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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 th, sources of this data,
however, we can see that the surveys are not reporting rates of exclusive breastfeeding but whether
infants are breastfed at all. The data generally say nothing about frequency and duration of breastfeed­
ing, use of colostrum, any milk substitutes used, and when supplementaiy foods are being 
intrcduced. 

These factors all have a critical impact on the nutritional status of infants and have been shown to
contribute significantly to 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. !nappropriate feeding practices Aso jeopardize the
mother's milk supply and expose her prematurcly to the risk of pregnancy. One of the most cost effective 
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 md 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 major infant feeding issues that need to be addressed 
in the design of programs in selected ANE countries. The authors pulled together all of the available
reseatch 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 t3 all of you who submitted 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 S.Nurick 
Nutrition Officer 
ANE Bureau 
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OVERVIEW OF INFANT FEEDING
 
PRACTICES AND PATTERNS
 



Breastfeeding is a term which isoften bandied about as if it were a homogeneous process or product. The idea that there is 
a universally traditional form of breastfeeding isnaive. From region to region, tiroughout 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 ofbreastfeeding on a practical level, have published
numbers which are not cnly meaningless, but misinformative. This has led to the erroneous conclusion inmany countries 
that the p.actice of breastfeeding is universal. The general 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 estabishment and actual pattern of lactation. Overly optimistic statistics have led both the 
international health community and various governments to believe that few problems exist with feeding patterns while in 
reality, the continuing high mortality rates for infants inmost countries attest to the fact that the problem isa very serious 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 use of indicators such as ever breastfed, not a true 
measure of prevalence. 

When breastfeeding is separated into clearly defined categories, such as exclusive (no supplements of any kind) %rsus partial
(combined breast and bottle or other foods), a vastly different pattern 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 1properties of breastmiik 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 )VERE
E 1EASTFEEDING EXCLUSIVELY. Most mothers discarded their colosirum and were feeding their infants a wide Variety
ofpolluted concoctions. The final results concluded that exclusive bmeastfeeding 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 mixed (breast and botde-"triple nipple syndrome"), the early
introducion 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 

" Is an effe€.,Vve method of child spacing 
" Lowers the inridence of neonatal mortality as much as 25 times 
" Protects the intant against infections and parasites 
" Promotes mother/infant bonding 
* Provides ideal nutrition for babies and promotes growth and development 
" Is a natural resource, both economic and agronomic 
" Protects infants against allergies 
" Provides important vitamins such as A,E and K, and nutrients such as zinc and iron 
* May prevent postpartum hemorrhage
 
" Lowers the incidence of dental caries
 
" Protects against hypothermia
 

. The exception is Papua New Guinea, where boules, teau and tcrmula have been banned, except by prescription, since 1977. 

"Transferring the concepu of formula feeding to the breast. ror example, scheduling breastfeeding rather than feeding on-demand, belicving it is 
necessary to "steriiizethe breasts,* beliefs that brestumilk can "spoil" or become "bad," the same asartificial milk. 

3 



IDEAL DEFINITION OF EXCLUSIVE BREASTFEEDING 

" BREASTMILK ONLY (no water, jIce, semi solids of solids)
 

" Early Initiation (within 1 hour after delivery)
 

" COLOSTRUM
 

" DEMAND FEEDING
 

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

Inorder for breastfeedlng to be of maximum benefit for both the Infant and the mother, itmust be exclusive for 
at least 4,preferably 6 months. Early nupplementation Inany form leads to Increased mo.tality/movbldlty Inthe 
Infant, Inadequate milk supply and decreased amenorrhea (critical for child spacing). 
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____________________DATA 

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 ani-diarrheal) and child spacing effects 
of breastfeeding, which give the infant the bzst 
chance for child suriAval, are dependent on the 
duration of exclusive breastfeeding. The behav-
ioral componentofbreastfeeding, which isofpara-
mount importance, has largely been ignored by the 
research community. 

SOURCES OF 
ON INFANT 

FEEDING PRACTICES 

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

PERCENT OF PAKISTANI MOTHERS BREASTFEEDING
 
ACCORDING YO VARIOUS AUTHORITIES
 

at 3 months 

UNICEF (1980-1986) 78 

ISTI-1987 (1980-1986) 9b 

WESTINGHOUSE (1975-83) 98 

See appendix B for examples ef d&t wurxs. 

This review of infant feeding practices in 16 coun-
tries in the Asia/Near East Region* illustrates the 
paucity of recent studies, in particular longitudinal 
studies, and a lack of on site regional 
assessments. In general, analyses of breastfeeding 
trends have been based on national representative 
studies such as the World Fertility Survey, the 
Contraceptive Prevalence Survey and most re­
cently, the Westinghouse Demographic House-
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 Guinea, Fiji, the 
Solomon IslandsTonga, Samoa, Micronesia, Egypt, Yemen, 

at 6 months at 12 months 

73 67 

96 90 

96 90 

The primary figures quoted are from UNICEF's 
State of the World's Children 1987. These are 
derived from WHO and country estimates. USAID 
daca 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 ofthe 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 

Tunisia, Jordan and Morocco. datfrom WOmis der o'Breastfeeding Compendeum. 



The primary data sources, taken from representa-
tive, cross-soctional national Rtudies, 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 pic-
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 and mixed 
breastfeeding, a critical distinction. The Dex,;o-
grap iic Household Survey, as do all cross-sec-
tional surveys, suffers from recall bias and does 
not clarify amounts of Gther 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 
abouteasthedngh it usurlyadisogeus prte oabout 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 ofmodified 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. Anumber 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 
not only meaningless but misleading. Few studies 
have defined the indicators used to measure 
breastfeeding in relation to actual patterns of feed-
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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 "total d;.fa­
tion" of breastfeeding, not the "true duration." 
Total duration includes all patterns of breastfeed­
ing (a mother could be nursing only once 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 b, eastfeeding. These estimates have 
lulled the international community, governments, 
policy makers and health workeis into a dangerous 
state of complacency regarding the current situ- i 
ation with infant feeding practices in developingi 
countries. (Gopujkar) Figure 1 

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

DEFINITIONS 

In analyzing research on infant feeding patterns, 
the general lack of consistent definitions, makes it 
difficult, 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 
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are affected by the definitions used. Although there 
is a vast difference in terms of the child's survival 
(morbidity and mcrtality) 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-
Lneat, semi solids and solids. 

An excellent example of the importance of precise 
definitions for breastfeeding nt.:terns 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 

EigaU.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 r"ethodo­

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. 

D!ARRHEA INCIDENCE BY METHOD OF FEEDING 
PERCENTAGE 

90 

60 

70 

60 

50 
No diarrhea 

40 Acute (1-14days) 
30 U Prolonged (>14 days) 

20. 

10 

0 
BOTTLE OILY BREAST MILK' BREAST MILK BREAST ML(ONLY
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M.or problems identified in the re- defeeding, with early supplementation, "the triple 
gioris: nipple syndrome." (Figure 3) 

Exclusive breastfeeding appears to be less fre­
1. THE TRIPLE NIPPLE SYNDROME quent than mixed breast and bottlef -eding in most 

of the countries reviewed.(Table 2) The outstand-
Drs. Michael Latham and Penny van Esterik, well- ing exception is Papua New Guinea, where infant 
known authorities on infant nutrition in develop- formula, bottles and nipples have been banned, 
ing countries, have labled the marked shift from except by prescription, since 1977.
exclusive breastfeeding to midxed l-reast and bt- During the first month, a high percentage of women 

"INSUFFICIENT MILK" CYCLE 

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

z 
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-. -4| SYNDROME 

0 
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COMPARISON OF EXCLUSIVE AND OVERALL BREASTFEEDING RATES AT 3. 6, 9,. AND 12 MONTH; 

Percent of mothers breastfeeding at: 

- 3 - 0 months- - 12 monthsmonths 6 months 

Exclusive Oi.er Eyclusive Othor Exclusive Other Exclusive Othar 

Country / Reference: 
BANGLADESH 

National* 98 97 89 
Urban 17 45 
UNICEF 1985 

BURMA 
National 90 90 90 
Maing et al, 1979 69a 100a 6b 99b 

INDIA 
Urban (clinic sample) 27c 
Rural ,household svy.) 38c 
Bai & Roddy 

Bombay 73 96 3784 23 83 981
 
Madras 70 93 3486 8 77 470
 
Calcutta 47 95 21 95 17 90 793
 
Gopui!.ar 1986d
 

Urban 15
 
Rural 45
 
Dattal et al 1984
 

INDONESIA 
National 98 97 83 

Kardlati 1978 12e 

5-city survey 50f >50g 
Utomo 1984 

NEPAL
 
National 99 99 97 

Clinic survay (N=313) 36h 
Angovo &Gunning 1986 

PAKISTAN 
National 78 73 67 

Lahore 8 881 1 801 
Hanson et a11986 -

PHILIPPINES 
National 66 58 28 

Metro Manila 22 8 

Notes:
 
ell 'N4a na data are UNICEF figures (1987 a c W5gort
infants 2-6 months 

3months was the median duredon for fIfuly breas!ed, i.e.. no supplemental lood"State of the Wodds Children) 1 
form 15-25 ionrt inthe ociiesa caw-g.yi Infantsunder 6months of age g mdl an 1tfslng durat '"awv4 


b calagory was infants 6-24 mont.i h cam"goy was infants at Wi 5montha
 
c cat orY was Infants 6-9 months I approximate figures
 
d all Gopuikar figures approximated from graph
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WHO TYPOLCGY OF INFANT FEEDING PATTERNS 

hoses of brast'oeding prevalar,c and duration
 
Phase 1 "T'raditvonal phasv'" with high provalunca and duration
 
Phase 2 -Trarsformation phase" preva;,ance of bruasffeeding falling


and duratioti becoming shorter

Phase 3 Resurgence phase" with rising prevalence and duration
 

of breaslfeeding
 

Typology or vtageis of breantfeeding prevalonc_. and duration for national picture 
Stage 1 All groups in tha traditional phase - - India, Zaire 
Stage 2 The I grotp In pbase 2. the rest in phase 1 - Nigeria
 
Stagkv 3-5 Prevalence and duration of braastfeeding falling - - Phi'ippines, Br.zil
 
Stage 6 The load group in phase 3, toe rest ioi phase 2 - - Singapore, Spain
 
Stagtv 7 The lead group in phase 3, the other groups following close
 

behind - - USA, UK
 
Stage 8 all groups ini phase 3 - - Sweden
 

up to 4 rnonths; in Burma 38%, in fndonesia by the 
first month 40% have introduced solids; in Nepal 
35% were' breastfed exclusively for 3 rnonths; in 
the Philippines 34% of the urban elite never 
breastted. 

" ,' figures for long durations of breastfeeding 
quoted for many of the countries (paiticularly 
Egypt) are not well defined to .h.kcausally to child 
survival and family spacing. The extent to which 
the breast is used primarily as a pacifier in couniies 
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 higher incidences ofdiarrhea 
and subsequent ma!nutrition. (Latham) This prob­
lem, with i:s high mortality rate, appears to be 
especially prevalernt in Indonesia, India, Bangla-
desh, Egypt, Pakistan, Thailand and Jordan. 

On investigation, the WHO typology of breastfeed-
ing (Table 3), with a sequential progression through 
8 stages does not appear to exist. In all probabilty, 
the dea that such a progression exists was accepted 
because little attempt has been made to identify the 
percentage of mothers breastfeeding exclusively. 
ThemostcriticAlproblnmwithinfantfeedingtrends 
is not whether or not breastfeeding is being totally 

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

2. 	 DISCARDING COLOSTRUM AND
 
THE USE OF PREL4CTEAL FEED$
 

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

1. 	 It interferes with the establishment of lactation 
and contributes to lactation failure (it isaprimary 
cause of the common "insufficient milk" 
syndrome) 

2. 	 it deprives the newborn 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 

itmistavulnrae tdu 
its most vulnerable stage. 

4. 	 There is a dangerA newborns suffocating from 
aspiration of fluids given by bottle during 
prelacteal feeding. 
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The belief that colostrum is dirty, poisonous and 
harmful to the infant appears to be prevalent and 
has important impiications for health education 
prograns and strategies in the neonatal period. 

BOTTLING THE BREAST 

The practice of botflefeeding has become so wide-

spreadl, the concepts and practices related to bot-

defeeding appear to have been carried over to the 
process of' br\astfeeding, as though they were 
analogous. Mothers are taught by nealth profes-

sionals to vigorously clean their nipples, empty 

their breasts and feed according to a schedule! 
on
This is particululy tn,. in Sri Lanka, where 

study showed that 40% of women were followi-,-ig 

these practices. (Soysa) Insome countries, womn 

.re discarding their breastmilk if the, h:'ve,been in 

the sun or have not breastf' d for a period of time in 

the belief that their milk can spoil. In Burma, 

mothers discard thei: milk if the color does not 
seem right. 


All of these practices associated with "bottling the 

breast," though seern.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 determir'es whether or 

not a mother breastfeeds and for how long, varies 
t affcte 

from study to study and is affected by how 
breastfeeding is defined. In general, national stud-
ies have indicated lower rates of br-astfeding are 
associated with higher education, upper socioeco-
nomic status, urban residence, employmeit out.. 
side the home, certain ethnic groips 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 riay not in them-
selves be causally related to breastfeeaing prac-

fromstuystuy ad i byhow 

tices. 
U;'ban/rural differences deserve specid attention. 
Although most research findings show higher rates 
anj longer durations for breast- ding in the rural 
areas, health professionals and policy makers have 
been slow to realize that because the vast majority 
of mothers live in the rural areas, in absolute terms 

even a SLIGHT decline in bre-stfeeding in rural 

areas affects LARGE numbers of infants. 

Although employment appears to be correlated with 
lower rates of breastfeeding, most studies have not 

looked at the effect of different types of employ­

ment. A study florn Pakistan found that women 

working in agriculture had higher rates of br asffeed­

ing than womnen in civil service or commercu. (Nagra 

and Gilani) In Sri Lanka, working worrmen who had 

no access to daycare or who needed to be eparated 

from their infants for long periods of timne due to 

work schedules, were less likely to breastfeed and 
the intrcduction of bottles i.i the second. month 

coincided with the end of maternity iea,es. 

Stud~es from Tunisia and Yemen found that the du­

ration of breasffeeding is longer when an older 

daughter is present in the house. In Bangladesh, 

maie infants were found to be breastfed for a longcr 

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 reasons for not breastfeeding given by mothers
to researchers varied and were somewhat depend­

he que s a s ed.aTepmostto hosar 
ent cn how the question was asked. The most 
frequently cited reasons wer "insufficient milk" (a 
syndrome usually caused by the practice of too 
infrequent nursing and early supplementation), 
ermployment, illness of the mother, "infant was old 
enough to wean," oral contraceptives and repreg­
nancy. Studies in Bangladesh ard 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-
veyed. 

WEANING AND 

SUPPLEMENTAL FOODS 


Weaning is best defined as the transformation of 

the diet from breastmilk to normal family foods. 
Ideally, it begins at 4 to 6 months, is a gradual 
process and whil,. continuing to breastfeed, the 
infant is given other foods, Weaning in some coun-
trie, such as Egypt and Yemen, is unfortunately, 
often abrupt. The choice of frods and the age of 
weaning is usually culturally determined, 
(Figure 4) 

Typical supplementary foods early in the weaning 
process are infant fomula or animal milk, paps or 
gruels which use local staple grains. Rice is a 
common wearing food in Asia. In Nepal, a pab-

lum-like rice paste or ghee and sugar water is 
given. Mashed banana is a common weaning food 
in Indonesia and Bangladesh. In India and most 
parts ofAsia, condensed milk is used as a weaning 
food. In parts of Indonesia, it is believed that tie 
right breast is food and the left is medicine. Certain 
ethnic groups in Thailand believe the right breast is 
rice and the left is water. 

In Sri Lanka, a rice weaning ceremony takes place 
at 11 months, in Nepal it takes place at 6 months. 
WHO statistics for Thailand indicate that 58% of 
infants receive non-milk substitutes by 2-3 months. 
A Pakistan study fhund that 18% of infants were 
given buffalo or goat's milk, weak tea, chapati 
soaked in ghce, sugi (semolina), dhal, wheat por­

ridge or khir by 1 ,month of age. Over 1/3 of
Filipino infants receive supplements by age 2 to 3 
months (WHO). Figures for India show laier 
supplementation, with less than 1/4 of infants re­
ceiving supplements by 2 to 3 months. 

INFANT FEEDING PRACTICES IN SEI ECTEDASIAN COUNTRIES
 
Duration of Exclusive Breastfeedlng and Introduction of Supplements Up Until 12 Monaths of Age
 

Age InMonths 1 2 3 4 5 6 7 8 9 10 11 12 
"ountrlei, 

BangladeshM 
(17%) O 

Suppk=lm with cmx mili; pcd p11±gost ridcdiblumrice 
bitscui, 

India 
(S5-60%)* 

Suppklmit with ftnrwi cavawW mlk; sugr wuat sagto; arrow rootuioe;btrley 

Indonesia 
(39%) * 

Suppkmoum with BMS. uted biw &rice, rice pondgc; bisaum; .tcamudrim ca,',(2-3 mo.) oglu. (4mo.) 

PakktanE, _________________ 

Suppcmrte 'L;hbuffL'o, got & ov milk; clau i oti enwaux o" 


Philpplnes 
(20%) * 

Supplimcrt wifh boce with rice rtnt,tik ilri; rioe cang ,gvs; soups lugoa; hc gnawl 
tbmam btwcuitr btza 

Sri Lanka
 

Supplemt wit plain wtcu, ciaw . rie water 

Thailand 
(69 %)4 l cm with ma hedbana a banugmLdrice 

DaraLdo. oCExdzcuslv.BIaasdeedlnl. 7-R-,, dal..l wih sapplrnsal 

,, p , Note : Data culled from Ilecter refermen scontained inthe 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:U not wear, their in-
fants during the summer because they fear they will 
contact diarrhea. 

Illness in the infant is also a factor in weaning and 
supplementation p'actices. Breastfee ding mothers 
will often alter their diets, give the infant formula, 
stop breastfeedingorresorttoavarietyofrneasures 
when their infants aie ill. Many of these measures 
are harmful and exacerbate the infant's condition. 

A supplement should be defined as any food or 
liquid provided to the infant in additien to beast-
milk, INCLUDING WATER. The average age of 
the termination of exclusive 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 benefit., 
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, 
except for one study from Indonesia, little informa­
tion about this problem exists. The Indonesian 
study ind !catedtha nost mothers attempted to boil 
water beforc giving it tc 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-
fi,-t's diet with formula in bottles is particularly 
widespread. The high level of bottle containina-
don and tl lack of sufficient income to buy ade-
quate amounts of formula, makes the formula, 
powdered milk and other breastmilk substitutes 
instruments of diarrheal disease and death, 

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

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

The economic costs of feeding infants formula to 
individual families given the low GNP of develop­
ing countries are enormous. Estimates of the cost 
of btying formula in various countries indicate that 
it can account feor 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 1year was 89.7 million 
US dollars, or the equivalent of 15-40% of the 
GNP. A large urban hospital in the Philippines, 
which instituted a policy of rooming-in, along with 
a breastfeeding promotion campaign, decreased 
the consumption of artificial milk by 80%, resuit­
ing in the saving of approximately $107,296.72 per 
year. (Philippine country presentation, Asia Re-t 
gional Lactation Conference, Denpasar 1988.) 

LOW BIRTH
 
WEIGHT INFANTS
 

The percentage of low birth weight infants born to 

Asian mother.; is high. Countries with signifi­
cantly high raes (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 tha7 
in mothers who deliver fullte-rm infants, a grow, 
compensatory mechanism, needed by lower birt.. 
weight babies. Ironically, low birth weight infants 
are usually the first to receive supplements of 
artificial milk, in the erroneous 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. Infant morbidity and mortality rates 
are l0 to 25 times higher for bottlefed infants. 
Feachem and Koblinsky stated that infants 0 to 5 
months, who are not exclusively breastfed, are 25 
times more likely .o die from diarrhea. A review 

TABLE 4 

for ,oody diarrhea in non-breastfeeding or re­
cently weaned 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 manUtrition were significantly higher in non­
breastfed and weaed infants. 

atMhara ako perchase osiln North­
e hal dypercentageofschildrnadeserte 

rnthe 	 aospical by thermhers was dramatcaly 
f a polcy ofrooming-in andirea 

ng promotonwas 
Table 4 

ASIAINEAR EAST SELECTED STATISTICS, 1980-86 

PERCENT 	BREASTFEEDING PERCENT PERCENT CHILDREN UNDER 5 
1980-86 INFANT L.CW BIRTH RATE SUFFERING FROM MALNUTRITION TOTAL 

3 month 6 month 1 12 month MORTALITY 

ASIA 

Bangladesh 98 97 
Burma 90 90 
Fiji 
India 
Indonesia 98 97 
Nepal 99 99 
Pastan 78 73 
Papua
Philippines 60 58 
Thailand 48 47 
Si Lanka 83 74 

NEAR EAST 

Egypt
Jordan 70 

91 
52 

Morocco 95 61 
Tuinisi 95 92 
Yeman 80 78 

19O MA W UNICEF. Sti, of holWcriab Cj,/nd , 

of the research frcm the 

839 123 
90 66 

28 
103 

83 78 
97 132 
67 113 
67 25 
28 47 
20 43 
48 35 

84 91 
25 48 

88 
71 77 
55 126 

1i47 

Asia/Near East Region 
consistently reaffirmed the protective effect of 
breastfeeding in environments 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 to 88% who 
were bottlefed. Studies from Bangladesh show a 
significantly higher incidence of and mortality rate 

1982-1985 mlld/mokdrute severe FERTILITY 

50 6.3 21 548 
20 50 309 

33 
30 33 5 39 
14 27 3 3.7 

30 5 56 
27 60 10 3.5 
38 5.4 
18 18 4 4,1 
12 27 3 
25 3.1 

9 40 5 46 
7 7.3 
9 40 5 4.6 
7 60 4 4.4 
9 54 4 6.8 

i 
LACTATION DIET 

Infants of even malnourished mothers can grow 
adequately on breastmilk alone for 6 months or 

longer. There are many culturally specific dietary 
beliefs concerning pregnancy and lactation and 
almost every culture has special drinks, 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 from 
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 
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to analyze the effcctiveness or nutritional effects of 
common galactogogues. 

LACTATION 


CONTRACEPTION 


The concept of the importance of lactation contra-

ception has been difficult for health professionals 

to accept because their training has traditional-

been more technological than biological in nature, 


Recent studies have documented that not only is 
breastfeeding a critical variable in child spacing, 
but it is more effective as a child spacing method 
than any other form of "modem" contraception. In 
order for breastfeeding to be an effective form of 
contraception, it MUST be exclusive. The fre­
quency of feeding and the amount of sucking the 
infant does at the breast (6 or more times in 24 
hours, including night feeds) are the critical factors 
in preventing ovulation and therefore the return of 
fertility. Supplementation in any form reduces the 
contraceptive effect of breastfeeding. (Figure 5) 

Figure 5 

USE OF CONTRACEPTIVES TO PREVENT INCREASED FERTILITY
 
LEVELS DUE TO DECREASED DURATION OF LACTATIONAL
 

AMENORRHEA 

60­

50­

40 

30 

20 

10-

AND OVULATION AT 3 MONTHS
 

ijangladosh Pakistan Indonesia Kenya 
(1971) (1975) (1976 (1977-78) 

Country (Year of World Fertility Study) 

Is IN 
mean duration 
of BF (months) 

mean duration of 
Iactational 

current use of 
contraceptives 

projected use of 
contraceptives to 

amenorrhea mairtain current 
(months) birth rates 

Source: Laothaeghe R. Lactation and relactatlon relating variables: contraceptlon and rl"'lty:an overview of data, 
problems and world trmds. In1^.r-:..onal Journal of Gynecology and Obatetdcs. Supplement. Vol 25m 1987 
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MATERNITY BENEFITS sia and India. parts of the code have been made into 

emloyrs gncrllyproidethepast instituted national campaigns. In Asia, gradu­on whether or not employers generally provide theonnowethr o ates of the Wellstart Program have been respon-

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

Women who arr. formally employed in the Asia/ 
Near East and South Pacific Regions receive ma­
ternity leaves varying from 12 weeks (Burma, 
India, Indonesia, Fiji, Papua New Guinea and Egypt) 
to45 days (Philippines, Nepal, Jordan and Yemen). 
India, Tunisia, the Philippines, Nepal, Fiji, Papua 
New Guinea and Tunisia give full pay. In Egypt the 
leave is unpaid. Indonesia, Egypt, Jordan and 
Yemen appear to have the fewest maternity bene-
fits. 


In Burma, India, Pakistan, the Philippines and 
Tunisia, firmsemployingmorethan40to50women 

Lactation breaks with time off counting as paidwork are required in India, Morocco, Papua New 

Guinea, the Philippines and Sri Lanka. Information 

law. In the Philippines, Nepal, Sri Lanka, Thailand 
and Papua New Gui"r-a, the code is !aw. Papua 
New Guinea has the strictest provisions and no 
bottles, teats or formula are available without a 
prescription. Enforcement 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 comprehend the prevail­

ing lack of emphasis on breastfeeding promotion in 
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 'been 

limited. Egypt appears to be taking the lea'd inbreastfeeding promotion in this region. Tonga andPapua~rNew Guinea in the Soot.h Pacific have in the 
pa Ne nainal campai In Ai gau 

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 majorprovisions of the code 
restrict the promotion of breastmilk substitutes, 
regulate educational'materials and require labeling 
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 ci: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-

sible for taking a leadership role in breastfeeding 

promotion and educational activities in Indonesia, 

the Philippines and Thailand. Their accomplish­

ments inthese countries, appear impressive. 

The Wellstart Program, based in San Diego, Cali­
fornia and funded by USAID since 1983, is amodel 
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 pediatri­
cian and a perinatal nurse/midwife. 

Other breastfeeding promotion efforts in the region 
have included: the development of health educa­
tional materials (pamphlets for mothers), social 
mark,,ting, the incorporation of breastfeeding 
education into medical and nursing curricula, 
courses on breastfeeding in primary schools, 
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changing hospital policies detrimental tobreastfeed-
ing (especially rooming-in practiccs), lactation 
clinics in hospitals, providing speakers on the 
benefits of breastfeeding, the formation of mothers 
support groups, travelling seminars to piomote 
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 fromUSAID missions. The activities were 
classified as minor or substantial. Unfortunately, 
breastfeeding promotion and the terms minor and 
subsuntial were not defined. (Appendix C) 
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This overview hasraisedmany questionsandiden-
tified a number of gaps in the infant feeding pat-
terns of the countries reviewed.. To ensure child 
survival in areas of economic and enviro unental 
deprivation,efforts to establishand maintain ex-
clusive breastfeedingfor thefirst 4 to 6 months of 
the infant's life can be enhancedby addressingthe 
concerns and informaticngaps listed oelow. 

THERE IS A LACK OF PRECISE DEFINITIONS 
AND INFORMATION ON EXCLUSIVE 
BREASTFEEDING. Breastfeeding is used as a 
homogeneous term and the meaning has varied 
extensively from investigator to investigator. There 
is a cogent need for clear, precise definitions for 
exclusive and partiaJ breastfeeding, as well as for 
semi solids and solids. There are only a few 
studies using the simplest definition of breastfeed-
ing(breastmilkONLY, with nothing else by mouth, 
not not even wate,-) and most are urban hospital 
studies with serious methodologxcal flaws. Mean-
ingless terms such as "ever breastfed" are com-
mon, making it impossible to accurately assess the 
incidence and duration of exclusive breastfeeding 
from the national studies that 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 INFORMATION ON THE 
EXTENT AND EFFECTS OF PROLONGED 
EXCLUSIVE BREASTFEEDING AND PROLONGED 
BOTTLE-FEEDING (OVER 6 MONTHS). 

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

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

THERE IS LITTLE OR NO INFOGMATION ON 
FORMULA, NIPPLE, PACIFIER AND BOTTLE 
SALES. Their effect on breastfeeding patterns and 
practices and the information women receive in 
regard !o these products needs to be investigated. 

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

LIT'LE INFORMATION EXISTS ON THlE MIILK 
BANKS IN DEVELOPING COUNTRIES. How they 
are working, their cost, utilization patterns and 
problems, should be researched In Honduras 
they have been used to help working mothers 
continue breastfeeding, but we do not have such 
information for Asia. 

THE CLINICAL PROBLEMS 01 BREASTFEEDING 
MOTHERS IN DEVELOPING COUNTRIES ARE 

NOT WELL DOCUMENTED. There is no data on 
the frequency of problems such as: mastitis and 
breast abcesses. iMe dta from lactation clinics 
has not been re'eiwed. More mothers could be 
helped to breastfeed successfully if this data was 
more readily available in the regions. There is a 
wide body of practical information that has not yet 
been culled. 

LITTLE INFORMAT!ON EXISTS ON 
BREASTFEEDING PATTERNS IN WORKING 
MOTHERS. It should be noted that the cunent 
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 1day. This gives a distorted 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 
promotional programs are being developed since 
exclusive breastfeeding prevents and reduces 
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diarrhea, mortality and malnutrition, 

MORE INFORMATION IS NEEDED ON HOW TO 
REMARKET BREASTFEEDING. In addition to 
mothers being told "breast milk is best," they need 

to be TAUGHT "breastfeed to save your chilA 

Figure 

from diarrheal death." 

THERE IS A LACK OF WEANING FCOD DATA 
ON FOOD BELIEFS (colmtrum isharmful), SEASON 
AND FREQUENCY, RELIGION AND CULTURE. 

Although there are some small studies, the results 
are not generalizable and often not current. 

CAUSES OF "INSU=FICIENT MILK"
 

DELAYED 
INITIAT;ON OF 

BREASTFEEDING 

117!ANT 

SUPPLEMENTATION 
OF BREAST MILK 

FORMULA, WATER. SEMI-SOLIDS.. 

INFREQUENT 
(DECREASED) 

FEEDING/SL'CKING 
OF BREAST 

NSFFICIE 
MILK* 
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RESEARCH
 

!. Clear and precise definitions for 
breastfeeding terms should be used for all 
studies. The term"ever breastfed" has noThere is worldwide concern that breasrfeeding is validity when investigating infant feedingdeclining, eve'i in rural arcas. Breasimilk is a patterns and should be replaced by somemaj'rnaturalresource. The economicat~d health measure, such as the establishment ofcosts of Mie trend towards bottlefeeding are lactation (aregular supply of milk sufficientconsiderable. In the fight for child survival, to meet the nutritional needs of the infant.)breastmilk, with its anti-diarrheal and ideal The establishment of iactatiori takes

nutritionalcomponetnts, is an infant's "passportto approximatel, 20 days exclusive 
life." Forthe moiher, breasrfeedi.zg means betterhealth, family spacing and closer bonding with 	

breastfeeding. A consensus group shouldbe convened to establish appropriateher infant. Breastfeeding promotion is cost- indicators for measuring infant feedingeffective. If a fraction of the ainnuit o,.11 ding patterns in the Asia/Near East Region.
spent on ORT/diarrhealdLrcas" conztrol, was spent 
on the promotionofbrestfeeding, the p -rc rage 2. A rapid assessment instrument 	 forof diarrheal disease, infant mortality and measuring infant feeding patterns shouldmalnutrition would be drastically rIdCc'ed. be developed. This would make curreja
Exclusive breasrfeedingisperfec; iarition(growth data on special subgroups, such as refuge,s,monitoring), oral rehydrationi therapy, and the effect of promotionalinterverions,
immunization atdfozli' planniag (Fi gii 7). In more readily available. 
view of this, thejblovingtecoinmenvlafiotrL should 
be considered. 

Figure 7 

PASSPORT TO LIFE - BREAST FEED:NG 

Breast Feeding 

Source: WNWam.C.D. Bauffzag N.. J*l09 D Mothe, and Chid
 
Hlth. DeIveting !he Sw ,c Oxford Unrmiety Press
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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. Colostrum 
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 
fiuids, solid foods, or other supplements
given to infants, the amounts aad 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. 	 More observational 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. 	 Studies to investigate the properties of 
common galactogogues should be done to 
ascertain if they do in fact increase milk 
production. They may be acost-effective, 
therapeutic tool. 

8. 	 Furtherresearch on the use of breastfeeding 

immediately after delivery to reduce the
 
incidence of maternal postpartum 

hemorrhage should Le carried out. Small 
studies from the Philippine and Indonesia 
have indicated that the incidence of 
postpartum hmorrhage 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 

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

10. 	"he availability of bottles and nipples, the 
consumpdor of infant formula and baby
foods, themarketingpracticesof lie formula 
and baby food industries and their impact 
on infant feeding patterns in each country 
should be investigated. 

11. 	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. 

12. 	Breastfeeding promotion programs need to 
be evaluated. 

LEGISLATION 

1. 	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 besubstantial. 

2. 	 Focd donations may have hannful effects 
on infant feeding practices. Regulations 
concerning the policies for food handouts 
should be developed in each country and 
monitoredfor thcirpotential adverse effects 
on infant feeding practices. 

3. 	 Maternity benefits for working women are 
inadequate in most of the countries 
reviewed. Efforts should madebe toimprove 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, 

4. 	 Legislation shouldbe passedin eachcountry 
to ensure all hospitals and clinics offering 
maternity services, provide rooming-in for 
all mothers. 

PROGRAMS 

1. 	 Funding for breastfeeding promotion 
programsshouldbe tcreasedsubstantially. 
Program efforts to improve infant feeding 
patterns need to be greatly expanded in all 
countries. Tocoordinate programs, research 
and funding, each 7ountry should develop 
a committee cen.;isting of health 
professionals (nurses, midwives, physicians 
and nutritionists), community leaders, 
consumers and government officials. This 
committee should also actively participate 
in policy fornulatiou for breastfeeding. 

2. 	 Breastfeding education and promotion 

should be an integral component of all 
existing health programs, such as: ORT, 
family planning, EI, PL 480, WID, Food 
for Peace programs. Health officers, 
program managers and technical field staff 
should be given training in breasifeeding 
promotion strategies. 

3. 	 Cadresofhealth worczrsshouldbe trained 
to promote breasrf:d:Jingin both the rural 
and urbanareas,at the grasv roots level. 
TBAs, village hea,h workers and leaders 
from mother!s groups should be trained in 
lactation management, support and 
promotion, they should then bet responsible 
for training others. The successful 
(evaluated June 1987), USAID funded 
breastfeeding promotion program in Belize, 
Central America is a model for this type of 
training program. 

4. 	The privatesectorshould be askedto play a 
major role in the promotion of 
breasifeeding.For example, manufacturers 
of children's products could place pictures 
and educational messageson their labelling, 
showing that "breast is best." 

5. 	 Social marketing strategies to promote 
breasfeeding should be implemented on 
national levels on an on-going basis. 

6. 	 The curriculafor all health professionals, 
including nursing and medicine, should 
includein-depth andcurrenteducationon 
the benefits of breasffeeding and lactation 
management. Continuing education on 
breastfeeding should be given to all health 
care providers working in -naternal and 
child 'iealth, both in institutions and in the 
corir.iunity. The KAP of health workers 
shu d be assessed before and after courses 
are attended. 

7. 	 Efforts shouldbe mad:z' ro educatemothers 
andfathersthroughbreasifeedingsupport 

groups. This has been successfully done in 
Brazil, Ken,ya, Honduras and Belize. 
Women's groups should be mobilized to 
support breastfeeding mothers in the 
community, increase their confidence about 
their ability to successfully breastfeed and 
to 	 increase consumer awareness about 
harmful feeding practices. 

8. 	 Motherswho arehigh riYkfor bor;lefeeding 
(young mothets, working mothers) should 
receive specialattentionfrom health care 
providers. 
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PREVALENCE 
DURATION AND 

PATTERNS 

Data from the national studies suggests thatbreastfeeding in Bangladesh is almost "universal" 
(WFS, Ferry and Smith 1975, Popkin 1982). The 
rates in tile urban areas are somewhat lo'er, indi-
cating that even where breastfeeding is the pre-
sumed tradition, there is an urban/rural difference 
in the initiation ofbreastfeeding. Even in the rural 
areas where it is estimated that 98% of mothers are 
breastfeeding, the ,:omnori form of feeding is 
mixed (UNICEF 1987). In the urban areas only
17% of motb, rs were breastfetding 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 bottle. 

Local studies in Bangladesh, while not general-
izable, act as a crosscheck on national data and 
often provide more detailed informaticn, opening 
up the opportunity for interventions. The Institute 
of Nutrition and Food Science examined the pat-
tern and trends in breastfce!ing of primarily low-
income women with no education In the 3260 
mothers in urban, peri-urban and rural areas of
Dacca and Khulna, with i~nants 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 fi-rom 6% 
in 1977 to 15% in 1980, (Khan 1980). This shows 
further evidence of the erosion of traditional 
breastfeeding practices. 

Estimates of breastfeeding duration range from 6 
1 	to 32 months (Smith, Popkin, Huffman). Most 

estimates do not prov;de adequate data on exclu-

sive breastfeeding, which adds to the current con­
fiv;ion. In addition, the methodologies used for 
data collection in many studies are questionable.
For examp~e, tile duration in Huffman's study may 
be overestimated due to the fact that the sample 
consisted of re-inteivie.ved, married, non-men­
struating women (I.rnun 1984). Huffman found 
that half of the infants had died. by 1year, however 
of the surviving infants, 98%10 were still breastfeed­ing (Hutf ,an 1980). 

According to Forman's analysis of breasffeding
data, thedanger i ot with prolonged brasfeed­
ing, but rather the late introduction of inadequate 
amounts of complimentary foods, coupled with a 
reduced consumption of breastmill- Exclusive 
breastfeeding is l>b.eig replaced by mixed feeding
(Latham, et al 1986) and the fact that younger 
women are feeding for shorier periods of time 
lends suppolt to this con:clusion (Forman 1984). 

DF'.P.'.. ANTS OF 

ASTFLEDING 

Age, parity arid place of residence strongly inf a­
ence whether or not a women it, Bangladesh, ill 
breastfeed. W ornen 'vith more education and u: .rs 
of modern contracc-ptives tend to feed for sh( -: 
periods of time. Work outside the home and the 
desire for more childreri are also associated with a 
shorter duration of breastfeeding (Smith 1984, 
Huffman, Khan). 

The reasons for not breastfeeding vary and are 
dependent to some extent on the questions asked by
investigators. Ina 1980 study by Khan, the primary 
reason for not favoring breastfeeding i 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). 
Illness 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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REASONS FOR NOT BREASTFEEDING
 

28.60/o 3.60%/M 
35.70% 

30,30% 

VAG0% .60%/ 
14.39°/o 60.70% .80% 

Khuina [ RURAL 

Dacca 

3.03% 

6.90% 
22.73% 

11.40% 
3.64% 

05.50% 

10.40%3.03%4.54% 

2.50% 

Khuna 18.30% 
Dacca 

URBAN 

* No milk i. breast 
* Baby can't digest 
E Mother sick 

SBaby sick 
E- Re-pregnancy 
EM Baby reluctant 
[ Lack of time 

Source: Khan, Bangladesh Institute of Food and Nutritior,, Dec. 1980 



impression. The third most common reason given 
was "milk insufficiency" (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 orad contracept:,es. (Figure 8) 

There is more informatioa available on the reasons 
for stopping breastfeediag in the latter months than 
in the critical early wceks when lactation is being
established. Rea-sons foi,topping inc!Ude death of 
the infant, repregnai,cy, irsufficient milk and "the 
child is too old to breastfeed." Littl, data exists on 
the iropact f artificial iilk pioducts in t ,cmarkeL 
place and the adveriising practices of the foimula 
companies and infant food industry.Teats, bottlts 
and milk substitutes are readily available in the 
urban, periurban and rural :areas of Bangladesh. In 
avisit to Save the Children Hospital in Dacca, 9 out 
of 17 mothers with malnourished children were 
observed to be using medicine bottles with teats 
which .hey can-ied in their bags (Baumslag 1979). 
This suggests that bottlefeedng is more wide-
Spread than is currently believed and further in-
depth investigations -i:obreastfeedirig practices in 
Bangladesh arc needed. 

SUPPLEMNP N ATION AND 

WEANING PRA CT ES 


The early inmoduction of liquds and tcds to the 
newbor inaddition toreasmiilkis not welll cyu- limited boti-i in quality and quantity which was 

mented. It. ,es, since time immemorial, further aggravated by seasonal variations.many cimlos Inmhany Lee es, The 
colostruni has becr:' ega_ cdedsi ti,hareinflae-,"t hwmfl anid re- average energy-consumption was approximately 
placed by other liquids, id fhe mother's railk one third greater duinig the post harvest period 
turnied "the right eol' (Baurrislag 1987). Inthan the preharvest period. Illness in the infant also 
Bangladesh many newborns are traditionally ed 
"heating foods" such as honey, sugar water, and 
mustard oil, which tue believed to give strength and 
prevent colds during the newbol:n's first few days 
(Vermury, Ahmed, Huffman). The data from Dacca 
and Khulna (Figure 9) indicate that this practice iswidepred (Kan980) Dicardng olos-umwidespread (Khan 1980). Discarding colostum 
and giving the newborn supplements, which are 

often unhygienic and harmful (honey may contain 
botulism spores which are lethal to newborns' :s an 
even grcater problem where the incidence of low 
birth weight inf-,nts is high, as in Bangladesh
(50%).Milk corsimptin was not suff.c11-1lo 

promote the complete catch-up of growth in low 
birth weight infatits in a study by Brown in 1'182. 
Hart found thit by establishing breastfeeding and 
educating moth,:,rs the mortality for iow birth weight 
infants in the irIst year of life was reduced. 

Little data exists o"n infant feeding prac:iccs du.-ing 
the first fe-w.months after birth in Bangladesh and 
few of the available studies make it clear .,,what 
a;uvsuolen,,sere iniloduc~dorhow fkcqcntiiv'. 
In a 1'2d stud, by Zeitlin, by 6 months 83% of 
hrcasifedi.g vt!. hadgiventheirinantscow's, 
goat's or podcir:: milk, 63% d i;ve diluted 
rice pste and 25% had added biscuits to their 
infant's diet. By their first birthday most infants 
have received supplements of non-brcastmilk 
(98%), biscuits (95%), powdered rice (96%, and 
banana (89%) :'Ind by their second birthday most 
iFawsarc ci adult diet (Khan, Huffman, 
V,, -mT, A small lCngitudinal study ofBrown). 
70 rural infant,.(0 rown 1982) round that over half 
were receiving cereals in some form and that by 30 
months iw infants were receiving meat, eggs, 
green vegetables or fish. Males received more 
dairy prxucts; amd breas'milk than females, a find­
ing not confirmed by other studies. 

In general, the diet of most weanlings was severely 

affected. dietary intake, possibl;, related to fecal 

1982). 

In an A.I.D. funded Observational study conducted 
in rural Bangladesh, infants were not exclusively 

breastfed for long (Zeitlin 1986). Contrary to ex­

pectations, mothers fed their infants frequently, but 
the amount and quality of the food was inadequate. 
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DAY OF BREASTFEEDING INITIATION
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Food which was not freshly prepard was usually 
contaminated. This was a major problem when 
supplcinenta-y foods were introduced in large 
amounts to infants aged 19 to 21 months and was 
also observed by Brown, et al. In addition to con-
tarination of food, problems with childcare and 
productivedomesticand/orincongeneratingwork 
increased infints risk formalnutrition (Zei din 1986). 

Bangladesh has not developed or subsidized cen-
trally processed weaning foods at market value, 
however the Bangladesh Rural Advancement 
Committee (BRAC) and rufsUruiversity,Boston, 

are working towards developing soft and wet 
weaning foods for infants. A mix of foods avail-
able in the home such as rice, wheat, pulses, vege-
tables and oil oroil and sugar mixes, porridge (suji) 
and chapati has been shown to markedly 
improve infants nutrition (Ahmed, et al 198 1). 

It is generally agreed that supplements should not 

oe introduced before the infant is 4-6 months of 
age. Even in marginally malnourished women, 
breastnilk is sufficient to sustain growth and main-
tain optrnai health in most infants. Bangladesni 
mothers are among the most malnourished in the 
world. The maternal depletion syndrorre is so well 
known that there is a special vernacular name for it, 
sutika (Baumslag 1985). L Bangladesh the aver-
age growth in infants of margi,aly malnourished 
mothers during the first 4 months of life appro i-
mated the fifth perceritile of the US National Cen-
ter for Public Health Statistics. It should be no'.ed 
however, that the National Center for Public Health 
Stati tics reference population is derived from mid­
dleclass, white American, non-breastfeeding in­
fants and is not an appropriate reference population 
for breastfeeding infants in developing countries. 

(Clemens 1986). Infants were more likely to be 
weaned within a month of an attack of bloody 
diarrhea and the case fatality rate was higher in 
weaned infants (Briend, et al 19.97). The results of 
this study are consistent with previous siudics 
showing a higher frequency and greater severity of 
bloody diarrhea inrion-breastfed infants as well as 
the protective role of breastfeeding against rota­
virus, Campylobacter jejuni and enterotoxigenic 
Escherichia coli (Stoll, et al 1982 and Glass, et al 
1986). Studies indicate th, t IgA anitbodies found 
in breastmilk protect infants against cholera (Glass,etal 1983). A study conducted in 1985 and 19 86in 

rural Bangladesh to identify simple characteristics 
in chiidren with a high risk of death found that one 
thi-d of deaths between 18 to 36 months were at­
tributable to the absence of breastfeeding (Briend, 
et al 1987). 

LACTATION DIET 

For Muslim women there is a "pollution period" of 
6 to 45 days after delivery and they may not eat any
animal food for up to 6 months. During the "pol­
lution period" 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 
breastmilk is responsible for the illness. When 
counseling women, it is important for health work­
ers to be aware and sensitive to mothers' cultural 
attitudes, beliefs and knowledge with regard to 
breastfeeding practices. 

LACTATION
 
CONTRACEPTION
 

Data from the Matlab Thana (Natural FertilityMORTALITY Study) of 2444 rural women revealed that with
AND MORBIDITY weaning the probability of conceiving increases, 

presumably as the result of decreased levels ofShigella diarrhea was found to be more common in serum prolactin which inhibits ovulation. Womeninfants who were not breastfeeding and the epi- who have completely weaned their infants withinsodes in breastfeeding infants were milder 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 to 8 hours a day (Fornan 1984). The 
concept of lactation contraception has often been 
difficult for modem health workers to accept be-
cause their training is primarily technological in 
orientation, rather than biological, and the imp/or­
tant role of prolonged lactation in child spacing in 
developing countries has only reccnity been recog-
nized kL-'1C. 1984). There is evidence that maternal 
ralnu miton may extend post partum a ienorrh a. 

The contraceptive effect of lactation is greatly 
reduced if breastfeeding is partial or supplemented 
early with oth-r milk or fo(ds. The use of pacifiers 
or ay other practice which reduces sucking sti nu.. 

lation and therefore thc..secretion ofprolactin, aio 
. reses the chances .f conception.the cmilk 

h 
AVAILAILITY 
OF FORMULA 

Artificial milk product,_, teats .nd feeding bottles 
are widely available in Bangladesh, evei in di­

;.ar-rheal centers. There is anecdotal evidence thatd health workers in both urban and rural areas, are 
given samples of formula which their wiVeS Lse. In 
a study by Taluker, 19 brands of forniola were 
available in the market areas. These products cost 
TK 50 per 100 ounces, corpai-ed to TK 18 for the 
cItquivalent amount of cow's milk. '1:. monthly 
expenditure for an infant a ced 3 monhs, consur­
ing 20 ounces of milk per day is o,"ci' TK 250, an 
amount greater tha-n the ! -,i morathiv income of 
imost Bangladeshi familic:. 

BREASTFEEDING PROMOTION 
ACTI VITIES 

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 breastfeedin i.(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 health and nutrition 
education with an on-site feeding program 
(UNICEF Country Programs Report 1986). 

MARKETING CODF/GOVERNMENT 

L G S A I N A D P L C E 

In May 1984 Bangladesh adopted a Beaszmnilk 
Substitutes Regulatio n/Marketing Ordinance which 

prohibits the promotion of breast milk substitutes 
and any advertising which suggests that ar-iificial 

is superior or equivalent to breastmilk. Th, 
Ordinance sets labelling stardards for breast mili. 

substitutes and provides for the establishment of,: n 

advisory committee to advise the government orl 
the proper implementation of the Internationa' 
Code. 
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According to available studies, breastfeeding is 
common practicein Burma, in both the ruraland 
urban areas and most Burmese mothers believe 
that breastmilk is good for their babies. Few 
studies on breastfeedingpracticesin Burma exist 
however, and most are not current. 

PREVALENCE 


DURATION AND PATTERNS 

Figures for the prevalence, duration and patternsof 

breastfeeding in Burma vary. In a 1979 study, in 
infants und-er 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. No infants less than 6 m3nths were bottlefed 
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 (Maing, et al 1979). A 1986 study indicated 
that only 38% of rural mothers breastfed their 
infants (USAID Burma 1987), while a 1986/87 
Rapid Assessment of 1,841 cases found that 97% 
of mothers breastfed. The length of exclusive 
breastfeeding in Hlegu township averaged 4.9 
months in a 1979 study by Maing, et al. 

Prolonged lactaion has been observed to be com-
mon in 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 breast by 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,cited in 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 that 48% of newborns initiated 
breastfeeding 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 
hwvr ra ohr rciedmn edn 
to a greaterextent and tend to feed more frequently. 

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% to 12% ,f births that take place in 
hospitals are generally 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 forexclusive bottlefeed­
ing wcre: 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 (5 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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1979). Itisworthwhile to note that in this study 
dpurely breastfed" was defined as "those fed 
mother's milk without interruption from birth until 
6 months of age and includes children who are 
being supplemented with foodstuffs other than 
artificial miik during the s p 

Sudden "shock" is; believed to stop lactation and is 
potentially serious as in these cases breastfeeding 
is terminazed. Thereisabeliefthatifaninfantdoes 
not nurse for a day, the milk spoils, and the infantnot urseSatoto 
is put back on the breast after the milk is expressed 
(Zeitlin 1981). 

flreastfeeding is often a problem for working 
mothers who do not have time to nurse every few 
hours and for mothers whose breastmilk chies up 
when they feed ,ubsdtutc milk for a period of time 
(USAID Burma 1987). 

Eigur
 

SUPPLEMENTATION
 
AND
 

WEANING PRACTICES
 

A 1981 study found that only 57% of mothers in the 

rural areas fed their newborns colostrum, A rapid 
assessment field survey in 1986 reported that 59% 
of mothers gave colostrum to their newborns.
However, a 1981 survey conducted nationally byfound that the practice of discarding colos­

tu fns at uieralte otsard ed 
trum was almost universal. Ile mothers regarded

their colostrum as dirty, bad and too thick for their 
newborns and prior to the initiation of breastfeed­
ing the colostrum was expressed. The first feedinggiven to newborns was generally boiled water withhoney. Rice waterand glucose werralsogiven and 

w
 
some infants were not given any nourishment for 
tp to 48 hours (Satoto 1981). 

PERCENTAGE OF CHILDREN CURRENTLY BREASTFEEDING 
AND EATING PROTEIN-RICH SOLID FOODS, BY AGE 
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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 praciices wc;e generally fuund to be simple in the 
introduction of supplementary feeding was 6.5 ruri areas. ihi weaaing diet often begins with 

months. A 1986-1987 survey of 1,,U41 cases showed rice,oil wLnd sometimes biscuits. Protein-rich foods, 
such as fish, meat, eggs or pulses were usually notthat 39% of infants received supplementary foodgietonftslsthnIya.fae.Cldn 

before age 4 months, 29% between 4 to 6 months, 
21% between 6 to 9 months and 11% between 9 t 
12 months (USAID Burma 1987). In a 1969 na-
tiond study, 25% of infants received supplernen-
tary foods byage 2 months and approximately50% 
by age 4 months. By the age of !2months the 
majority of infantswere mixed fed. Animal or 
vegetable protein was given to 25% of infants at 
age6months, and approximately 50% by10months 
(Oo and Mint 1981), 

given to infants less than 1 year of age. Children 
hegan receiving protein-rch foods at about age 15 
months. The study found that 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 tbcmost common weaning food to 
be boiled rice 92%). This is first chewed by 
mothers (particuarly village woren) before it is 

given to infants. Ovcr-diluted rice gruel may also 
be given, as well as rice and oii mixtures (USAIDA study of weaning foods and practices amongBua197.Tesesueyfndttth 

infants in a rural area indicated that by 3 months of 

age, 11.1 percent had received supplementary foods feedings per day were 2 or 3 and very few were 

and by 6 months the figure was 43.2%. Weaning given 4 or moe 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 hiterpretation of loose, fre-
quent, but not watery stools). Animal protein was 
stated to be too expensive in rnany cases. Pulses are 
believed to cause diarrhea and are not given ,o14% 
of infants. .ggs are 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 
onetype)areconsideredtocausecoughing(USAID 

uma 1987). 

,
When a child is ill, breastfeedin.- (,continucd, 
however foods are withheld. Following measles, a 
child sdiet is restricted fcr 2 week:;. Poor weaning 
practices include giving infants meals which aie 
too small and of low calorie density, and infrequent 
feeding. 

MORTALITY 
AND 

MORBIDITY 

The percentage of Burmese children who are be-
low the first and fifth percentile increases dramati-

'fable 5 

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

The official infant mortality rate for Burma is listed 
as 56/1000 live births, however, Burmese officials 
Lelieve itto be closer to 100/! 000 live births. Early 
marasmus has been found to be much less common 
than late marasmus. The cases of early marasmus 
are thought to generally be due to mothers leaving 
their babies at home while they go to woik or in 
some cases, inadequate lactation caused by early 
supplerrentation (Jelliffe, cited in Israel). 

LACTATION DIET 

It appears that 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 spec ial soup of drumstick leaves or 
othergreens and dried or fermented fish is prepare4 

for the new mother. In lower Burma, lact,ing 
mothers do not eat pulses for fear that it will give 
their i;,ants gas. Pregnant women restrict their 
quanity of food, especially bananas, for fearofde­
livering an infant which is too large. Spicy and 
bitter foods are thought to cause abortion. 

"RAPID ASSESSMENT INSTRUMENT FOR FIELD USE IN BURMA" 
(amodel) 

LNFANT F"DING PRACTICE AND PA'IERN OF SUPPt .LMENTARY FIEDING AT STATE/DIVISION 
1086- 1987 

iicul Fo,ding P=t-en 1lenan of 5 Sqtr',zry IWUng LaIn(nts -

S. State/ ,, .. -,
 

N. Division .. . . . .. 

3 48 2 10 0 24 6 39 29 21 11 62 1 I 10 32 23 35 13 6 6 42 2 3 I 2 3 14 
__ _ 97 

.P,(I 9WAdhat ymg~ O 2030 51142 33 14 11 
3 3 3 S2 I 

(t60 I I 

Ad3.A -.w 2as 60 40 4 616 4 1 34352I I- -.. AL ,r 

Source: Frodorichs, R., Tar, k.,Breastfoeding, dietary intake and weight forage of Exclusive broastfeding 
children in ruralBurma. Asian Pacific Journal of Public health, Vol 2 No. 1, 1988 not defined. 
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MARKETING CODE/ 

GOVERNMENT LEGISLATION
 

AND POLICIES 


No information or) 1he marketing code or govern-
ment legislation and policies was available in the 
documents reviewed, 

AVAILABILITY OF FORMULA 

No information on the availability of formulacould 
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 mcilrers 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 moth-rs. 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 provice care for infants under the age 
of 6. Dismissal during maternity leave is prohib­
ited. Nursing breaks are not provided. (Clearing­
house on Infant Feeding and Maternal Nutrition 
1986) 

BREASTFEEDING
 
PROMOTION ACTIVITIES
 

No information on breasrfeeding 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 aid as such cannot be 
taken as representati'e of this vast country. Fur-
thermore, different det-Initions of breastfeeding 
and prublems with study dc'.ign and methodology 
make generalizing the daa difficult. As in other 
countries, regional patterns and urban/rural differ-
ences exist, however, in every region the cveriding 
trend is tow.rds an increa se in the use of breast milk 
substitutes. (Table 6) 

In a large sample of infants from Hyderabad (ill 
Andhra Pradesh), ever breastfed rtes (theie was 
no specification for exclusiveness) ranged from 
96% to 100% for all socioeconomic groups in both 
urban and rural settings. At 18 months, the per-
centage of infarts still breastfeeding was 20% for 
urban rich, 40% for urban rniddle-incoi.ie, 90% 
for urban and 96% for i-ural poor (WHO 1981). In 
this study the groups selected were not representa-
tive sanples. 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% ofrural and urban mothers respectively. 
However, different methods were used to obtain 
data from urban arid 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% 
to 21% beyond 6 months. In Chandigargh (Punjab 
State), 36.6% of infants under 4 months were 
exclusively breastfed and 45.5% were mixed fed. 
In this study mixed feeding was defined as 
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breasffeeding with at least one supplementary 
feeding per day of milk substitutes or semisolids. 
Participation in the study was voluntary. For those 
who were eligible, however the response rate was 
1 ot reported (Kumar, et al 1984). 

Dattal, et al in 1984 reported breastfeeding rates of 
96% in urban and 99% in rural areas in samples of 
women with at least one child under agt 5. 
Breastfeeding continued beyond 24 months for 
60% ofrural infants, butonly30%ofurban infants. 

ontray to most studies, Pal (1984) found that
 
breastfeedingpractices weremore favorable an
mong 
urban mother than rural. 82% of urban mothers 
breastfed for v Qto 6 months, compared to 54.7 %of 
rurl mothers, and 64.6% of the foimer continued 
to breastfeed for up to 1year, 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. W6men 
outside this criteria were excluded. The author 
cocluded that the longer breastfeeding practices 
a-, 4,ng more privileged urban women were in part 
due to the advocacy of pediatricians, who were 
btter informed on the merits of breastfeeding. 
Wozv ,infrom the 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 among the medi­
cal cormnunity 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 ualversal in 
poor groups and lactation failure was rare. Exclu­
sive breastfeeding (defined as only breastmilk, no 
supplements) declined at the end of the 4th moilth 
io 66% in Bombay, 35% in Calcutta and 45% in 
Madras (Gopujkar, ez al 1986). (Figure 1) 

In the majority of studies, the reported duration of 
breastfeeding is long. By 12 months, more than 

MAXi • 

http:rniddle-incoi.ie


I 

85% of infants in Bombay axe breastfeeding, 	 which if not heeded in time, could seriously worsen the 
90% in Calcuttaand7C% in Madras (Gopujkar, 	 cuzrent situation with respect to the health and nut ition 
et al 1986). A 1981 WHO study found that 	 of India's infants." (Gopujkar, et al 1986). 
05% of rural women breastfed for 18 months 
cr more. However only 29% of women in the 	 Nuanayan (1987) found that breastceding duration for 
economically disadvantaged group were 	 all patterns is longer in lower socioeconomic classes and 
breastfeeding their infants at age 18 months. in rural women. This is supported by Agarwal, Ct 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 

AREA 	 YE4R SAMPLE BREASTFEEDING DEiINITION REFEIRENCES 

N Sit U11, Rate Ave. (mo) (C 
(a) (b) (%) duration 

Andhra Pradcsh: 

Hyderabad 1977 4022 	 mc U 96-99 EB \ C).01981 
mc R I3 

llyd,-rabadl 410 m c U 34 ns TDiimmayama ci al. 
(employees) (prevalence) 1980 

Tirupan 1000 	 sc U -'7 EXC [Bji ct al. 1981 

Kambadur (0-2)y 	 hh R 38 (for 6-9mo) 

West Bengal 1000 	 U 82 ns Pat 1984 
R 55 (up to 6 m.)) 

Hlimachal 1978/79 548 U 96 ns Datuat CLal. 1984 
Pradesh (0-5)y R 99 (initiation) 

UtLar Pradesh: 

Varanasi 1967 359 	 hh U 18.5 ns Agarwasl et al. 
hh R 24.5 1982 

Tamilnadu: 

Vellcnx 1974 74 hh R 58 EXC (for 6 mo) Sathian et al. 1983 
(3-6 mo) 42 M (by 6 mo) 

VellcrM 384 sc U 	 40 EXC (at 12 mo) Asha Bat et al. 1980 
59 M (by 12mo) 

Delhi 1982 550 sc U 62 	 ns Guha et al. 1984
" 	 (initiatio'n) (b,'f promotion)J 

3 cities: - 4926 mc U EXC Gopujkar et at. 
Bombay, 35-66 (up to 4 mo) 19S4; Anon '85 
Madras & 9-21 (over 6 mo) 
Calcutt 70-90 M (h) 4 mo) 

Punjab-

Chandigargh 670 me U 37 EXC (up to 4 mo) Kumar 1984 
(6 mo) 45 M (by 4 mo) 

South Orissa 460 sc U 100 ns (inititation) Davi 1980 
(3-18 mo) 90 (over 6mo) 
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DURATION OF BREASTFEEDING - TOTAL AND TRUE
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DETERMINANTS 

OF 


BREASTFEEDING 

Rooming-inisauniveralphenomenoninalnostall 
hospitals, clinics and maternity facilities in India. 
In a small percentage of maternity settings, room­
ing-in is not available for high-ilsk and cesarean 
section cases (Roger Rochat, personal communi-
cation). 

A WHO collaborative study found :hat less than 
15% of mothers in the rural areas were delivered in 
clinicsorhospitals. Women who delivered in their 

TOTAL DURATION
OF BRE CSTFEEDING 
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TRUE DURATION
 
OF BHEASTFEEDING
 

*(EXCLUSIVE) 

i - i I - - -- -I 1 
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Age In Mlonths 

Breastfed: 

Exclusively breastIed. only breast mik and no supplements 
I Bre astd Bi ast milk w tnor without supplem ents 

icotal prevalonce 

homes had a higher ratte of breastfeeding. Other 
factors which were associ'ned with a higher rate ofbreastfeeding were: parity (Devi and Behera, 1980), 
higher education and socioeconomic status (Devi 

and Behera 1980, Kumar, et al i984, WHO 1981),
paid 	employment outside the home and male in­
farnts (Kumar, et at 1984). 

Noassociation was found bctween low birth weight 
and the prevalence of breastfeeding in a 1974 
study. In lower socioeconomic groups in urban and 
rural areas, the average weight for age fell below 
that for infants from higher income groups. This 
was particularly marked in infants between 9 to 12 
months of age (Gopujkar, et al 1986). 
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The most common reason for stopping breasffeed-
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 (>sarayanan, et al 1987). 
Women in upper socioeconomic groups stated that 
insufficient milk, need to return to work and want-
ing to [b4gJrx the vaning process, were the primary 
reasons _w introducing foods to db"ir ;Ifants. 

SUPPLEMENTATION 

AND WEANING 


PRACTICES
 

The practices of delayed initition ofbreastfeeding 
(after 24 hours) and discarding colostr;m were 
prevalent, especially in Bombay and Madras 

(Gopujkar, et al 1986, Guha and Sharma 1984).• 
These practices were less widespread in Calcutta 
and Delhi. Daital, et al (1984) reported that 59.2% 
of mothers in urban areas had initiated breastfeed.Approxi-e
inwbreastmilk 
mately half of the rural mothers and 13.6% of urban 

mothers in the sample initiated breastfeedhig within 
12 hours of giving birth to their infants. 

In 1987 Narayanan used a questionnaire to inter­
view mothers to collect retrospective breastfeed­
ing data, however, no tests of significance were 
conductt:. The findings demonstrated that both 
the timing of the introduction of breastmilk supple­
ments and the duration of breastfeedii,- differed 
according to socioeconomic status; 47% of moth­
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 socioeconomic group, supplementation with 
milk or other ancilliary beverages was not afford­
able and breastfeeding continued for an average of 
2 years, at which time solids were introduced. 

Researchers have been concerned that a sizable 

proportion ofmothersbreastfeedbeyond6monthswithout offering adequate nutritionlsplmn 

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 stillt 

exclusivlybreastfed(Gopujkar,et 1986). low­ever "t,; of the studies indic-ate that the vast 
emajo-ity of mothers begin supplementing theirwithin a short time after delivery. Gos 

(1977) interviewed 802 randomly selected moth­
ers with children aged 2 to 4 years in an urban 
community. All were exclusively breastfed at 

Ag'maa, et al (1982) found that 71%of their studygingsplmt:42 weeivgbufobirth, however by 3 months 48% of mothers were 

or powdered milk. In South Orissa 83% of the itodued be e1 months. Gohsurvy prtiipats sae pactceintroduced between 13 to 18 months. Gosh alsoalsoollwedthi g 

population in Varanasi delayed breastfeeding until 
ihe third day postpartum, in the belief ihat colos-
trum was detrimental to their babies health. In 
place of colostrum, 73.3% gave their infants cow's 
or goat's milk.and the remainder gave water, honey 

or oats ainergav hoeyreilkandth waer 

survey participants foll~ed tis same practice, 
with approximately half beginning to breastfeedon 
the third day (Devi and Behera 1980). 

A sample of 197 mothers from a rural village in 
Pondicherry fed their newborns tea or sugar water 
for 3 days before initiating breastfeeding in the 
belief that colostnim was harmful (Narayanan, et al1974). 

giving supplements: 42% were giving buffalo 
milk, 38% artificial milk, and 20% were givin a
combination. 23% of infanits were weaned by the 

age of 6 months, another 57% had stopped 
breastfeeding by 12 months and the remainder had 
stopped by 20 months. Solids were generally 

found that mothers under the age of 20 tended to 
breastfeed longer than 6 months. 

In Varnasi researchers found that supplementation
with diluted cow's milk was earlier for uiban 
infants than for rural poor. Supplementation with 
seilid was generally late, between 7 to 12 
months, with 22% of rural infants and 32% of 
urban infants receiving supplementation by this 
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time. By 13 to 24 months these figures increased 
to 64.5% and 49% respectively (Agai-wal, 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 breastmilk substituites. At 
6 months semisolids were given to 4.-'; of rUral 
infants and to 13.2% of urban. By 9 n.rths this 
disparity had diminished with 61% of rural and 
66.8% of urban infants receiving semisolids (Bai 
and Reddy 1981). The introduction of semisolids 
varies not only from urban to rural areas but also 
among different ethnocultural groups. 

Earlier supplementation was reported by oter 
studies. By 6 months 85% of urban and 55% of 
rural infants hai been introduced to supplementary 
milk feedings and a larger majority by 12 months. 
The addition of sermisolids was slower for rural 
infants, 40.7% by 12 months, than for urban, 73.3% 
(Dattal, et al 1984). T-e average age for the 
introduction of supplements was 2.2 months (+/­
1.26 mo:iths), with most infants given s !misolids 
by age 4 months according to one survey of moth-
ers employed outside the home (Thimmayamma, 
et al 1980). 

Supplementaryfoodsgenerallyconsistoftinnedor 
animal milk, sugar water, barley, sago and aow 
rootjuices (Devi and Behera 1980). Semisolid and 
solid infant foods given are usually cereals and 
pulses (Bar and 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). 
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MORTALITY AND MORBIDITY 

A 1975 study conducted in rural areas near Delhi 
found a signtifi,_ rtly larger number of diarrhea! 
epi:.;odes in infants 3 to 5 months of age who were 
patialiy weaned, than in infants who were exclu­
sively breastfed (Ghai). 

Inalongitudinalstudyof I1vilagesintheKhanna 
Region of rural Punjab India, virtually all infants 
who died in the first few months of life did not 
receive breastrnilk (Wyon, et al). 

Chandra, in aprospective sttady, Lound(that brea.std'ed 
infants had 1/2 the number of reported c:ise.s of rcs­
piratory infections and otitis media, 1/3 the number 
of episodes of diarrhea, and 1/4 the number of cases 
of dehydration and pneumonia. 

LACTATION DIET 

In rural areas of India, 76% of mothers believe that 
c,:iti foods will affect their digestion or harm 
0rll baby during the lactation period (Bai and 
Reddy 198! ). There are a large number of foods 

which are generally avoided including coconut,brinjal, 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,betelleaves, 
mutton, goat's meat, sheep's milk, ghee, dried fish, 
taicken soup, curry sago with garlic and sugar, and 
prawns are thought to be beneficial to milk produc­

tion. According to Joseph (1987), the earth\ /orm is an effective galactogogue. Throughout India a large 
percentage of tribal women eat earthwor ns in 
dried, powdered, roasted and cooked forms to 
promote lactation. 

LACTATION CONTRACEPTION 

Cross-sectonal studies in Hyerabad have exam­

ined the relationship between nutritional status and 
postpartum amenorrhea in low income, urban 
women. This study, which did no. control for age, 



parity or suckling patterns, reported that for lacta:. 
ing vomen weighing more than 54 kg, the median 
duration of amenorrhea was 8.2 months, compared 
to 13.1 months for lactating women weighing less 
than 40 kg. Women who gave supplements to their 
infants (in addition to breastmilk) betweenrthe ages 
of 0 to 3 months, had an average duration of amen­
orrhea of7.6 months, whereas thos, who breastfed 
exclusively until their infants were over 2 years of 
age had an average duration of amenorihea of 20 
months. (Given the infant feedi~ig patterns in the 
region, itis difficultto believe that women breasffed 
thir 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 
providesfortheregulationofeducationalmaterials 
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 govern-
ment authorities. No advertising to the general 
public is permitted. Marketing personnel an- not 
permitted to seek contact with pregnant women or 
mothers with infants and young children. 

AVAILABILITY OF FORMULA 

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

MATERNiTY BENEFITS 

TheGovernmentoflndia gives 3months maternity 
leave to its workers. There is no additional leave 
for breastfeeding. The Ministry of Human Re­
source Development and many private institutions 

have creches for their employees. 

BREASTFEEDING PROMOTION
 
ACTIVITIES
 

In the studies reveiwed, one described a program tot 
promote breastfeeding in a hospital in Delhi (Guhal 
and Sharma 1984). Patients in the p 'enatal and 
postpartum 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 rate 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 61%. 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 
data does not refiec, the rate ofexclusiv, breastfeed­e at(191) rporeding.Sutipt, hatat -')defined) infants (Utomo 1984). In &he 6 citiesing. Sutjipto,1-veyed 
months the prevalence of mixed feeding was 20%, 
with 40% of mothers bottlefeeding at that time. In 
most developing countries, where conditions are 
unhygienic, such a pattern is associated with in-

Although the prevalence of breastfeeding is high, 
few infants are exclusively breastfed, even in the 
first month of life (Utomo1984, Popkin 1982, CPS 
1976, Piwoz, et al 1987, Kapsan, et at 1983, Karjati
1978). Only 39% of infants under 1 month of age
were breastfea exclusively and by 2 to 6 months 

this figure had dropped to 12% (Kardjati 1978J. A 
survey of 845 children attending health clinics also.found that mixed feedingoccurs early in Indonesia. 

(Jakarta, Semarang, Surabava, Ujung, 
P edag 
Pandang and Medan) in the Contraceptive Preva­lence study, the duration for fully breastded infants 

'as slghtly less than 3 months. fully breastftd 
was defined as "not having fed the infant supple­mental fod." Median duration of breastf.:eding 
was 15 months in Medan and 25 months; ii£Se­

aani5 tonth 1 ) asan, 2t a] (1 Su 
r cgi nal (U t ionsin Kaspa n ct i nd 
rg 'aritions in breastfeeding practices and 

.ation. 
A clinic-based surey of 218 mothers in Manado 
fournd that the average duration of breastfeeding 
was 11 months (Axrif and Ongkie 1984). A 1984a-IImznh Ai idOgi 94.A18study by Bernard and Sastrawinata, based on a 

fBunthaxendfeitgmonthur2% in nsa erelarge cross-sectional sample from hospitals in 12 
By the end of the first month, 42% of infants were 
receiving semisolid foods and by 2months this rate 
had increased to 65% (Kaspan, et al 1983). 

Bottlefeeding is becoming more popular, espe-
cially in the urban areas, reflecting a lack of knowl-

ge about the benefits of breastfee-ding. The per-
centage of mothers practicing exclusive botThefeed-


longer duration than urban mothers. At 9 months, 
90% of rural women were still breastfeeding their 
infants and 25% were breastfeeding at 3 years. 

Cross-sectioval studies of infants up to 2 years of 
age have demonsrated regional variations. In 
Medan breastfeeding prevalence was reported at 
43% (Sutjipto, et al 1981). In Manado prevalence 
was found to be 50% (Munir, et iJ1983, Piwoz, et 
a] 1987). 

Mean duration of breasfeeding varies from 2­

months (WES 1984, Feri 198 1) to a mcdim of less 
ihai 3 months in "fully breastfed" (fully was not 

cities. found that 32% of mothers were bre.-stfeed­
ite for nd2tmonthsor flooer 

ing for 12 months or longer. 
Breastfeeding on demand is the most common
patfeedingo deeand isenratlcoseo 
pattern of feeding. The left breast isgenerally used
 
more frequently to feed than the right becauseinfants carried on the left side have access, leaving 

cn wage31%iMedpractcn ecusjidiv175, 10% inmothers free to continue to work with their right
igwas 31% iMda tjioAd1982), 1 % in hand. In East Java some mothers believe that theand3 


Dpri 1982). j in t1.a%tn food and
(Md 198and Sololeft breast contains the right breast,('Thandijo 1982). Tarwotjo in 1987, found that the 
urban and rurtl areas. medicine or water (Piwoz, et al 1987). Hardjahfound that at 2-6 months only 2% were exclusively 

breastfeeding. (Figure 12) 

According to data from the World Fertility Survey, 
rura' mothers breastfeed more frequently and for a 
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DETERMINANTS better educated mothers in their twenties (Bernard 

OF and Sastrawinata 1984). Younger women tend to 

have received more education than their olderBREASTFEEDING 
counterparts, therefore these variables may not be 
independent. In addition, recall bias for women Highr e~caionandyouner natma1agearewith longer birth intervads may be a factor. Women 
with mor th antelmay ea ato breassociated with progessively declining rates of 
with more than an elementary ed4ation breastfedbreastfeeding. 55%ofmothersinthirthirieswith 

o 18% oflittle education breastfed, compared 
women with less than that breastfed for a mean 
duration of 18 months in Medan and 27 months in 

Fjg 12 Serang (Jtomo 1984). 

PATTERN OF EXCLUSIVE EBREASTFEEDING 
OF INFANTS (0-6 MONTHS) 

100 

Exclusive Breastfeeding 
80 0-1 months 

fl 	 Exclusive Breastfeeding 
2-6 months 

60 

4 40 

20 

0
Months 0-1- 2-6 0-1 2-6 0-1 2-6 0-1 2-6 

Sldoarjo Blitar- Tuban- Madura 
Tronggalek Lamongan 

Area
 
(Based on total sample of 2117 mothers)
 

Source: Hardjah S., et al. Tropical &Geographical Medicine. Feeding Practices,
 
Nutritional Status and Mortality in Pre-school Children in Rural East Java, Indonesia.
 



Formally employed women had a slightly shorter 
duration of breastfeeding, except in Medan where 
the duration was longer (no reasons were given). 
Women with higherparity (3+) tended to breasffeed 
longer, however the difference was not found to be 
significant (Kardjati, et al 197,3). 

By three months, the vast majority of mothers in 
Indonesia are not breastfeeding exclusively. A 
common reason given for stopping breastfeeding 
was "not enough milk" (Sutiipto, et al 1981, Utomo 
1984). A common cause of "not enough milk" is 
infr-Auent suckling and early supplementation. 
Fifty percent of mothers surveyed discontinued 
breastfeeding because the child was old enough, 
others gave repregnancy as a reason (Sutjipto, et a 
1981). Illness in the mother is also a common 
reason fur ne. 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 giviig diir infants formula 
foroth,.r reasons including"insufficient milk" and 
employment (Arif 1984). Sutjipto did not find that 
employment was an important factor in stopping 
breastfeeding. 

WEANING AND 

SUPPLEMENTATION 


In the areas of East Java and West Nusatenggaa 
the practice of discarding colostrum and admini-
stering prelacteal feeds of honey, young coconut, 
mashed banana, sugar water and powdeied milk is 
common. Colustium is discarded because mothers 
believeitcausesvomiting, diarrhea and fcver in the 
newborn, or on Lhe advice of a traditional midwife 
or family member. Sasakmothersfeedl;re-ch..wed 
rice to their infants, sometimes 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 wate, 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 al 1987). The practice of administering 
prelacteal feeds and discarding colostrurn, (a valu­
able source of Vitamin A, carotene and anti-infec­
tive agents), can be seriously detrimental to infant's 
health. Possible consequences of prelactea:,l feeds 
include:diarrhea, refusal by the infant to breastfeed 
ar, ' iecreased breastmilk, growth retardation and 
marasmus (Kaspan, et al 1983). 

In one riral area, researchers found thatonly 12.7% 
of 22F5 re'vborns, began breastfeeding on the first 
day of life and prelacteal foods were given to 
7 1.5% of the infants (Ilamzah). 

Piwoz. et ad (1987) conducted onc of the ie'w 
studies which tried to determine why mothers give 
prelacteal feeds. The most common reasons cired 
by the mothers were: to stop the baby from cring> 
the newborn could not suck, the breastmilk v,wa; not 
flo ,, ing and to mark the newborn's independence 
from tL . mother's womb. 

In a . :ev.' of 3 surveys conducted in Surabaya, 
13% of infants were never breastfed. In infants 
who ., -rc breastfed: 1/3 were given supplemen.. 
tat- fluids of water, tea, coffee, green bean juice or 
aitilicial milk, 44% were receiving inadequate 
formula diluted with nonmilk substances and 23% 
were receiving inadequate amounts of formula 
(Kaspan, et al 1983). These practices were associ­
ated with malnutrition. 

By the first month, many infants are introduced to 
sernisolids, usually consisting of mashed banana 
and rice. In semi-urban areas of East Java, mothers 
introdu.:e soft rice porridge and biscuits at 2 to 3 
months and steamed rice cakes and dark green 
leafy vegetables in the fourth month. Rural moth­
ers continue with food tastes from the family pot. 
For infants up to 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 
"strengthening." 
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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 vwa, 
infrequent (2-4 times). Unless supplementary food 
is provided in sufficient quantity and under hygi-
enic conditions, normal growth cannot be sus-
tained (Camcron 1983). The !ate introduction of 
solids can be detrimental to an infant's health. 
Severe malnutrition is associated with low-calo-ie, 
bulky food. Often undernourished infanis ;Lrc 
given leoss food for fear that they will choke or die, 
exacerbating an already life-threatening conditiona 
for zhe child. 

The weaning of infits is usually abrupt ar.d ,,-; 

and breastfeeding promotion was instituted at 
Sanglah iHospital in Bali. The incidence of di­
arrheal diseeas in low birth weight infanis de­
creased fiom 6.22% to 2.58%; in fullterm infants, 
from 3.84% to 0.28%. Mortality from infections 
d: creasedfiom2.21% to0.81% (Soetjiningsih and 
Suraatrmaja, 1988). 

Subatjono iaq 1981 found that the reported rate of 
morbidity, mortality and malnutrition was 4 to 6 
tirnes greater imbottlefed infants than in infants 
who were breastfed only. The risk of malnutrition 
(Figure 13) duing the first 6 months was highest in 
infants who were not brcastfed (Soetjiningsih) and 

icidence of malnutitio. decreased in direct 
takes place caily, lprimaxily for fear of cxccpivcpmioc-rtion zo the duration of breastfeeding (Mu­
breast development, because health workcis i-

c .urae it or due to employment outside tlhe -o~i, 
(Burgess). Bitter substances such as bentel juice are 
applied to the breasts to discourage nursing. 

LACTATION DMET 

Fish and fishy foods (believed to cause stomach 
worms), vegetables cooked in coconut cream 
(believed to cause diarrhea), coconut milk, cucum­
hers, papaya (believed to upset the stomach), and 
fried tempeh and &oybean (believed to cause eye 
disease) are restricted. If breastmilk is insufficient, 
a soup of papaya, spinach and saurupus andro-
gerious leaves is giv-n (Tan 1970). 

MORTALITY AND MOR nIDtTY 

Although faltering growth in developing counr'ries 
has been attributed to brcastfecding, the early in­
troduction of solids and artificial milk appears to be 
a more important cause of malnutrition and trnrtal-
ity. Infants fed solids at an early age had high 
perinatal (21%) and neonatal (16%) mortalityrates
(Kardjati, et al 1978). 

The incidence of -eonatal infections and mortality 
decreased significantly for both fuilterm and low 

birth weigh,, infants after a policy of rooming-in 

ri). 

AVAILABILITY OF FORMULA 

Artificial milk is readiiy available in Bali and 
samples of milk substitutes are frequently given to 
nawcin!tV clnncs and medical doctors (Soetjin­

ingsih 3-iSuraatmaja, 1988). (Table 7) 

2,. 'L'ERNITY BENEFITS 

A total of 12 weeks, 6 before and 6 after the birth, 
is provided for maternity leave. Mothers must 
contribute a minimum of 6 months over a 12 month 

period in order to qualify for leave. The employer 
pays 50% of wages during the leave period. Gov­
e.nmnt employees receive full wages during 
matcritILv leave however. 

MARKETiNG CODE/
 
GOVERNMENT
 

LEGISLATION AND POLICIES 
The WHO/UNICEF Code was adapted and signed 

by the Ministry ofHealth in 1985. At the provincial 
level, the marketing of brtastrnilk substitutes is 

monitored by the Section of Food and Beverages, 
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Figure 13 

THE BENEFITS OF BREASTFEEDING 
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Source: Balaka, T. (1981) in Soetjiningsih, I. Problems of Infant Feeding Practices in Indonesia. Presented at theWorkshop 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 decline 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 M,!!unir 1986). In its infancy, the national 
strategy consists of a multifaceted approach in-
volving public education, health professional train-
ing, brtastfeeding management classes for TBAs 
and mothers, research, a breasfeeding data base 
and )egislation to regulate the marketing of breast-
milk substitutes. 

Table 7 

In 1984 the Directorate of Nutrition in the Depart­
inent of Health, held a workshop in Jakarta to 
establish a coordjnating body under the Minister of 
People's Weifare, for the national promotion of 
breastfeeding. 

Through the Indonesian breastfee'ding promotion 
programn, a number of lactation training activities 
in Samarang, Jakarta and Bandung have been de­
veloped. The San Diego Lactation Program 
(Wellstart) has been involved in taining breasfeed­
ing specialists. The Wellstart graduates, in col­
laboration with others in the field such as: Provin.­
cial Officers, Perinasia, the Indonesian National 
Board for Family Planning, and women's groups, 
have been conducting a series of Travelling Semi­
nars to promote breastfeeding throughout Indone­
sia. The participants include pediatricians, obste­
tricians, nurses and teachei s. Efforts are underway 

PERCENTAGE OF CHILDREN 0-35 MONTHS OF AGE WHO RECEIVED
 
THE FOLLOWING FEEDING WHEN THEY WERE BELOW 6 MONTHS
 

OF AGE, IN RELATION TO SOCIO ECONOMIC 13TATUS.
 

Socio Economic 

Status 


Low, Rural 


Low, Urban 


Middle, Rural 

Middle, Urban 


High, Rural 


High, Urban 


Number 

2,836,121 

372,589 

255,928 

272,838 

22,169 

48,965 

Breast Feeding Bottle Feeding 
(%) (%) 

99.2 8.9 

98.5 12.8 

95.6 20.2 

95.3 32.8 

95.8 39.6 

95.1 36.5 

Odcoo t~f~Sutb~d on ho--hooI ax-c¢.c-ai rno.Lo $1.0 k , r.S i~n P 1~n cdh .h 'co~ng Ni m I~L prj= ud axth Workih P 

-O. - aI . l o 87o u SureyW.)' oy1"aiy cU~ xi Nrwaim. Ptr 'i mthev 'Ao."k lin Kan& No. 2,-Z9. 1987.. H~h 

54
 



to revise the curricula fot 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 ofbreastfeeding initiation rates (Mau-
tellesy 1985, Mustajab and Munir 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 iatro-
duced by graduates of the San Diego Lactation 
Program. The need for formula was red:uced by 
75%, as well as the rates for diatrhra and otitis 
media. IV fluid us,. decreased by 50% and hospi­
tals stays sh,.rtened, the latter probably the result of 
better rcsistance to infections (Soetjiningsiil and 
Suicaatmaja, et al 1986). A follow-up of the study 
participants would have been useful to establish 
the impact ofprolonging the duration ofbreastfeed­
ing. This study demonstrated thc importance of 
rooming-in. 

Breas"Leeding promotion efforts have led to changes 
in rooming-in policies nationwide. In !980, 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 incidence 
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, 7ali. The conference was sponsored by 
ANE 3u-eau 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 inter.sted agencies (UNICEF, WHO) 
to: share infoi"m and1 ation experiences, develop 
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methodsforexpandinglactationmanagementtrain­
ing opportunities and discuss strategies for na­
tional and regional programs. A majority of the 
workshop participants also attended a 2 day, Inter­
national Breastfeeding Seminar on recent ,cien­
tific developments in lactation and breastfeeding 
research, held after the workshop. 

The workshop resulted in natiuaal actions plans 
for breastfeeding promotion in Thailand, the Phil­
ippines and Indonesia and resolutions on the partof 
the Ministry of Health personnel to vigorously sup­
port the expansion of breastfeeding promotion 
efforts in each country. 



REFERENCES 

.Arif, I.D. and Ongkie, A.S. Planing, implementation and 
problems of breastffeding and infant nutrition in NorthSulawesi. Pediatrica Indon~sia 24: 70. 1984. 

Bernard, R.P. and Sastrawinata, S. Breastfeeding, birth spac­
ing and pregnancy care: Prevalence and outcome. Journal of 
Tropical Pediatrics, 30: 279, 1984. 

Hamzah, E., National breastfeedina promotion program 
(Indonesian Experience), Paper presented at Asian Regiona! 
Lactation Management Workshop, Denpasar, Bali, Indone-
sia, June 19;38. 

Huffman, S. and Combest, C., Breastfeeding promotion, it 
works!, Paper submitted to AID, July 1988. 

Kaspan, M.F.; Auadjii, S.; Moersintowarti, B.N.; et al.
Breastfeeding and supplementary feeding practices in 
Surubaya. Pediatrica Indonesia, 1983. 

iKardjati, S.; Kusin, J.; de With, C.; Sudiba, I.G.K. Feeding 
practices, nutritional status and mortality in preschool chil-
dren in rural EastJava, Indonesia. Tropical and Geographical

Medicine. 359. 1978.
 

Mautellesy, P. A case study: the Irionesian national 

breastfeeding program in Intiernational nutrition communi-

cation services (INCS). A retrospective and prospective look 

at international breastfeeding promotion programs. Wash­
ington, DC2. 1985. 


Munir, M.; Mustadjab, D.H.; and Wulur, F.H. Problem of

infant feeding practices: Implications for immediate action. 

Pediatrica Indonesia. 23 (1 and 2) 32, 1983. 


Muuajab, I., Munir, M. A rooming-in program for mothers 
andnewbornsatGunongWenangGeneral HospitalM ad 
Pediatrica Indonesia. 26: 177, 1983. 

Piwoz, E. The weaning project. New strategies to improve 
infant feeding practices. Assessment field activity ethnogra­
p'y. Infant feeding practices in East Java and West Nusat­
enggara Manoff InternationaLNew York, 1987. 

Popkin, B.M. Bilsborrow, R.E., Akin, J.S. Breastfeeding
Patterns in low income countries. Science, 218: 1088, 1982. 

Puffer, R. Infant mrortaity in Indonesia. Paper presented ata 
MCH seminar, October 1983. National Institute for Health 
Research and Dev-'lnpment, Department of I ealth Jakarta, 
Indonesia. 

Sa'atR., Yoel, C., Meliala, R. Noeriman AJ., Tambunan, S. 

56 

A study of breastfeeding practices in some populations in
North Sumatra, Indonesia. Paediatrica Indonesia, 25: (1-2) 
33, January-February 1985. 

Santow, G.Reasing theconaeptive effectofbestfeed­ing. Population Studies, 41(i): 147, 1980. 

1.h D.P. and Feny, B. Comparative studies correlates of 
bi,: stfeeding, No. 1, 1984. 

Soegijanto, S. Breastfeeding and supplementary feeding 
practices in Suraldya. Paediatrica Indonesia, 23 (11-12) 229, 
10.
 
Soetjiningsih and Surattmaja, S., Establishment of rooming­

in, Sanglah Hospital, Denpasar rnd its impact, paper pre­
sented at the Asia Regional Lactation Management Work­
shop, Denpasar, Bali, Indonesia, June 1988. 

SoctjiningshandSraatmaja, S.Theadvantagesofrooming 
in. Paediatrica Indonesia, 26: 229, 1986. 

Sutjipto, A. et al. A survey on breastfeeding practices at 
Piregadi Hospital, Medan. Pediatria Indonesia. 12:51­
60. 1981. 

Taigan, S. Noeriman, A.J., Harahap, E.S. Duration of 
breasffeeding and morbidity of undernourished children at 
Dr. Pirngadi Hospital, Medan, Indonesia. Paediatrica Indo­
nesia, 25 (9-10), 1980. 

UNICEF. State of the World's Children 1986. Oxford Uni­
versity Press. 1987. 

Utomo, B. The Indonesia Contraceptive Prevalence survey 
report 1983. Jakarta, 1984. 

Vermurv, M., Levine, H. Beliefs and practices that affect 
fcod ha:,s in developing countries. CARE, 1978. 



--- 

PREVALENCE DURATION 

AND PATTERNS 


Bottlefeeding is a new and harrrifu 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 anddo not 
reflect exclusive bceastfeeding rates. A survey of 
313 children from the United Missions Clinics 
found that the rate of exclusively br.astfed infants 
was only 35.5% (to 5 months or longer). Growth in 
the exclusively breastfed infants was adequate 
(Angove and Gunning 1986), which confirmed 
similar findings by Farquharson in 1976. 

A small, in-depth srady (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 iniants 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 breasrfceding. Krantz, et 
al (1983) also found that 12% of mothers were 
bottlefeeding. 

DETERMINANTS 

OF
OESFE 

BREASTFEEDING 

Little data exists on the determinants of breastfeed-

ing in 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 also a 
factor. In mothers with no education, 83.1% 
breastfed their last child, while only 71.9% of 
mothers with some education lid so (Thapa 1979). 

The 1978 World Fertility Survey data showed that 
prolonged lactation was less common among edu­
catedcouples than among uneducated (Israel 1981). 
Mothers who were given donated milk powder 
terminated breasfeeding early, an unfortunate 

consequenc. (Farquharson 1976). 

SUPPLEMENTATION AND
 
WEANING PRACTICES
 

Coiostrum is considered unclean and discarded, 
particularly in Hindu society. Bennett (1976) found 
that colostrum wa, 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 
in most developing countries, prelacteal feeds are 
easily contaminated and can significantly jeopard­
ize the newborn's chances for survival, in addition 
to causing problems with milk supply andreducing 
the mother's chances to successfully breastfeed her 
infant. 

In a survey of infants aged 7 to 18 months, 85% had 
diets combining breastmilk with daily feedings of 
adult food (Graves 1978). 

Farquharson (1976) found that in the I to 2 year agegroup, no infants were receiving breastmilk alone. 

Approximately 1/2 of mothers surveyed fed theirinfants only twice a day or less. Time constraints 
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were cited as a factor for this infrequent feeding 
pattern (Vermury and Levine 1978). 

In rural areas, breastmnilk 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). 

Sarbottam Pitho ("super flour', a locally made 
weaning foo~d, i often promoted by health person- 
nel as a first food. It consists of a quick cooking 
mixtureof 1part pulses and 2parts cereal, whichis 
roasted, ground and boiled in water (Krantz, et al 
1983). Rice and dahl are given in rural and in some 
urban areas. inTasen, biscuits were used as a 
supplement in 4% of rural and 27% of urban 
Li.ants, 

Shortages of fcod and beliefs about not and cold 
f.x affect the food intake of Nepalese infants. 
Many infants receive little more than litho (a tradi-
tional, bland rice porridge made with clarified 
butter and sugar), which is deficient in protein and 
vitamins. Protein energy malnutrition in children 
under age 5, nutritional anemia, endemic goitre 
and Vitamin A deficiency are sciious problem. n 
Nepal (Krantz, et a! 1983). A nutrition survey 
found 29% of infants moderately to severely mal-
nourished, with 5% severely malnourished. This 
survey suggested that exclusive breastfeeding 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 faiits 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.:i a special 
effort is made to feed the mo he, well because it is 
believed that the fetus .s eating more of the the 
mother's food. The development and delivery of a 
baby is thought to be a process of "heating" the 
mother's body. Eating too much heat-producing 
"hot" fo.,,such as honey, are considered danger­
ous and cause miscarriage. Sour and tart foods, 
such as picides, 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 nol as­
ses. Rich foods and soup made from medicinal 
herbs are alsogiven. One study found that 1/3 of all, 
mothers were given a special soup made from the' 
jwano seed or a fermented drink called gundruk, 
made from dried mustard or radish greens (Bennett 
1976). These galac'ogogues are high in calcium, 
iron and magnesium and are a good soirce of 
nutrition for the mother. 

Green leafy vegetables are generally taboo for 
lactating women, however certain varieties may be 
promoted for gw.i nutrition (Krantz 1979). A 
study conducted in Kathmandu found that moth­
ers' diets were generally high in calories and low in 
fat and protein. Kilo calorie intake was higher than 

that found in Annapolis, Maryland in the United 
States, however protein and fat intake was less and 
infants were smaller. This may be related to 
maternal activity., heavy work and higher infec­
tious disease ra~es (Moser, et al 1983). 

In the rural areas, a pregnant woman's family and 
friends will try to feed her rich, nourishing foods 
during and after pregnancy. Commor foods given 

axe ghee, meat, liver, fish, eggs, curds and a syrup­
filled sweet called jeri. Afterdelivering, the mother 
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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 
WHO,/tUNICEF model, has been recommended by 
a government committee and is awaiting legisla­
tion. 

MATERNITY BENEFITS 

Maternity leave may be taken twice, is given for 45 
days and mothers receive full pay during the leave 
period. 

59 



REFERENCES 

Angove, R. and Gunning, E. A pilot study of infant growrh 
patterns and feeding practices in Nepal. Journal of the Insti-
tute of Medicine, 1986.8: 21-32. 

Bennett, L. Sex and motherhood among the Brahmins and 
Chetnsofeast-cenral Nepal.JournaloftheInstituteofNepal 
and Asian Studies, Tribirvhuan University, Special Issue: 
Contributions to Nepalese Sudies Anthmpoogy, Health, 
and Development, 1976. 

Bomgaars, MR. Common problems of children as seen in 
rural clinics and how, hey ae man".gd. Kathmandu, Shanta 
Hospital. Unpublished document. 1974. 

Brink, E.W.; Khan, i.H.; Splitter, J.L.; S.ehling, N.W.;
Lane, J.M.; and Nicarnan, M.Z. Nutritional status of chil­
dren in Nepal, 1975. Bulletin of the World Health Organiza­
tion, 1976. 54: 311-17. 

Clearinghouse on Infant and Maternal Nutrition. Govern­
ment Legislation and Policies to Support Breastfeeding,
Im.rove Maternal and Infant Nutrition, and Implement a 
Code of Marketing of Breastmilk Substitutes. Report No. 4, 
1986. 

Farquharson, S.M. Growth patterns and nutrition in Nepali
children. Archives of Disease in Childhood, 1976.51: 3-12. 

Grant, j. State of the World's Children. Oxford University 
Press, 1987. 

israel, R., (ed.). Maternal and Infant Nutrition Revicws: 
Nepal. Education Development Center, Boston. December 
1981. 

Krantz, M.; Pahari, S.: and Colgate, S. Sarbotram Pitho. A 
home processed weaning food for Nepal. HOVIPREP
 
Monograph Series, No. 1.Nutrition and Agribusiness Group,

Office of International Cooperation and Development,
 
Washington, DC. 

Krantz, N.E. The relationshipof children's circumstances to 
nutritional problems as obserieA in Lalitpur District, Nepal 
Community health Program, Lalitpur, November 1979 
(published in "The child in Nepal." M.R. Baril (ed.). Nepal
Medical Association, Charnundra Press, Yehka, Kathmandu; 
cited in Israel, 1982). 

Martorell, R., Leslie, J., Moorck, P.R. Characteristics and 
determinants of child nutritional status in Nepal. The Ameri­
can Journr! of Clinical Nutrition, 39: 74. 1984. 

Moser, P.B. Acharya, S.; and Reynolds, R.D. Cultural and 
Environmental Influences on the Nutritional Status of Lactat­

60 

ing Women and d',eir Infants in Nepal. (unpublished report) 

'hIbapn Acountry report on breastfeeding in Nepal: work­
wav on breastffeling and supplementary foods, Bangkok. 
17-18 November 1979. 

Vermury, M. and Levine, H. Beliefs and practices that affect 
food habits in developing countries: a literature review. 
CARE, Inc. August, 1978. 



I (KhairO. This may be partly attributed to a large 
increase in the early introduction of weaning foods. 
The percent of infants receiving early supplemen­
tation inc-eased from 5% in 1969 to 75% in 1974 
(Harfouche 1981). Data from the National Nutri­
tion Survey reveals that 13% of infants die before 

PREVALENCE, DURATION the age of 1year and a large percentage of infants 

AND PATTERNS are malnourished beyond the age of 2 months, 
which suggests that exclusive breasifeeding is not 

of as widespread as is often cairned.According to UNICEF data for 1986, 78% 

mothers are breastfeeding at 3 months, 73% at 6 Martin (1987), concurs that figures for never 
months and 67% at 12 months. These figures do bretfed" are Misleadingly low and cites severai 
not reflect the critical duration of exclusivebreatfeeingnd re terefre isledingbe-smalle Studies which suggest that bottdefeeding is 
breastfeeding and are therefore misleading be- more widely practiced than the figures from inter­
cause they create the erroneous impression that national agencies indicate (Table 8). She recom­
few problems exist with breastfeeding practices in mends that the data be examined along with data on 

the duration of breastfeeding and the extent of 
There appears to have beer: a dramnatic decrease in mixed breast and botlefeeding, in addition to otherfrso upeetto.Asuyb abr w

forrms of supplementation. A study by Lambert antI 
the rate of ever breastfed in Pakistan. from 95% in Khan found that 50% of mothers exclusivgI\y or

d th ei iofants1975 (Worli Fertility Survey) to 86% in 1986 paialfot
partially bottlefeed their infants. 

____________________________Table 8 

PERCENTAGE "NEVER BREASTFED" IN PAKISTAN 

PAKISTAN 
Study %Never (1)Sample Year Breastfed 

NutrtionSurvey 1,431 households 1965-66 0.7
(West Pakistan)


Pakistan Fertility Survey 1975 1.5
 
(nationwide)


Micro-Nutrient Survey 1,105 households 1976-77 5.4
 
(nationwide)


Population, Labor Force 1979-80 7.0
 
&Migration Survey (nationwide)


Who Embro Collaborative 1,250 infants 1981 3.3

Sludy (nationwide-4 rural, 2
 
urban low income) 120 mothers


King Edward College 1981 10.0
 
(Lahore, low incme) 4,602 married women


Natl Research Institute 1983 9.2
 
of Fertility Control (nationwide) 272 infants


P!anning & Development 1983-84 4.8
 
Division, Govt. of Pakistan (nationwida) 1098 non-lactating mothers
 

UNICEF (Lambert/Khan) 1984 5.4
 
(Karachi)


Nail Research Institute 956 households 14.0

of Fertility Control (3Karachi ho ta!s
 
and 2 rural areas)


International Food Policy 1986 4.9
 
Research Institute (nationwide, urban poor
 

SOURCE: Martin 1987. Breastfeeding must be defined more specifically. 
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Eigure.14
 
There has been a decrease in total 
duration of breastfeeding to an esti­
mated 17 months (Khan 1980). In SOCLO ECONOMIC STATUS AND 
Lahore, 22% of mothers had stopped BREASTFEEDING PATTERNS 
breastfeeding by the time their infants 
were 3months of age (Manzoor 1981). 
The duration of exclusive breasffeed­
ing was not defined in these studies. 100 

Infant feeding patterns vary with socio- o] 

economic status, ethnic background, 
education and cultural beliefs. Mus­
lims are reported to breastfeed longer 40 

than Hindus, possibly due to teachings 20 - , 
in the Koran. In a longitudinal study of 
916 infants in Faisalabad, who were 0 

followed up at home, most were Ag.e. ohs 

beastfed initially, irrespective of the 
sociozeconmic status (SES) of the par­
ents, however the duration of Medjum Soooe,omc Group 

breastfeeding was short. By the age of ,o 
2 months, only 63% of infants in the , 
high SES group and 68.5% of the low 00 

were breastfeeding exc!usively. 20% 60 

of mothers in the high SES group were 
bottlefeeding exclusively, compared 

to 4.6% in the low SES (Figure 14). An 

I 
0 40 

20 I otl 
additional 10.5% of high SES and conb,, 

16.8% of the low SES were combining .ir..2 3 4 6 ..7 8.. 1 1 12 

breast and bottlefeeding, aptly named Age: moMh 

by Latham and van Esterik as the"triple 
nipple syndrome." By 12 months, 
none of tle high SES mothers were 
breastfeeding. Prolonged bottlefeed-
ing appears to be a problem that needs 

100 
Hh Soioeconomc Group 

research. . o 
60 

An excellent example of the impor- I 
tance of using precise definitions for a o 
breastfeeding patterns in assessing the -­,, 
affect of infant feeding patterns is a .." re 

longitudinal study of 1600 infants, 0 
conducted in the slums of Lahore by Birth1 2 3 4 5 8 7 0 9 10 t 12 

Hanson, et al in 1986. The results ofthe mo,,, 

study initially led the researchers to 
conclude than breastfeeding was not Graphed rrim data ofNagra S.A. and Gilani 1987 

http:Eigure.14


_ Figure 2 
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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 demonstraied to be significantly pro-
tective, even in the SILn condidons of Lahore 
(Figure 2). Most newbon s were given prelacteal 
feeds instead of colostrum (uStallycontaminated) 
(Figure 15a). Only 10% of the i ifants were exclu-
sively breastfed. (Figure 15b) 

DETERMINANTS 

OF 


BREASTFEEDING 
Multigravidas are reorted 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 rates. 
One study found that only 13% of working women 
breastfed their infants, compared to 81% of no.­
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 
duringthehotseason(showntobetotallyunneces­
sary) often results in early weaning and diarrhea. 
Health workers also give harmful advice to work­
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 
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lactation failure include repeated preg.,ancies at spoon and by bottle. Hanson stated that the infant 

about deaths reported in his study could be attributed toshort intervals (Jalil) and undue concen 
breast hygiene (Lambert). Pacifiers appear to be contaminatedfluidsadministeredinplaceofcolos­

used widely and are usually contaminated. Pacifi- u-. 

ers can not only be a source of infection, but can 
adversely affeci milk production by decreasing Formula use appears to be widespread. At 0 to 3 
sucking' time at the breast. months, 48% of infants received some breastmilk substitute, at 1 year almost 70%. 55% of mothers 

used formula and 27% used homemade foods. 

WEANING AND Condensed milk was also used as a suppler ent by 
1% of mothers. One study noted that 16% of

SUPPLEMENTAL FOODS mothers boidefed their infants on the advice of 

their doctors (Khan and Lambert). A UNICEF 
In a study conducted in Karachi, 92%"of mothers study ccnducted in Quetta found that nearly half of 

iszarded colostrun for 2 to 3 days and adinini- the 125 mothers interviewed supplemented breast­
stered a variety of substances to their newborns. milk with fresh powdered milk (Martin i987) 
Mothers in a Lahore slum who lived in mud huts 
often gave their newL.ns sugar water or an hei-b The initiation of supplements usually begins at an 
concoction made from rose water, anise and carda- early age. Approximately 18% of infants were 
non. More privilaged women and city slum dwell- found to be receiving regular food supplements as 
ers gave honey and some gave laxatives (despite early as I month or less; by 2months, well over halt 
the fact that colo;trum is a natural laxative). It is of the infants surveyed were receiving supple­
important to note that honey has been shown to ments, as did 93% of infants by the age of 4months 
carry sporcs for botulism, causing sudden death in (Nagra 1987; Vermury and vine 1978). Buffalo, 
infancy (Arnon 1980). Fluids were given by hand, goat's or cow's milk are commonly given, as well 

Figuire 15a 
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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 P'fford othier 
foods give sugi (semolina), delhya (wheat por-
ridge), dhal and rice gruel and khi (ground r.!"e 
with milk and sugar) (Harfouche 1981). 

Cultural food beliefs are prevalent in the region and 
infants are not given foods which are considered 
"too hot," such as fish, eggs and beef, or "too cold," 
such as lassi, sherbert, ciuus foods and juices. 
Foods which are considered beneficial are green 
gramrr and apples. Infants with diarrhea are given 
special diets of egg whites and lemon seeds. 

Common solid weaning foods are chapati, chapati 
soaked in milk and choori chapati minced with 
sugar and butter fat. Irrespective of socioeconomic 
status, the constitution of artificial feeds was found 
tv)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 
hygiene was poor, especially among those of lower 

socioeconomic 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 patterns in a village in 
Karachi found that mothers fed infants tea ana 
biscuits because it was easier. Little attention 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). Inapprop-iate feeding is a 
major cause of frequent bouts of diarrhea and the 
high degree of malnun ition. (Gilani 1984). 

LACTATION DIET 

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

Figure 15b 
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lactation in the betief 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 internatioal 
seminar in Lahore (March 1988), Dr. Jon Rohde 
said, [I have been in your country for 10 days, 
during which I have visited a number of health 
institutions.I am or palledat the nunberof bottles 
I have seen. You arekillingyour babies with these 
filthy objects."] (Lambert 1988, personal commu-
nication) Khan, et al and Lambert (1988) have data 
that Lottlefeeding is increasing rapidly in Pakistan 
in all i zgions and dhat diarrheal deaths are incicas-
ingly associated with bottlefeeding. The incidence 
of diarrhea in Quetta hospital increascd along with 
an increase in the incidence of bottlefeeding. In 
1975, 65% of infamts with diarrhea admitted to 
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 effective 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 ofcontraceptives needed to 
maintain the current birth rate would have to in-
crease from the current 5% to 40%. Such a goal is 
unattainable though unnatural f'arir1y planning 
(lIsthaenge 1982). 

MATERNITY BENEFITS 

Women are allowed maternity leave for 6 weeks 

before and after delivery at 100% salary for 3 
pregnancies. Toqualifyforbenefits, mcthersmust 
have9 months of employment or have worked 180 
days during the past 12 months. Dismissal during 
maternity leave is prohibited. It appears that provi­
sions for nursing breaks or day care programs do 
not exist. There is no provision fornurseries. 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
 

Pakistan is in 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 shops
 
are flocded with breastmilk substitutes. At least 1
 
manufacturers export infant formula to Pakistan.
 
Cverl/3oftheproductsshowpicturesofinfantson
 
their labels and the instructions are not in Urdu.
 
Adding to the parents' confusion, the market is 
floodedwithavarietyofinfantnutritionalproducts 
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 ofMarketingofBreastmilkSubstitutes, health 
plannersfacedifficultyinpromotingbreastfeeding 
(Martin 1937). 

As many as 4.5 million feeding bottles are bought 
in Pakistan each year, a little over I for every infant 
born annually. The amount oi money used to 
purchase formula is increasing. )987 estimates are 
from Rs. 165-315 million (IBF. N). 

Although Pakistan voted for adoption of the WHO/ 
UNICEF International Code of Marketing Breast­
milk Substitutes, progress has been slow. The 
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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 recomnen­
dations of tht WHO/UNICEF Code Lnd the gov­
ernment of Pakistan has not enacted these meas­
uires. 
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PREVALENCE DURATION 

AND PATTERNS 

"Despite empirical ev aence of the undoubted 
benefits of the practice of breastfeeding to infant 
and child survival, nat;onal trends in the Philip-
pines are alarming" (UNICEF 1987). 

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

The Philippines Fertility Survey repcrted the preva-
lenceof breastfeeding of the youngestornextto the 
lastchild, amongever-marriedwomen, tobe86.8%, 
declining to 82.6% in 1"/3 and 1978 respectively 
(Zablan 1985). The average duration of breastfeed-
ing was apprc, 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, ashorter duration than that re-
ported in national sirveys. 

Although initiation rates for breastfeeding are rela-
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 1month to be 61%, 69% and 
92% respectively (B.Guzman 1982, WHO 1981). 
32% of urban rich infants were never brea.tfed, a 
much higher figure than for urban poor and rural 
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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 di,-ation of breastfeeding has 

been decreasing progrsively 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 i 

and duration of breastfeeding declines. The me- [j 

dian duration decreased from 12 months in 1973, to 
11 months in 1978 and to 10 months in 1983. 

In a sample of low-income mothers in Manila, the fj 
majority initiated breastfeeding, however by the 
end of the firt month the drop-off rate wa; ap­
proximately 10%, increasing to 30% by 3 m'nths 
(Simpson, Hebert 1986, Makil 1985). 1 
In a -rvey of 462 mothers from randomly selected 
households in Barangay villages in Metro Manila, 
22% were "pure" breastfed, 32% went from pure 
treastffed 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). 

It is encouraging to note that agressive breastfeed­
ing campaigns have apparently influenced edu­
cated urban mothers to breastfeed for longer peri­
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. Zablan in 1986 found that the decrease in 
duration of breastfeeding has been slight, but more 
significant over the past 5years. Popkin, et al 1985, 
using life table analyses, regrouped the data to 
concentrate on ages 4, 7 and 13 months to avoid 

"age heaping." The reported mean duration of 



'ever breastfed" was longer i; 1983 than in 1973 	 DETERMINANTS 

by I month in the rural areas and by 0.4 months in OF 
the urban areas. The proportion of breastfed in- BREASTFEEDING 
fants was highest between 4 and 5 months, how­
ever the difference was insignificant. Women in rural areas are more likly to breastfeed 

for a longer duration than women in urban areas. 
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Source: 	 Philippine Country Presentation at Asian Regional Lactation Workshop, Denpasar, 
Ball, Indonesia, June 1988. 
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The reasons why urban women have lower preva-
lence rates are unclear, ho,-,ever the decrease in 
breastfeeding prevalence ,aid duration has been 
greatest among the rural population. In absolute 
numbers, the problem may be more significant in 
the rural areas rather than the urban. Breastfeeding 
rates are highest among women with little educa-
tion or with 7 or more years of schooling and recent 
immigrants (Popkin, et al 1987). Young mothers, 
particularlyin the 15 to 24 yearage group, breasifeed 
less frequently and for shorter pe-riods than older 
mothers (Zablan 1986). 

In a study conducted in San Pablo City, mothers 
were interviewed using a questionnaire. The re-
sults showed that poorknowledge about breastfeed-
ing, not ingrained beliefs, affected feeding pat-
terns. The mothers did not conider breastfeeding 
inpublic to be a constraint (M. Dalisay, et al 1986). 
In any nationwide program, an understanding of 
sociocultural characteristics is important if there is 
to be a reversal of the trend 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 l'reast milk and the infant's 
r _fusal of the breast, were common reasons cited 
for stopping breastfeeding (Guthrie, et al 1983). A 
primary reason for riot 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 needed to be away from thei" infants for up to 
12 hours per day. Some mothers interviewed 
feared that illness could be transmitted through 
their breasttmilk, 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 breasrfeeding. Exclusive breastfeea'-
ing was rare, 

The limited role of health personnel in advocating 

sound breastfeeding practices was evident in the 
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results of a clinic based study in Manilla. Mothers 
were questioned about erroneous beliefs and nega- : 
tive attitudes regarding breastfeeding. 24% of 
mothers believed that illness, anger, fatigue, cold, i 
heat and hunger could be. passed to the infar.,.
 
through their milk, 20% of mothers worked an.
 
thought that the milk in their breasts would spoil if
 
they did not feed often and 20% stated they disliked
 
breastieeding or did not know much about it
 
(Simpson Hebert 1986, Makil 1985). Hospital
 
staff who wece surveyed encouraged bottiefted­
ing, knew little about brea-stfeeding and rarely
 
discussed breastfeeding with mothers ante r:di 
postnatally. 10% of mothers were advised te .1, 
bottlefeed upon discharge. The most coni,-n 
advice given to mothers was to wash their nipples 
with lukewarm water before each feeding (Sirpson 
Hebert 1986, Makil 1985). Vicente (1986) sug­
gests that patterning learnd during the birh of a 
worman's first infant is an important deterninant of 
how she will breastfecd subsequent children. , 

SUPPLEMENTATION AND 
WEANING PRACTICES 

In 1981, low-ir,:nome, urban Filipino women still 
initiated breastfeeding at high razes, however by 6 
months half of all infants were completely bot­
tefed (WHO 1981). 

Beliefs about supplementation and weaning prac- , 

ices vary. In rural areas breasrfeeding may not be 
initiated until tie second day after birth. Colostrum 
isdiscarded by most mothers because ofits "spoiled i 
anddirty"appearanceand because mothers believe 
it is unhealthy. Sometimescolostrum is"'tested" by i 
puttingadropinaglassofwater,ifitmixesreadily ji 
it is considered safe, if it curdles it is discarded. 
Some mothers use an emetic 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 4 

brat aergiven firstotisolbecause it contains nteSnPboCtrice, and that the left !breast contains only water. In the San Pablo City ! 
area, mothers believe that fatigue causes the milk to 



spoil (M. Dalisay, et al 1986). 

Often rn others are encouraged by hospital staffand 
relarives to bottlefeed their infants with supple-
ments of water and vitamins, citrus juice and rice 
water. The spoonfeeding of porridge or commer-
cial infant cereal is also encouraged. 

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

A survey conducted inmetropclitan 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 niral 
rmothers. This difference was attributed to hospital 
practices and the entry characteristics of mothers 
who have hospital deliveries. Only 29% of urban 
mothers and 59% of the rural breastfea 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 both urban and rural 
areas gave their infants non-milk substitutes only. 
Only 5.6% of urban mothers and 28% of rural 
mothers gave breastmilk exclasively to their in-
fants (Fernandez and Popkin 1987). 

INFANTS 
RECEIVING FORMULA 

RURAL URBAN 

Day 1 11% 43.,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 mort 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 patterns 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 thc infant. 

In the squattercamps and poer urban areas of Cebu 
city, researchers (Fernandez and Guthrie 1984) 
found that marginal nutrition of the mother and 
deliberate weight restriction affected breastmilk 
production 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 genenal 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 carne a dramatic decrease in the incidence of 

morbidity and mortality, reported by a review of 
the Pediatric Department. The data showed: 98 

clinically septic infants, 88 (90%) were receiving 
formula exclusively, 7 (7%) were being given 

werebreastmilk and formula and only 3 (4%) 
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). 
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A prospective survey of 143 low income families 
reported that the incidence of diarrheal disease in 
the first 3 months among bottlefed infants was I I 
times greater than in infants who were breastfed 
(Hebert, et al 1986). In this study, infants were 
classified according to milk feeding mode, how-
ever no coisideration 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 surival 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, 
Makil 1985, 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 milky fluids. If a mother has 
been in the sun for a long period or ifthe the milk 
has remained in the breast too long, the milk is
often expressed and discarded. Breastfeeding is 

interupted ifthe 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, fo6d restrictions for the mother 
include sour foods (thought to curdle the milk and 
induce hemorrhage) such as vinegar, guavas and 
citrus. Green vegetables are ave-ded 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, coconut milk and alcoholic 
beverages from palmnut (tuba). Information on 
lactation diet in the Philippines is largely anecdotal 

and needs further research. 

L AC TI()N 
CON ,A '.ON' 

[
 

Grey,etal, inasurvey-; v, mothc:s wo'o 
had normal deliven,, ,:nd that t. 
amenorrhea lasd .' nths when 
breastfeedings were , . 'ncr, :ha i tinacs 
per day) and at s ioi ri - 3 hours). 
Womenwhobreac~f (itWome ,wiobres.2,-,Ktk t..-:1,V . ' l: 

more likely to ovuh . 

Nher,,aswItc.rl . .... 

ing to mixei breast andrci,, : tdey under-

Nhen mothersmot.herssswitch ' , ,-,t,,br-.astfeed­

mine the contrceptiv lactation (Heb 
et -il1987). Local h ri_, I ,]aming incthods 
are used ,-., their Hin the scuth_,i althoueh 
effect on lactation has iioi ' :searched (QOaijano 
1986). In San Pablo ,,;n:c Vrw thers atjktain_ 

from sex while breasttic-ding r: h-,belief that it 
would cause their milk t,">ail. 

A fjj[Y 

Artificial milk companies; 'injie Philippines have 
been agressively marketing their products through 
donations to individuals and institutions, the build­
ing of nurseries, the distribution of free samples, 
milk nurses and media campaigns. Mothers are 
often given inaccurate information on the risks of 
formula feeding, and therefore introduce the bottle 

to the infant at an early . 

From 1975 to 1976, over 90 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). 

Heber's study corroborates the aggresive market­
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ing by the formula companies and notes that while 
health workers art,generally in favor of brsfeel-

Ang, facility and hospital policies make it difficult 
to breastfeed. The WHO 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 milksamle duin mther hal stay.givenfThe 

PROMOTION 

By providing rooming-inencouraing breasfeed-

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 health for their infants. This 
mass action was organized by the National Coali-
tion for the Promotion of Breastfeeding and Child 
Care (now called BUNSO), a private organization 
affiliated with the National Movemei.t for the 
Promotion of Breastfeeding (NMPB). 

The N,..PB is an inter-agency organization of 
government and non-government organizations, 
coordinated by the Department of Health at the 
Maternal Child Health Service. Its primary themes 
are: information, education and communication on 
the benefits of breastfeedfing. The NMPB has de­
veloped, produced and disseminated a number of 
pamphlets, posters, jingles, radio and TV spots, 
slides and other educational materials. A reference 
handbook ofstandard breastfeeding messages was 
developed and distributed. In Metro Manila, a 
mass media campaign to promote breastfeeding 
was conducted. The campaign included displays of 
posters in Light 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 (MIDs, nurses, 
midwives, nutritionists) and sponsored research on 
breastfeeding practices and programs. 

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 lmal levels, improving the 
management of lactatioa in health service delivery 

settings and supporting breastfeeding research 
(Casabal 1988). 

MARKETING CODE/
 
GOVERNMENT
 

LEGISLATION AND POLICIES 

First introduced in 1981, a national code on the 

marketing of breastmilk substitutes was signed 
into law by President Aquino in 1986. According 
to the code, health care facilities may not display or 
advertise milk products. Milk company personnel 
may not promote their products to prtegnant 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
ityofbreastmilk. Visuals which idealize bottlefeed­
ing are prohibited. A coaition of organizations has 
volunteered to monitor compliance of the code by 
the industry, however there has been resistance to 
this by the companies. 

MATERNITY BENEFITS 

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

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 slibsequent high mortality, 

The high rates given by the 1982 Contraceptive 
Prevalence Survey for prevalence ofbreastfeeding 
do not 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 '9%. Popkin (1982) cites rates of 
88% at 3 months, with UNICEF figures for 1986 
showing a rate of 83%. At 6 months the prevalence 
rate declines to 74% and by 1 year to 48% 
(UNICEF). 

The mean duration ofbreastfeeding 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 past 12 years. The shortest mean duration.­
reported was for Colombo (13 months), while rural 
residents continued breastfeeding fora mean dura-
tion of 18.8 months. As in other countries, these 
figures are misleading because they do not reflect 
the prevalence and duration ofexclusive breastfed-
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 

at 6 months more rural mothers (70%) 
than urban mothers (50%) were shown to have 
stopped breastfeeding (WHO Director General, 
Infan" and Child Nutrition 1986). Despite the fact 
that some rural mothers breastff.ed 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% only breastfed up to 3 
months and only 50% breastfed for 6 months or 
longer. Poorprepartionofthemotherswasthought 
to be acontributing factc- (Covington, etal 1985). 

Rates for durations of breastfeeding 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 Chi istian mothers for 
12.5 months. The average length of breastfe~ding 
was found to be highest among Moors (15.5 mohths) 
andlowestintheSingalese(13.8 months) (fntema­
tional Statistical Review 1978, cited in Israe11982). 

Soysa in 1988 found that the early introduction of 
formula was increasingly prevalent. By 3months, 
only 41% of urban and 60% of rural mothers were 
breastfeeding. These statistics are a cause for 

concern in that the urban trend towards bottlefeed­
ing and early supplementation 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 motmer 
works,"insufficient milk," and"baby did not suck" 
(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 

77
 

http:breastff.ed


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 their infants. "When 
a baby cries the breast is hastily abandoned, the 
FColombo, 

presumption being milk failure." In addition, there 
appears to be little support from the older genera­
tion to breastfeed, making it moi'e difficult for new 
mothers to successfully breastfeed their babies. 

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

COMPOSITION OF MILK FORMULAS
 
AND OF BREAST MILK (g/100 mi)
 

32 

Forruila I 
Formula II 
Formula III 
Breast milk 

28 

24 

20 

4 

4) 
4s) 

. 

16 

12 

8 

4 

0 
Formula I 
N=30 

Protein Fat Carbo- Minerals, Calories/
 
hydrates otc. 10G ml.
 

2.36 	 1.4 6.6 0.53 50.0 
3.53 	 2.1 10.0 0.80 73.3 
3.53 	 2.1 14.6 0.80 23.3 
1.70 	 3.5 7.3 0.23 69.0 

U Casos of Diarrhea 

-- Deaths 

Formula If Formula III Breast Milk 
N=30 N=33 N=19 

Source: 	 Jayasuriya D., and Soysa P.E. Feeding Studies inCeylonese Babies. 
Journal of Environmental and Child Health. Vol.20, No.6, pp. 275-279, 
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and was associated with a shorter duraticn' of rusks, biscuit, and hrUad, which azre introduced at 
breasifeeding. Almost ali rnothers who were for- around the age ,-,f 6 LLJh[-, 

mally employed (98%) and 56% of women work­
ing in the home usedl formula. The amouin of Rice, thoughl:l : :i,:' i, , fod, 1<a' oniyL2 

formula given was propoaiorial to the increase i,. iuuducedftecric- it'%,creruony,whchis 
the separation time beteen mothers and ,hir pe~tdrnned forn zhe 9 i 1 , rnonth. Although 
infants. by 2 --ntris, most formula is .r., oid an1c solid,ormaly working Ci;:-c! 
mothers had scoppe.d brcastfeeding. Women o, f,,s at; oi,.,:a t,:la.. t),ai irfa.t has teeth 
upper socioeco1o-1.m*: st2tt, ti nded to botfltefed and culturally in.,t,,i,,i.. may day the 

: 	 onodu.doexclusively, wh"r ;~oen of lowcr socioe.co- of 1j:i q op-.tc dine. Milk 
nomi,, st.t..s idz. to . and breast-, W;pkm ,> ; t.riioted whe, an infant j 
milk (Internatic.n .- A , N-uition Scientists, begi.. s to eat,,c-" the ,×lief ta it ases worms. 
1982). A1.. t.: :trhociu, ,, J op riate Wcani -!,foods, 
In a study of il: ,, onm nt lon, . 'Aihc,,h.:tws-.. of "lh: uprlern-nts, 
breastfeeding (Co,i }o::o > . ac'; f !"noAv.i.C...i for ;t. I n Sri 
edge regarding.,o-p col 'y oor 'A 1975/76 Nuultion q'atu: Suvcy found 
breastfeeding ,1. 10 a:,',.11 .... ,attcarlt.Is tio 	 Ll! 'n. fo; . ... wIrt t.yilms unciler ""e..'0 r, j were acutely 

motivate a d er ' e Idl t;1'.If' 	 fer,Ia" t S Im 14 stunted. 
infants. Mosto1 .- , < . v- iocii. _,!':U-. 

' , o, g f,'e .;za.,i,, .w..) ,(pxckaged,siasm for deramnd d - . :. i '%H :. ,0,,, ;-. . , h 
that breastfeelding 0P.e ., suriO:imac, f<rm sya,: Shi-aue ofrhe b'Ehf .;:cook:d food 

, ri:'c, &vtskinniicd miH.11-,, ,. and rinerals 
The decision to ,cas . ound to e ricga- have been distributed thrcu.,h the government to 
tively affected by oiri- cc',pu.,v, usage and by iiii)tners and - ;-)the :age of . (Triposha 
the level ofeducario in .tht.rfctherand fathec. N197";" l-,. l'lk,- p-grar,' to distribute Thri-
The locatior of ,,v-oi <, ) rent's religion were 7 --_l- a, ..... it-, Orough the public 
also factors in dete ,w'J i' ,:;,ct g practices. Malay .a ............... .. , by .9o_. An 
and Muslim wonvl. _iuttie xducaion were -vaiuati.i o. .. *r a. ,,.zoncluded that, "The 
found to supplemcn-,, .eh'b Tih;iposha progir,±n ta make airearstmii. with formula 'ad tie potential 
early in the p tp:, ,ri and 8o wca . , - . . . :. ...,,, d z . ...... . almutritionif 
giving formula by 3 mond8 (Akirn, et a 19T!). ;N-oWded ': pai o" a rornbinatiou of services." 

(Horinstein) 

SUP '-('-*L D LEP "TA O 

- The high incidence of low '.ith weight infants in 

The practice of discelding coliostnm and giving Sri La,,a (21%) may be related to maternal nutri­
prelacteai feeds of water, glucose water or milk, tion. During lactation, fcd, such as milk, pine­appears to b widespread (Soysae979). Supple- apple, mango, crab, blood fish, eggplant, cassava,mental feeding oft begins in the second month, yams, legumes, yogurt and bc-f may be excludedcoinciding with the end of maternity leave. Corn- fromthemothersdietduetoculturalbe!iefs. Dietarycoinidigndwth om-restrictions may be pardy responsible for the re­he f mterityleae. 
mon supplements are water, cow's milk and con- re owemay o frtlsposleir the re 
densed milk, coriander tea or rice water (Vennu ported lower volume of breastilk in Sri Lankan 
and Levine 1987; Soysa 1979). Other common women (500m1 -cr day, compared to 800m1 er 

weaning foods are rice conjee, vegetable soups, 	 day in well nourished women). Frequency of feed­
ing patterns :nay also be a factor. 

http:attcarlt.Is
http:socioe.co
http:onodu.do


MORTALITY AND MORBIDITY 

Bottlefeeding 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 result is often 
marasmus (Soysa 1981). 

A hospital study of low birth weight infants, fed 
formula for 10 ormore days, because their mothers 
were discharged after 2 to 3 days due to the short-
age of beis, showed that the mortality rate for 
infants on formula was 20%, and 0% for infants on 
breastmillc 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. In the mixed feeding group, only 60% achieved 
their expected weight xor age and those who were 
exclusively bottlefed, 29% achieved theirexpected 
weight. 

In a 1976 :etrospective hospital study in Colombo, 
519 infants admitted with diarrhea were under 1 
yearofage and none were exclusively breastfed. A 
more recent, 1980 prospective study of 127 admis-
sions over a 2 year period, found that only 10% of 
the admissions were breasffed. All of the infants 
admitted were receiving water and fruit drinks in a 
feeding bottle. 

AVAILABILITY 

OF 


FORMCXULA
Until 1980 the governmdt of Sri LankaimportedUnthevily980 idth formulofe Sri Lanka ssted 
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 moth­
ers wcrm able to -ut down on their own food while 
bottlefeeding. (fhe 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, produced 
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 to the health of the 
country's infants (Soysa). (Table 9) 

MATERNITY BENEFITS 

Maternity benefits are provided for 2 weeks before 
the birth and for 10 weeks after, for mothers who 
are pregnant with their first or second child (if the 
infant is born alive). Shorter leave is provided for 
subsequent births, with full pay. If there are nurs­
ing facilities on the premises, nursing b. taks if 1/ 
2 hours are given, 1hour if there are not. Nursing 
breaks are permitted twice a day for 1 year andcounted as time worked, in addition to meal time. 
Dismissal during pregnancy or maternity 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 2
 
IMPORTS OF MILK F(Y')DS 

1979 1980 Janumry-Aprl 

IfEM QtY. Value Qty. Value 

(Kio) (Rs.) (Kilos) (Its.) 

Pull 26% ialk 16,667.623 280,994,749 6,654.584 127.756,000(Powder 26% lxxafk) 

Milk Powder 3.658.541 71.305.559 1.035,745 24.225,000 
(1.5-26% bme'fAL) 

Condaod Milk 5,187,072 51,754,377 385,015 4,515,600 

Bu=ne 1.363,013 26,.,23,290 344,133 9,198,000 

Ch/mead Curd 45,029 1,716,000 

Soac Soys. Sri LAnka, 19S0 

by employers. There have been a few "raids" to in- BREASTFEEDING 
dustrial sites employing a hiph percentage of fe- PROMOTION ACTIVITIES 
male workers and shortcomings were reported, but In 1985/86 a technical committee was formed to 
no significant remedial measures were recom- implement various articles of the Code. The 
niended (Dias). committee includes baby food and formula indus­

try representatives. 

MARKETING CODE/ National seminars to create awareness of the Code 
GOVERNMENT and its implementation have been held for media 

LEGISLATION AND POLICIES personn-,l (TV, radio and press). Recently a docu­
mentary for educating mothers on infant and ma-

Sri Lanka adopted the WHO/UNICEF Code for ternal nutrition was produccd by a milk food 
Breastmilk Substitutes in 1980 and the Interna- company and it is iloped that the private sector will 
tional Code is in effect law. An additional provi- sponsor nutrition education and communication 
sion banning feeding bottles made of plastic has programs on breatfeeding and weaning 
been adopted. Monitoring and enforcement of the (Karunaratne). 
code however, appears to be problematic. 
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______________________ITe data, collected by recall ,did not specify whether 
or not breastfeeding was exclusive. 

PREVALENCE DURATION 

AND PATWERNS 


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 with artificial milk (Winikoff).UNICEF data (1980 to 1986) for ever breastfed in 
ThIlEFatan 8 	 t on1986 atr6ver nbrnsThailand is 48% at 3 months, 47% a, months and 

by 12 months these figures have dropped to 20%. 

The data from national studies (Knodel, et al 1980) 

has shown that breasifeeding progressively de-

clined from 1969 to 1979 for both urban and raral 

residents, across educational categories. 

Most recent studies have had methodological prob­
lems and focused primarily on clinic populations in 
Bangkok. Reported breastfeeding rates ranged 

from 17.4% (Ponghai, et al 1981) to greater than 
70% (Temchareon, et al 1980 and Tontisirin, et al 
1983). In a Bangkok teaching hospital survey of 
210 mothers, the rate of exclusive breastfeeding
210 otly17, excuie ociee as 21% 
an he ercgave tefa ed feds. 

h a retrospective study conducttd 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 (Temchareon 1900). A 

prospective random survey of primarily low in­
come, primaparous mothers (sample size 586) from 
65 hospitals, found that 35% of mothers initiatedbesfeig 0 eegvn ie ed n 
breasfeeding, 50% were giving mixed feed( and 
15% were using artificial milk exclusively Du­
rongdej 1986) (Figure 17). 

EJP.-r _7 

Percentage, of Mothers Currently Breast and Bottle 7eeding by Age of Child 
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Snusce: Durmkj. D., e. al Fina report of the awsisectional survey on infant feeding practices in urban Bangkok, Thailand 

83
 



An analysis of breastfeeding trends indicates that 
there has been a steady decline in the duration of 
breastfeeding. Between 1969 and 1970, 
breasffeeding duration declired to 1..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 a median duration of 
10 weeks, in contrast !o a median of approximately 
1 week in the Northeast, underscoring regional 

differences (Contraceptive Prevalence Study 3, 

DETERMINANTS
 

OF
 
BREASTFEEDING 

Studies have indicated that breastfeeding ismore
 
Suesale indicate thatibhastfeediecisomic 
prevalent among women in higher socioeconomic 
groups, and among unemp!yed and less educated 
women. Fewer pnmipai-as than multiparas tend to 

zastfeed exclusively. The effect of formal em­
dfern raptie er a g,ployment on breastfeedirg mothers was difficult towre1984). Breasifeeding rates were higher among 

1984) Brsevesig linterpret
young housewives with little education. Fifty 
percent of mothers could not identify any source of 
information on infant feeding (Larongdej, et al196)
1986). 

formula manufacturers found thiat 76% of Bang. 
kok, and 62% of rural motners wre using commer-

i 


in the Contraceptive Prevalence Study
due to the lack of detailed information regarding 

catre ofwer athe ea ing ma otcategories. Lower ratvs of breasfeeding may not 
be a res.At of work alone, but rather acharacteris­
tic of the higher social class to which the working 

womer belong (Knodel). Winikoff, et al, found 
that in Bangkok, maternal employment out-ide the 
horr,-. ected feeding patterns, however no refer­

1980). ence to social class was made. Ina study by Ton-

Data from the Fami,ly Health Division in the Min-. 
istry of Public Health from 1984 showed the aver­

age duration of breastfeeding (not exclusive) was
17.5 months countrjwide, with marked differ­17.5 mnths couenturynde, wl arkeddfr-o 
Foc the urban areas the total average duration was 

oniy 4.5 months; 3.9 months for Bangkok md 6.5 

months for provincial municipalities. The Central 
region showed an average duration of 10 months, 
by excluding Bangkokit increased to 14.7 months. 
In the No.them region the average duration wasNo(50%ser
13.or 

13.7 months; in the Northeastern 24.4 months and 
in !he Southern region 18.8 months. 

In a recall study by Wjnikoff, et ai, the mean 

frequency of breastfeeds.wrs 8 per day for infants 

inthe 0 to 2months age category. 


Throughout urban Thailand an early shift from 
breast to bottlefeeding has been taking place. Al-
though the initiation rate for breastfeeding is0%, 

the actual prevalence rate is only 20-40%. 

tisirin, only 50% of mothers working at horn 
breastfed their babies. Early contact with the infan 
increased initiation rates for breastfeeding, but did 
not influence the duration of breastfeeding. 

Formula feeding is progres.ively associated with 
education and highest in mothers with 11 or more 

years of education. The Contraceptive Prevalence
Survey showed that4out of infants inurban areas 

had received formula or condensed milk, corn­
pared to 1out of 4 rural infants. The major reasons 
mothers gave for stopping breastfeeding were: 
work outside the home (50% to 56%) and insuffi­ounsid;the home to.56%)hanandu 
cient milk due to ill health of the mother. 10% to 
29% ofmothers 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
tefeeding their infants, poor maternal health was 
the most frequent eason cited, followed by work 
outside the home (Temchareon 1980). The major­

ity of mothers who returned to work gave up 
breastfeeding altogether (Durongdej 1986). 
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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 tie majority of infants are given supple-
ments of either mashed banana or banana and rice. 
Condensed milk and formula are the most common 
forms ofbreastmilk substitutes. Condensed milk is 
used more frequendy 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 1931 found that 37% 
were suffering from malnutrition. 10% 3f severely 
malnourished infants were fed sweetened con­
densed milk. Episodes of salmonellosis and diar­
rhea were more frequent in bott!t fed infants (Du­
rongdej). 

AtMaharatNak' on RatchasimaHospi;.! in North­
east Thailand (Figure 18), the percentage of chil­
dren deserted in the hospital by their mothers was 
dramatically reduc'zd after a policy of rooming-in 
and breastfeeding promotion was institute.a 
(Vorapun). 

Figure 18 

NUMBER OF CHILDREN DESERTED 
(1979-1988) 

IN THE HOSPITAL 
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Source: V. Picaipat, et a). Developing Model Programs of Bmastfeeding, Maharat Naihon Raichasima Hospital,
 

Naofi Ra cia,',, Thailano, Paper No. 3. INVITATIONAL ASIAN REGIONAL LACTATION MANAGEMENT WORKSHOP
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LACTATION CONTRACEPTION 

When the duration of exclusive bieastfeeding is 
short, the contraceptive effect is minimal. The 
Contraceptive Prevalence Study in 1984, found 
that the median duration of postpartum amenor-
rhea for mothers 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 mothers is 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, nurses 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 "d, scharge packs" of 
formula, underscoring the importance companies 
give this tactic in promoting their products. The 
practice of distributing fQjrula was more evident 
in the private than in the public sector (Winicoff). 

A number of Bangkok hospitals have retaii 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 breastfeeding 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
eluding 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.Family Health Division in the Deparnment of Heahh'[ 

has included breastfeeding management and pro­
motion in annual refresher courses for all health 
personnel working in maternal and child health 
All government medical, nursing and midwifery 
schools have incorporated breastfeeding into their 
curricula (Wirapong). 

Seminars for health professionals, teachers, policy 
makers, administrators, and representatives from 
labor and the food industry, have been conducted 
by UNICEF, the Pediatric Association ofThailand, 
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 cr the USAID funded, Wellstart Pro­
gram in San Diego, have established teams to 
conduct breastfeeding training and promotion at: 
the Faculty ofMedicine Siriraj Hospital at Mahidol 
University in Bangkok and Maharat Nakom-atcha­
sima Hospital in Nakomratchasima province in 
Northeast Thailand (Figure 19). The teams have 
been conducting a series of on-going training and 
promotional activities within their institutions and 
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Figure 19 

INTEGRATED COMPREHENSIVE BREASTFEEDING
 
PROMOTION PROGRAMME
 

at 
MAHARAT NAKHON RATCHASIMA HOSPITAL 
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Source: 	 Thailand Presentation at Asian Regional Lactation Workshup, Denpasar, Bali, 
Indonesia, June 1988. 
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surrounding communities, as well as providing 
leadership for national activities relating to 
breastfeeding education and promotion (Wirep-
ong). 

The Bangkok Breastfeeding Project conducted an 
aggressive breastfeeding promotional campaign 
which included health education for mothers, room-
ing-in, prohibition of breastmilk substitutes and 
prelacteal feeds -,din-service education for health 
professionals on the benefits of breastfeeding. 
Despite this campaign, treastfeeding initiation ratesat Bangkck hospitals averaged only 56%. At 6 
weeks, 20% to 70% of all participants contacted 

were still breastfeeding (Durongdej). 

In the public sector, 45 days of paid maternity 
leave, which begins after delivery, is allowed. An 
additional allowance of50 Bhat per month for each 
child (up to 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 eligible 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.Rcnl oeeteCd a eie opri
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 confirned to infants who need theproducts. The recipients should be the Directors or 

Heads of the Obstetric orPediatric D;risions of theorganizadonsorinstitutionsconcerned. Thedona-. 
tions must be recorded and signed by both hq 
donors and recipients. 
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This includesthe countriesofPapuaNew Guinea, 

the Solomon Islands, Fiji, Tonga, Samoa, and 
Micronesia. Very limited datacould be found on 
breastfeeding, infant feeding and weaning prac­
sicesfor this region. 

PREVALENCE DURATION 

AND PATTERNS 


Few studies have been conducte on the overall 
prevalence and duration of breastfeeding for Papua 
New Guinea, hcwever, field observations show 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 (".to 24 
months) is widespread (Counts, Tietjen, Conton, 
Marshall). 

Astudy conducted in the Suva area of Fiji between 
1977 and 1980, revealed a declining trend in 
breastfeeding. For rtive Fijians the percent of ex-
clusively breastfed infants declined from 60% to 
46% and in the lndia; 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 3months, 85% of mothers were 
found to be suppleme. ,gand the mean duration 
given was 8 months. i opkin 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 on the preval­
ance of breastfeeding on the other islands was a 
1970 study from the Solomen Islands which showed 
figures forever ineastfed of 100% and a small 1969 
study from Samoa which had rates ofever breastfed 
of 61% for infants aged Ito 5months, 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 Pacific Region could be found. 

SUPPLEMENTATiON AND
 
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 
re-.rons. Dne to geographical and cultural isola­
d,",',"Westernization"in theformof bottlefeeding 
z,-! work demands outside the home for women 
hae not had the same impact as in most other 
countiies. Secondly, the legislation passed in1977 
banning 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 
supple mentation. Counts states that breastfeeding 
has not decreased in the Papua New Guinea culture 
because it is strongly associated with kinship and 
th~ere 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 other 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 

91
 



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, 
uiscuitsorfruitattheageof3 to6months. 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 3to 4 days because colostrum was thought to be 
impure. Supplementation with artificial milk from 
an early age was comm- nand weaning foods were 
generaily introduced at around 3 months 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 I 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 Pon Moresby Gen­
eral Hospital (Biddulph). 

In Fiji, out of 100 infants admitted to Memorial 
HospiW-in Suva in 1979 for clinical malnutrition, 
80% were exclusively bottlefed (Lambert aid Yee). 

A 1976 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 

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
 

In Fiji, the International Code was adopted in 1981. 
Advertisements of breastmilk substitutes and the 
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disiribution ofsamp'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 i 
special circumstances and then under the direction 
of ahealth worker. 


Enforcement of ta'zeCode 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 climaze 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 use of formula, samples of artifi­
cial milk were everywhere and were being adver-

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 
education campaign 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
ernmental breastfeeding support group called Susu 
Mamas and an on-goin- mass media campaign to 
promote breasbfeeding which includeds posters. 

MATERNITY BENEFITS 

Papua New Guinea provides 6 weeks leave before 
tised extensivelyIn enealtheeonwsthenradioevdeneand in tatthe newspaper.he ada eliea wi esala bufornHO/and after delivery with 100%100% salary. Nu ing 
In general, there was no evidence that the WHO/ breaks are given for 30 minutes twice a day and are 
UNICEF Code existed. counted as work time. 

In 1977 Papua New Guinea adopted the Baby Feed In Fiji specific maternity benefits apply to civil 
Supplies Control Act which made baby feedingbottles available only by a doctor's i, ',ption. servants only. Mothers are given up to 12 weeks 
bottertsemet ilablekonlyb sudoctors. re Icave with 100% salary for the first three pregnan-
Advertisements for breastmilk subs. tsar 
prohibited and in 1984 the Minister of Health also 
declared any bab, or infant feeding article (includ­
ing baby cups which were being used as baby 
bottles) to be included in the Act. The fine for a first 
offence is up to 260 US dollars and for a second 

offence, up to 650 US 
dollars. 

Samoa has discussed the.i "ioptionof the Code, but 
so far no action has been ,aken. 

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. 

cies and must soy out of work for six weeks post
delivery. There arenoprovisionsfornursing breaks 

or nurseries. Up to sixty days additional leave
without pay may be granted in the case of illness 
a f 
asing from pregnancy or childbirth and dismissal
 

from work isprohibited during maternity leave.
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PREVALENCE DURATION 

AND PATTERNS 


Data on the prevalence of breistfeeding varies 
widely. There is however, consistant agreement 
from study to study reguding urban ar.4 rural 
differences. Women in the rual areas are signifi-
cantly more likely to initiate breastfeeding, give 
supplements at a later age and less often and 
breastfecl for a longer period of time than their 
urban 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 
ofEgyptian mothers iitiate breastfeeding, the data 
shows that the trend towards breastfeeding is de-
clining and that the practice ofearly suppi :.-enta-
tion is widespread. 

The figures forever breastCA in Egypt range from 
a low of77%(Mehalla-Kubra Hospital in Cairo) to 
a high of 97% (WFS 1980). At 3 months the per-
centage of mothers who are still breastfeeding 
rAandfrim H3tos 9780at ios from6%(Alexandria Hospital 1977-80) to 91 %(UNICEF) 
and at 12 months from 1%to 84%. At 18 months 
the data shows that up to 47% of mothers are stillbreastfeeding (Egyptian Fertility Sairvey 1984). 

A cross-sectional stdy, 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 ruralvillages, 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 
Maternity Hospital and University College Hospi­
tal in Cairo (n 6000), found that 86% of infants 
were ever breastfed (1977-79). 

The Egyptian Fertility Survey conducted in 1984, 
concluded that the majority of Egyptian womenbreastfed their babies without supplementation for 
at least 6 months. However, this survey appears 
to have problems wich 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 followed by a subsequent 
birth and children who died before breastfeeding 
was terminazed. 

The data for the median duration of breastfeeding 
in Egypt varies from a low of 7 months (Harfouche) 
to a high of 19 months in the rural population 
(Popkin). Janowitz cites the mean duratiqn as 
being 11 months. Popkin shows figures if 14 
months for the urban population and the Egyptian 
Fertility Survey estimated the median duration of 
breastfeeding to be 19 months. 

DETERMINANTS
 
OF
 

BREASTFEEDING
 

ranges from 63% to 93%, at 6 nmnths from 6%A 
A significantly higher proportion ofprimaparas dontbtsfe hi ais niaigta h rn 
not beastfeed 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 7years of educR­
tion, only 45% were breastfeeding at 6 months 
compared to 75% for women with no rducation 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 stopvd breastfeed­
ing compared to 17% o! housewives. 
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Several s irveys (including the Egyptian Fertility 
Survey) found a correlation with the duration of 
breastfeeding and age of the mother. Mothers 
under age 35 tend to breastfeed for shorter periods 
of time than mothers age35 orover. This is another 
indication as to the decline of breastfeeding in 
Egypt. 

Nassar in a study of 200 mothers in Cairo found that 
31%ofmothersstateolackofinilkasthereasonfor 
stopping breastfeeding, 23% stated nmatemal dis-
ease, 20% stated birth :ontroi pills and 9% cited 
maternal employmenL 

In a survey of 480 nursing rotners attending MCH 
ct.nters in urban and rufa! areas in 198', Saama 
also found that the prncipal reason cited for artifi­
cial 'feeding ws lack of milk (51% rural, 63% 
tirban). Thc next ;hOSt common reason was mother's 

work (20% Lural, 1i% urban). 

Mansour's survey of 600 mcthers in Alexandria in 
1975 indicated that lack of milk (36%) and health 
rc asons pertaining to both mother and infant 13 1%) 
were the primary rea:ons for not breastfeeding. 
Also cited were lack of desire to breLstfeed (17%) 
and defective nipples (16%). 

Not enough milk was the reason cited by the 
majority of mothers who did not breastfeed (42%) 
in the Egyptan Fertility Survey. mness of t'ie 
mother (15%) or child (9%) were also cited as 
reasons. 

SUPPLEMENTATION AND
 
WEANING PRACTICES
 

Several studies indicate that colostrum is thought 
to be harmful to thb b,-by, therefore breastfeeding
is often delayed a id prelacteal feeds of infusions of' 

anise, caraway seeds, fenugreeic, glucose water 

INFANTMORTALITY RATES INEGYPT 
20 0 . 
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Sore Adakfh. etPl,Biological and social feurs affecr infant and 
dal ,ionaliy inSordan, Tundia, Eyj and Ymen. 1984. 
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Weaning from the breast often occurs abruptly.and artificial milk, dates cooked in water and 

clarified butter .re giver. (Harfouche, Raghei, et al 

ari Salama). These feeds are thought to aleviate 
hunger and clean the intestines, 
Mansour found that out of 600 mothers, 76% gave 
their infants prelacteal feeds. This coatradicts he 
UNICEF, WHO mad Egyptian Fertility Surv.y 
data that states there is little supplementation du7-
ing the first 6 months of life ard could be a contrit ­
utingfactortothe frequently citedproblemot "lack 
of milk". When breastfeeting is aeayed and sup-

plements are given, breast mill 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 to her baby (Ragheh, et al). 

As noted previously, all studies reviewrd indicated 

that children in. iaral areas are brer,fed longer, 
rec,.Jve fewer supplements and are completely 
weaned at a later age than urban children, although 
the pattern of feeding in the urban poor more 
closely mimies that of the rural population 
(Harfouche). 

In a 1978 study in Upper and Lower rwral Egypt, 
Serdula found that there is a seasonal -variationin 
the pattern of infant weaning practices. The pro­

portion of children likely to be weaned during the 
hot season was lower (40% vs 16% Lower Egypt, 

36% vs 22% i,Upper Egy_-Ic). It appeared that 
mothers avoided weaning in the hot season for fear 
of diarrheal disease. 

.-

Conmon weaningfoods are bo!1ed rice, biscuits, 
stewed broad beans, bread and milk puddings, 
,weet potatoes, molasses, coked vegetables and 
'local cheese. Eggs and meat are rarely giv-n, 
except in the high income groups qiarfouche). In 
a 1982 study of 274 low income families in Cairo, 
Mouzssa found that 22% used commercial baby 
food,45% used buffalo milk, 20% used cowsrilk, 
30% us-Wdpowdered rrilk and 68% used fresh milk 
diluted with water in a ratio of 11. 

Common techniques include rubbing the nipples 
with cactus juice, hot spices, sabr (a bitter sub­

stance), or castor oil. Another common method is 
to close the slit in the mother's dress through which 
the child usually reaches the breasts or sometimes 
childrnv are sent away to relatives when the mother 
feels it is time to wean. The majo-ity of infants are 

weaned by the second year (Harfouche and Hefn­
aWi). 

Several studies suggest a widespread problem exists 
in Egypt with regard to the practice of piolonged 
i;reastfeedirg with delayed supplinen"Lion ofade­
t'ately nutritious weaning foods. Thc National 

tIutritionStatusSurvey i 1978 found that de!ayed 
supplementation, coinciding with a decreasing 
supply of milk and an increasing demand for food 
by the growing children (ages 6.23 months) was 

responsible for a prevalence of low weight for 

height, along with wasting and stinting 
(Harfouche). 

MORITALITY AND MORBIDITY 

Swdies indicate that the mortality rates relating to 

early cessation of breastfeeding and the use of 
1ottles 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 
mortality and the effects are more severe the lower 
the education of the mother. Babies who are 

breastff for 15-20 months have a survival proba­
bility of 93%, while babies who have never been 
breastfed have a survival probability of 64%. The 
pobability of survival for a child who is breastfed 
up to a year is 29% higher than tha2 for a child who 
has never been breastfed, ,ra difference in mortal­
ity rates of 290 per 000. 

In a 1981 study of 176 post-neonatal deaths and 
176 surviving births selected from 4 urban and 7 
rura! health ofices in Ismailia, Melek found that 
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the risk ofpost-neonatal death was 20 times higher 
for bottlefed vs breastfed infants. Gabr, in examin-
ing 100 infants, aged 3 months to 2 years, suffering 
from diarrhea, found that non-hygienic artificial 
feeding was the major cause of entera! infections. 

Contamination and over dilution of artificial feeds 
were found in two studies. In a 'ample of 301 
infants and theirmothers attending MCHiceniersin 
Cairo, 58% of those using artifical formula had 
overdiluted it, 44% of the mothers used only soap 
and watertoclean the bottles, 16% u.;:dwateronly, 
and 40% used salt and water (Moustafa). In a 
Farvey in Heliopolis, 83% of the mothers in the low 
socioeconomic Zroup kept ren.ining 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, reastfeeding appears to pro-
long anovulation by 6 months in Egypt. Say-td, et 
al, reported a median duration ofpostpar imamen-
orrhea of 7 months. The median dur,.ion of rural 
mothers was longer (9 months). The median dura­
tion for urban motI.ers 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 breastfeedig at every 
interval since birth. Women who were breastfe&-
ing without supplemention were consistently more 
likely than women whrThad introduced weaning 
foods to report they werigill amenorrheic. Among
mothers for whom the interval since bir'th wasbetweens7fandw12mmtnthst60%alfsthosebwhohwere 

may oc, -ir as urbanization and development con­
tinue in Egypt will contribute to higher fertility 
levels unless effective contraceptive practice lev­
els increase proportionately. 

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

In a study by Gadalla, etal, educational differences 
in contraceptive use and breastfeeding tended to 
have opposite fertility effects, effects that canceled 
eachother out. 

MATERNITY BENEFITS 

Women in Egypt are given 12 weeks leave afte 1 

delivery with 75% ofthe.r salary for 3pregnancies, 

Enterprises employing more than 100 women must 
provide nurseries foi children from 3 months to 6 
years with mothers 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 
bieasstnilk substitutes inhealth care,.stablishments. 
It also prohibits the demonstration and distribution 
of such products to mothers. 
Samples of breastofk substitutes may only be 
Smlso ratnl usiue a nyb
distributed to physicians and professional special­between 7 and 12 months, 60%-,f those who wereis. 

breastfeeding without supplements renorted that 
their merstrual cycle had not yet resumed, com­
pared to 40% of mothers who had begun supple- AVAILABILITY OF FORMULA 
menting their breastmilk with other liquids or solid 
food. 

No data could be found on the availability of 
*Changes in the patterns of brzastfeeding which formula in Egypt. 
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BREASTFEEDING
 
PROMOTION ACTIVITIES
 

USAID ffunded (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, 
posrs, seminars, training courses and #.,ining 
centers and was implemented between 1983-85. 
Considering the population (estimated at over 41, 
million) and the high mortality associated with 
bottlefeeding in Egypt, this is an insignificant sum. 

In the past several years, the Egyptian Society of 
Breastnilk Friends, funded by the National Diar­
rhea Disease Control Program, was created to 
promote breastfe-ding 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 infaat feeding patterns, lactation clin­

ics in 3 university hospitals, training programs for 
both health professionals 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 questionable 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. There 
figures, compared to other countries in the Arab 
Region are low and could be cause for concern 
regarding the declining trend in breastfeeding in 
Jordan. 

WHO figures from 1974-76 show rates of 92-97% 
for ever breastfed, 81-87% for mixed breastfed 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 tver 
breastfed, 74-87% at 3 months, 65-79% at6months 
and 35-52% at 12 mqnths. Harfouche cites asurvey 
done by Khoury in # sample of 3800 mothers in 
Jordon in 1980 and round rates for ever breastfed 
were 92.8%. 

Statistics for the mean duration of breastfeedint in 
Joidan vary and range from a low of 8months in the 
urban population to a high of 16 months in the rural 
areas. Popkin, et u, 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 :o 15 in small 
villages), and CARE'S survey conducted in the 
'ural 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

crease in the percentage of ever breastfed in Jordon 
according to Popkin. Older women are more likely 
to initiate breastfeeding and breastfeed longer than 
younger moth.ers, which is apattern similar in other 
Near Eastern :ountries, indicating a possible over­
all declining trend towards breastfeeding. 

Lack of milk and illness in the mother were the 
primary reasons for not breastfeeding foui by 
Pharaon. Harfouche cites mothers' work andlack 
of nilk (42% each). subsequent pregnancy (30%) 
and health of the mother (28%) as the most com­
mon reasons for not brerstfeeding. 

SUPPLEMENTATION AND
 
WEANING PRACTICES
 

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

The pracdce of administering prelacteal 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 East Region, according to 
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Harfouche. He also states that weaning appeirs 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 pattern 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 hoen 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 vegetabes, yo , 

local cheeses, cereals and fruits. Unlike other Near 

Eastern Countries, eggs are commonly given in 
Jordon (Pharoun). 

Fiure 21 

AVAILABILITY OF FORMULA 

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

MORTALITY AND MORBIDITY 

A survey of malnourished children in Jordan re­
vealedap tmn ofashooduraonofbreasfeeding 
(less than 6 months) or prolonged breastfeeding 
(more thar 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/ 

INFANT MORTALITY RATES IN JORDAN 
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Adlakba, et al, Biological and social factors affecting Infant and 
child mortality InJ-dan, Tunisia, Egfpt and Yemen, 1984. 
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1000 compared to 10.211000 for fully breastfed 
infaits and 25.7/1000 for mixed breast and bot­
tiefed infants. 

LACTATION CONTRACEPTION 

No specific studies for Jordan could be found, 
however Popkin states that in Jordan the World 
Fertility Survey data indicates that breastfeeding 
may be at levels low enough to cause concern 
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 standardizaiion for child and infant food 
supplements that will be in harmony with the 
WHO/JNICEF Code. All articles in the Code will 
be covered. 

BREASTFEEDING 
PROMOTION ACTIVITIES 

No data on breastfeetting 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 othercountris in 
the Arab Region. At 3 months the figures for com­
bined breast and bottle feeding were 83% in the 
urban population and 87% in the rural. At 6 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, however, in State of the World's Chil-
dren 1987 cites conflicting figures for the preva-
lence of breastfeeding in Moroco, which is diffi-
cult to understand. One ,.-ction of the report gives 
figures of 95% ever breastfed at 3,6 and 12 months. 
Another section cites figures of95% ever breastfed 
at 3 months, and 61% at 6 months. 

Westinghouse in two separate reports also cites 
conflicting data on the prevalence of breastfeeding 
inMorocco. In the report Child Surviva:Risks and 
the Road to Health, citing UNICEF data froi 
1975-83, the figures for ever breastfed are 93% at 
3,6 and 12 months. In the Contraceptive Preva­
lence Report one section gives figures of 96% ever 
breastfed for illiterite 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% at6-11 months,50%at 12-23months 
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 lack of milk was most frequentdy 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. 

SUPPLEMENTATION AND
 
WEANING PRACTICES
 

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

average by the 15th month. Common weaning 
foods are camel's milk, cereals such as semolina, 
corn, bread, macaroni and sweet mint tea. Regional 
differences appear to exist in weaning practices. 
Nomadic people in the south of the country gener­
ally wean their children more gradually than people 
living in the north. Also of note in the study was the 
fact that prior to a national nutrition program in 

1978, 98% of mothers questioned indic'ted that 
theypracticedabruptiveweaningtehniqu.s. After 
the program, out of a sample of 692 mothers, only 
15% stated that they would wean their infants 
abruptly. 

MATERNITY BENEFITS 

Women in Morocco se given 12 weeks of mater­
nity leave, 6 of which must be taken afte, the 
delivery, at 50% of their salary. Employer) must 
establish nurseries for working mothers and allow 

nursing breaks of 30 minutes, twice a day for up to 
1y 
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MARKETING CODE/
 
GOVERNMENT LEGISLATION
 

AND POLICIES
 

An interministerial commission was set up by the 
ni-ne Minister in 1981. This commission has 
studied the problems of imported baby foods and 
measures have been taken to limit the import of 
these products and make them subjzct 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. 
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I~l contraccptives in Tunisia has been found to be 

PREVALENCE DURATION 

AND PATTERNS 


Ile amount of information on breastfeeding in 

Tun~isia 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 Iyear. 
Data from a hospital in Tunis however, suggests 
that the practice of bottlefeeding occurs quite early 
in a large percentage of urbani mothers. In this 
study 40% of the mothers did not breastfeed. At 2 
months orily 51% were still breastfeeding and the 
percentage decreased to 12% by 12-14 months 
(Materal 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 breastfeeding 
was around 4 months in the lower and medium 
socioeconomic groups and only 3 months in the 

high socioeconomicgrop 

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 moder 

associated with a reduction in the practice of 
breastfeding. He also states that women who 
work outside the home tend to breastfed for a 

shorter period of time (10 months) than women 
who wor k at home or not at all aad that the presence 

of older daughters in the household increases the 

probability and duration of breastfeeding. Both 
Vermuxy and Popkin found that girls were breastfed 

for a sh ---ter period of time than boys, indicating a 

prefere. e for male children. 

SUPPLEMENTATION 

Colost, im is generally believed to be harmful to 
the infant and discarded. The practice of giving 
food itc:ms to the newborn immediately aftr birth 
(prelactealfeeding),suchasoliveoil, s'men,cumin 
and clarified butter, was observed in 58% ofhuse­
holds sampled by Vermury in 1979. This pctice 
was Ielieved 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 
weaning 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 households, 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 k26%) 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 socioeconomic 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 ill or 
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tire-! (16%) and the child is old enough (35%)
 
as the reasons for wean.ng. LACTATION CONTRACEPTION
 

Tunisia has the highest rcte of current contracep-
LACTATION DIET tive use (36%) in the Arab Region. Beastfeeding 

appears to prolong the period of anovulation by an 
To promote lactation mothers are given galac- aveage of 6 months. (Farid) 
togogL s such as herb tea (verveine), water boiled 
with camzway, fenugreek 'indcorianderseeds, whea, 
barley, cos cous, raisins and dates. Foods that are AVAILABILITY OF FORMULA 
geneially avoided during 'otctation by mothers 
include legumes, spiceydLshes, onion, garlic, meat, No studies could be found on the availability of 
cucumbers, wztermelon, fish, raw fruits and vege- formula. 
tables, sour oranges and occasic ,ally eggs (Ver­
.nuy). 

INFANT MORTALITY RATES IN TUNISIA 
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MARKETING CODE/
 
GOVERNMENT LEGISLATION
 

AND POLICIES
 

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

Mt TAlRNITY BENEFITS 

Tunisia provides 8weeks leave with full pay which 
may be increased by request by 16 weeks with half 
salary. Enterprises employing more than 50women 
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 grassrots effort to promote breastfeed­
ing was initiated by the NationA Institute of Nutri­
tiorg and a Peace.Corps volunteer. Anational chap­
ter of La Leche League International was estab­
lished in Tunis. Local women were trained as 
breastfeeding counselors and nutition education 
courses, emphasizing the benefi.s of breastfeed­
ing, were given to 2nd year students at the National 
Institute of Nutrition. 
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PREVALENCE DURATION 

AND PATTERNS 


FiguresontheprevalenceofbreastfeedrginYemen 
range from a low of 80% (UNICEF) o a high of 
97% (WHO) for ever breastfed. Popkin states that 
figures from the World Fertility Survey show that 
while over 90% of Yemn .ni infants are breastfed Lt 
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 showsfiguresof54%ofinfantsbreastfedinthe 
urban areas and 76% in the rural areas at age 6 
months. By 12 months the figures have decreased 
to 24% 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 

In a study in Sana, the most common reason for not 
breastfeeding was r'other's work. Other common 
reasons were lack of breast milk and pregnancy. 
Adra's 1983 survey in Ahjur found similarreasons. 
Most of the women surveyed 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 l1*'ely to ever breastfeed (Popkin). 

SUPPLEMENTATION AND
 
WEANING PRACTICES
 

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

Wet nursing is generally not practiced in Ycrmen 
due to the belief that nursing an infant establishes 
a sibling bond between the baby and .:hechildren of 
the wet nurse. In the rural areas, where thenumber 
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 childrei are 
generally more valued than females. There is lome 
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 stutes that although breastfeeding is still 
practiced, especially in the villages, it is being 
supplemented sooner with the bottle and stops 
altogether at an earlier age. There is consistent cvi­
dence to suggest that su- lementation in the form 
of botttefeeding begins -uniformly early age in 
Yemen, on the average t_. _ound 2months 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. Beckerleg in 1979 foiund that 
60% of infants in Al 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% MORTALITY AND MORBIDITY 
had received solids by age 2 months in Suq Al Baqr 
(El Daher, 1980). Greiner states, "The majorcause ofboth the mal­

nutritionanddiarrheaamong infants in Yemen is 
In addition to artificial milk, animal milk, tea and probably bonlefeeding." 
water sweetened with honey or sugar, common Gastroenteritis resulting from dirty bottles and 
weaning foods are gruel made with barley flour, contaminated milk is comnmon and aggravates 
soured skimmed milk and spices (madid), porridge undernutrition (Har ,ouche). In 1978 the Ministry 
made of wheat flour, butter fat and honey (harish), of Health sta:ed that women, especially in the 
biscuits, rice, potatoes, and bananas. Foods are urban areas are beginning to prefer bottlefeeding, 
considered to be "good" if they are soft, light, easy with all the associated health hazards. The combi­
to swallow ard not strongly spiced and "bad" if nation of delayed supplementation of nutritious 

.	 thcy are heavy, hard to chew or swallow. Beans, foods and bottlefceding with non-sterilized plastic 
meat or eggs are rarely given and in general the bottles are undoubtedly the major causes of the 
emphasis with weaning foods is not on nutritive high levelsof PEM which are currently observed in 
value but on consistancy and taste (Harfouche). Yemen (Harfouche). 
Alrroth states that among children from 0 months 

A 	 to 2 years the problem is that they are not given In 1983,David.inastudyattheAlQaMCHClinic, 
enough food due to the belief that infants should found that the use of artificial milk was associated 
only eat food that is soft and watery. 	 with an 8-fold increase in the risk of severe malnu-i 

I, 

INFANT MORTALITY RATES IN YEMEN 

240 ­

220 

200 ­

180 U-. 

160
 

140
 
120
 
100 	7 

Io 
20 

Life Table Observed Lifetable
F BREASTFED Observed 
* NON-BREASTFED 

SnWM-z 	 AdItkih a al, Bioloical ad social factors daectng infaiu an 
cdil mortality in Jordan. Tuaisi Erypg und Yan, 1984. 

-- n "A . .
 

1201" 



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 (Grciner). 

AVAILABILITI )F 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 n.',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 

breastrnilk. Feeding bottles 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 supplerenta­
ton with formula for the first three days after birth. 
This practice, aside from introducing formula, has 
the adverse effect of interfering with the establish-
ment of the mother's milk supply and is a major 
factor in the common reason cited for not 
breastfeeding,"lack ofmilk." 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 b: 
harmful to the child. 

SPECIAL CONSIDERATIONS 

Yemenis chew a mildly narcotic leaf called Qat 
with amphetamine-like properties. It is estimated 
that about 60% of rr-n and 35% of women ar. 
habitual users and t.- practice is becoming even 

more common with the recent influx of wealth 
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 
productioai. It is also a depressant, which could 
adversely affect the mother-infant relatioiship. 

Bottle-propping, which is the practice of leaving 

the infant alcne with the bottle stuck intheirrouth, 
held in balance with cushions or other objects, 

appears to be a common pracdce in Yemnen (Gre­
iner). There are a number of hanTiful repercussions 

associated with this practice. Bottle-propping can 
lead to suffocation from milk aspiration and otitis 

media (specifically found to be comnon in the area 

of Udain in Yemen) because milk trickles down the 

infant's cheek and into its ear. The practice is also 

psychologically damaging to infants becaue it 

deprives them of needed body contact and stimula­
tion. 

LACTATION CONTRACEPTIQN 

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

MATERNITY 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 concerning the 
marketing of breastmilk substitutes. 

BREASTFEEDING PROMOTION
ACTIVITIES 

No information on breastfeeding promotion activi­
ties could be found. 
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ADEMOGRAPHIC HOUSEHOLD SURVEY
 

THIS IS CLEARLYAN EXPANSION OVER 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 (Winilkoff) 
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7) 014 y ever give yaw dld a pebftf? 
1. lb 

2. To, -.Am Started __TX Has 

8) .U not givfrv hihary m. ujbtiwteuch aiym iraurt 

f10) alDi '*rved eid t aimls milk? 

1.0 iot 0.10 

b. Mm' mny tiam y give ith ay9). MW -- or&ava €vla its- J7C° 

C. Age cd the ddu %*~- yai StazteD7 y. lan 

10) aid yo evr give him/h= fauga or other milk? 

1. lb 

2. Yea-a.tn am d __mtt r 

11) AM YNow ima' r:hinther ANY of the following foods or dd ltb
 

Tim l ro Age of child
d&Z 
. A" of ld
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13) 	 Have you resumed sexual relationships since last birth? 

1. No 	 (Go to 0.14) 
A~eofchld 

2. 	 Yes. When? 
_Yrs __" (Goto Q.15) 

14) Why nnt? Still brastfeading 

5 ite Husban away 

15) Is 	A wan less likely to get petmtwihile she Is nursing r child? 

Yes - (Go to Q.16) 

No - (Stop; End Questionnaire) 

Do not 
Know iStop; End Questionnaire) 

*Content of list to 	be detariid in each site 

16) is she core likely to get preariet before resuming menstruation 

of after?
 

h foe- -

After
 

sum 

17) if a wow continues to breastfeed her child after the resuption 

of menstrUatioA. CM she get prepant?
 

Yes, she can _
 

no. she can't
 

18) 	 Did you ever breas.feed any of your children in order to delay the 

birth of the next child? 

Yes _
 

go
 

S.i
 

1. 	 At end. quwstionls 2.3.7-11 will be nuabered questions 19-15 for any other 
surviving child wer three. 

2. 	 For children born In last three years now dead use qnstions 2.3.4,5.7.10
(chaae to "eve') on separate sheet 

For Otscontinuatlon 	 uf brasstfoe4ing: 
1. 	 What stions, if any? 
2. 	 Problve areas: Insufficient ilk 

relitionship to contreception 
relationship to termni event for mon-surviving children 
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INTERAGENCY DEFINITIONS OF BREASTFEEDING 
(WASMINGTON DC 1988) 

Breast eeding
 

F 11 Par ial*
 

Exclusive uasi- exclusive Substantial Token
 
N~o other nipple, Vitamins, water, BF episodes are
 
liquid or solid juice and ritual short and infrequent
 
is given to the bikost given not & have insignificant
 
infant more than once per Xcaloric contribution.
 

day, not more than
 
1-2 swallows. No
 
other nipple. 

H gh Medium Low
 
>80% 75-25% <20%
 

-no Intervals -occasional -longer 
longer than 4-6 longer intervals 
hours between intervals every day 
breastfeeds 

-no replacement -may include -replacement 
of feeding replacement feeds and/or 
episode, food or pumping pumped milk 
only given after of breasts constitute 
a breastfeed with lzter the focus of 

use of milk infant diet 

* Use of an alternative nipple must be separately Indicated. 
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RSLTJTION OF THE WORLD HEALTH ASSEMBL 

1IURTY-bNMr WORLD IMALTH ASSMMLY WHA39.22 
Ageda itm 21 MW LUL L O 6 MA7 1IM 

UThehlty-aim Wbtd~a~t Asw=blY. 

W&1A3730 whkh deAU withRwtlbg reuzd= WHA27A3. WHA3 1.4'. W11A3332, WI{A34Z WHA332 WAd 
inAfz xnd ymn clild (adiW, 

jiving conzduvd dhe Pmgrtn e=d Bveupd Rrpcc cm Infas and Ycoiig ChMi Nu f;toocs 1) 

t a Coda of Marukcdqo Schdiwu iLan !
 
coowibudou to health W=an and r3 chid oaiding iujL~uflxl


Racpiwldzi tha WpkleMtninn d~o kmuiinc of Bwu"Di 

Aw= d otndy. d"y y=m Metu the alapdoa of abs Incunvx Code. may M.einb Sstm hmv mode sbvet 
efm to Lmplmnuos is.buthat" ay psodnc uinpluba k. ,fwi ftdlg a mmrnddein ~ p.~aad adl nod for th 
pmpoe and 4=a me and amotmd effotu vii! thaeorst%-- wo awsay mnacia NUbaell~ o f i 
coa*mpla w'.ln doe Insroudn Cods as wll ta ccetdoo od"t .Awdoj f wiuukahbn psrvvdum wdift op 
pmodon a trn-mink pvboljzc 

llodg vwith grut sdsh~dd the Caldalia cmruns One main health and =Uvofjcd==Mu= Idwido
 
ijawz have io be ftA on bi'cxaiil subsdm=~ (roomo A)int e oa= of AstL-b f, pvnu-4h 6. of doe !zrmadnal
 
cdk
 

N~ocdng &ftwuawatrim InLbe OnidLw&t pmagrop 47: Sl=c t WVngmaii of fr aa born Inma"ob 
wards "d kb tsiu fol uem they reqWir n ooiWalmzt cdW then~ aaum dozing cbnkt ~a 2A.48 hom 0! life- o 
amount of dam ohma V=w by a wndio sad bw inf L h 6 g 1siwado adl. Ody =2ai qsmviu of bm.l 
suibs*=iam dadwly requird io mw Lbs needs of a u ity of infuw Inthesa. ~ anm they &Whoal nly beu 

available L4 ways "hado =c laufaw wios ft puuaci 3m and qmwc%;a o( LxaumilSfor(ix Mio*!
 

I . EN1DORSES the rapolL of she Dk .O=wwal. (fooci 1) 

2. URGES Mamhu Swz 
(1)anMgP- IbAeoth Code if &hYhav't adGM SCK 
(2)to pma tka t hm prxcta sad pucedwou of their hbrai mes assti a conaav. wi-th fto xincipb sud aim of 
"i Lumaasa Coat., 
(3)to snak dhe Wileg uaofdll =awcusd padr - healt pmkulona bodies, nanlovemienl umiizkns, 

co~w - tv=udng and.cgwbd=&manftcmsand dsnlbaw gwsfly. Inpmaicng and ptosi= 
apecilcally.in to Cadedsua oidg Ial~nain sim d compiao -, ith ..s ptrv~aoo 

see and. dlmiba 

pridlas Ql ifizsnado comidw:sl em w~m mmd ih s Codre
 
(4) 0 oc ioperlon &fmusbwam o alo= vidda the scp of Aadds 21of e Code, La 

Oxr cmIa.ng the~ UZLUPWc 
13) to provide lhe Dlor4afara with =v~cts mcd dcWWla Inomanm sh lcapkzio of doe Code 
(6)0 "nmret am= of bxinundfl rud for lbs rnlnoky of Lifa who require them ithe nmal sabum 
minuint wafts md hiepails a mad* 2vuilb Mrougb &I.noruol ProCS= tidsCh=1 delnflt thffmPh fM f 

3. REQUEST doe Dlrcrx.Orn" 
(1)an; mrpea al1Wl anid taidan ai (om far no bl Membcs S=as so fwZ=iar the mnxWn ad avaleatic 
by luMof&tkhoaaida Iof e vA rqpning loWHO, n ellasdpep oson by WHO f 
consolidmd auposhly oft cf di CodeCM4 =u 

(4 an Quai&dly dlcr m of Umber Suamd [= Mi putkaa* dio fxm~ ha
wdwbo ndi Ltr 


(a yy di ft ht~ eflmnlepmeafier fta
-c bI~i Is nyIyutam,.tly r~fywr,~nay Wnafers 
wisthe do dW= ofuIo~nn and shadors thn itelr he g=anfted nR eiwronredbre=46fraln n 

fr -P by W=fis datcg thi pudod
 
(b)she F ai bdau Woodod inso= coiinru of providing anu wih speciay formulad milb (m=IWi 

rli.m nql tc flat 

Footnote 1: Domment A3918 
Foomosw 2: DoctAment A39/ Addl. (Eanphaa added) 

Ptiam by WBARI, 1916 
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BREASTIFEEDING PROMOTION PRO0GRAMS - NATIONAL or LARGE 

OMMX RIOD fly POPUI CHO ramp j AC1WoflE RESUL.TS EVALUATION 
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3 hiai~i 0oo%20Wo *TwM*%; Healt SW 8ese~r'i ~sdhr Cody* 
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Cornwt (povefs. TV. rdio) decease hIbontes prepaed) UP 
*Parnpt for modier - -d beaks i o~a dA11 marcrnlt 
*Rlaeewdi on breaaed lafts"r hosphlhs 
- LQ banks - Problerm I wokhV women coeponet­

-~ Developmnt of progrem for workki Litte manegeawm cpd ec w 0andrx 
moliers Ifalfiies woilkplae Wehd eriorchig of 0 

I lactalb breas C)
 

BRAZXl UNICEF National mull- MOHi *E-doxsaim ++Knovledge di hemM~ peolessionls Inlonuation not0 
ISOe"i La Ledw Piuz 'Deceasod hospaI dianhosa INyet zZ 

prgrll .Leegu Lbkieru Decrese Inchid ebandonrn=o 
Policy makers -II& ban* In50 hospksah 

hidoslnlabl: *La Left. Leegue .tspors orte 

PAm*glralmr -Manuai kit BF motherm 
-Through mess meodla -Medbal -die- lc*- kic&Wdd BF 

changed hospita pwnatces edocxled (oizo inpAnary schools)
moxiers Acommuitly leader * Devalop-.d OF Vvowh chad 

*LSii bnks . MolCH breasnduf manual &trairikg
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- NATIONAL or LARGEBREASTFEEDING PROMOTION PROGRAMS 

COU4NT 

UDPORLM 

FWI"WED BY 

UIS Aid 
(1977 UNICEF/

US Aid) 

POPAMCN 

is 

STAFF 

&omotswWim 
woft 
bm&braTVI"hidkRqidred 

'Wes-1Tui' 
Sm Wage. 
Tmtnina 
Pmgum 

ACT11IES I 5E~r-T5 __ 

- -~ Ika*_k~xC h I os$4d practio 
Ikztwix ILmg.AV'Wd Decrase I P-=A usa 

bdft~s a ci unM ttdD-<mb ah" i 

labbm abmia a&MskV *Traftg ci wa1 P-pes ­ 0s 

2 -ahTw2FwSow rooing I all gwawnnm abs;Aals In 
Idan DenpasumcWB~dL-AtmkmvAa 
ikswhm~boaaii utere ksw.ge 4h bresagewkv FAS 

*Amas d Fows 

EVALUATION 

-Sot Luema b San Ohigo hbuenaI 

ON 

THAILAND U.S. AID 
(Ru&of 3 
ro Pcp 
rb 

Ban*mAk 
W~as"Gedig 
proec 
(Pdyaho 3 

"Was31aa 
San Clago 
Trabm*v 
PKVgAM 

-Train heakh cars workers 
-Change hospkal prmalis 
*kAic KAP h. %k oew 
- somrgInana for OF 

bw~ncoaw rocno 
- Initudadze pd*ic saos &%VpW for 

BF omo&~dwo 
- D.evbp mawLab~ fo BF for modtura:0 

Leeflhu. postem. coamfo book icr low 
Incomo inwdms wd LIA cassal5 with 
anma I*frequent quesfOmia 

*Ladtaaln damss I hotpla 

Promihait a9* breaslmlc 
frasa in%oi basiIMdng mothas 
Early axial~ icraaedo 
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BREASTFEEDING SUPPORT GROUPS 
(TO INCREASE INCIDE=NCE AND DURATION OF BREASIFEEDING) 

COUNTRY FUNDED BY ACTIONS RESULTS 

EL SALVADOR LA LECHE LEAGUE - Develop • Trained 1,200 breasVfecing promoters
CALMA In afl MOH Focafes La Leche League cuiturally • More roong-ln poIces Ins!tutAd 
Cenl'v fur Support of and Cinics adapted support groups • Dtsibuton of powdered rNk no onger 
Brets Fesng o Train rcunjne

Health professiona!s N ;vs breastfeedng InformationNursas 
Policy makers - Pro-natal breastfceding clinical instuW-
General Pubc ion 

BELIZE U.S. A.ID. * Train heallh professlonals - Trained 120 cou'nselors 
* Mass meda promotion - 3000 consultations 
* Support telephone holline - Breastfeedlng rate increased to 42% at t 

Drop-in centre for motherm with months 
breast.feedng problems 

EGYPT NATIONAL - Management of breastfaeding - EstabUlshsd 1actation management
Egyptian Society of DIARRHOEAL probemo contra at Al Hussein Univerty Hospital
Breast Mfik Friends PROGRAM - Train (now In 2 other hospitals) 

Health professionals * Workshop to re-evaluate medical school 
Mothers curriculum to Introduce breastfeeding

* Mass media focus 
- Increased research 



BREASTFEEDING FACTS FOR HEALTH WORKERS
 
AND
 

HEALTH WORK.ERS WEANING CHECKLIST
 

BREASTFEEDING FACTS FOR HEALTH WORKERS 

0 Breastfeeding is unequallod for providing idal fo.d for the 
healthy growth and development of aJ1 normal infants Inany
environment,

• 	 Virtually all wornor can breastfeed. 
* 	 Frequent sucking on demand leads to breastfeeding success 

(including nights;).
* 	 Confidence leads to lactation succe . 
• 	 Fatigue, drugs, orai contraceptives, surgical interventions 

impede initiation of lactation. 
* 	 Mothers need support and mothering.
* 	 Early Initiation (start breastfeeding early)
* 	 No prelacteal feeds or bottles. 

Give breast milk g.0. for 4-6 months to avoid contasnination 
and infection and maximum suckling.
Breastfed infants have 25X less diarrhea than bottlefeeding. 

HEALTH WORKERS WEANING CHECKLST 

WHO: 	 Who feeds the cNVJ? 
(an interested or disint-asted party? Mother/grandmotherlslbrg) 

WHAT: 	 Wha. foods and preparation methods are usod(e.g. watered staples. 
multl-mix. local/purchased, Is breast milk supplementary?) 
What local foods are vhimable to provide needed nutients? 
What foods are avaltibze during differont seasons? 
What shoratges occur ar. how are tiy handled? 
Wha! utensils are used? (a bottlka cup) 
What are the beliefs and practices? 

WHEN: 	 When Is the child fad? (how often?)
 
When is the child sick?
 
When Is the child weantd? (when mother Is pregnan?
 
When child has teeth?)
 

WH,7/Y: 	 Why do certain bel ets and practices exist? (reasons for cural cus. 
toms, taste preferences, fears, past and present experience.) 

WHETHER: 	 Whether the mother holds her inant In '.r lap when feeding, 
Whether the moher's attitude Is positive or negigent.
 
Whether the diet Is balanced.
 
Whether extra calories are given during Ilness.
 
Whether the diet and enviropment are marginal or saf.
 
Whether the food Is freshly prepared.
 
Whether the child Is getting enough food.
 

Helh woder shouid &sk e 'lv 	 Ws' of wea nkng a'i (,evep a ctedu kumblebc*.u 
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A~ondix E (d) 

BREASTMILK BANKS
 

Breastmilkbank, anyone? 

BREAB'MUK "is -.
 

b=forbabies. i'sa -i 

faa.. And the- good fA
 
diing about it is it can
 
be somrd in frnzing
 

xso be used by b-y
 
bics of ottrmamo .
tmoo 
tiC of brcas=iH4Vrith these quali- A 
ticlkh orlcials have 
fGgurcd tUU sto -c ofbt-unlk can Ibclp 

molnuci'on problem
 
and hihrwa-of infxnt
 

.
 ,,.,-.jfi~jj3
 

tu%. proposed -yes,- According to MU in mzny Sr-2-dn vizn
 
tmnkay the estblizI- ?.insjj~ Tjaz:guej2. cstncims
 
mcnt l be--r-ik office of thr" TArda mid in
 
banks ht el-ttd at. UT dep=mCnt's 2 prris wrd=fe
 
m-sin Mlc'o MAnfl. National Movemem that the proposed

BIasom- lk may be fa the Promotion of milk bank may be
 
givtno to the bank by Breastfeeding. milk funded by the Uaiu4
 
any nursing mothe.r banking is not a new States Agency For
 
far minirml compn- ide sin= this is al. Interioal Dev­

ion r.ady being Vrawdecd See Breismilk. P.7 

Breastmilk. 
, tmilk. cz- CUamof .bs .i. 

T= mjy.us d0 so- biu.nlk has bet g-cssive and e.v.--%' 
rlormant (U5A;lD) cmugi === mqc; p-vcn to bce i.best tmoiorof C.=Wd
and oler nv" .m akCulsoo- as M=nf foxd for iftmiu. The milk. t nb of
willing V- tout their"T, .h WV j. ir.,l of bnaz*. woman brgff 

(From p.Cl1) To :A Goilacs said B 

, fow Wt 
money an the Vmject cVx by a =O~ %43o hulk roiCL%ucoilostrum Wi mu~ doelinc 

The DOHi' xzz'4ft neow t &r = br a cr suZb mUnU Iu for .e pst 10 ye=s dr. 
USAID. for the jt 'milk uovr = gwi-adi i4rnM-c babies ' . U (a-rp thai imwy
d= Yt= hav b.-- pr of '*-* for cd paicy to Llt i:%fc.icu mot~s 'know dm'a 
sendiat d=a=s to Cai rwmu. This in the firsi few 9ecks of bira.%en ha~cz have 
weulmzt ChIirr=i mebd is dt=aacniz their Lives. Fr= e_%aes of r.7,
 
for t"m lmgO tL.Am by r1Lzje and * a sue vival ba.
It also hu aiLtaufcald 
milk bznki.-g Won to "Zia 64 fl tflec= this helps roi)e i ot 

Milk bikig has of mEk or wo'1,2s 'u- thed'k p or black. 
so-A a i2--wes %ih dowtaclztfeimlt mrmiin 
"'wt =i-- " - a Dr. MKain:lA Con. discha d h= tLe 
7=-=.e by w ig isle. ginLiWistlm -iedi4 mwtiirn's boweL.L 
mothers who ik otha of the NILnrja]_.-d
lsc-uui wom to CQf'd Huahh servie, 
tr ,.,d babies bivbetast.Lc said hM e m 
wiCteyareasaw&k, rvik donors ned rot 

?.Mk e. be fI 'wrahcijt Lhear body.
for months in a frwae Breasss Uay aqS only if
by ph-lbq this to ,h'they m nut wl sup. 
bank's glasses. plut, pond duing pnncy
boolis, or cur.tawms when they s=.n to en.thatvabe=, s 11-Alie. d diinz I -s. Philippine Daily Inquirer, June 2, 1988 
for U kat20 mti i m. 
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PROTECTING INFANT HEALTH
 

INTGANATIONAL ORGANIZATION OP CONSUMIS.1 UhlI D IIe*i 01164 ,ŵ bib 4 Its P861114. r4l.Mo1wb. 
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A1cdx(DECLARATIONS 	 a 

LACTATIONS CONSULTANTS DECLARATION 

LArrT~ICXN CONSIULTANTS DECLARATION: 
A P'ERSONAL COMiMITMENT 

MIlgRlA bvag~aadias uI-'saqly cat"ItLa ia onI ss as umn mu bs' biLna -im &smW-0 la *"d ' 
*webnK. a" IMl b mbe mmawled 

= amwUwio f&2a badin A"d ijk m&&-thear d isAhLkd~Ie ina0ada 	 babim. aid &bms an kiwisVJNEIZAS~~~~~~~~ a my-i 	 b Mam W 

COMMbh id 44keamW 	 Ibir WJ b g" s 21ISu" 48114 

wIIEREAs the wtcawotm ad disubuioa of food ot (12) Dimowk mM cGqsimaa fal"e to 
£isdagpod~etsJids for Chad=sm V? to to yamz &-dmatds 6 ai bL we",@aa ambaft of k" 

a ap gablai~o~l,waaa to this decdime and eah oben. 
to an Lumwd depsadmac. by hatiliesup &CaskIS mas *eke 44P2) 	 wiiaea tf~he AAUwIhanm. 

THREOME LuJILdo Cmru1ZSIu. bfftadI Puek: mwesp g4Lkuo fa~5wl o tm bwolsl "A% 

cwslom and other who assis the bmmzfeedMn dY8inw ~is wakomn bb. a"d mbS to ow1 aab LaWo 
sm evlb~at the Wdiuase of ta manufacAiire of -jnma"s 
those fooaw adin krd te w"y (14) Qt knbesas-1VM fo=t ED scham m~konh 6&40000 of mftLaa-
which Lacteiom Ca* %wtkad thnk Witted ob &m"s 01.p aid woqmabm s ma~ .a 

ACCORDINGLYS Tl!9 LROL4D OF DIRECTORS OF aaamIi &%ftMa watuuma WW"rpm fee Irtaamoa 
T1lZ INTEnA-,iONAL LACTATION CONSULTANT uaghkvaebSl. 
ASSOCIATION (ILCA RCVTME IACTAT7ON 
CONSULTANT AND OTHERS WHO WISH TO UNVDE ALL ORDIMAY CrACUMMVANCZS. I &hall 
PROMOJE AND PROTET BREASiTMIDING TO NOT' 
ENDORSE THE FOLLOWING IMCARATION. (IS) AMyl (no nm~leOf1maPOW G tmal UeM baby (*auL 

4a.4g hatim. ewe ("uuawtsipp) aid Spada wwad "P 
UNO.!R ALL ORDINAAY C1PCUM'ST/4VCF3, I AA ~ (14) Gm im msoa of waypiu dI wcmi. ck "ab toods. 
(1) 	 Eu. ikW aaj& anu6fataeaa bala M"tu &iddWs bUnk hedlag bmw atus (milaw aapia) a"dwamed CUP6. 

Am"u"b aiqa. qwlmaj b=14w 04h aid 05 ekeWOOD (17) P*,lbwemstaasmisd q b#Amaof imfs LaMulA Ot 04kef 

(2)EJmp aid1600tlu Modt" as bowdMid aai tke, k(Il twww. ambka i t lheabf of sallkw f"Almq -e -A
 
Mbats.all.shIMwn1auil. of Wis"~a iio % k Sas.4mem4 iqsi9omawi~
ftwA St SMS 1WMPpmv 

cm, Sab is an umabablo sa"ahb LbhugNb M-W gomi 1k ama"aem My f,4 add uaatd" kw tsithm or 1e4abmA, 

m timi Q(deuvemynIspr of ay to pq I r q(s.Sb46"aaas.4l.5 
111011sd"10om 	 (it9) Amz;*. .bsis ordsW~ a peomatius ,tiucticetai 

(4) 	 Uaewsp aid sasb motbs. in bawdsd tael bil Ai Masf i C bru "Y -any itklb DiailIIot oft 559 

manaimi s ad kimar UNA dhibaf5 (MAda 'ge.s"mAW"a aais. IMmM0116 t- tw~ssd Wocblna W2 60 "no" Orau 
e Gaub laaqwemy &t1agib of fwsI, M Amqrl PSt g tamm 83YWaSIq. ammsics psnui 

(1) 	 Eaamtrak*a IS milk.. mpidm of Warsmia. mIS. ~ a"ay 0415*ied &WstmIft up isP- r-t Of~OlP.
 
Wm~m aks, bwlbgmAa 60 elaue.u~i Aiw4a5Nddg for Faromtm mal Wae~~3
ww*ddea UUMw41. 

ROIM 40ouaf OFFAg&MdaShld usae.. %@POMb Aid 41416mu
 
mida al tacaioo Sumb"a ah"ul as Si 2a4beam 4 (21) Am"s wMth p"edamo 4Wd441AY 91 PeoAOilaa Of
 

be sablc WVuumu sLMMa 01bmaui idvasamil .aegsha fi sA"iompaoy maunwa fr4 for
 

V(mueasua W.Jhaa uaif appspewauWosafcaeo 060*6 the sCllea up some I7uO of IC&

edmyd 

*LwatI. wi 114Arwa 1do so dedamr and affirm
 
awky ""ad"l a1b"ettm (mimeam) PVKad
mm 	 ia 

ow 	 datet'and .. dd tl ama "Al 	 Lipat 

ma Pao__
3 -V *- ilk -x 

(7) 	 .aai to izaaa mylwawndl &Ivwqawm behim e a=
 
pasimas has of (smawa. "Ma Majt. giwuim m. vaow._____________
 

hMAq WtI" "e bamas11d addess
wis IbS M9a. 

aemUs nsaimo (... lk b""ie "Ai wom Ibm counltry
 
pmaa ft1 aemdssa of toahag ysai bftm m be
 

(M 	 Seek w 4 m~asa. of1I m pm Pemba 0am 1m w 

mpptomauf eaom1tat & uGMi1hey lubum*. ab aft"s
 
fau" i C 01L P1a" a signed pbotocops- to MLCA ­ssim Ofk 	 Fm 

(MS 	Usak ms ea~cas tbhs m d ei aweu(asafd LACTATION CONSULTANT'S DECLARATION.
 
uippla) a"d gor&Ma (dusmrh~) (a, bawdadias Wiama sA" do Debars HAll RN. C=E PN?, 150 Pus-A-Grile
 
41m IsLm b1k a m m~ am "a &ad pamas Thank
hspisml Way. Apt. #3. StL Peberiburg Dca*h FL, 33 

mfdasmid 011k Pomhdhy 01tj go Stwp~Ap (idlin 01 )Fo1
 

141
 



DOCTOR'S DECLARATION FOR BREASTFEEDING
 

DOCTORS DECLA fl II OI* 

'lijxpiic the adv~aitices of hrcasl fecdino. the practice 

has dcelined with %eriousconiquctices for infant health. 
Doctlors hav clhimud the narfncturerse of infant 

foods= ~itinfl'uence ilic sa in ahluh ihey.work miul think: 

t4u diswtun hia.thClWeiw'IC2 tiilliiilt:iittiitIyuIo-IttihUt!=d 
(o t dcline of brcrn! Iceding. 

A (ritu of conccrn,:. pacdiatricians aird pit * tfieilo 
incettng .3 a co ,,ei6i,: T!;; O'ctocr [(ih have 

detlaralon to ;uide thcsondict ind 

practice of an mc.!.cal praclitiicr ,ho wtihi tn 
drawntip a 20 poio 

lprolut: :itnd prstct't hretsS Itsiiiag. 

sand ut!,cr concerned doctors 
Und r all orina y 

We invitc paedLitrt:i;1 
to cidisruc this dcglaration. 
circtiutstlantcex, a ncdiiral prulitinirwno endor'es the 

decltrsitinn shall: 
(I) 	 lnurc that titicrs in their care arc inlorrmcd 

Ahitl t11 utllie ,lualiits jr hum:an nilk; and 

aboti the riiks to thfir infant's, haclth ol uig aii) 

sut ititht. 1his information should Le provided 

buth cfure and after a baby is birn. 

(2) 	 Encourage and enable motheis to hold and iuckle
their babies immediatly aft; birth. within Atmost 
two hours of delivery. 

(3) 	 Ensure that babies stay with their mnilicrs in the 

postpartum ward day and night (ruin the titiac of 

delivery. 
(4) 	 F.ncourao and crnabL mothers to feed tthcor babies 

on derarid with no restriction on itherfrcquency 

or duraicon of f[er'sSIGNED: 
(5) 	 Ensure that mothers reesiv, insctitnal support and 

skilled assistance tu et&blish lactation.especially 
help ettift the baby to take enough of the breast 
into his or bar mouth. Th1 support and assistance 
should be givtn "riiiu 24 hours of delivtry. 

Mothers should have ects to further assatancto 
maintain Iactztno '-.-.nevwathey request it. 

(6) 	 Ensure that mo-Aers receive appropriate 
inforiration about tiu physiology of lactation. 
especially. 
-that colostrum is b=rWLd 
-that only small quantities of milk are produced 

and needed for ohe linst few dsy- after delivcry 
-that more sucking makes more ulk: 
-tha ealysupplezaLaU dprms milk production. 

(7) 	 Not allow ,.cwtor-nbb i s to reeive any prelacteal 

feeds offormuWa, anioAl milk, Oracoi water. wtiter. 

honey or of an,' food'lubstanct other than luamm 

milk. 
(8) 	 Discourago the use of any complementary or 

supplermntary feeds for infants under the a.t of 
four months and. when possible. digourage them 
for infants under the age of six months. 

(9) 	 Nat permit the use offeeding bottles or teats in any 
hospital w rd; nor the use of Pacifier 

(10) 	 Ensure that mothers delivered bycoeesrcan section 
receivg the same lactation management and all 
nutesary assistane from the time they regaiss 
eons"iousnws from the anaesthetic. 

(It) 	 Ensure that mothers learn how tu exPress Ihe-ir 

brcast milk. and when this may be useful. 

(12) 	 Ensure that LIIW babies are fcd exclusively on 
EUiM by means other than bottles. until they are 
ablc to sick. directly from .the breast: and ensure 

tlat rothcrs have unrestr;cted acc.cs. to their 
bahics. 

(13) 	 Support 1he continuuaion or rc-cstabliflhmcnt of 

lactation during or after illness in mother or nahv: 

and try to makc it posfibie for moither to stay in
hospital with their tick babies. and bahies to siay in 
hospital with their sick mothers.
 

tfI wit i r sick mothers.
 

(14) 	 Nlit accept tree sa.rijic t hrmula. bottles oitwats 

dire'tly it indiructlh lrrni industry. 

(15t Nut give frcc siniptes or formula. bottles or teats to 

a innther.
 
I61 Not prescribe or recommend iti(ant formula.
 

(17) 	 Nt instruct milicr, in the tcchnicalitics of 

anriricial f(cdinp. 
(18) 	 Not accept or dispay any Ircnotional mesrial of 

free gifts from any infant food compny. 
(19) 	 Not accept personal funding.from an infant focd 

company for purposes such as travel. rcsearch or 

equipment. 
(20) 	 Noi give assistance to any infant food company 

with the production of promotional material. 

(1) Dr. PRA5ONG TUCHINDA Oangk.ok. Thailand. 
(2). Dr. FELICITY SAVAGE KING London. U.K. 

'(3) Dr. G.P. MATIiUR Ut;ar Pradesh. India. 

(4) Dr. JAYAM Tatoilnadu, India. 
(3) Dr. I'AUL FRANS MATULESSY Jakarta. 

Indonesia. 
:(6) Dr. CIIINC-ItWA C4ll .Taipci. t'aiwan. 

0i) 	 Dr. JUAN A, PEREZ Qucion City. Philippines. 

() Dr. SYED I(IZ\YANUD JINAIIMAI)
 
Karachi. Pakistan.
 

Indian Hediua Associatio As
 

rebrsiry 1987
 

Many more doctors have signed this' 

Declaration since It was first 
adopted. Please photocopy and send 
signed copies to 

Dr. G.P. Hathur 
Professor of Pediatrics 
iepartment of Psediatrics 
B.R.D. Medical College 
Gorakpur 273013
 
India
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PESHAWAR DECLARATION
 

PAEOTATRICIT;JS OF PAKISTAN TO PROTECT
 
BREASTFEEDING
 

Aware that bottl-fesdting in Pakistan Is Increasing rapidly and may soon 
reach the rural areas; 

Consciau that bottle-feeding is a major cause of inf4nt diarrhoea and 
Infant mortality; 

RegnizIr1. that any kind of prcxotian o- Infant milks and feadir bottle.
breastfe4dlngg


severely undermines support 
for 

Awre that exClusive breastfesding for the first six months offa.­
unmatched pi-otmctlv and nutritional advant;amz to the Infant; 

Therefore, we the undersigned paediatricians, fully subscribe to the 

-following declaration of ethicz and urgc ob tetricians. m-accologicts and 
general practitioners of Pakistan to do 11kwisa, 

As concerned doctors, !Mder all normal circumstanc, wo undartake to: 

(1) 	Ensure that mothars In their care are lnformcd about the unique 
qcalitio of hxnan milk; cnd aiot ti ritkl to their Infants' 
health of using any substitute. This Informat~an should be 
provided both boforend after a baby iv born. 

(2) 	Encourage nd enable mothars to hold and cuckle thair babies 
Immediotely after birth, within at mc' two hours of delivery. 

(3) 	Ensure that babies stay with their mothnrz in the poctp&rtoni 
ward day and night frmi tha tive of delivery. 

(4) 	Encouraga aW enable motharz to faad thmir bablm on dzmand 
with no restriction an oithmr freuency or duratim of foods. 

(5) 	Ensure thst otlira receive c'nticnal cur orz and skilled 
assist&-nc to establish lactation; Lujpzlally hlp getting the 
baby to take enough of the breaut ino hin or har uh This 
svpport and assistance should ba givan within 24 hours of 
delive.y. Mothers should have access to furthe assistAr.:e o 
maintain lactation whenever they request it. 

.(6) 	 Ensure that mothars receive appropriate Information about the 
physiology bf lactation, especlallyt 

-	 that colcstrum is beneficial: 

- that only small quantities of milk are produced and needed 
for the first few days after, delivery; 

-	 that more sucking makes more milk: 

-	 that early supplmits depres milk pro icn.' 

I A2 



ADoendix G (c-cont.)
 

(7) 	 Not allow nowborn babie to receive any prelacteal foods of 

formula. animal milk. glucose water, water, znsy or of any 
food 	substance other than huian milk.
 

(8) Oliscourage the Lmo of any caoplementary or supplemantary foeds 
for infants under the ago of four wmnthz and, when possible. 
discourage thom for infants under tho ago of six months. 

(9) Not permit ths use of feoding bottl-s or toot's In any hospital" 
ward; nor th& use of pacifier. 

(10) 	Ensure that n=thers who deliver by cacarean section receive 
tho same lactation mtangcmmnt and all noccasary assistance from 

the time they regain ccnsciousness from tho anesthetic. 

(11) 	Ensure *that nochars larn how to exprar ther breast milk, and 
when this may be useful. 

(12) 	Fnsure that lw-birth--Qight babiw r,'. fed m=':sIvslV on 

nxpt-esd broastmilk (E8M) by moans other than bottles, until 
they "re able to suck dir ctly frcm the breasts ad ensure that 
mothers have unrestricted access to their babies. 

(13) 	 Support the cnctnuation or ro-owtablIsh'=nt of lacta:ian 

during or after illness In nother or baby; and try to maks it 
possible for r:othors to atay In h=epital with their sick 

hospital with their sick trothers..babies, and babics to stay in 

(14) 	 Not accept free samolc of ferrulL. bottles or teats directly 
or indirectly from indust y. 

to a motr.(15) 	Nc" give fros samples of f-.xulj., bottles or teats 

(16) 	 Not.prescriba or racomamnd infant formula. 

(17) 	 Not Instruct mothars in th4 technicalities of artificial 
feeding. except under compollinq cl.mttances. 

(18) 	Not accept or display any promuotia-ial teuterial of free gifts 

fro any infant food cuomar. 

(19) 	Not accept porsaial funding. frcm an infant food company for 
purpoas such as :-aval. research or equipment. 

(20) Noi give assistance to any infant food crnipany with the. 

pr-uctivn of prcmtioral material. 

The Pinhawv". Declaration -s a recormendation adopted by the 9th Giaennal 
International Padiatric Conferwica on March 23. 1988. 
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