PREVALENCE DURATION
AND PATTERIIS

“Despite empirical evidence of the undoubted
benefits of the practice of breastfeeding to infant
and child survival, national trends in the Philip-
pines are alarming” (UNICEF 1987).

The prevalence of breastfeeding has declined stead-
ily from 87% in 978, to 85% in 1980, to 83% in
1983. UNICEEF figures for 1986 show that 68% of
mothers are breastfeeding at 3 months, 58% at 6
months and 28% at 12 months (figwes are not for
exciusive breastfeeding). Bottle feeding is more
prevalent than exclusive breastfeeding.

The Philippines Fertility Survey repcited the preva-
lence of breastfeeding of the youngest ornextto the
last child, among ever-married women, to be 86.8%,
declining to 82.6% in 12 /3 and 1978 respectively
(Zablan 1985). The average duration of breastfeed-
ing was appre..imately 12 months and generally
remained stable over the same period. A 1978
survey in the Bico!region found that 92% of infants
under age 2 had been breastfed, however 62% had
received some type of breastmilk substitute during
the their first 12 months (Popkin, et al 1985).
Popkin found the median duration of breastfeeding
to be 10 months, a shorter duration than that re-
ported in national syrveys.

Although initiation rates for breastfeeding arerela-
‘ively high in the Philippines, continuation rates
are low. A survey of urban rich, urban poor and
rural infants under age 2 reported ever breastfed
rates for infants under 1 month to be 61%, 69% and
92% respectively (B.Guzman 1682, WHO 198*).
32% of urban rich infants were never breastfed, a
much higher figure than for urban poor and rural

infants. Prevalence of breastfeeding varied in-
versely with higher education, especially among
rural women. Women who wen: the highest utiliz-
ers of prenatal care had the lowest prevalence and
shortest duration of breastfeeding. Mothers who
delivered in hospitals and institutions where room-
ing-in was infrequent were more likely to never
breastfeed the.~ babies.

The prevalence and drration of breastfeeding has
been decreasing progruosively in the Philippines.
This trend has been especially alarming in the rural
areas, where poverty and unhygienic conditions
leads to increased mortality when the prevalence
and duration of breastfeeding declines. The me-
dian duration decreased from 12 monthsin 1973, to
11 months in 1978 and to 10 months in 1983.

In a sample of low-income mothers in Manila, the
majority initiated breastfeeding, however by the
end of the first month the drop-off rate wag ap-
proximately 10%, increasing to 30% by 3 ménths
(Simpson, Hebert 1986, Makil 1985).

In a survey of 462 mothers from randomly selected
households in Barangay villages in Metro Manila,
22% were “pure” breastfed, 32% went from pure
breastfed to bottle fed from 1 to 3 months, 22%
were given mixed feedings (bottle and breast),
20% were exclusively bottle fed and 7.8% were
breastfed until age 10 months. The mean duration
of breastfeeding was 6 months. Some infants were
bottle fed for 24 months (Vicente 1986).

Itis encouraging to note that agressive breastfeed-
ing campaigns have apparently influenced edu-
cated urban mothers to breastfeed for longer pen-
ods. According to a 1986 UNICEF report, this is a
result of mass actions by grass roots organizations.

Investigators have reported differing figures for
duration. Zablanin 1986 found that the decrease in
duration of breastfeeding has been slight, but more
significantover thz past 5 years. Popkin, etal 1985,
using life table analyses, regrouped the data to
concentrate on ages 4, 7 and 13 montns to avoid
“age heaping.” The reported mean duration of
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“ever breastfed” was longer i 1983 than in 1973 DETERMINANTS
by ! month in the rural areas and by 0.4 months in OF

the urban areas. The proportion of breastfed in-

fants was highest between 4 and 5 months, how- BREASTFEEDING

ever the difference was insignificant. . N
&n Women in rural areas are more likcly to breastfeed

for a longer duration than women in urban areas.
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The reasons why urban women have lower preva-
lence rates are unclear, hovever the decrease in
breastfeeding prevalence and duration has been
greatest among the rurai population. In absolute
numbers, the problem may be more significant in
the rural areas rather than the urban. Breastfeeding
rates are highest among women v/ith little educa-
tion or with 7 or more years of schooling and recent
immigrants (Popkin, et al 1987). Young mothers,
particularly inthe 1510 24 year age group, breastfeed
less frequently and for shorter periods than older
mothers (Zablan 1986).

In a study conducted in San Pablo City, mothers
were interviewed using a questionnaire. The re-
sults shoed that poor knowledge about breastfeed-
ing, not ngrained beliefs, affected feeding pat-
terns. The mothers did not consider breastfeeding
in public to be a constraint (M. Dalisay, et ai 1986).
In any natonwide program, an understanding of
sociocultural characteristics is imporiant if there is
to be a reversal of the wend towards declining
breastfeeding patterns (Zablan 1986). Hospital
policies often prevent nursing during confinement
and accept free gifts and samples from formula
companies (Simpson Hebert 1986).

Pregnancy, insufficient breast milk and the infant’s
refusal of the breast, were common reasons cited
for stopping breastfeeding (Guthrie, et al 1983). A
primary reasor for not initiating or stopping
breastfeeding was the need for mothers to work
outside the home. Few workplaces provided nurs-
eries or facilities for breastfeeding and some moth-
ers need=d 10 be away from their infants for up to
12 hours per day. Some mothers interviewed
feared that illness could be transmitted through
their breastmilk, others lacked knowledge about
breastfeeding or had negative attitudes towards
feeding their infants with their breasts. During the
3 to 6 month period, as mixed feeding increased,
“drying up” of breastmilk was a common reason
for stopping breastfeeding. Exclusive breastfee.!-
ing was rare.

The limited role of health personnel in advocating
sound breastfeeding practices was evident in the

results of a clinic based study in Manilla. Mothers
were questionied about erroneous beliefs and nega-
tive attitudes regarding breastieeding. 24% of
mothers believed that illness, anger, fatigue, cold,
heat and hunger cculd be passed to the infar:
through their milk, 20% of mothers worked ani
thought that the milk in their breasts would spoil if
they did not feed often and 20% stated they disliked
breastfeeding or did not know mwch sbout it
(Simpson Hebert 1986, Makil 1985). Hospital
staff who were surveyed encouraged bottlefsed-
ing, knew little about breastfeeding and rarely
discussed breastfeeding with mothers ante and
postnatally. 10% of mothers were advised tc
botilefeed upon discharge. The mosi common
advice given to mothers was 1o wash their nipples
with fukewarm water before cach feeding (Simpson
Hebert 1986, Makil 1985). Vicente (1986) sug-
gests that patterning learned during the birth of a
woran’s firstinfant is an importantdeterminant of
how she will breastfecd subsequent children,,
b

SUPPLEMENTATICON AND
WEANING PRACTICES

in 1981, low-income, urban Filipino women still
initiated breastfeeding at fiigh rates, however by 6
months half of all infants were completely bot-
tlefed (WHO 1981).

Beliefs about supplementation and weaning prac-
tices vary. Inrural areas breastfeeding may not be
initiated until the second day after birth. Colostrum
isdiscarded by most mothers because of its “spoiled
and dirty” appearance and because mothers believe
itisunhealthy. Sometimes colostrumis “tested” by
putting adrop in a glass of water, if it mixes readily
it is considered safe, if it curdles it is discarded.
Some mothers use an emetdc ampalya juice to
“clean out” the newborn’s stomach. Rice water
and bitter melon juice are sometimes given to the
newborn as a first food. There is a belief among
certain mothers that the right breast should be
given first because it contains rice, and that the left
breast contains only water. In the San Pablo City
area, mothers believe: that fatigue causes the milk to
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speil (M. Dalisay, et al 1986).

Often nt others are encouraged by hospital staff and
relarives to bottlefecd their infants with supple-
ments of water and vitamins, citrus juice and rice
water. The spoonfeeding of porndge or commer-
cial infant cereal is also ericouraged.

Supplementation of breastmilk, particularly dur-
ing the critical first few months after birth, not
only increases monaiity, but decreases suckling
time, milk production and the effectiveness of
lactation on birth spacing.

A survey conducted in inetropelitan Cebu (Fernan-
dez and Popkin 1987) found that breastmilk substi-
tutes in the form of infant formula were used 4
times more frequently by urban mothers than rural
mothers, This difference was attributed to hospital
practices and the entry characteristics of mothers
who have hospital deliveries. Only 29% of urban
mothers and 56% of the rural breastfec their infants
the first day after delivery. More mothers gave
prelacteal feeds on day one than day two. On the
first day 1/4 of mothers in boih urban and rural
areas gave their infants non-milk substitutes only.
Only 5.6% of urban mothers and 28% of rural
mothers gave breastmilk exclusively to their in-
fants (Fernandez and Popkin 1987).

INFANTS
RECEIVING FORMULA

RURAL URBAN

Day 1 11% 41.8%

Day 2 13.8% 45.7%

Within the first 2 months, mothers often supple-
ment their infant’s diet with rice bran extract (Tiki
Tiki), sweetened condensed milk or pre-chewed
food. This is especially common when mothers
consider their breastmilk to be inadequate. In the
rural areas infants are more likely to be given

diluted condensed milk, in the urban powdered
milk is more frequently given (Vermury and Lev-
ine 1978). Supplementary foods are generally
introduced by 6 months. In the rural areas the most
commonly given first supplements are rice broth
and gruel (lugoa), followed by mashed banana.
The extent and frequency of supplementation and
feeding patierns in the Philippines needs further
investigation. Supplemental foods not only de-
crease milk production, but also can serve as a
lethal portal of entry for infections in the infant.

In the squatter camps and pocr urban areas of Cebu
city, researchers (Fernandez and Guthrie 1984)
found that marginal nutrition of the mother and
deliberate weight restriction affected breastmilk
preduction adversely. Mothers were concerned
with the color of their milk and often discarded it if
it was not the color and texture they expected. The
~-ent of these practices however, was not docu-
mented.

MORTALITY AND MORBIDITY

At Baguio General Hospital, located in northern
Philippines, it was the general policy for infants to
be separated from their mothers at birth and placed
in the nursery where they were fed supplements of
powdered cow’s milk. In April 1975, there was a
change in policy which mandated that infants
roomed-in with their mothers and breastfeeding on
demand was encouraged. With the change in
policy camie adramatic decrease in the incidence of
morbidity and mortality, reported by a review of
the Pediatric Department. The data showeu: 98
clinically septic infants, 88 (50%) were receiving
formula exclusively, 7 (7%) were being given
breastmilk and formula and only 3 (4%) were
exclusively breastfed; out of 67 infants diagnosed
as having oral Candida Albicans (thrush), 63 (94%)
were formula fed, 2 (3%) were mixed fed and 2
(3%) were breastfed; of 138 infants diagnosed with
diarrhea, 124 (90%) were formula fed, 8 (6%) were
mixed fed and 6 (4%) were breastfed. The results
of this study demonstrate the protective role of
breastmilk (Clavano 1982).




A prospective survey of 143 low income families
reported that the incidence of diarrheal disease in
the first 3 months among bottlefed infants was 1.,
times greater than in infants whe were breastfed
(Hebert, et al 1986). In this study, infants were
classified according to milk feeding mode, how-
ever no consideration was given to supplemental
feedings, since they were observed to be fairly
universal among the study population.

Zablan (1986) reported that figures from the Na-
tional Demographic Survey and the Philippines
Fertility Survey show the survival rates for breastfed
infants were 32% higher than those infants who
were not breastfed.

LACTATION DIET

Traditional beliefs are important in maintaining
breastfeeding practices (Simpson Hebert 1986,
Makii 19835, and Guthrie, et al 1983). Traditional
measures used to promote lactation in the Philip-
pines include giving the mother special cocoa
drinks and the ritual brushing of the breasts with
plants which exude railky fluids. If a mother has
been in the sun for a long period or if the the milk
has remained in the breast too long, the milk is
often expressed and discarded. Breastfeeding is
interupted if the mother is sad or in a bad mood for
fear that the infant will “suck up the mother's
sorrow” (Guthrie, et al 1983). Health professionals
who sometimes adhere to some of these cultural
beliefs, can adversely affect breastfeeding promo-
tion.

During lactation, foéd restrictions for the mother
include sour foods (thought to curdle the milk and
induce hemorrhage) such as vinegar, guavas and
citrus. Green vegetables are avoided by some

mothers in the belief that they will turn the milk
green (Vermury and ! evine 1978). Mothers are
often given “strengthening foods” such as boiled
chicken, corn porridge, ccconut milk and alcoholic
beverages from palmnut (tuba). Information on
lactation dietin the Philippines is largely anecdotal

and needs further rescarch.

LACTATION
CONTRATERPTION

Grey,etal, inasurvey of <0 vonmteat mothess who
had normal daliveries, tound that posipariun
amenorrhea lasied i ..
breastfeedings were {freaoon Guore than i imes
per day) and at shorter mtervits (3 to 3 hoursy.
Women whobreastied tiicivit o ercaicuily wers
more likely to ovulaic coitier,

o raanths when

~hen mothers switch from cuctusive breastfeed-
ing to mixed breast and ot ereeding, they under-
mine the contraceptive ¢ifoot o) lactation {Heber,
et 1987). Local hiercut ity planming inethods
are used in the scuthern regien, although their
effectonlactation has noi been rescarcned (Quijano
1986). In San Pabio {irv. cuinie mothers abdtain
from sex while breasttzeding i the belief that it
would cause their milk o sy oil.

AYAILABILITY
SH

FORMULA

Artificial milk companies i the Philippines have
been agressively marketing their products through
donations toindividuals and institutions, the build-
ing of nurseries, the distribution of free samples,
milk nurses and media camipaigns. Mothers are
often given inaccurate information on the risks of
formula feeding, and thercfore introduce the bottle
to the infant at an early age.

From 1975 to 1976, over $0 million dollars was
spent in the Philippines on imported formula and
milk based products. Mothers in the rural and
urban areas who lack the money to buy formula
often substitute rice water, rice porridge or mashed
camote (B. Guzman 1982).

Hebert’s study coiroborates the aggresive market-
y &
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ing by the formula companies and notes that while
health workers ar. generally in favor of breastfeed-
ing, facility and hospital policies make it difficult
to breastfeed. The WHQ collaborative study on
breastfeeding found that 27% of mothers from an
upper socioeconomic group, 9% of urban poor and
41% of rural mothers had been given free milk
samples during their hospital stay.

PROMOTION
OF BREASTFEEDING

By providing rooming-in, eacouraZing breastfeed-
ing and prohibiting promotional activities by for-
mula companies, Clavano was able to dramatically
reduce the mortality and morbidity for infants in a
general hospital in the Philippines.

Through mass action and increased involvement
on the part of communities, public attention has
been drawn to the erosion of breastfeeding. In
Nakati, a suburban town in the Philippines, 500
women breastfed their infants in the street to pro-
test the aggressive promotion of bottlefeeding,
resulting in poorer heaith for their infants. ‘This
mass action was organized by the National Coali-
tion fer the Promotion of Breastfeeding and Child
Care (now called BUNSQ), a private organization
affiliated with the National Movemei.t for the
Promotion of Breastfeeding (NMPB).

The NRiPB is an inier-agency organization of
government and non-govemment organizations,
coordinated by the Depariment of Health at the
Materal Child Health Service. Its primary themes
are: information, education and communication on
the benefits of breastfeeding. The NMPB has de-
veloped, produced end disseminated a number of
pamphlets, posters, jingles, radio and TV spots,
slides and other educational materials. A reference
handbook of standard breastfeeding messages was
developed and distributed. In Mewo Manila, a
mass media campaign to promote breastfeeding
was conducted. The campaign included displays of
posters in Liglit Railway Transit Cars, buses, jeep-
neys and tricycles, and the publication of feature

articles in newspapers and magazines. The NMPB
has also produced teaching/learning packages on
lactation management to be incorporated into the
curricula for health professionals (MDs, nurses,
midwives, nutritionists) and sponsored research o
breastfeeding practices and programs.

The NMPB plans to focus its future strategies on:
the integration of breastfeeding promotion into all
maternal and child health, nutrition and family
planning projects, strengthening the NMPB net-
work at the national and local levels, improving the
management of lactation in health service delivery
settings and supporting breastfeeding research
(Casabal 1988).

MARKETING CODE/
GOVERNMENT
LEGISLATION AND POLICIES

§
First introduced in 1981, a nadonal code on Lhe‘
marketing of breastmilk substitutes was signed
into law by President Aquino in 1986. According
tothe code, health care facilities may not display or
advertise milk products. Milk company personnel
may not promote their products tG pregnant women
or new mothers. The advertising of artificial milk
must be approved by the government. Activities to
promote breastfeeding have been increased. La-
bels on tins of infant formula must explain the
proper use of the product and discuss the superior-
ity of breastmilk. Visuals which idealize bottlefeed-
ing are prohibited. A coalition of organizations has
volunteered to moniter compliance of the code by
the industry, however there has been resistance to
this by the companies.

MATERNITY BENEFITS

Matemity leave of 45 days with full pay is allowed,
including at least 2 weeks before confinement. An
extension with out pay d:*e in cases of illness due to
pregnancy, confinemnentor abortion is possible. To
qualify for benefits, mothers must contribute for 3
months during a 12 month period. Employers are




required to establish nurseries and provide
breastfeeding breaks twice a day for 30 minutes.
During their maternity leave, women may not be
dismissed.
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PREVALENCE
DURATION AND
PATTERNS

In Sri Lanka, as in other parts of Asia, rapid
urbanization is bringing new problems. Tradi-
tional practices are being modified, even in the
rural areas. In the case of infant feeding patterns,
this has resulted in widespread bottlefeeding, with
its subsequent high mortality.

The high rates given by the 1982 Contraceptive
Prevalence Survey for prevalence of breastfeeding
donot appear to reflect evidence from local studies
that rates of breastfeeding are declining. The 1976
World Fertility Survey shows rates for ever
breastfed to be 95%; the 1982 Contraceptive Preva-
lence Survey 29%. Popkin (1982) cites rates of
88% at 3 months, with UNICEEF figures for 1986
showing arate of 83%. At6 months the prevalence
rate declines to 74% and by 1 year to 48%
(UNICEF).

The meanduration of breastfeeding has been shown
to be higher in rural than in urban areas (CPS 1982,
WFS 1975, Popkin 1982 and Millman 1986).
Preliminary results of Sri Lanka’s 1987 Demo-
graphic Household Survey indicate an overall drop
in the average duration of breastfeeding from 19.4
to 17.3 months (variations by residence exist) over
the pasi 12 years. The shortest mean duration
reported was for Colombo (13 months), while rural
residents continued breastfeeding for a mean dura-
tion of 18.8 months. As in other countries, these
figures are misleading because they do not veflect
the prevalence and duration of exclusive breastfeed-
ing, the most critical pattern to measure. Smaller
and local studies do not support the conclusion by
Millman “that breastfeeding is almost universal.”

While rural mothers breastfeed longer than urban

mothers, at 6 months more rural mothers (70%)
than urban mothers (50%) were shown 10 have
stopped breastfeeding (WHO Director General,
Infan* and Child Nutrition 1986). Despite the fact
that some rural mothers breastfeed for up to 2
years, often their infants are breastfed only once in
24 hours, usually at night (Soysa 1979).

In a private nursing home study conducted at de
Soysa hospital, 10% of mothers chose not to
breastfeed their infants, 30% cnly breastfed up to 3
months and only 50% breastfed for 6 months or
longer. Poor preparation of the mothers was thought
to be a contributing factc~ (Covington, et al 19§5).

Rates for durations of breastieeding appear to vary
among religious and ethnic groups. One study
found that Hindu and Moslem mothers breastfed
their infants for an average of 15 months; Buddhist
mothers for 14 months, and Chiistian mothers for
12.5 months. The average length of breastfeeding
was found to be highestamong Moors (15.5mohths)
and lowest in the Singalese (13.8 months) (Interna-
tional Statistical Review 1978, cited in Israel 1982).

Soysa in 1988 found that the carly introduction of
formula was increasingly prevalent. By 3 months,
only 41% of urban and 60% of rural mnthers were
breastfeeding. These statistics are a cause for
concern in that the urban rend towards bottlefeed-
ing and early suppiementation appears to have
spread to the rural areas.

DETERMINANTS
OF
BREASTFEEDING

The primary reasons for stopping breastfeeding
found by researchers in Sri Lanka were: the motner
works, “insufficient milk,” and “baby did not sucx”
(International Union of Nutrition Scientists 1982).
The causes of “insufficient milk” and “baby did not
suck” are generally from too infrequent nursing
and early supplementation. The erroneous beliefs
that there is often not enough milk or that the
breastmilk is insufficient appear to be widespread
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and are a major source of lactation failure (Figure
16). Soysa states that there is a general lack of
support to breastfeed and that this is reflected in a
new lack of self confidence regarding mothers’
abilities to adequately nourish theirinfants. “When
a baby cries the breast is hastily abandoned, the

Figure 16

presumption being milk failure.” In addition, there
appears to be little support from: the older genera-
tion to breastfeed, making it more difficult for new
mothers to successfully breastfzed their babies.

In a study conducted in Kotte, a periurban area of
Colombo, the use of formula was found to be high

COMPOSITION OF M!LK FORMULAS
AND OF BREAST MILK {g/100 mi)

Percent

[AY

Proteln Fat Carbo- Minerals, Calorles/
hydrates ofc. 10C mil.
Formula ! 2.36 1.4 6.6 0.53 50.0
Formula Il 3.53 2.1 10.0 0.80 73.3
Formula it 3.53 2.1 14.6 0.80 233
Breast milk 1.70 35 7.3 0.23 69.0
32
4
)
28 - B Casos of Diarrhea
[] Deaths
24
20 A

Formulsa li
N=30

Formula |
N=30

Source:

Formula HI

Jayasuriya D., and Soysa P.E. Feeding Studies in Ceylonese Babies.
Journal of Environmental and Child Health. Vol.20, No.6, pp. 275-279,

Breast Miik

N=33 N=19




and was associated with z shoirter duraticn of
breasifeeding. Almost all mothers who were for-
mally employed {98%) and 56%% of women work-
ing in the home used formula. The amouny of
formula given was proporrionz! to the increase it
the separation time between mothers and ‘thelr
infants. By 2 nienths, most formally working
mothers had swpred breastfeeding, Women of
upper sociosconamic staivs t2inded to botdefecd
exclusively, wherens women of lower socioeco-
NOMIC Statis tend=d 10 4ive b ‘.ixi,\utl and breast-
milk (Internaticnsl {nioa of pugition Scientsts,
1982).

In a study of il %-r;;f;,;z::;l erivoonment wnd
breastfeeding (Covingron (965, leek of knowl-
edge regaiding the -n>wno;<>gy of
breastfeeding cppamted o AUCINPS 10
motivate and cncouray 2 s iions
infants. Most of the wvon i sue o
siasm for deraang teoding
that breasieeding aiiers i shave of the breast.

oA

;J!\." M
41\ )& 5
stobreasifoed ther
o tackedantinge

3
24 munb;/ Geltteved

The decision to toeasiioed wus found to be nega-
tively affected by ore’ conwncepilve usage and by
thelevel of educatior in botls the mother and futher.
The location of worh s v yurent’s religion were
alsofactors ind=teriany 1w g practices. Malay
and Muslim woenien i ttle ducadon were
found to supplemeni their breastimik with formuia
early in the pestpariwr poried and 88% weie
giving formula by 3 months (Akin, et al 1951).

SUPPLEMENTATION
AN@ “E{ a ”;l'\ln.\ N
PRACTICES

The practice of discirdis ng colostrum and giving
prelacteai feeds of water, glucosc water or milk,
appears to be widespread (Soysa 1979). Supple-
mental feeding oftcn begins in the second month,
coinciding with the end of maternity leave. Com-
mon supplements are water, cow’s milk and con-
densed milk, coriander tea or rice water (Vermury
and Levine 1987; Soysa 1979). Other common
weaning foods are rice conjee, vegstable soups,

rusks, biscuits and bread, which are introduced at

around ihe age of 6 nionths.

Rice <, [hUd“nl (YU ST RS IR SIS 1S AR PRTEY
inzoduced after the vice-e uwgu,rcm(my,which is
pedformed from the Yo 1k month. Alitiough
tormiula 16 troduced corly, semisolid and solid
focds arc oiten dalayrd woad! the infant has teeth
and cultarally npeanes Leliefs may delay the
inttoducdon of sohin s il uppronatals ame. Milk

supplemenig e uraaliy i "s;;‘i:':a_ when aninfant
Legins w eat rice i the belief that it - anses worms.
T laie atroduciion o appropriate weaniag foods,
aong wath the withdrawasl of iniik supplemsnts,
;’:3;33_' accourt for wwceh of the wmalnatriton 1 Sn
faaithe 1975776 Nuttition Statas Survey found
s 7,, of mtunts ander he w2 of Jowere acutely
naderncarished and 5345 stunted.

2w food, ey only Le

afnfann, were

Sz 175, mree sanpley ST Chripashe, o peckaged,
piucoolied food supsicvrar made from spya
aasdze, ary skimaed mills vieming and minrals
have been distributed througn the govermment to
wiothers and childm op o the sge of S (Triposha
Newsterter 19773 11 prograrm to distribute Thri-
©oconducted chrough the public
pched Co2 000 by 1983, An
gvaivaiore o o mpac concluded that, “The
"'Iu’*pc‘sha progran had we potendal 10 make a
auificant conh ibaninn o reducing malnutrition iF

past 0f 3 combination of services.'

s
piovided &
(Horustein)

LACTATION DIET

The high incidence of low Wiith weight infants in
Sri Lanka (21%) may be iclzied to maternal nutri-
tion. During lactation, fvody such ss milk, pine-
apple, mango, cral, blood fish, egeplant, cassava,
yams, legumes, yogurt and beet may be excluded
fromthe mothersdiet duetocultural beliefs. Dietary
restrictions may be partly responsible for the re-
ported lower volume of breastmilk in Sri Lankan
women (500ml yer day, compared to 800ml ner
day in well nourished women). Frequency of feed-

ing patterns :nay also be a factor.
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MQORTALITY AND MORBIDITY

Bottiefeeding in Sri Lanka, as in most other devel-
oping countries, results in significantly increased
rates of diarrhea, infection and malnutrition. Few
families can afford to buy adequate amounts of
formula (often 50-70% of their total income). Those
using formula have todilute it and the resultis often
marasmus (Soysa 1681).

A hospital study of low birth weight infants, fed
formula for 10 or more days, because their moth~rs
were discharged after 2 to 3 days due to the short-
age of beds, showed that the mortality rate for
infants on formula was 20%, and 0% for infants on
breastmilk only (Soysa).

In a study of 80 infants who were followed for 8
months, 76% of infants exclusively breastfed
achieved 90% of the expected weight gain for their
age. Inthe mixed feeding group, only 60% achieved
their expected weight vor age and those who were
exclusively bottlefed, 29% achieved theirexpected
weight.

Ina 1976 :etrospectve hospital study in Colombo,
519 infants admitted with diarrhea were under 1
yearof age and none were exclusively breastfed. A
rnore recent, 1980 prospective study of 127 admis-
sions over a 2 year period, found that only 10% of
the admissions were breastfed. All of the infants
admitted were receiving water and fruitdrinks in a
feeding bottle.

AVAILABILITY
OF
FORMULA
Until 1980 the governméht of Sri Lanka imported
and heavily subsidized formula on a quota system.
Wyeth laboratories received 50% of this subsidy
for its brand of formula, SMA. When the subsidy
was removed, although SMA was the most expen-
sive brand on the market, the public continued to
buy it over other, less expensive brands, feeling
that it was the best. The removal of the rice ration

in the late 1970’s made subsidized infant formula
appear cheaper than breastfeeding, because mnth-
ers were able to cut down on their own food while
bottlefeeding. (The price of subsidized formula
was 50 cents per pound. In other countries it costs
$2 per pound.)

A survey conducted by the International Union of
Nutrition Scientists in 1982 found that mothers
who were aware of promotional appeals for for-
mula were significantly more likely to give their
infants formula rather than breastfeed. In addition,
a strong correlation was found between hospital
ward practices, such as: breastfeeding education,
rooming-in policies and formula promotion, and
breastfeeding patterns.

Since April of 1981, the government of Sri Lanka
has reduced its subsidy of formula due to rising
costs (1970’s expenditure was 200 million rupees)
and at present, its own brand of Vitamilk, produc
by Glaxo Laboratories, is subsidized. The subsidi-
zation of formula appears to have played a major
role in the decline of breastfeeding in Sri Lanka,
with negative consequences fo the health of the
country’s infants (Soysa). (Table 9)

MATERNITY BENEFITS

Matemity benefits are proviced for 2 weeks before
the birth and for 10 weeks after, for mothers who
are pregnant with their first or second chi'd (if the
infant is bom alive). Shorter leave is provided for
subsequent births, with full pay. If there are nurs-
ing facilities on the premises, nursing b. *aks of 1/
2 hours are given, 1 hour if there are not. Nursing
breaks are permitted twice a day for 1 year and
counted as time worked, in addition to meal time.
Dismissal during pregnancy or m:aternity leave is
prohibited.

The Department of Labor is responsible for ensur-
ing that maternity leave rules are followed and that
nursing breaks are provided, however no study to
date has investigated the conformity of labor laws




Table 9

by employers. There have been a few “raids” toin-
dustrial sites employing a high percentage of fe-
male workers and shortcomings were reported, but
no significant remedial measures were recom-
miended (Dias).

MARKETING CODE/
GOVERNMENT
LEGISLATION AND PCLICIES

Sri Lanka adopted the WHO/UNICEF Code for
Breastmilk Substitutes in 1980 and the Interna-
tional Code is in effect law. An additional provi-
sion banning feeding bottles made of plastic has
been adopted. Monitoring and enforcement of the
code however, appears o be problematic.

IMPORTS OF MILK F2ODS
1979 1980 January-April
ITEM Qty. Velue Qty. Value
(Kllos) (Rs) (Kilos) Ms)
Pull Creem Milk 16,667,623 280,994,749 6,654,584 127,136,000
(Powder 26% butterfat)
Milk Powder 3,658,541 71,305,559 1,035,745 24,225,000
(1.5-26% bunerfat)
Condensed Milk 5,187,0M2 51,754,377 385,015 4,515,600
Buster 1,363,013 26,123,290 344,133 9,198,000
Cheese and Curd 45029 1,716,000 i
Source: Soysa, Sri Lanka, 1980
BREASTFEEDING

PROMOTION ACTIVITIES
In 1985/86 a technical commiitee was formed to
implement various articles of the Code. The
committee includes baby food and formula indus-
try representatives.

National seminars to create awareness of the Code
and its implementation have been held for media
personn=l (TV, radio and press). Recently a docu-
mentary for educating mothers on infant and ma-
ternal nutrition was produced by a milk food
compary and it is hoped that the private sector will
sponsor nutrition education and communication
programs on breactfeeding and weaning

(Karunaratne).
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PREVALENCE DURATION
AND PATTERNS

The prevailing feeding pattern in Thailand is early
mixed feeding (Contraceptive Prevalence Study 3,
1984). Although the vast majority of infants are
breastfed at birth, exclusive breastfeeding declines
rapidly during the first month, when breastmilk is
supplemented wiih artificial milk (Winikoff).
UNICEF data 1980 to 1986) for ever breastfed in
Thailand is 48% at 3 months, 47% 2: § months and
by 12 months these figures have dropped to 20%.

The data from nationa stuclies (Knodel, et al 1980)
has shown that breasdeeding progressively de-
clined from 1969 to 1979 for both urban and rural
residents, across educational categories.

Thedata, collected by recail, did not specify whether
or not breastfeeding was exclusive.

Mostrecent studies have had methodologiral prob-
lems and focused primarily on clinic posulationsin
Bangkok. Reported breastfeeding rates ranged
from 17.4% (Ponghai, et al 1981) to greater than
70% (Temchareon, 2t al 1980 and Tontisirin, et al
1983). In a Bangkok teaching hospital survey of
210 mothers, the rate of exclusive treastfeeding
was only 17%, exclusive bottlefeeding was 21%
and the remainder gave their intants mixed feeds.

Iix 4 retrospective study conducted at 2 well-baby
clinics in Bangkok, 69% of mothers breastfed for
up to 1 month, after that only 15.6% of mothers
continued breastfeeding (Temchareor 19°0). A
prospective random survey of primarily 1ow in-
come, primaparous mothers (sample size 586) from
635 hospitals, found that 35% of mothers initated
breasticeding, 50% were giving mixed feed$ and
15% were using artificial milk exclusively KDu-
rongdej 1986) (Figure 17).

Figure 17
Percentage of Mothers Currently Breast and Bottle Feeding by Age of Child
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Srurce: Durondej, D., er al Final report of the crosssectional survey on infant feeding practices in urban Bangkok, Thailand
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An analysis of breastfeeding trends indicates that
thcre has been a steady decline in the duration of
breastfeeding. Between 1969 and 1970,
breastfeeding duratior: declired to 8.4 months for
urban infants and 17.4 morths for rural (Knodel
and Debavalya 1980, Popkin 1982). Infants in the
North were fully breastfed for amedian duration of
10 wezks, in contrast to a median of approximately
1 week in the Northeast, underscoring regional
differences (Contraceptive Prevalence Study 3,
1984). Breastfeeding rates were higher among
young housewives with little education. Fifty
percent of motiiers could not identify any source of
information on infant feeding (L urongdej, et al
1986).

A recent marketing study ¥. © American infant
formula manufacturers found that 76% of Bang-
kok, and 62% of rural mothers were using commer-
cial milk in the first month postpartum (Gaither
1980).

Data from the Family Health Division in the Min-
istry of Public Health from 1984 showec the aver-
age duration of breastferding (not exclusive) was
17.5 months countrywide, with marked differ-
ences between urban ard rural areas and regions.
For the urban areas the total average duration was
oniy 4.5 months; 3.9 months for Bangkck and 6.5
months for provincial municipalities. The Central
region showed an average duration of 10 months,
by excluding Bangkok itincreased to 14.7 months.
In the No:thern region the average duration was
13.7 months; in the Northeastern 24.4 months and
in the Southern region 18.8 months.

In a recall study by Wjnikoff, et ai, the mean
frequency of breastfeeds was 8 per day for infants
in the 0 to 2 months age tategory.

Throughout urban Thailand an early shift from
breast to brttlefeeding has been taking place. Al-
though the initiation rate for breastfeeding is 90%,
the actual prevalence rate is only 20-40%.

DETERMINANTS
OF
BREASTFEEDING

Studies have indicated that breastfeeding is mare
prevalent among women in higher socioeconomic
groups, ard among unemp!:ved and less educated
women. Fewer pnmiparas than multiparas tend to

sastfeed exclusively. The effect of formal em-
ployment on breastfeeding mothers was difficult to
interpret in the Contraceptive Prevalence Study
due to the lack of detailed information regarding
the nature of work and the meaning of coded
categories. Lower rates of breastfeeding may not
be a res.ilt of work alone, but rather a characteris-
tic of the higher social class to which the working
womer belong (Knodel). Winikoff, et al, found
thatin Bangkok, maternal empioyment outside the
hom - .ected feeding patterns, however no refer-
ence to social class was made. In a study by Ton-
tisirin, only 50% of moihers working at home
breastfed their babies. Early contact with theinfan
increased initiation rates for breastfeeding, but did
not influence the duration of breastfeeding.

Formula feeding is progres.ively associated with
cducation and highest in mothers with 11 or more
years of education. The Contraceptive Prevalence
Survey showed that4 out of 5 infantsin urban areas
had received formula or condensed miik, com-
pared to 1 out of 4 rural infants. The major reasons
mothers gave for stopping breastfeeding were:
work outside the home (50% tuv 56%) and insuffi-
cient milk due to ill health of the mother. 10% to
29% of mothers stated that they stopped breastfeed-
ing because their infants rejected the breast (this is
common when infants are given both breast and
bottle feeds at an early age) (Temechareon 1980
and Durongdej 1986).

When mothers were asked why they were bot-
tlefeeding their infants, poor maternal health was
the most frequent reason cited, followed by work
outside the home (Temchareon 19%0). The major-
ity of mothers who returned to work gave up
breastfeeding altogether (Durongdej 1986).




SUPPLEMENTATION AND
WEANING PRACTICES

Regardless of education, region, urban or rural
residence, the duration. of exclusive breastfeeding
is brief for Thai mothers and within the first month
of life '1¢ majority of infants are given supple-
ments of either mashed banana or banana and rice.
Condensed milk and formula are the most common
forms of breastmilk substitutes. Condensed milk is
used more frequently in the South, while formula
use is more common in the Central Region
(Winikoff, Contraceptive Prevalence Survey 3,
1984).

MORTALITY AND MORBIDITY

A survey of 2492 infants aged 0 to 24 months
conducted in Bangkok in 1981 found that 37%
were suffering from malnutrition. 10% of severely
malnourished infants were fed sweetened con-
densed milk. Episodes of salmonellosis and diar-
rhea were more frequent in bottle fed infants (Du-
rongde;j).

AtMaharat Naklion Ratchasima Hosp::z!in North-
east Thailand (Figure 18), the percentage of chil-
dren deserted in the hospital by their mothers was
dramatically reduc:d after a policy of rooming-in
and Oreastfeeding promotion was instituted
(Vorapun).
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LACTATION CONTRACEPTION

When the duration of exclusive breastfeeding is
short, the contraceptive effect is minimal. The
Contraceptive Prevalence Study in 1984, found
that the median duration of postpartum amenor-
rhea for methers who were fully breastfeeding
their infants in Thailand was slightly less than 6
months. Significant differe: ces in the length of
postpartum amenorrhea exist between rural and
urban mothers. Rural mothers experience amenor-
rhea for a median duration of 6 and 1/2 months,
while the median duration for urban mothersis less
than 3 months. This is a direct reflection of
breastfeeding practices. In the Northeast Region
where breasifeeding is prolonged and supplemen-
tary foods are introduced later than in other re-
gions, the duration of postpartum amenorrhea is
longer.

AVAILABILITY OF FORMULA

Evidence suggests that many hospitals and clinics
in Thailand have become sites for marketing and
promotional activities by the manufacturers of
breastmilk substitutes. Despite the fact that milk
nurses have been banned, riurses do represent com-
panies in the hospital setting. A cross-sectional
survey in Bangkok found that 12% of mothers
received a sample of artificial milk as they were
leaving the hospital or clinic and 40% of mothers
leaving the hospital received “discharge packs™ of
formula, underscoring the importance companies
give this tactic in promoting their preducts. The
practice of distributing formula was more evident
in the private than in the public sector (Winicoff).

A number of Bangkok hospitals have retaix stores
which sell infant formula. While the hospitals
claim that these products are solely avaiiable for
the convenience of mothers, they are also a source
of revenue for the hospitals.

BREASTFEEDING PROMOTION
ACTIVITIES

In its Fourth National and Social Development
Plan (1977-1981), the government included the
promotion of breastfeeding as a priority. The
Ministry of Public Health is directly responsible
for the promotion of tresstfeeding countrywide.
Training programs and seminars for all categories
of health workers (down to the village level), have
been organized in most parts of the country (Wirap-
ong). Breastfeeding has also been encouraged
through: the holding of contests for breastfeeding
slogans and posters, seminars on the benefits of
breastfeeding for a variety of health workers (in-
cluding representatives from the food industry),
exhibits, group discussions, lecture tours, mass
media campaigns, the distribution of printed mate-
rials, visual aids, T-snirts and songs on breastfeed-
ing recorded by popular singers (Jelliffe). The:
Famly Health Division in the Depar:ment of Health{
has included breastfeeding management and pro-
motion in annual refresher courses for all health
personnel werking in maternal and child health
All govemnment medical, nursing and midwifery
schools have incorporated breastfeeding inic iheir
curricula (Wirapong).

Seminars for health professionals, teachers, policy
makers, administraters, and representatives from
labor and the food industry, have been conducted
by UNICEEF, the Pediatric Association of Thailand,
the Nutrition Association of Thailand, the Faculty
of Public Health of Mahidol University, the Popu-
lation Council of New York and the International
Nutrition Communication Service (INCS).

Graduates cf the USAID funded, Wellstart Pro-
gram in San Diego, have established teams to
conduct breastfeeding training and promotion at:
the Faculty of Medicine Siriraj Hospital at Mahidol
University in Bangkok and Maharat Nakorn-atcha-
sima Hospital in Nakomratchasima province in
Northeast Thailand (Figure 19). The teams have
been conducting a seri¢s of on-going training and
promotional activities within their institutions and
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surrounding communities, as well as providing
leadership for national activities relating to
breastfeeding education and promotion (Wirzp-
ong).

The Bangkok Breastfeeding Project conducted an
aggressive breastfeeding promotional campaign
whichincluded health education for mothers, room-
ing-in, prohibition of breastmilk substitutes and
prelacieal feads and in-service education for health
professionals on the benefits of breastfeeding.
Despite this campaign, breastfeeding initiationrates
at Bangkck hospitals averaged only 56%. At 6
weeks, 20% to 70% of all participants contacted
were still breastfeeding (Durongdej).

MATERNITY BFNEFITS

In the public sector, 45 days of paid maternity
leave, which begins after delivery, is allowed. An
additional allowance of 50 Bhat perimonth foreach
child (up vo 2 children), plus illness and dependents
benefits are provided. Job tenure is guaranteed. In
the private sector mothers are allowed 30 consecu-

tive days after delivery and for illness. In large
industry, mothers are cligible for dependents bene-
fits. Jobs are guaranteed for only 30 days.

MARKETING CODE/
GOVERNMENT LEGISLATION
AND POLICIES

The government has banned the advertising of
infant formula, which has led to a reduction in the
mass media promotion of breastmilk substitutes.
Recently however, the Code was revised to permit
the donation of infant formula to institutions and
organizations. The use of the donated products
must be used by the institutions or organizations
and must be confined to infants who need the
products. The recipients should be the Directors or
Heads of the Obstetric or Pediatric Divisions of the
organizations or institutions concerned. The dona-,
tions must be recorded and signed by both vhe[
denors and recipients.
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This includes the countries of Papua New Guinea,
the Solomon Islands, Fiji, Tonga, Samoa, and
Micronesia. Very limited data could be found on
breasifeeding, infant feeding and weaning prac-
tices for this region.

PREVALENCE DURATION
AND PATTERNS

Few studies have been conducte on the overall
prevalence and duration of breastfeeding for Papua
New Guinea, however, field observations shovs a
total absence of bottles, teats and artificial milk in
the hospitals, clinics and communities. Exclusive
breast feeding appears to be the norm. What data
there is for ever breastfed ranges from 78% (WHO,
1974) to 88% (Biddulph. 1979).

There are no figures available for overall mean
duration of breastfeeding, however a number of
small studies on feeding practices suggest that the
practice of prolonged breastfeeding p ic 24
months) is widespread (Counts, Tietjen, Conton,
Marshall).

A study conducted in the Suva area of Fiji between
1977 and 1980, revealed a declining trend in
breastfeeding. For native Fijians the percent of ex-
clusively breastfed infants declined from 60% to
46% and in the Indian population the rates declined
from 26% to 19% (Lambert and Yee). WHO data
from 1974 cites ever breastfed figures for Fiji to be
95%. By the age of 3 months, 85% of mothers were
found to be suppleme: ing and the mean duration
given was 8 months. »upkin and Lightbourne, et
al, using 1974 data from the World Fertility Sur-
vey, show figures for ever breastfed of 86% with a
median duration of 9 months.

The only data which could be found or: the preval-
ance of breastfeeding on the other islands was a
1970 study from the Solomen Islands which showed
figures forever treastfed of 100% and a small 1969
study from Samoa which had rates of ever breastfed
of 61% for infants aged 1 to S months, in the town
of Apia and 100% on the island of Savai’i.

DETERMINANTS
OF
BREASTFEEDING

No information on the determinants of breastfeed-
ing in the South Pacitic Region could be found.

SUPPLEMENTATION ANND
WEANING PRACTICES

:

The situation regarding supplementation and wean-
ing practices is unique in Papua New Guinea in that
exclusive breastfeeding appears to be almost uni-
versal. Early supplementation is rare, for several
reccons. Due to geographical and cultural isola-
dr .+, “Westernization” in the form of bottlefeeding
2.4 work demands outside the home for women
nave rot had the ;ame impact as in most other
countiies. Secondly, the legislation passed in 1977
tanning the sale of bottles and artificial milk,
coupled with an extensive national breastfeeding
promotion campaign, has encouraged exclusive
breastfeeding and discouraged the practice of early
supplemmentation. Ccunts states that breastfeeding
Lias not decreased in the Papua New Guinea culiure
because it is strongly associated with kinship and
there have been few social and economic pressures
competing with the traditional domestic responsi-
bilities for women’s time. Even among working
women in Port Moresby, a 1983 study showed that
fluids uther than breastmilk or weaning foods were
usually not introduced until 3-4 months and then
they were given by cup (Marshall).

A few studies found that colostrum was discarded

..
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due to the belief that it would make the baby sick
(Tietjen, Conton).

Wet nursing is common practice among close
relatives (Counts).

The usual weaning practice pattern in Papua ap-
pears to be the introduction of coconut milk (usu-
ally green) and other solids such as bananas,
sweet potato, taro, pumpkins, sago pudding, rice,
Jiscuits orfruitat the age of 3 to 6months. Weaning
is usually gradual (Conton).

The late introduction of adequately nutritious
weaning foods is a problem in Papua, causing
malnutrition in many infants. Sweet potatoes,
which are too bulky and do not contain adequate
nutrients for young infants, are often the main
staple of infants’ diets.

In Fiji, Morse found that infants were not breastfed
for 3 to 4 days because colostrum was thought to be
impure. Supplementation with artificial milk from
an early age was commc 1 anc weaning foods were
generaily introduced at around 3 montbs of age.

On the Solomon Islands, colostrum is also thought
to be harmful and is discarded. Solid foods were
found to be introduced as early as 1 to 2 weeks after
birth (Akin).

In Micronesia, 80% of the infants in a study by
Marshall, et al, were introduced to solid food by 6
months of age and 50% were weaned completely.

MORTALITY AND MORBIDITY

-

A 1976 infant feeding survey in Port Moresby
showed that 30% of infants were being artificially
fed. Of these artificially fed infants, 69% were
malnourished, compared to 26% of breastfed in-
fants. A similar survey conducted in 1979, two
years after the law banning the sale of bottles and
artificial milk went into effect, found a statistically
significant increase in breastfeeding between 1975
to 1979, a downward trend in malnutrition and a

significant decrease in the number of infants under
6 months of age admitted to Port Moresby General
Hospital with gastroenteritis. Prior to the legisla-
tion, 5 infants (all bottlefed) between 1975 and
1976, died from gastroenteritis. In the two years
after the law was enacted no infants under 6 months
of age died from this cause at Pori Moresby Gen-
eral Hospital (Biddulph).

in Fiji, out of 100 infants admitted to Memorial
Hospita! in Suva in 1979 for clinical malnuirition,
80% were cxclusively bottlefed (Lambert aid Yee).

A 1974 survey in Micronesia found that the oc-
curance of illness serious enough to warrant hospi-
talization was directly associated with exclusive
bottle feeding in the first year of life (Marshall).

AVAILABILITY
OF FORMULA i

No specific information on the availability of for-
mula in the South Pacific Region could be found.

LACTATION
CONTRACEPTION

Sexual abstinence while breastfeeding is generally
practiced in Papua New Guinea due to the belief
that semen enters the breastmilk and is harmful to
the infant (Agyei, Tietjen, Counts). This is an
important factor in child spacing.

No further data on breastfeeding practices related
to fertility in the South Pacific Region could be
found.

MARKETING CODE/
GOVERNMENT LEGISLATION
AND POLICIES

InFiji, the International Code was adopted in 1981.
Advertisements of breastmilk substitutes and the




distribution of samp'e packets is forbidden. Proper
labeling on all infant formula is required. Low
prices for formula on bulk supplies to health cen-
ters are allowed but they are only to be used in
special circumstances and then under the direction
of a health worker.

Enforcement of ti:e Code appears to be negligable
however. On a consultancy visit to Fiji in 1986,
Baumslag found widespread violations. Senior
nursing staff at the hospitals were misinformed
about basic breastfeeding practice. For example,
they had been taught that only one twin could
breastfeed because there was not enough milk for
two, that in a hot climate infants needed supple-
mentation in addition to breastmilk and that colos-
trum is not particularly valuable to infants health.
Milk nurses were in the hospitals and clinics to
demonstrate the usc of formula, samples of artifi-
cial milk were everywhere and were being adver-
tised extensively on the rudioand in the newspaper.
In general, there was no evidence that the WHO/
UNICEF Code existed.

In 1977 Papua New Guinea adopted the Baby Feed
Supplies Control Act which made baby feeding
bottles available only by a doctor’s p:+ * zription.
Advertisements for breastmilk subs. - es are
prohibiwed and in 1984 the Minister of Health also
declared any baby or infant feeding article (includ-
ing baby cups which were being used as baby
bottles) to be included in the Act. The fine fora first
offence is up to 260 US dollars and for a second
offence, up to 650 US

dollars.

Samoa has discussed the i <ontion of the Code, but
so far no action has been zken.

Tonga officially adopted the Code in 1984. The
National Food and Nutrition Committee was ap-
pointed to monitor the Code and to increase public
awareness regarding its meaning.

BREASTFEEDING
PROMOTION ACTIVITIES

Tonga has an intensive breastfeeding promotion
campaign which includes in-service training for
nurses and women’s groups and an extensive health
educationcampaign for the public using slide shows,
posters and free booklets.

Papua New Guinea mandates the education of all
health workers and school children as to the bene-
fits of breastfeeding. There is a national non-gov-
emmmental breastfeeding support group called Susu
Mamas and an on-going mass media campaign to
promote breastfeeding which includeds posters.

MATERNITY BENEFITS

Papua New Guinea provides 6 weeks leave before
and after delivery with 100% salary. Nufsing
breaks are given for 30 minutes twice a day and are
counted as work time.

In Fiji specific maternity benefits apply to civil
servants only. Mothers are given up to 12 weeks
Icave with 1G0% salary for the first three pregnan-
cies and must stay out of work for six v:eeks post
delivery. There are no provisions for nursing breaks
or nurseries. Up to sixty days additonal lcave
without pay may be granted in the case of illness
arising from pregnancy or childbirth and dismissal
from work is prohibited during maternity leave.
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PREVALENCE DURATION
AND PATTERNS

Data on the prevalence of breustfeeding varies
widely. There is however, consistant agreement
from study to study regardirg urban ard rural
differences. Womien in the rural areas are signifi-
cantly more likely to initiate breastfeeding, give
supplements at a later age and less often and
breastfecd for a longer period of time than their
urdan counterparts. An analysis of the data from
local studies in both rural and urban areas in Egypt
appears to show that the figures from WHO,
UNICEF and the World Fertility Survey are artifi-
cially high. While it does appear that the majority
of Egyptian mothers i'iitiate breastfeeding, the data
shows that the trend towards breastfeeding is de-
clining and that the practice of early suppi .:enta-
tion is widespread.

The figures for ever breast{.d in Egypt range from
alow of 77% (Mehalla-Kubra Hospital in Cairo) to
a high ot 97% (WFS 1980). At 3 months the per-
centage of mothers who are still breastfeeding
ranges from 63% to 93%, at 6 months from 6%
(Alexandria Hospital 1977-80) to 91% (UNICEF)
and at 12 months from 1% to 34%. At 18 months
the data shows that up to 47% of mothers are still
breastfeeding (Egyptian Fertility Survey 1984).

A cross-sectional study, conducted in 1981, of 504
mother-child pairs “from three socio-economic
groups: 300 urban poor selected from urban slum
areas and 100 urban elite n:others from Cairo, as
well as 104 mothers from rural villages, found that
12% of urban poor, 18% of urban elite and 11% of
rural mothers breastfed for less than 1 month (El-
Mougi, et al).

Janowitz in a survey of records from El Galaa
Matemity Hospital and University College Hospi-
tal in Cairo (n 6000), found that 86% of infants
were ever breastfed (1977-79).

The Egyptian Fertiiity Survey conducted in 1984,
concluded that the majority of Egyptian women
breastfed their babies without supplementation for
at least 6 months. However, this survey appears
to have problems with recall errors and heaping of
the data. In addition the life table analysis tech-
nique was used. This technique increases the esti-
mated durations by excluding children born within
36 months of the survey foilowed by a subsequent
birth and children who died before breasifeeding
was terminaied.

The data for the median duration of breastfeeding
in Egypt varies froma low of 7 months (Harfouche)
to a high of 19 months in the rural population
(Popkin). Janowitz cites the mean duration as
being 11 months. Popkin shows figures c{f 14
moexths for the urban population and the Egyptian
Fertility Survey estimated the med:an duration of
brezastfeeding to be 19 months.

DETERMINANTS
OF
BREASTFEEDING

A significantly higher proportion of primaparas do
not breastfeed their babies, indicating that the trend
towards breastfeeding is declining (Nasser, et ai).
Breastfeeding practices vary with education in
Egypt. For women with at least 7 years of educa-
tion, only 45% were breastfeeding at 6 montiis
compared to 75% for women with no cducation in
a study by Janowitz in Cairo.

El-Mougi, et al, found that women who work
outside the home breastfeed for shorter periods of
time. Between 1-5 months, 47% of women who
worked outside the home had stoppcd breastfeed-
ing compared to 17% of housewives.
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Several surveys fincluding the Egyptian Fertility
Survey) found a correlation with the duration of
breastfeeding and agc of the mother. Mothers
under age 35 tend to breastfeed for shorter periods
of dme than mothers age 3Sorover. Thisis another
indication as to the decline of breastfeeding in

Egypt

Nassarin a studly of 200 mothersin Cairo found tha!
31% ot inothers stated lack of inilk as the reason for
stopping Lreastfeeding, 23% stated maternal dis-
ease, 20% stated birth controi ills and 5% cited!
maternal employmeant.

In asurvey of 480 nursing mothers attending MCH
centers in urban and rural areas in 1987, Salama
also found that the principal reason cited for artifi-
cial feeding was lack of milk (51% rural, 65%
urban). The next.nost comimorireason was mother’s
work (20% rural, 11% urban).

Mansour’s survey of 600 mathers in Alexandria in
1975 indicated that la-k of milk (36%) and health
rcasons pertaining to both mother and infant (31%)
were the primary reasons for not breastfeeding.
Also cited were lack of de:sire to breastfeed (17%)
and defective nipples (1€%).

Not enough milk was the reason cited by the
majority of mothcrs who did not breastfeed (42%)
in the Ggyptian Fertility Survey. Illness of e
mother (15%) or child (9%) were also citea as
Ieasons.

SUPPLEMENTATION AND
VWEANING PRACTICES

Several studies indicate that colostrum is thought
to be harmful to the biby, therefore breastfeeding
is often delayed a1d prelacteal feeds of infusions of
anise, caraway seeds. fenugreek, glucose watc:“

100 -

ARATEN 000 LIVE BIRTHS

"

o -4

child niortality in Jordan, Tunisia, Egype and Yemen, 1984.

.BREASTFFDObserved Life Table Observed  Lifetable
I NON-BREASTFED \// \\/

Smm. Adlskhs, et ¢}, Biological and social fe.1oes affecting infant and




and artficial milk, dates cooked in water and
clarified butter are given (Harfouche, Ragh=n, eral
sr.] Salama). These feeds are thought to a'leviate
hunger and ¢lean the intestines.

Mansour found that out of 600 mothers, 76% gave
their infants prelacteal feeds. This contradicts he
UNICEF, WHO and Egyptian Ferility Survey
data that states there is little supplemer.tation du-
ing the first 6 months of life and could be a contrit -
uting factor to the frequently cited problemot “lack
of milk”. When breastfeeding is aelayed and sup-
plements are given, breast milk production is re-
duced, decreasing the chances of success in
breastfeeding.

Another factor favoring early supplementation is
the belief that stress, anxiety, sadness or other
“negative” emotions on the part of the mother
makes the milk harmful 1o her baby (Ragheh, et al).

Asnoted previously, all studies reviewcd indicated
that children ip. yural areas are brec..fed longer,
recc.ve fewer supplements and are completely
weaned at a Jater age than urban children, although
the pattern of feeding in the urban podr more
closely mimics that of the rural populaton
(Harfouche).

In a 1978 study in Upper and Lower rural Egypt,
Serdula found that there is a seasonal variation in
the pattern of infant weaning practices. The pro-
portion of children likely 10 be weaned during the
hot scasor was lower (40% vs 16% Lower Egypt,
36% vs 22% in Upper Egy:t). It appeared that
mothers avoided weaning in the hot season for feur
of diarrhesl disease.

Common weaning foods are boiled rice, biscuits,
stewed broad beans, bread and milk puddings,
:weet potatoes, molasses, cooked vegetabies and
‘local chieese. Eggs and meat are rarely given,
except in the high incorae groups {(Harfouche). In
a 1982 study of 274 low income farnilies in Cairo,
Moussa found that 22% used commercial baby
food, 45% used buffalo milk, 20% used cows milk,
30% uszed powdered milk and 68% uszd fresh milk
diluted with water in a ratie of 1:1.

Weaning from the breast often occurs abruptly.

Common techniques include rubbing the nipples
with cactus juice, hot spices, sabr (a bitter sub-
stance), or castor ¢il. Another common method is
toclose the slitin the mother’s dress through which
the child usually reaches the breasts or sometimes
children are sentaway torelztives when the mother
feels it is time 1o wean. The majoxity of infants are
weaned by the second year (Harfouche and Hefn-
awi).

Severai studies suggesta widespread problemexists

in Egypt with regard to the practice of piolonged |
breastfeeding with delayed supplementaiion of ade-
« nately nutritiovs weaning foods. The MNational
Mutrition Status Survey in 1978 found that delayed
suppiementation, coinciding with & decreasing

supply of milk and an increasing demand {or food §

by the growing children (ages 6-22 months) was
responsible for a prevalence of low weight for
height, aiong with wasting and stintiug
(Barfouche).

MORTALITY AND MORBIDITY

Studies indicate that the mortality rates relating to  §
early cessation of breastfeeding and the use of §
Yottles for supplementation are high in Egypt. :

In a survey of 2907 mothers at three Cairo univer-
sity hospitals, Janowitz found that the early cessa- §
tion of b.eastfeeding is associated with higher §
monality and the cffects arc more severe the lower §
the education of the mother. Babies who are |
breastfed for 15-20 months have a survival proba-
bility of 93%, while babies who have never been f
breastfed have 2 survival probability of 64%. The
piobability of survival for a child who is breastfcd  §
up to a year is 22% kigher than tha: for a child who §
has never been breastfed, ~r a difference in mortal-
ity rates of 290 per 100

In 2 1981 study of 176 post-neonatal deaths and §
176 surviving births selected from 4 urban and 7
rura! health offices in Ismailia, Melek found that §




the risk of post-neonatal death was 20 times higher
for bottlefed vs breastfed infants. Gabr, in examin-
ing 100 infants, aged 3 months to 2 years, suffcring
from diarrhea, found that non-hygienic artificial
feeding was the major cause of enteral infections.

Contamination and over dilution of artificial feeds
were found in two studies. Ir a sample of 301
infants and their mothers attending MCHi ceniersin
Cairo, 58% of those using artifical formula had
overdiluted it, 44% of the mothers used only soap
and watertoclean tne bottles, 16% u .=d wateronly,
and 40% used sait and water (Moustafa), In a
curvey in Heliopolis, 83% of the mothers in the low
socioeconomic group kept remaining formula in
the bottle until the next feed, 29% of mothers used
over diluted formula, none sterilized the bottle be-
fore feeding and kitchen salt was generally used to
clean the bottles (Abdou).

LACTATION CONTRACEPTION

According to Farid, oreastfeeding appears to pro-
long anovulation by 6 months in Egypt. Say=d, et
al, reported a median duration of postpar \mamen-
orrhea of 7 months. The median durwu.don of rural
mothers was longer (9 mionths). The median dura-
tion for urban moti.zrs was 4 months. This paral-
lels the relationship between the longer duration of
breastfeeding for rural mothers. The proportion of
mothers who we:* amenorrheic was significantly
greater for mcthers who were breastfeeding than
for those who were not breastfeeding at every
interval since birth. Women who were breastfee-'-
ing without supplementaution were consistently more
likely than women whahad introduced weaning
foodstoreport they were giill amenorrheic. Among
mothers for whom the interval since birth was
between 7 and 12 months, 60% - f those who were
breastfeeding without supplements renosted that
their merstrual cycle had not yet resumed, com-
pared to 40% of mothers who had begun supple-
menting their breastmilk with other liquids or solid
food.

*Changes in the patterns of breastfeeding which

may occ \r as urbanization and development con-
tinue in Egypt will contribute to higher fertility
levels unless effective contraceptive praciice lev-
cls increase proportionately.

In a 1975 study by Mansour of 600 mothers in
Alexandria, the association between breastfeeding
and postpartum amenorrhea was highly signiricant
{P<0.01); 80% of mothers who breastfed had two
or more months of postpartum amenorrhea, com-
pared to 40% of those who did not breastfeed.

Inastudy by Gadallz, et al, educational differences
in contraceptive use and breastfeeding tended to
have opposite fertility effects, effects that canceled
cachother out.

MATERNITY BENEFITS

Women in Egypt are given 12 weeks leave aftc{
delivery with 75% of their salary for 3 pregnancies
Enterprises employing more than 100 women must
provide nurseries foi children from 3 months to 6
years with mcthers contributing to their financing.
Nursing breaks must be provided (2 half hour
breaks per day) until the child is 18 months old.

MARKETING CODE/
GOVERNMENT LEGISLATION
AND POLICIES

A law passed in 1980 prohibits the advertising of
breastnilk substitutes in health care stablishments.
It aiso prohibits the demonstration and distribution
of such products to mothers.

Samples of breastmilk substitutes may only be
distributed to pLysicians and professional special-
ists.

AVAILABILITY OF FORMULA

No data could be found on the availability of
formula in Egypt.




BREASTFEEDING
PROMOTION ACTIVITIES

JSAID funded (80-100,000 dollars} a program,
which was directed by the Ministry of Health and
a national breastfeeding support group. The pro-
gram involved a mass media campaign, TV spots,
posi.rs, seminars, training courses and ‘riining
centers and was implemented between 1983-85.
Considering the population (estimated at over 45
rnillion) and the high mortality ascociated with
bottlefeeding in Egypt, this is an insignificant sum.

In the past several years, the Egyptian Society of
Breastmilk Friends, funded by the National Diar-
rhea Disease Control Program, was created to
promote breastfeeding in Egypt. The Society has
generated media attention on the benefits of
breastfeeding natonwide. In addition to social
marketing, the Society’s activities have included:
research on infant feeding patterns, lactation clin-
ics in 3 university hospiials, training programs for
both health professicnals and mothers on lactation
management and curriculum development on
breastfeeding in medical schools.
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PREVALENCE DURATION
AND PATTERNS

As reported by Knodel in a 1981 report to USAID,
“Omissions in breastfeeding data make analysis of
breastfeeding trends in Jordan impossible.” The
problems encountered in analyzing breastfeeding
data in Jordan are similar to those in other coun-
tries, such as artificially high rates due to the life
table analysis method used in the World Fertility
Survey and the lack of precise definitions for
breastfeeding, with the questioriable accuracy of
recall data.

Of note, data from UNICEF 1975-83 shows preva-
lence rates for ever breastfed of 79% at 3 months,
70% at 6 months and 41% at 12 months. These
figures, compared to other countries in the Arab
Region are low and could be cause for concemn
regarding the declining wend in breastfeeding in
Jordan.

WHO figures from 1974-76 show rates of 92-97%
for ever breastfed, 81-87% for mixed breasifed at
3 months, 70-7 % at 6 months and 41-54% at 12
months. Popkin, et al, using data from the World
Fertility Survey, cites figures of 92-95% for =ver
breastfed, 74-87% at 3 months, 65-79% at 6 months
and 35-52% at 12 mQnths. Harfouche cites asurvey
done by Khoury in g sample of 3800 mothers in
Jordon in 1980 and found rates for ever breastfed
were 92.8%.

Statistics for the mean duration of breastfeeding in
Joidan vary and range from a low of 8 months in the
urban population to a high of 16 months in the rural
areas. Popkin, et &}, cites a mean duration of 11
months (10 urban, 12 rural), Khoury found the
average to be 14 months, the Jordon Fertility Sur-

vey 11 months (10 in Amman to 15 in small
villages), and CARE’S survey conducted in the
rural areas in 1978 reported a mean duration of 16
months.

DETERMINANTS
OF
BREASTFEEDING

The use of oral or other modem contraceptives and
education of the mother is associated with a de-
creasein the percentage of ever breastfed in Jordon
according to Popkin. Older women are more likely
toinitiate breastfeeding and breastfeed longer than
younger motkers, which is a pattern similar in other
Near Easiern countries, indicating 2 possible over-
all declining trend towards breastfeeding.

Lack of milk and illness in the mother were the
primary reasons for not breastfeeding fourd by
Pharaon. Harfouche cites mothers’ work and lack.
of milk (42% each). subsequent pregnancy (30%)
and health of the mother (28%) as the most com-
mon reasons for not brecstfeeding.

SUPPLEMENTATION AND
WEANING PRACTICES

Early supplementation appears to be common
practice in Jordan. As early as 1965, a survey of
4140 infants fonnd that 25% had received supple-
mentary food by less than 3 months. In 1977,
Hijazi's survey of 3734 infants showed that 90%
werereceiving anima! milk during the first 3 uionths
of life. The Jordan Fertility Survey found that 80%
of neonates in the rural areas were fed sugar solu-
tion after birth and that breastfeeding was gener-
ally delayed from 1 to 3 days.

The practce of adininistering prelactzal feeds of
decoctions of anise, caraway and other kinds of
seeds and herbs between breastfeedings from birth
on, appears to be common practice, as in other
countries in the Near Eust Region, according to
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Harfouche. He also states that weaning appesrs to
be initiated early in Jordan, with 31.4% beginning
supplementary foods by 4 months, 90% by 10
months and by 12 months over 98% of infants are
receiving additional foods.

The practice of abrupt weaning, which is common
in other Near Eastern countries, is also a patten in
Jordan. Bitter or spicey substances are applied to
the breasts, the breasts are withheld or hidden from
the infant or the child is sent away from heme for
a period of time when weaning is desired
(Harfouche).

Common weaning foods are cow, sheep and goat’s
milk, tea and rice water, bread, rice, biscuits, pota-
toes, stewed beans, cooked vegetables, yogurt,
local cheeses, cereals and fruits. Unlike other Near
Eastern Countries, eggs are commonly given in
Jordon (Pharoun).

Figure 21

AVAILABILITY OF FORMULA

No specific references or studies couid be found on
the availability of formula in Jordan.

MORTALITY AND MORBIDITY

A survey of malnourished children in Jordan re-
vealed a paitem of a shot duration of vreastfeeding
(less than 6 months) or prolonged breastfeeding
umore thari 24 months).

Harfouche, citing a study by Hijazi, found that
malnourished children were more frequently bot-
tlefed than well-nourished children and that moth-
ers of malnourished children generally did not boil
the bottles when giving formula or other liquids.
The mortality rate in bottleted infants was 57.3/
1
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1000 compared to 10.2/1000 for fully breastfed
infaots and 25.7/1000 for mixed breast and bot-
tlefed infants.

LACTATION CONTRACEPTION

No specific studies for Jordan could be found,
however Popkin states that in Jordan the World
Fenility Survey data indicates that breastfeeding
may be at levels low enough to cause concemn
related to birth spacing.

MATERNITY BENEFITS

Mothers in Jordan are allowed 40 days leave with
50% salary. The govenment encourages the estab-
lishment of nurseries in public and private organi-
zations.

MARKETING CODE/
GOVERNMENT LEGISLATION
AND POLICIES

A Ministry of Health Committee is preparing a
special standardization for child and infant food
supplements that will be in harmony with the
WHO/UNICEF Code. Allarticles in the Code will
be covered.

BREASTFEEDING
PROMOTION ACTIVITIES

Nodata on breastfectling promotion activities could
be found.
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PREVALENCE DURATION
AND PATTERNS

There is little data available on breastfeeding prac-
tices in Morocco. The data on breastfeeding from
the World Fertility Survey collected in 1979, with
a sample size of only 378 respondants, showed
urban/rural differences similar to other countries in
the Arab Region. At3 months the figures for com-
bined breast and bottle feeding were 83% in the
urban population and 87% in the rural. At6 months
the figures were 75% fcr the urban areas and 83%
for the rural. By 12 months the figures had declined
to 62% for the urban areas and 74% for the rural.

UNICEF, howeve:, in State of the World’s Chil-
dren 1987 cites conflicting figures for the preva-
lence of breastfeeding in Morozco, which is diffi-
cult to understand. One ¢ sction of the report gives
figures of 95% ever breastfedat 3,6 and 12 months.
Another section cites figures of 95% ever breastfed
at 3 months, and 61% at 6 months.

Westinghouse in two separate reports also cites
conflicting data on the prevalence of breastfeeding
in Morocco. In the report Child Survival:Risks and
the Road to Health, citing UNICEF data fro::
1975-83, the figures for ever breastfed are 3% at
3, 6 and 12 months. In the Contraceptive Preva-
lence Report one section gives figures of 96% ever
breastfed for illiterate mothers and 88% for edu-
cated mothers. The*same report shows figures of
ever breastfed of 92% at 0-2 months, 88% at 3-5
months, 76% at 6-11 months, 50% at 12-23 months
and 11% at 24-36 months.

The median duration for breastfeeding in Mo-
rocco, citing World Fertility data from 1979, is 16
months in the urban population and 17 months in
the rural.

DETERMINANTS
OF
BREASTFEEDING

Westinghouse in their report on Family Planning
and Fertility in Morocco cites health of the mother
as the most common reason for not breastfeeding
(43%) in the urban population. The second most
common reason was lack of milk (39%) and 6%
stated they did not want to breastfeed. In the rural
population lzck of milk was most frequently cited
as the reason for not breastfeeding (45%). Health
problems in the mother was given in 23% of cases
and 14% stated that they did not want to nurse.

SUPYLEMENTATION AND
WEANING PRACTICES

average by the 15th month. Common wegning
foods are camel’s milk, cereals such as semolina,
corn, bread, macaroni and sweet mint tea. Regional
differences appear to cxist in weaning practices.
Nomadic people in the south of the country gener-
ally wean their children more gradually than people
living in the nortl.. Also of note in the study was the
fact that prior to a national nutrition program in
1978, 98% of mothers questioned indicated that
they practiced abruptive weaning techniques. After
the program, out of a sample of 692 mothers, only
15% stated that they would wean their infants
abruptly.

Israel, et al, state that solid foods are given T the

MATERNITY BENEFITS

Women in Morocco «¢ given 12 weeks of mater-
nity leave, 6 of which must be taken after the
delivery, at 50% of their salary. Employers must
establish nurseries for working mothers and allow
nursing breaks of 30 minutes, twice a ay forup to
1 year.
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MARKETING CODE/
GOVERNMENT LEGISLATION
AND POLICIES

An interministerial commission was set up by the
Prime Minister in 1981. This comunission has
studied the problems of imported baby foods and
measures have been taken to limit the import of
these products and make them sukjzct to licencing.
The commission has also investigated the possibil-
ity of producing weaning foods in Morocco. Cop-
ies of the Code have been distributed to all medical
personnel.

BREASTFEEDING PROMOTION
ACTIVITIES

The Government of Morocco has sponsored mass
media campaigns for the promotion of breastfeed-
ing according to The Clearinghouse on Infant and
Maternal Nutrition.

P T
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PREVALENCE DURATION
AND PATTERNS

The amount of information on breastfeeding in
Tunisia is very limited. UNICEF in State of the
Worid’s Children 1986 states that 95% of mothers
in Tunisia are breastfeeding at 3 months, 92% at 6
months and 71% are still breastfeeding at 1 year.
Data from a hospital in Tunis however, suggests
that the practice of bottlefeeding occurs quiie early
in a large percentage of urban mothers. In this
study 40% of the mothers did not breastfeed. At2
months only 51% were still breastfeeding and the
percentage decreased to 12% by 12-14 months
(Maternal Record Book 1981).

The prevalence of breastfeeding appears to be
significantly higher in the rural areas. Popkin,
citing figures from the World Fertility Survey,
stated that at 6 months 90% of all infants were
breastfed in the rural areas, compared to 60% in the
urban. By 12 months the prevalence had decreased
to 70% in the rural population and 30% in the
urban.

The KAP Survey, conducted in 1982-83, found
that the mean duration for exclusive breastfecding
was around 4 months in the lower and medium
socioeconomic groups and only 3 months in the
high socioeconomic group.

The overall mean duration of breastfeeding in
Tunisia was found to be 15 months by the World
Fertility Survey.

DETERMINANTS
OF
BREASTFEEDING

Popkin states that the use of oral or other modemn

contraccptives in Tunisia has been found to be
associated with a reduction in the practice of
breastfesding. He also states that womien who
work uutside the home tend to brsastfeed for a
shorter period of time (10 months) than women
who work athome or not at all and that the presence
of older daughters in the household increases the
probability and duration of breastfeeding. Both
Vermury and Popkin found that girls were breastfed
for a shter period of time than boys, indicating a
prefere. ;e for male children.

SUPPLEMENTATION
AND WEANING PRACTICES

Colcst, 1m is generally believed to be harmful to
the infant and discarded. The practice of giving
food itr:ms to the newborn immediately after birth
(prelacteal feeding), suchasoliveoil, s’'men, cumin
and clarified butter, was observed in 58 % of ﬁusc-
holds sampled by Vermury in 1979. This practice
was telieved to have a laxative or strengthening
effect on the infant.

Vermury found that the average age that food
supplements were given was 5 months. Common
weuning foods observed were biscuits, breads,
flour and cereal products in a gruel form, cooked
and mashed vegetables, diluted milk, yogurt, cheese
and eggs. Animal proteins were given when af-
fordable. Gradual weaning was practiced in 38%
of houscholds, while a total of 37% used abrupt
measures such as applying bitter substances to the
breast or stopping breastfeeding at once.

In the KAP Survey, the most frequently cited

reasons for weaning in the high socioeconomic
group were lack of milk (26%) and the child is old
enough (51%). In the medium group lack of milk
(19%), the child is old enough (48%) and preg-
nancy (15%) were the most common reasons for
weaning. In the low sociceconomic group 18%
stated that the mother was ill or tired and 67%
stated the child was old enough. The working
group cited lack of milk (24%), the mother is ilt or
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tire? (16%) and the child is old enough (35%)
as the reasons for wean:ng.

LACTATION DIET

To promote lactation mothers are given galac-
togogy s such as herb tea (verveine), water boiled
withcaraway, fenugreek and coriander seeds, whezt,
barley, co1s caus, raisins and iates. Foods that are
generaily avoided during iactation by mothers
include legumes, spicey dishes, onion, garlic, meat,
cucumbers, watermelon, fish, raw fruits and vege-
tables, sour oranges and occasic adily eggs (Ver-
mury).

LACTATION CONTRACEPTION

Tunisia has the highest rate of current ceatracep-
tive use (36%) in the Arab Region. Bieastfeeding
appears to proiong the period of anovulation by an
average of 6 months. (Farid)

AVAILABILITY OF FORMULA

No studies could be found on the availability of
formula.
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MARKETING CODE/
GOVERNMENT LEGISLATION
AND POLICIES

A law was passed on March 4, 1983 which prohib-
its the advertising of breastmitk substitutes. The
distribution of samples of breastmilk substitutes
and utensils used for bottlefeeding are restricted.
Labels on substituies must emphasize the superior-
ity of breastmilk and provide preparation instruc-
tions in Arabic.

MATERNITY BENEFITS

Tunisia provides 8 weeks leave with full pay which
may be increased by request by 16 weeks with half
salary, Enterprises employing more than S0 woinen
must provide a nursing room. Breastfeeding breaks
are allowed for up to 2 hours per day for the first 6
months, then 1 hour per day for a year.

BREASTFEEDING PROMOTION
ACTIVITIES

In 1976, a grassroots effort to promots breastfeed-
ing was initiated by the National Institute of Nutn-
tios: and a Peace Corps volunteer. A national chap-
ter of La Leche League International was estzo-
lished in Tunis. Local women were tained as
breastfeeding counselors and nutition education
courses, emphasizing the benefiis of breastfeed-
ing, were given to 2ad year students at the National
Institute of Nutrition.

-
-
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PREVALENCE DURATION
AND PATTERNS

Figureson the prevalence of breastfeeding in Yemen
range from a low of 80% (UNICEF) io a high of
97% (WHO) for ever breastfed. Popkin states that
figures from the World Fertility Survey show that
while over 90% of Yemcni infants are breastfed st
birth, there are significant declines in breastfeed-
ing in the first six months of life, especially in the
urban areas. The Yemen National Nutrition Sur-
vey shows figures of 54% of infants breastfed in the
urban areas and 76% in the rural areas at age 6
months. By 12 months the figures have decreased
t024% in the urban areas and 55% in the rural areas
and by 24 months the figures are 4% (urban) and
18% (rural).

The National Nutrition Survey shows a median
duration of 6 months for urban areas and 13 months
for the rural. Popkin cites a median duratioa of 10
months in the urban areas (WFS data).

DETERMINANTS
OF
BREASTFEEDING

Ina study in Sana, the most common reason for not
breastfeeding was mother’s work. Other common
reasons were lack of breast milk and pregnancy.
Adra’s 1983 survey in Ahjurfound sitnilarreasons.
Most of the women suveyed stated that they did
not have enough time to breastfeed, they did not
have enough milk, that their milk was “weak” or
not satisfactory.

Women working at home breastfeed for a longer
duration of time. Women who work away from
home are less 1.:cly to ever breastfeed (Popkin).

SUPPLEMENTATION AND
WEANING PRACTICES

The practice of prelacteal feeds, like elsewhere in
the region, appears to be common. Sweetened
water, honey, cows milk or cream are generally put
intothe baby’s mouth on a finger tip, a soaked piece
of cotton or a bottle. These feeds may continue
along with breastfeeding indefinately (Greiner).

Wet nursing is generally not practiced in Ycmen
due to the belief that nursing an infant establishes
a sibling bond between the baby and the children of
the wet nurse. In the rural areas, where the number
of potential marriage partners is already limited,
this belief certainly inhibits the practice of nursing
another person’s child.

It has been customary in the past for boys to be
breastfed longer than girls in Yemen, which is
probably related to the fact that male childrep are
generally more valued than females. Thereis some
evidence however that this practice is changing
and in fact with the rising popularity of bottlefeed-
ing in Yemen along with the perception that artifi-
cial milk is “superior” to breastmilk, some studies
indicate that male infants are given formula sooner
than females (Goldberg, et al).

Greiner states that although breastieeding is still
practiced, especiaily in the villages, it is being
suppleinented sooner with the bottle and stops
altogether atan carlier age. There is consistentevi-
dence to suggest that su; 'ementation in the form
of bottlefeeding begins  « uniformly early age in
Yemen, on the average . —ound 2 months of age.
The National Nutritional Survey found that 43.2%
of infants by the age of 3-5 months had consumed
Nido, Family Milk, or Nono brands of milk (1980).

The age of introduction of solid foods varies from
region to region. PBeckerleg in 1979 found that
60% of infants in A1 Qa had received solid foods by
4 months of age, however Pettigrew (1978) in
Rowdah found that 48% of infants at age 6 months
had not received solid foods. In Amran 53% of
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infants had received solids by 3 months and 48%
had received soiids by age 2 months in Suq Al Bagr
( El Daher, 1980).

In addition to artificial milk, animal milk, tea and
water sweetened with honey or sugar, common
weaning foods are gruel made with barley flour,
soured skimmed milk and spices (madid), porridge
made of wheat flour, butter fat and honey (harish),
biscuits, rice, potatoes, and bananas. Foods are
considered to be “good” if they are soft, light, easy
to swallow ard not strongly spiced and “bad” if
they are heavy, hard to chew or swallow. Beans,
meat or eggs are rarcly given and in general the
emphasis with weaning foods is not on nutritive
value but on consistancy and taste (Harfouche).
Almroth states that among children from ¢ months
to 2 years the problem is that they are not given
enough food due to the belief that infants should
only eat food that is soft and watery.

Figure 23

MORTALITY AND MORBIDITY

Greiner states, “The rnajor cause of both the mal-
nutrition and diarrhea among infants in Yemen is
probably bottlefeeding.”

Gastroenteritis resulting from dirty bottles and
contaminated milk is common and aggravates
undernutrition (Harlouche). In 1978 the Ministry
of Health stated that women, especially in the
urban areas are beginning to prefer bottlefeeding,
with all the associated health hazards. The combi-
nation of delayed supplementation of nutriticus
foods and bottlefceding with non-sterilized plastic
bottles are undoubtedly the major causes of the
high levels of PEM whichare currently observed in
Yemen (Harfouche).

In 1983, David, in a study at the Al Qa MCH Clinic,
found that the use of artificial milk was assoctated
with an 8-fold increase in the risk of severe malnu-t
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trition. The results from 3 studies show that exclu-
sively breastfed babies under 6 months of age had
a higher nutritional status than those who were
mixed fed, who in turn were better off than those
infants who received only the bo:tle (Greiner).

AVAILABILITY JF FORMULA

A study by Almroth in 1977 found over twenty
different brands of infant formula, thirty brands of
full cream milk powder and seven brands of evapo-
rated milk in the mi~rkets in Yemen. Brand names
of the milks such as Nono (Arabic for baby), My
Boy, Mother’s Boy, Bonnie Baby and Dutch Baby,
as well as pictures of happy, smiling babies con-
tribute to the image that artificial milk is better than
breastunilk. Feeding boitles were found to be avail-
able for sale even in the smallest shops in the
remote villages.

Companies have been able to increase their sale of
artificial milk by capitalizing on traditional beliefs
about breastfeeding in Yemen. The widespread
belief that colostrum is “‘dirty” and not good for the
infant contributes to the practice of supplementa-
tion with formula for the first three days after birth.
This practice, aside from intreducing formula, has
the adverse effect of interfering with tne establish-
ment of the mother’s milk supply and is a inajor
factor in the common reason cited for not
breastfeeding, "lack of milk.” The other belief which
discourages breastfeeding is that if the mother is
pregnant, angry, frightened, jealous or in any type
of “negative” emotional state, her milk will bs
harmful to the child.

SPECIAL CONSIDERATIONS

Yemenis chew a mildly narcotic leaf called Qat
with amphetamine-like properties. Itis estimated
that about 60% of -1 and 35% of women ar:
habitual users and tl... practice is becoming even
more common with the recent influx of weaith
being brought into Yemen from workers returning
from the oil-rich countries of the Gulf and Saudi
Arabia. Although no specific studies could be

found on the phenomena of breastfeeding and the
use of Qat, it almost certainly interferes with the
mother’s lactation process and decreases her milk
productic:i. It is also a depressant, which could
adversely affect the mother-infant relationship.

Bottle-propping, which is the practice of leaving
the infantalcne with the bottle stuck in their mouth,
iield in balance with cushions or other objects,
appears to be a common pracdce in Yemen (Gre-
iner). There are a number of hann{ul repercussions
assoctated with this practice. Bottle-propping can
lead to suffocation from milk aspiration and otitis
media (specifically found to be comnon in the areu
of Udain in Yemen) because milk trickles down the
infant’s cheek and into its ear. The practice is also
psychologically damaging to infants becauce it
deprives them of needed body contact and stimula-
tion.

LACTATION CONTRAC EPTI({N

Breastfeeding appears to prolong the period of
anovulation by 6 months in Yemen (Farid). Mod-
ern contraception is not widely practiced.

MATEKNITY BENEFITS

Mothers receive 6 weeks leave before and 8 weeks
after delivery, with 70% of their salary. There are
no provisions for nursing breaks or nurseries.

MARKETING CODE/
GOVERNMENT LEGISLATION
AND POLICIES

A committee has been formed by the Ministry of
Health to formulate proposals conceming the
marketing of breastmilk substitutes.

BREASTFEEDING PROMOTION
ACTIVITIES

No information on breastfeeding promotion activi-
ties could be found.
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THIS IS CLEARLYAN EXFANSION GVER WFS HOWEVER IT SUFFERS, AS ALL CROSSSECTIONAL SURVEYS

FROM RECALL BIAS AND DOES NOT CLARIFY THE AMOUNTS OF OTHER FOODS THEIR TIMING IN RELA-
TION TO BREAST FEEDING NOR THE LONGEST INTERVAL BETWEEN FEEDS (WinikofT)

DEMOGRAPHIC HOUSEHOLD SURVEY
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$) Wt 414 the bady pet detween dirth end tho tine you startad
: bresitfacting?  [T] netaing Seveioncd water
3 1) Arw you noe reusiferding your Yast chilgt
3 formula,
1. Tes (Co te 0.4) powdered milk D sther
Lo - Yepterdsy? €) How nary times do m@bnuum your chile?
] 2} Fas 3/he ever Seen Dresstfed, nw.;or 8 shert pariod? - {a the momaing _ times
. R
{ 1. Tn « in the eftarneca __ times
£:4] . o (Ge .
& ! (Co o 0.0) ~ fa the evening ___ tion
T 3) How old was
b ) 3/08 vhen you stopped bresstfaed.ngt . _ - doring the night ___ tisos
?‘: SN mcatis 17 Yeis than 1 semth 2 veats
“ ) 214 yew start bransrfocding haedistely sftar Ms/her"birth or
;f €16 you valt for 2 Gy or tea?
3 Imettaraly aftar birth (6« to Q.8)
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NOTE: Thic was used la part for th Weringhaus protazal. Bressifseding I nat deflasd.
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7) 0id you ever give your child a pacifies?

1.
Me ot Culd
2. ves [ Juenstartad v __Mee
Du\mauwd rs Mon

[ se121 veing
9) ro you row giviry hia‘har azmy breast wilk substitute such as
formulay powderad milkx; or anisal milx?

o [ cwwaw

=]

9) & Bow & you give it?
Boctle vith nipeis | ]
ciraz |
b. Hov many tisas psr day do you give it?
€ Age of the child vhan you started? __Yrs _ Ms
Go to Q.11.
10) Did you ever give him/har farmils or other milx?
1. bo ! '
%oceum
2. Yase—iahan otiread !
hen stopped rs "

11) Arc you now giving him/her say of the following foods or drisks?

Times per diy - Agg of cM1d
-:m or somi- D" E]m-._um.. hen started?__¥rs __Mos

(l.g..mml. pag, ..
bread, Trwit, rice)®

ator or juica D Mo D Yag—__tises-- When startedl__Yrs __ MHos

12) Was regular manstruation startad since your last bivtht

- L. W My of child

2. Yes —- Uhen did 1t start? __Yrs Kos

(Nots to intavviewsr: If cnrwer {3 oma month, this {3 not 11kgly te be
a first meustruatios +acouse 311 wamen have bleeding dariny the. first

postpartum ciath, ﬂsk for tine of next asmstruation snd sater tims.

If 20 other bleeding, eatar as not currently Denstrusting.)
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13) Have you resumed sexual relationships since last birth?

" 1. No (Go to Q.14)
A ! chit
2. Yes. \hen? <o of chitd

Y __Mes (6o to Q.15)
14) ¥y not? Dsun breastfeading

15) Is & wvoman less Hgtly to get pregmatuhile she is rursing “er child?

Yos — (6o to Q.18)

%o — (Stop; End Questionmatre)
Da nng X

Know — (5top; End Questionnaire)

*Content of 1ist ta be datarminad in each site

16) s she eore likely to Qet pregnent before resuming menstruation
of after?
Sefore ___
After ___
Same
17) 1f a wonan continues to breastfeed her child after the resurption
of menstruation, cin sha get pregnant?
Yes, she ean ____
Ho, she can't
18) 0id you ever braasifead any of your children fn order to dalay the
birth of the next child?
Yes
No

1. At end, quastions 2,3,7-11 will be mabered questions 19-15 for any other
surviving child undar thres,

2. For children born 1n Tast thiee years now dead use quastions 2,3,4,5,7,10
(change to “"ever”) on saparate sheat

S —————.
e e . —— ey

For Discontinuation uf dreustfosding:
1. What questions, i1 army?

2. Prodlem aress: dnsufficfent mflk
relationship to contraception
relationship to terminal eveat for non-surviving children
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Appendix A
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AT BILATERAL CXPENDITURES AND OBLIGATIONS IN

NATURAL PAMILY PLANNING (LFF) ARD BRPASTPEEDING (BFP)
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INTERAGENCY DEFINITIONS OF BREASTFEEDING
(WASHINGTON DC 1988)

Breastfeeding

S

Full Pagtialv
Exclusive Quasi-exclusive Substantial Token
No othar nipple, Vitamins, water, BF episodes ara
liquid or solid juiece and ritual ' short and infrequent
is given to the bikost given rot & have ingignificant
infant more than once per caloric contribution.
day, not more than :
1-2 swallows. No i
other nipple. ////

High Medium Low
>80% 75-25% <202
-no intervals -occasional -longer
longer than 4-6 loenger intervals
hours batween intervals every day
breastfeads
-no replacement -may include -replacement
of feeding replacement feeads and/or
episode, food or pumping purped milk
only given after of breasts constitute
2 breastfeed with lzter the focus of

use of milk infant diet

* Use of an alternative nipple must be separately indicated.
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[ RESCLUTION OF THE WORLD HEALTH ASSEMBLY |

THIRTY-NINTH WORLD HEALTH ASSEMBLY WHAY28
Agenda iwm 21 16 May 1986
INFANY AND YQUNG CHILD FEXDING

Tha Thisty-niah Wordd Health Assernbly,

Racalling resolutions WHA2743, WHA31.47, WHA3L32, WHAM.ZZ, WHAJ528 and WHAJD?.30 which deali with
infaeg and young child feoding:

Mgmﬂaﬁh%ymm&ﬂvﬂwim?mm Infzne s2d Yoang Child Nutritios{footmots 1)

Recognizing that she lmplamentation of s Intemesioeal Cods of Marieting of Breast-ilk Substitses {1 ea important
contribution to haalthy infans and young clild farding i xil squntrize

Awzre that 043y, five years adey ths edoption of the Intemationd Code, many Membar Staxs have mods substantisl
efforts to kmplement it, bt that maay prodoct unsvitebls 2 +fazk ferding arm nocethaless deloy: p.omotsd zad used ov (his
parposs; and rhut gusteined and coaceried efforts wilt tharefors o * *aus © ba nacesiery 10 achisvs full impleiuentation of ad
complizncs wli the Intrmadonal Cods 2 well 29 tha cessation of the .. udr:g of wnsuitabls products snd tha imgecper
promotios of breast-milk sebstitites;

Hodng with grest sstisficiion tha Guldelines concerning tha mein heaith and tocineccuomic chicmastznces a which
infacsts have to ba fed on brest-milk substiiutes (footnck 2), ta the enoieat of Artizls §, pwugiph 6 of ta Intemarional
Code; :

Notlng furdies the czterpens (3 e Quidalinas, pragraph 47: Since the Lurgs wajority of ffats bom la
wards and borpiaals ree full term, thoy require 80 sourishment ceer thun celostrum dariag tholt fiat 24-48 hovrs of ifs - the
amcunst of bmz cften xpeni by 8 enosher mnd ber infazs b such s tnstitational santing, Canly oozl quencitiss of drasz-milk
substitutza ere crdinadly required © mext the mesds of a mincsity of (2fant i thess facilitias, ang they should only be
availzhie ln ways that do net inserferw with the protaztion &nd promotion of breast-fonding for the majority.”;

1. ENDORSES ths report. of the Director-Qonixal; (footnois 1)

2. URGES Member Stiga:
(1) o implement tha Coda if they heve 20t et dons 50;
(2) © enzure that the practios md procedarcs of their health care systein are cossistent with 2 principles and sim of
the [ntermadonal Codes
() 0 tzks tha Asfles: usa of all concrnaed parties - bealth professional bod!es, nongovenmencal organizations,
consumer crganizatiors, manufactumnrs and dseidatoa - generally, la protacdng end peoseodng teeast-faading and,
specifically, in implementing ths Cods wnd monitoring ks inylinnustation and compllancs - ish Us provisions;
(4) 10 sack ths cooperation of manufasturers and dismibesors of prodects widde e sccpe of Artcls 2 of ths Cods, fa
providiag all information copgidord necessary for monitoring the implamentstion of the Coda;
(5) w provida the Dimcwe-Ganersl with comzicts scd detailad infornstion on the isplementation of the Cods;
(6) 10 ensure that tha tmall 2mocesy of braret.auilk sebstinziag pagdad for ia mino.ity of Infants who require them in
maternity wands and bospitals ars mads gveilshls dwough ths nonmal procarement charnels end got theeoeh free or
subsidired spaniies )

3. REQUESTS ta Direcaie-General
(1) 1 proposa a simplified and eeendrdiead forna for 138 by Riember States 10 facilitas the monitoring snd evalzstion
by them of thelr Implemeniation of the cads md reponing theaxn to WHO, a3 well 23 the pregoration hy WHO cofa
consolidated ropesy by of %4 mucles of G Codas;

(2 0 tpecifically dimsce W rection of bdamber Siazes and othir tnieresiad partics w tha facs dag
(alany.ad ax deink eiven beface complementary feeding fa nntritionely reonired # 3y interfera
with tho initindon of mfisingance of bressi-feeding and therefor ghould neither he promoted nor enceurared
for nse by tafents during this perlod;
(b) the practics delng introduckd ia some countries of peovidiag infants with specially formalated milks (so-calied
lallow-ap” milk) io ot necessory,

Footots 1: Document AJ%8 '

Foomows 2: Document AW Add.1. (Emphasls added)

Printed by IBFAN, 1988
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BREASTFEEDING PROMOTION PROGRAMS - NATIONAL or LARGE

CORNRY FUNDED BY | POPULATION STAFP ACTVINES RESULTS EVALUATION
HONDURAS [US AID 1822 Y \kbea ifodical Nursa |0k ks «KAP 4+ 40-70% nurses & doctors Ef&ktve
" 13 boeplizls Ceordinztor = Texhing Heakh 8123 « Brezsfeoding rzle Increzsed from & Ceoslly
expandny krrolvga MOH | - Education Matordal gocths (1082) ta 1 yerr (1585)
N uhmmrm Hosplst «Chnngiag Hosplal Practices = Pramatiro kfants on broast miX
cureach o MNizirzrainn | «Davelop BF matesials for aothess = Rooming in
roral arzas {calondars, posten) *No fred samples —
* BF po graiw Lot working mothera « Oxylocin use dropped Savings
*No pluccse walds -—b‘w
* Diarrhosdd Incldence down
PANAMA US.AD #20H gwough | MOH = Trakning *»Tralnad 5,000 persons Poliical
MCH regionsl | HCAP « Chanping Hesplal Practices *Rooming b problams
] chales Presaiiation « Educate publc through mass media » Hosplial practices changed (e.g. 60-70% | hinder lolow-
Consiitanty {posiers, TV, radio) decreass it botiles prepared) uvp
«Pamphiets for mothers <25k hanks In 5 ot of 11 maleraity
+Razearch on brsastseding factons hospitats
*kEk banks * Problem in working women component:
*Development of programs for working Litle managemant experisncsy and
mothars faciizios workplace Enled anforcing of
lactation breaks
= ++ Knowdedge cl health profsssionals Infcamation not

(ais0 In primary schools)
*Devaloped BF growth chant
* MOH bresastieeding manual & training

Inye!
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BREASTFEEDING PROMOTION PROGRAMS - NATIONAL or LARGE

+ knprove inlant lseding bahavia: smeng

ow-income women

«nsitutionafize public tactor suppoit for

BF promotio:

«Devalop mata.lobs for BF for mothars:
Lsefiels, posters, comic book fof ko
Incoma mothars and sudis casselis vith
answers o requent queslions

«Lactation classas In hotphsd

COUNTRY FUNDED BY PORATON ! STAFF ACTMITIES ALSULTI EVALUATION
INDONESIA US Ad - { Commizsi Hesonal o Publs educntion « Changs tn hospdad practices
(1977 UNICEF/ woddng group Mooy Largeded Decroass i kormmda use
US Aid) for bressl - TV adveitisemnects cf BMS banived Dacrease by Sarhoeal dssass
. lecding - Regquirad tabalfing on foxnula advising - Tralning of saviral wy pecrsans 1o
procasEan egadnat use fof infants sxpand iraning throughout the country
BX-PP-AS) «Edvesiba «Majr cllect It changs bn policy of
" “Wed-Gtart” 2 orah Tiarading Seeinu” rooing in all govenmant hosplals in
San Dlegn hiedan, Cenpasar and Bandua ic indonusia
Trekiing srongihon hoalh workers’ kncuisdoe ++ in breasesding rals
Poogram «Areas of Foas
Govenmant, Indusirlal, eavionmaent,
haakh, motrs bahavior
+Send Laams 5 San Dizgo Indemational
Laciztion Program o lrzin apsecialists O
changs HP a&d for educalion
THAILAND U8 AID Banghok “Wes Stat® »Traln health care workers + Prematuce Indante gst breasimik
{(Rezul ol 3 Biesstiesding | San Diego «Change hosplal practices « lncraose In % of braastieeding mothsis
rass poputa- | Project . Training * Infrance KAP ha tkh woris: 3 « Early contact bxeisased
o etudy) {7 hosgrals) Program + Rooming In and suppart for BF +KAP incroassd
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BREASTFEEDING SUPPORT GRQOUPS
(TO INCREASE INCIDENCE AND DURATION GF BREASTFEEDING)

COUNTRY FUNDED BY ACTIONS RESULYS
EL SALVADOR LA LECHE LEAGUE « Develop * Tralnad 1,200 breastfesding promoters
CALMA in 8 MOH Facifties La Leche Leagua cufturally * More reoming-n policies Instifuted
Cent~r fur Support of and Clinics adagied support groups » Disiribution of powdarsd ik no longer
Bre.1ast Feedng o Traln routing
Heakh professionals « Nursas givs breastfeeding informalion
Palicy makers > Pra-natal breastfeeding cinlcal Instrue-
General Pubic ton
BELIZE U.S. A.LD. + Traln health profas<ionals » Tralned 120 counsslers
* Mass media promaotion » 3000 consullations
* Suppornt teisphona hotine » Breastfeeding rate increassd 1o 42% at 4
= Drop-in cantre fcr mothers with months
breasifeeding problems
EGYPT NATIONAL + Managsment of breastfasding | = Establshad lactation managament
Egyptian Soclety of DIARRHOEAL problams centre a1 Al Husseln University Hospital
Breast Mik Friends PROGRAM . * Train (now in 2 othar hospltals)
Health professionals + Workshop io re-evatuate medical school
Motheis cumiculum to introduce breastiesding
* Mass media focus

incraased research

SdNO™D LYO0ddNS ONIAIIILSVIIL




Appendix F ()

BREASTFEEDING FACTS FOR HEALTH WORKERS
AND
HEALTH WORKERS WEANING CHECKLIST

BREASTFEEDING FACTS FOR HEALTH WORKERS

e  Breastleeding is unequallod for providing idsal foc2 for the
healthy growth and development of 2l normal infants in any
environmant,

«  Virdually all women can broastieed.

«  Frequent sucking on demand ieads to breastfeeding success

gncluding ni?ht's?.

onfidence leads to lactation success.

Fatigue, drugs, orai contraceptivas, surgical interveittions

impegde initiation of lactation.

Mothers need suppert and mothering.

Early Initiation (start braastfeeding early)

No prelacieal feeds or bottles.

Give breast milk gaiy for 4-6 months to avoid contamination

and infection and maximum suckling.

<  Breastfed infants have 25X less diarrhea than vottiefeeding.

HEALTH WORKERS WEANING CHECKLIST

WHO: Wt feeds the chiki?
(an interested or disinterosted party? Mothsr/grandmothar/sibing)

WHAT: What foods and prepargtion methods are used(e.g. watered staples,
multl-mix, localpurchased, is braast mikk supplamentary?)
What local foods ars availsble lo provide needed nutrients?
What foods are avzilebla during dilferent seasons?
What shoraiges occur an: how aro thiay handled?
Wha! utensils are used? (2 boitie/a cup)
What are the befiefs and practices?

WHEN: When i3 the child fad? (how oftan?)
Whan is the child sick?
Whaen is the child weaned? (when motier is pregnant?
When child has teath?)

WAHY: Why do centain beliefs and practices exisi? (réasons for cutiural cus-
toms, taste prefersnces. faars, past and present experiencs.)

"

WHETHER: Whalher the mothar holds her iniant i ier lap when feeding,
Whather the mother's attitude is positive or negligant.
Whather the diei is balanced.
Whaethar extra cakories are givan during iness.
Whather the diet and environment are marginal of safe.
Whether the food is freshly prepared.
Whetihar the child is getting enough food.

mmmmmnmwrammmmnmmumm.




BREASTMILK BANKS

Breasz‘mzlk bank anyone7
| ByCYNT!ﬂAIIA.LANA. ,

BREASTMILK i
best for babies, it's a .
faxt And ths pood e
Uviing about it is it can . -
be sored in freexing y
rporanpe. It an
also be used by ba-
hizs of other mathers.
With thesz quali- -
i3 of breasmilk, e -
tealth oflicals have |
Ggurcd that storage of .
brasmilk can belp -

—\

reduze the country's - : N

mlnucidon problem Q Lk N

aad high ruz of infant w—=x gt i

deaths. - ML —

thus, propased ye According to Ma.  in many Scandinavizn

terday the estab!uw Manisa Tadaguela, counmies.

mect of breasmilk Elgnm officer of the. Tardaguela sid in

banks bt selected ar- tr deparunent’s a press  confertnce

eas in Meyo Manfla. National Movement  that  the _
Breastmilk may be  for the Promoton of  milk bank: may bte

{ piven 0 the bank by
any nursing mother
for minimal compen-
sidon,

Breastfesding,

Breastm[k. -

(From page 1)

clozment (US.AID)
and other prvaz fimu
willing & pow thew
money on xb: rruject,
The DOY e the
USAID, for the put
toes yexs. have bem
sending  dostas W
Wellster,  Califomia
for oxnog on womt
milk banking o
Milk buking has
m‘m xu-:m—w:sf\-u.h
“wut amTg™t - a
prasice by worling
mothers who sk other
lactting women w
trmustfeed they babics
while they are at wexk,
M cm be mored

for months in & freezer B

by plcing this &n te
bank’s glasses, plutc
boales, or ocorixiners
that bava bem sezrilized
for at Jeast 20 minates.

To g2t tha milk, ex~
PaT may u the so-
allad rmaem) epres.
sxm, Jnosy as Marrast
wehnigue, It wae devel-
oped by 2 mother wbo
bewdad 10 azrwess ber
milk over @
pericd of tima for oredi-
@l  rewoms This
metod b choacemimed
by maxtage and sE=m.
Laricry to ansisc the flow
of milk or vama:’s st~
1 el .

Dr. Mazinzla Gon.
naler, medizal spesialisy
of the Mat=ra) 2nd
Gld:]d Health Seovice,
sud prorpective breast-
milk donors need ot
‘worry sbeut their body.,
reass myy sag only if
they e not wel) Rp-
portzd during pregnancy
when ::3 surt o ene
lerge, dring lacta.
gem, .

milk
kanking is not a new
idea since this is al-
rudy bcmg pm.uc.:d

Intermational

See Brustmnlk P.

;a-vvm o be the bext
food for Ifxis. The
teual fow of breau-
milk coctams colostrum,
8 clear subsunce that
improves habies’ 3.
pasity o Oght iafexicn
1 the st {ew weeks of
their livex,

It also has 3 Laxative
effec that helps remove
the dxrk green or black.
u.h mater (rnacanium)

funded by the United
Sates Agency For
Dev-

7 |

- Becmuse of ths ag-
Swsive aind epmmsiva
promotion  of c:med
milk, the menber of
woram who broudeed
kit eemei=mnlly declined:
lcﬂb:b;:na‘io yerss de.
i thar
motsy * kaow "
breapfad hnka have
gr=uer chrzes of B
vival thxy bonlefed ta-
b

tat’

Philippine Daily Inquirer, June 2, 1988
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PROTECTING INFANT HEALTH
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DECLARATIONS

LACTATIONS CONSULTANTS RECLARATION

LACTATION CONSULTANT'S DECLARATION:
A PERSONAL COMMITMENT

M‘ peoducis

of ags has significant’s contributed to this declise and
te ea increased depsadancs by families upca
commereisl peoducts;

'mzmom Lactation Coagultants, breastlecding
cotnselors and others who assist the beeastlceding dyed
must eliminats the iaflucace of ths manulacrurers ol
thess foods end peoducts from the ways io
which Lactsion C work and think;
ACCORDINGLY: THR BOARD OF DIRECTORS OF
TUE INTERNATIONAL LACTATION CONSULTANT
ASSOCIATION (ILCA) INVITES LACTATION
CONSULTANTS AND OTHERS WHO WISH TO
PROMOTE AND PROTECT BREASTFEEDING TO
ENDORSE THE FOLLOWING RTLIARATION,

UNDZR ALL ORDINARY CIRCUNSTANCES, 1 shall:
(1) Easure a2 mothis 27 afociass, BIA bafare and alier binh,
obout 1he eique quakiics f bumon malk aed eyt 28 beskith
rlaks of fesdiag beruastmilk oubsiizyine (o ticis lafomey
Easoursgs sad cactis molhea to hold and axchis their s
Imanatizisiy afiar bk, repisdions of Linhisg mshod.
Toak 10 aasure Lhat badies slay with thals motdes doy 2o Right
trom tims of $slusy, regardiecs of sbiity 10 pay for privee
sexsammadations
Encourses snd ¢asbis mothets 10 brassifend ihais babis in
reapoats v5 bolh Matoraal sad inlaed meeds, wilkrel Fasnittions
08 sithar [requancy of laagth of Faeda
'Emnnammnp&ndmumd.lp.
noome, slhsis bockgrevad tr othar antie h
Pesaive emotionas FYppat and sXilisd ceisaacy is setabliich sad
malalsis lactation. Such balp chouls s gos withio 34 howis of
_Gelorry sd be Gailablo IMGughont the a3ures of laetatica.
Easurn (Al av.dhees feceive appropriais mformation sbost the
" physiciegy of laciation, espaially Lhat:
* exiostrve i baanliiel
¢ osly small quastitas of brasirally (solosirum) are produced
Pand 80208 la the [1x1 fow daye cliar Gativary
¢ mose rechling malicd more mi2y
. aafy supplaminis éxmoass Uk prodwciion
3aak te 65Tinate poy Ruskins Gf givicg Menden bodiss
pralatiesd foars of lormuln, enimsl milks, gluees suisy, waies,
haney or aay Ould ackar Usoa human milk
Bacourogs boetilsciing 10028 motbars whoss smploymant
Beotaisis KIpagiion frem their Sabies aad iniorm (ot
Sekam of e sdwstigns of khoving oy 4 B 0 ks
fod Sarleg thels adoersn
Soak 05 slimlants (b wes of any o<phecatery 67
seppiamentisy (2065 for tnfots, uslll ibey Do wadionds ez
fone 19 cis mesihs of agn.
Teak W alimiacis the nos of lasdiog butties, 10ats (snificiel
nipplas) e24 paifian (domomice) for bomeatfsating ialrais and

@
(2]

)

10)

L))

childrea ia (he haspitod patiieg. Excurs st o ealf 229 persts

Are informed of the pomPilizy of ecp, 6pocn o flager fesding of
badiss vha @34 suck aad sealiow,

1) Sesk r? 2atuse thas kv Bink waight iuliats 628 Aourished by
Chaie PO’ sie Benastnil, thed the MOthesm hins warssinnied

205175 49 Lhvlr Dedins, aad that mothes: 85 lant d ia pau
of Reativelli @apc o swioblish Pt whas tpardied
{roD thals bablsd.

Q32) me'utwwmw
baanfeading 9ad tesch - ivestagm 0ad matksds of haad
eprnica of deanail.

£eak 10 aature the conilsusiies a7 Fe-esiablichmant of Losiioa
Sutlag or aftey aees 6 lajury In clibes Lhe mither of 1M Bady.
Paithis, casonnps and enchls SolomD 1 5257 (o the baspilal vk
U B o infarad bobida, £ad hedies 19 Rury with thais ilt OF
njurd meilin.

WA sethadm of 1ha chanippss of mclened drasafsadiag
byyosd vis moniks of Jgt nod thiooghoul the steoad yors, uad
pewss 8 affor &l sevdad s nad suppont (o Io1iaton
Guriag Lhis Ceualry U,

{/NDER ALL ORDINARY CIRCUMSTANCES, 1 thall
NOT:

(15) Acapt frea smmples of supplies of (ormuls, stder bady looxds.
laoding botllen, 1254 (snificiel aippies) s2d specisl covared cups.
Gira 123 tanpias of srpplias of formela, other baby foxds,
feading bottles, teats (enillcial sippies) aad acial coversd cups.
Pro~criby ¢ reccancod ey brasd of infast lormula or oihar
Sevy foox.

Lagtieg. mothrs i Lhe metbods of snifisal fasdiag, asccpt
he wO0 67 8 BOR-ISM SRS IVPTIATMSIST 6F MDAS LRARRIRTY
mathnd intzadad 10 baad 18 the esiablishasgsl &8 M4 ADIUAMAN
of Srsastlosding

ma.muww-uur, 1 ¢ sdvesiions)
Bais ef (Re Gs (roa 2ay o "ty which cuaslisivres of
Gariduiid 27y [onds 15738184 for childrea v 1O two 1eart of age.
Amcpt esy 6alily, COatAALCS &F parmiLc) fusdiag from ay
mmdwwﬂhﬂhwumupummum
[ for soch 30 (Pl ressTh O

(L))

a4

(16)
an

)
%

an

o

.

quipment.
Muﬂmmmmquummu

#0 (20 ooy sompeny masslaciuniag g for
am«aqwm;umehc-.

I do 50 declare and allirm.

e rer

an

date ugnature
pnat same
address

counlry

{LEA Mexber ¢

Plzase send @ signed photocop; to ILCA -
LACTATION CONSULTANT'S DECLARATION,
<o Debara Hill, RN, CLE, PNP, 1800 Pans-A-Grille
Way, Apt. #3, St. Petersburg Beach, FL, 13704, Thank
you.
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DOCTOR'S DECLARATION FOR BREASTFEEDING

DOCTORS DECLARATIORN
FOR BREASTFEEDING

Despite the advantzges of hreas) fecding, the praciice
has declined with sgrious conrquences far infant health,

Doctara have aftoxed the manfacturers of infam
fonds ta influence the way in which they work and think:
U duetors have tennclves usinicationaily contributed
to the deeline of breaxt leeding,

A pusup of concered pacitiatricians ad physicians
mceting al g confercave i Thailsnd iy Octeber 19n0 kave
drawn up a 20 point declaration to guide the conduct and
practice of any malical practitioner who wishes to
promote and pratect hreast lesding

We invile paedisnicians amd other coneerned doctors
1o cudurse this declaration. tnder all ordinacy

(11) Cnsure that mothers learn how 10 express (hair
breast milk, and when this may be useful. '

(12) Cnsure that LBIW babics are fed exclusively on
EUM by means other than bottles, until they are
able to suck dircctly from the breast: and ensure
that mothers have unrestricted access Vo their
bahies,

(13) Support the continuation ar re-establishment of
lactatinn during or afier illness in mather or nahy;
and try 1o make it postibie for mothers 1o stay in
hospital with their sick babiss, and babics tostay in
iospital with wicie sick mathers.

circumstances, a medical practitisner who endorses the (14 Nnt accept free smnpley of larmula, bottles or ieats
5 declur:tion shall: dicectly ar indircctly from industry.

‘ (1) Ensure that musthers in their care are inlarmed (151 Nus gave free sumiples of funmula, bottles or teats to
o4 ahaut the wngne qualitics of human nilk: and ' a mother,

’*‘1 about the ritks to their infant’s health ol usng any (10 Mo presceibe or recommend infant formula,

:%‘\ substitute. This informetinn should Le provided (17N Nut instruet maotisers an the technicalities of
] both befurc and alter a Laky 15 bora. . arufigial feeding.

k4 (2) Encourage and cnable mothers to hold and suckle {18) Not aceept or display any proinotional material of

thieir babies immediately altes histh, within at mast
two hours of delivery.

(3) Ensure that bebiea stay with their mothers in the
postparium ward day sed aight frem the time of
delivery.

-(4) FEncourage and enabls mothers 1o feed their babics
an demand with no restriction cn cither frequency
or durzdicn of faeds,

(5) Ensurethat mothers reezive »mctianal support and
skilleg assintanco tu estabiish lactation; espesially
help getting the baby to take znough of the breast
into hia or ber moutin This support and assistance
should be given wihin 2¢ hours of delivery.
Mothers should have neeszs to (urther assistance to
maintsin Lactztinn =~ Sensver they request it

(8) Ensure thal mo.uers réceive apprapriate
information about tie physiology of laciation,
apecially:

—that colostrum is benelicisly

—that only small quantities of milk 2r2 produced
2nd accded for tha first fow days 2fter delivery;

—that more sucking makes mors mulk;

(rce gifts from any infant [ood compuny.

{19) Not accepl persunal funding.from an infant focd
company for purposes such as travel, research or
cquipment.,

(20) Noi give assistarce to any infant food eompany

with the producticn of promotional material.

_SIGNED:

(1) Dr. PRASONG TUCHINGA  Bangkok, Thailand.
() Dr. FELICITY SAVAGE KING London. UK.
'(3) Dr. G.P. MATHUR Utiar Pradesh, india.
(4) Dr. JAYAM Tamilnaduy, India. )
:(3) Dr. PAUL FRANS MATULESSY Jakuna,
Indanesia.

H6) Dr. CHING—HWA CHII; -Taipei, Taiwan,
(1) De. JUAN A, PEREZ  Queson City. Philippines.
{8) Dr. SYED RIZWANUDGIN AUMAD

Karachi, Pakistan,

o — thai ezrly supplements depress milk production, . Int Indian Medical Association Nevs

ix:' (7) Not allow rewtornkBbiss io receive any prelacteal February 1987

I feeds of formuls, animal milk, glucosc water, water,

2 honey or of any fcod Tubstance other than luman

% milk Many sore doctors have signsd this’

Declaration since it was first
adoptad. Plesse photocopy and send
signed coples to
Dr. G.P. Hathur
Professor of Paediatrics
Departrent of Paedliatrics
B.R.D. Medical Cnllega
Gorakpur 273013

(8) Discourage the uwz of any complemeniary or
supplementary feeds for infants under the ase of
four months and, when possible, discourage them
for infants under the ags of six months.

(9) Not permit the use of feeding bottles or teats in any
hospital ward; nor the use of paciliers.

(10} Ensure that mothers delivered by caearcan section
reccive ths seme laciation management and al!

necessary sisistancs from the time they roguin India
k_ consciousners fzom the anaesthetic.
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PESHAWAR DECLARATION

PESHAWAR ODECLARATION

PAEDIATRICI/ANS OF PAKISTAN TO PROTECT
: BREASTFEEDING

Aware that bottle-fesding in Pokiatsen {8 increasing rapidly and may soon
ruch tho rural aresas;

Conscious that bottle-foeding 1s a major couse of infznt diarrhosa and
infant martalicy;

Recogniziny chat any kind of promotion o? infant milks and feadirg bot!:lu_..
sevaraly undarmines support for breastfesding:

Aware that sxclusive breastfeading for the firgrn gix months effars
unmatched pirotective and nutritional advantaoges to tha {nfant;

Tharefora, we tha undorsigned pagdiatricians, fully subscriba to the
*.following daclaration of ethics and urge obstetricions, gynaecologicts and
" general practitioners of Paliistan to do likewisoy

As concarned doctors, under a1l normal circumstancos, wo undertake tos:

(1) Engure that mothers in thoir care sre informed about tho m'lque
qualitias of human milk; ond avout tho rirks co thair {nfants'
health of using any substitute. This informat{on ahm'ld be
provided both bofore end after a baby 18 born.

(2) Encourage and anable mothars to hold end suwekle thair babies
immediately afcer birgh, within ot mcsr two hours of delivary.

(3) Ensure that bobies gstay with their mothars in the poctpurtun
ward day and night from the timo of delivery.

(4) Erncourage and enable mothers to fosd <heir bobies on damand
with no restriction en cithor frequency or duratian of Yoods.

(S) Ensure that mothera recaive emticnal sunpare and skilled
assistsnce to sstablizh lactation; cupacially holp getting the
baby to tzkn enough of tha broast into hin or her couth, This
svpport and oagsigtonce should ba given within 248 hours of
delivery. Mothars should havae access to furthsr assistarse 1o
minu*ln lactation whenaver thay request it.

«(8) Ensure that mothars receive appropriato information about the
physiology ©f lactation, acspocially:

1A}

- that colcstrum s benaficial;

- that enly small quantitien of milk ara produced and nesded
for the first few days after dalivery;

- that more sucking mekes moro milk:

=  that sarly supplanants depress milk production.




RIS T iy B S R W0 E:

RPN

(1) Not allow nowborn babies to receive any prelactsal foods of
formula, animal milk. glucose water, waksr, honey of of any
foocd substanca othar than human milk. .

(8) Discourage the uso of any complementary or supplementaiy foeds
for {nfants under tha ages of four months and, when possible,
discoursge thom for infants under tha ago of =ix months.

(9) Not permit the use of foeding botzles or teats fin any bospital
ward; nor ths use of pacifiers. .

(10) Ensura that mothars who doeliver by caesarean secticn receive
tho samo lactation mensgemant and all nocessary assistance from
tho time they reyain consciousnass from the anesthetic,

(11) Ensura ‘that mothers learn how to express thair breast inilk, and
when this may be usaeful. )

(12) Ensure that low-pirth-waight babies ere fod exciusively on
exprassed broastmilk (EBM) by msans other than bot*les, until
they <re able to suck directly frem tha breast; and ensure that [
motharg have unroatricted access to thair babies.

(13) Support ths continuation or ro-ecctablishment  of  lactation
during or after 1llness 1n rother of bzby; and try to make -1t
possible for nothors to stay 1n hoapital with their sick
.babies, and babics to stay in hospital with thair sick rothars.

(14) Not accept froo samples of fermule, bottles or teats directly
or indirectly from industry. )

(15) Ner give fres samples of formuls, bottles or teats to a mothar.
(16) Not prescriba or recommend infant formula.

(17) Not dnstruct mothars in tha technicalitieas of artificial
faeding, @xcapt under compslling circumatances.

(18) ot accapt or display any promoticnal taterial of free gifts
from any infent food company..

(19) Not accept parsonal  funding, from an infant food company for
purposes such as -aval, ressarch or equipmsnt.

(20) Nof give assistance to ony finfant food comgany with  the
prq__;‘uch of pronpt*ior.oI macerial, :

The Psshaws~ Declarstion 13 o8 recomondation adopted by the 9th §1m1ol
Internacional Pssdiatric Confarenco on March 23, 1988.
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