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CHAPTER ONE: INTRODUCTION
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The programmatic support of optimal breastfeeding is a new field. In the past, mothers passed
breastfeeding skills to daughters. Today facility and program staff have taken over much of the
reproductive health teaching responsibilities. Monitoring programs to determine if their promotion
activities are producing the desired outcomes is vital for program success, while evaluation of
changes in breastfeeding practices and the concomitant promotion activities can help to provide
information needed to revise policies and programs.

Breastfeeding interventions differ from many other health-related interventions. Mothers'
breastfeeding practices today are influenced by the health care sector and, since breastfeeding is also
a cultural practice, the society at large. Those working in the formal and informal health sector
influence breastfeeding through health service delivery practices (e.g., prenatal care, delivery,
postpartum and child health care), policies, and promotional activities. Those working in the
community influence breastfeeding through the media and by directly influencing mothers, families,
and the broader community. Therefore, programs that integrate comprehensive breastfeeding
promotion must include activities both in the health sector and in sectors that influence the community
at large.

Breastfeeding monitoring and evaluation share an issue common to nearly all health-related activities.
Measurement must address both the intervention activities (e.g., policy changes, promotion activities)
and the intended outcomes (e.g., breastfeeding behavior). Even ifa program were to measure all of
the promotional activities occurring in both the health sector and the community, it would not be
sufficient to determine whether the program was influencing mothers' practices. It is essential to
measure breastfeeding practices themselves.

Monitoring breastfeeding programs and evaluating breastfeeding practices is challenging for several
other reasons:

t> There is no single product that can be distributed and thus counted, nor is there a single
service to be delivered.

t> While many health interventions can be tracked with only a general reference to the child's
age (e.g., less than one year), tracking breastfeeding practices generally requires accurate
assessment of the infant's age to be useful.

t> Questions about breastfeeding often require more than a "yes" or "no" response.

t> There are a multitude of factors that define whether breastfeeding is optimal.



What Does this Tool Kit Contain?

Audience for this Tool Kit

Where To Seek Help

Chapter Two briefly discusses the differences between monitoring and evaluation ofbreastfeeding.
Some ofthe basic issues related to sampling and sample size for studies or surveys used in evaluations
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While this Tool Kit will provide guidance on monitoring ofprograms and evaluation ofbreastfeeding
practices, it may be necessary to seek help if there is uncertainty about whether the required
information can be obtained from the current monitoring system. Help may also be needed if a more
extensive evaluation is planned. In such cases, demographers or epidemiologists who have had
previous experience with national health and demographic surveys may be able to provide the needed
technical assistance. Specialists in the field of breastfeeding can help determine how to ask the
appropriate questions to determine which breastfeeding practices are most critical within the target
population ofinterest. See Appendix 1 for a list oforganizations that could provide assistance finding
appropriate breastfeeding professionals.

Purpose of this Tool Kit

1 The Subcommittee was also known as the Reproductive Health Indicators Working Group (RlllWG) and is
referred to as such in the remainder of the Tool Kit. This report is available from: The EVALUAnON Project, Carolina
Population Center, University ofNorth Carolina at Chapel Hill, CB 8120 University Square, Chapel Hill, NC 27515
3997, USA.

This Tool Kit is meant to help program managers assess breastfeeding programs and practices.
Because much research has been done on breastfeeding, there is a great deal of experience in the
research community on collecting data on breastfeeding and analyzing it with advanced statistical
techniques. Since the intent of this Tool Kit is to provide methodologies useful for managers and
field staff, this Tool Kit is not designed specifically for academic or theoretical researchers. However,
academic researchers who are new to the field of breastfeeding may benefit from the discussion of
the methodologic issues.

2

The purpose ofthis Tool Kit is to provide program managers with practical methods to facilitate the
monitoring and evaluation ofbreastfeeding practices. This Tool Kit expands on the Indicators for
Reproductive Health Program Evaluation: Final Report ofthe Subcommittee on Breastjeedingl {l)
by providing guidance tailored to program managers working in the field. Sample questionnaires are
provided and illustrations given of the minimal questions required for various program purposes.
Examples of more detailed questions that can further enhance the understanding of breastfeeding
practices are also shown. Examples illustrate how the data collected in these questionnaires can be
analyzed. In addition, advice on determining the sample sizes needed for monitoring and evaluation
and some common pitfalls to avoid in measurement ofbreastfeeding practices are also furnished.
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are discussed. In addition, suggestions are given on where to find more detailed guidance on
sampling considerations and on determination of sample size. Chapter Three provides examples of
indicators used to track program activities that promote good breastfeeding practices and indicators
used to assess women's actual breastfeeding practices. A list of the questions that can be used to
collect those data required to calculate each indicator is also included in this chapter. Chapter Four
outlines common pitfalls to avoid in measurement ofbreastfeeding indicators.

The Tool Kit also contains several appendices. Appendix 1 contains a list of organizations that could
be of assistance to individuals interested in monitoring and evaluating breastfeeding practices and
promotion. Appendix 2 contains a guide for calculating age. Appendix 4 provides definitions for
each indicator and illustrative computations where helpful. The material in these pages is taken
almost entirely from the work ofthe RIllWG. Appendix 4, however, contains additional illustrative
computations based on data in Tables 7 and 8 ofAppendix 3. Additional questionnaires are included
in Appendix 5, and Appendix 6 contains data on breastfeeding indicators from different countries.
Appendix 7 provides sample size requirements for conducting cross-sectional studies. The sample
size needed varies according to the prevalence ofthe practice ofinterest among the study population.
Appendix 8 contains the LAM Algorithm and Appendix 9 contains an illustration of the use of
Indicator 9 (FulllPartial!Token Breastfeeding) for use in assessing breastfeeding behavior change over
time.
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CHAPTER TWO: WHY MONITOR OR EVALUATE
BREASTFEEDING PROGRAMS AND PRACTICES?

The broad issues involved in assessing breastfeeding promotion and support activities are generally
similar to those relevant to other health programs. These include planning, training, supervision and
implementation issues (including coverage of the target population and the quality of services
provided). There are two basic types of objectives discussed throughout the remainder of the
chapter: process and outcome objectives. Process objectives address use of resources and activities
and services.2 Outcome objectives address the short- and long-term behavioral effects that result
from these program activities. Monitoring or tracking ofprogram activities in relation to the program
objectives can help program managers assess their progress in promoting activities (such as the
percent oftrainings completed) and in reaching objectives (such as increasing the percent ofwomen
who exclusively breastfeed for six months). Monitoring also allows managers to make appropriate
changes when objectives are not being met. Monitoring of the breastfeeding practices of a
community will help managers determine whether the current level ofactivities is having the expected
impact on practices.

Box 2.1 gives examples ofindicators within each of these objectives.

2 In the field ofprogram evaluation, the tenus inputs, processes, and outputs are often used in reference to
resources, activities, and services.
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This two-level assessment, i) following progress on program activities and whether they are meeting
process objectives, and ii) following progress on breastfeeding behaviors and whether they are
meeting the outcome objectives, is the essence ofprogram monitoring and evaluation.

It is important for each program manager or evaluator to be very clear about his or her reasons for
selecting particular breastfeeding promotion process or outcome indicators. Indicators are selected
to reflect progress on the objectives at hand, and the selection ofobjectives is an important first step
in the design ofany program or project.

Monitoring And Evaluation For General Purposes

Progratl). managers may wish to monitor or evaluate their activities for different reasons. The
following are frequently noted:

1) To set priorities for resource allocation: Does inclusion of breastfeeding promotion by
immunization workers reduce their immunization coverage (requiring an increase in the number
ofworkers needed), does it make no difference, or does it result in even higher immunization
rates?

2) To provide information to educate and motivate staff and increase staff satisfaction: Does
tracking & displaying the number of counseling sessions conducted by volunteers help to
motivate them?

3) To assess quality of services: What proportion ofhealth workers mention childfeeding during
a well child visit?

4) To assess coverage: What proportion ofpregnant women was counseled during the last
month?

5) To assess training and supervision needs: Are counselors able to affect client behavior? Did
they score above 70% on a competency test?

6) To compare the successful units to the unsuccessful for increased understanding of personnel
activities and community issues: Are there different levels ofcounseling in each area? Are the
counselors betterprepared/motivated/active in one area vs. another?

Monitoring and Evaluation to Meet Donor Requirements

'Donor agencies often have very specific data requirements for assessing whether funds were well
spent or to gage progress for renewal of funding. Therefore, the reasons to use monitoring and
evaluation because ofdonor requirements include:

1) Providing proofofachievement ofpreset objectives to qualifY for donor assistance and for donors
to justify expenditures and future requests: Did changes in breastfeedingpractices result from
the program?
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1) Informing community leaders about local practices: What proportion ofmothers uses bottles?

What Is the Difference Between Monitoring and Evaluation?

The goal of evaluations ofbreastfeeding programs is to illustrate whether there have been changes
in breastfeeding practices and whether these can, with statistical validity, be attributed to the program.

2) Encouraging community interventions by increasing community understanding of the potential
benefits: Demonstrate the effects ofbreastfeeding on fertility.

7

To monitor and evaluate in a cost-effective manner, easily understandable, measurable objectives
must be designed. Furthermore, indicators, the measures of stated objectives, must be clear and
quantitative whenever possible, and must be relatively easy to analyze from the data.

Generally, monitoring should be based on data that are easily gathered in an ongoing or periodic
manner, and therefore, data gathered should be strictly limited to those indicators that are necessary
to assess specific objectives. Because evaluation occurs less often, it can be more detailed and
include data that take a significant period of time, and hence, cost, to collect. Research that is
carefully planned to answer pre-selected questions and requires sophisticated analyses is not the topic
ofthis Tool Kit.

Monitoring is careful and pre-planned data gathering designed to aid in the assessment ofwhether
or not objectives are being achieved. Information intended to be used for monitoring purposes is
often gathered on an ongoing or continuous basis. The collection of such information is often linked
to or an integral part of the day-to-day functioning of the program. While the results of the
monitoring activity should be used as feedback into program on an ongoing basis, the monitoring
findings are also useful during more extensive, and periodic program evaluations. In some cases, such
evaluations will also include additional special studies or surveys if the necessary information can not
be derived from the regular monitoring system. Whenever additional studies are added, costs will
Increase.

Monitoring and Evaluation to Provide the Community with Information for
Decision-Making

3) Gathering necessary data to encourage policy changes: What proportion ofinfants consumes
infantformula? What percentage ofbreastfeeding women usesfamily planning?

If the program is started with a general interest in the community's health, but also with the
knowledge that the community does not yet perceive the program as a priority, it may be necessary
to provide process and the outcome results that convince community members, especially decision
makers, of the need for their resources and support. Reasons to use monitoring and evaluation
because ofcommunity requirements include:

2) Providing information about program to policy makers, community members, colleagues: What
proportion ofwomen delivers at a healthfacility?

Tool KitforMonitoring and Evaluating Breastjeeding Practices and ProgramsI
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The following data sources are often used in monitoring and evaluation:

How To Decide on Your Approach to Monitoring and Evaluation?

However, it must be recognized that even gathering monitoring data takes time and requires training
for those who will be responsible for data collection. The most cost-effective approach, when
possible, is to select measures based on the ongoing health information system or to incorporate a few
selected measures into that system.

Several types ofdata sources are likely to be used to obtain the information needed to monitor and
evaluate program progress: different sources will provide data for different types of indicators.
Sometimes data can be collected from available records and other times separate studies may be
required.
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Intermittent Surveys: Where ongoing records from a MIS are not available due to worker illiteracy
or the cost of regular communication, it is sometimes possible to institute a regular series ofmini
surveys at specified intervals. This sometimes is more expensive but necessary where records do not
exist or are ofpoor quality. Other surveys strategies may include: a before-and-after survey only;
an annual survey; or, strategies that take advantage of other activities (e.g., "piggybacking" a
questionnaire onto another survey).

Health or Management Information Systems (HISIlvfIS): Health or Management Information
Systems may already exist. For example, a good supervisory system will include a MIS so that
ongoing programs can be monitored. If such a system already exists, it may be possible to collect a
small amount of additional information to get data on some of the process indicators. In some
instances, it might even be possible to obtain information about current breastfeeding practices.
Again, age data will be needed and ages may not be recorded in MIS systems in small enough
intervals nor breastfeeding practices in sufficient detail to assess practices accurately.

Existing Records: Monitoring data often allow examination of changes from baseline levels of
activity, knowledge, or practices. It may be possible to obtain such baseline information from existing
records or record systems. Obtaining baseline data from existing· studies or record systems can be
the most economically efficient method of collecting any needed information and exploring this
possibility should be part ofany data collection strategy. However, existing records may not contain
some of the required information, e.g., accurate age data for infants. Such records may also be
difficult to review for monitoring purposes.

Use ofSentinel Sites: Where distances are long or resources limited, it may be better to identify a
few sites for ongoing monitoring. Regularly collecting data on breastfeeding practices from a sample
ofwomen from a small number of sites (sites ofthe most food insecure communities, for example)
will help to reduce the scale ofdata collection and will lead to savings in terms ofpersonnel, cost, and
time. This approach will also enhance the depth ofanalysis and interpretation that is possible: it may
be possible to account for the impact of other factors, and subtle differences between social and
ethnic groups may be more readily apparent. Ofcourse, if the sentinel sites are different from other
communities, the findings might not apply to other groups covered by the program.

8



I Tool Kit [or Monitoring andEvaluating Breas@eding Practices and Programs 9

I

I

I

I

I

I

I

I

I

I

I

I

I

I

I

I

I

I

I

Exit Interviews: Ifa project is facility-based, exit interviews of clients carried out at set intervals may
provide a great deal of information. A form such as that shown in Appendix 5, which is used in
Honduras and referred to as MADLAC, can be used. The MADLAC (Monitoring of Support to
Breastfeeding in Hospitals) form is administered monthly to a sample of mothers upon leaving the
hospital, either after delivery or after a child health visit.

What Are the Steps Involved in Monitoring and Evaluation?

Self-assessment:

Before starting to select the indicators to measure your stated objectives, consider your starting
position:

Why are you interested in monitoring and evaluating breastfeeding? Is this an area where your
program needs bolstering, or are you including this objective for policy or other political reasons?
-The population from which the data must be gathered may be influenced by existing program target
groups or mandate.

What information and data are already available? Is baseline information available? If so, the need
to gather only follow-up data may be a less intensive approach than would changing the current MIS
system.

What data gathering mechanisms are available? Is there a well-established and functioning MIS? If
so, modification ofthis instrument may be the most cost-effective approach. Is there ongoing survey
work in the area? Again, a small addition to a functioning instrument may be an efficient strategy.

What are the relative costs, both fiscal and human resource, when comparing ongoing data gathering
approaches to revised or new approaches?

Planning:

In deciding on monitoring breastfeeding promotion activities and practices, the program manager
must answer the following questions:

1. What are the process and outcome objectives and what indicators will be used to assess each
objective?

2. Who is the target group? For example, the target group may be first-time pregnant women, all
pregnant women, or all women with a child less than two years old.

3. Are there existing data sources?

4. What combination of existing data and other data that can be collected using current resources
will make up a workable monitoring system?



5. What resources do are available for collecting additional data (e.g., computers in the field,
personnel available to carty out surveys)?

10 Wellstart International's Expanded Promotion ofBreastfeeding (EPB) Program
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.
Monitoring, per se, does not require a specific sample size. Assessment ofchanges, however, does
require attention to the size of the comparison groups.

The magnitude of the sampling error is reduced when the sample size is increased; i.e. when the
sample size is adequate it is more likely that the true or population value ofa given indicator is close
to the value found by a survey. The so-called "confidence interval" of an estimate is smaller or
narrower when the sample size is larger; that is, the value ofan indicator in the population itself can

Even if a completely representative and unbiased sample could be selected, the estimates of the
indicators (e.g., the percent of children 12 - <16 months who are breastfed) would be subject to
sampling error. For example, if76% ofchildren 12 - <16 months ofage in the whole population are
breastfed, a survey with such a representative sample could find, just by chance, that 82% ofchildren
in this age group are breastfed. Another survey, also with a representative sample selected using the
same methodology and conducted at the same time, could find that 71% of the children are still
breastfed.

In measuring process or outcome objectives, having a sufficient population size is crucial to achieving
meaningful results. This often depends on resources available and on the level with which you wish
to be able to have results considered to be representative. The sections that follow illustrate how the
determination ofsampling size can help you decide on the scope. The scope may also depend upon
what information is already available (Demographic and Health Surveys (DHS), monthly health center
statistics, sentinel site data, etc). The scope will also depend upon the data gathering mechanisms that
area available, as well as the systems available to analyze the data and report back to the field.

11

Studies or surveys are sometimes carried out as a component ofprogram evaluation. Such studies
are usually designed to estimate outcome indicators, e.g., breastfeeding practices in a community.
Some studies are designed to assess certain aspects of program activities, e.g, the quality of care.
Because such studies or surveys gather information from a sample ofthe population, the results may
not be exactly the same as they actually are in the total community. Therefore, the results of the
study or survey are said to be subject to error. Such error arises from two main sources: bias and
sampling error. It is beyond the scope of this Tool Kit to discuss the various aspects of sampling
design and sample size determination in detail. The effect that the type ofsample design has on the
findings, the so-called "design effect," will also not be dealt with here. A helpful discussion of study
design and sample size considerations can be found in Smith and Morrow 1991 (2).

Sample Size Considerations

Detailed survey manuals published by WHO describe the steps involved in conducting cluster sample
surveys to estimate immunization coverage rates and to assess programs that aim to control diarrheal
diseases and to manage respiratory illness among children (3, 4). Using this cluster sample
methodology to assess vaccination coverage, information is collected for at least seven children aged
12 - <24 months in each of30 geographic sampling points or clusters. It is important to have an up
to-date list for the population to be studied. This list should show the population size for each
geographic subunit; it will be used as the basis for selecting the 30 clusters. Careful attention should
be paid to the technique used in the selection of the respondents within each of the 30 clusters to
avoid selection bias. A similar methodology can be used for assessing breastfeeding practices,
although the sample size may need to be adjusted (see below).
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be predicted with greater confidence from a survey with a larger (adequate) sample size than from
one with a smaller (inadequate) sample size.

Program managers are often interested in finding out whether there has been a change after the
introduction of a new program. Table 12 in Appendix 7 (reproduced from (5» shows the sample
sizes required for demonstrating various percentage point changes in the occurrence of a condition
or indicator. As shown in the table, the sample size is dependent both on the magnitude of the change
and on how common the condition or practice is. It is clear from this table that the detection of
relatively small changes (five to ten percentage points) in breastfeeding rates requires large sample
sizes. The sample sizes shown in the table can serve as a guide when designing studies or surveys for
evaluation purposes.

Sometimes percentages based on relatively small numbers are used as part ofan evaluation process.
As an empirical rule-of-thumb, percentages based on denominators of25 to 49 should be interpreted
with some caution. Ifthe denominator is less than 25, it is usually best not to show the results as a
percentage. For example, if a survey finds that 3 out of 17 children in Village A are breastfed
compared to lout of24 children in Village B, this may not represent a true difference between these
two villages. If these findings were expressed as percentages, the breastfeeding rate in Village A
would be calculated as 18% compared to only 4% in Village B.

When sample sizes are 50 or more, then percentages can be used, and comparisons easily made.
However this means that you should have at least 50 children in each age group.3 Thus, ifyou want
to disaggregate breastfeeding rates by one month intervals «1 mo; 1 - <2 mo; 2 - <3 mo; and 3 
<4 mo), you will need 50 children in each of these age groups. Ifthere are only 25 children at each
age, then combine groups into age categories of <1 - <2 and 2 - <4.

To illustrate this point further, WHO conducted a cluster sample survey to assess use ofchild health
services in six countries in which breastfeeding practices were measured. The smallest number of
children in each one-month age group less than four months ofage was about 70 children.

It is important to keep in mind that you can include questions on breastfeeding in any monitoring
system or evaluation ofother programs. You do not need a separate system or survey. However it
will be important that you determine the sample size you will need for each of the variables that you
want to accurately measure, and choose a sample size large enough to make all the statistical
comparisons needed.

3 For many purposes 50 children in each age group would not be sufficient because you may want to break
down your sample into additional comparison groups (for example, by sex, socioeconomic status or urban/rural
residence).
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Process Indicators

Selecting your Indicators

Examples ofprocess indicators are provided below. Indicators with an asterisk (*) are some ofthe
indicators defined by the RIllWG in (1).

Some activities do not have components that can be measured as a quantity, but they do have a
completion date (e.g., development offorms for entry and follow-up). It is important that you attach
a target date or some other specification (by when or before what date or other activity should this
activity be completed) to this type ofindicator.

13

CHAPTER THREE: SELECTING AND USING INDICATORS

The purpose of monitoring and evaluation is to allow managers to track progress in achieving
program objectives. Therefore, indicators should be selected on the basis ofthe program objectives.
Process indicators measure activities designed to produce desired outcomes. While the indicators can
be either qualitative or quantitative, they should be easy to collect. The RIllWG Subcommittee on
Breastfeeding has recently published a report that recommends indicators to measure breastfeeding
promotion activities as well as breastfeeding practices. Indicators are defined for activities in the
following areas: policy, quality ofcare, community-level counseling, training, family planning, and
information, education, and communication (IEC). Where possible, we recommend that the
definitions provided by the RIllWG be used (see Appendix 4). However, each project has unique
characteristics that often require unique indicators for tracking program activities. It is most
important with outcome indicators to use standard definitions wherever possible, so that comparisons
can be made across programs and countries or over time. In addition to including such standard
indicators, program-specific outcome indicators can, ofcourse, also be included. Recommendations
for selection ofoutcome indicators are discussed in the second halfof this chapter.

Wherever possible, process indicators should be reported as percentages or rates. For example,
reporting the number ofwomen counseled in the ante-natal clinic about good breastfeeding practices
during their third trimester ofpregnancy provides limited information. It does not necessarily indicate
how close a program is to reaching all the women with breastfeeding promotion counseling. The
findings can be reported as either a proportion (1/3) or as a percentage (33%). For process indicators
where there is a relatively small number of activities planned, it does not make sense to report the
findings as percentages. However, in such cases it is still helpful to report the number ofactivities
carried out in relation to the objectives (e.g., number oftraining sessions conducted or completed in
relation to the number of training sessions that were scheduled or planned).

Training process indicators may include:
Curriculum development completed
Trainings completed
Providers (by cadre) trained in breastfeeding counseling*
Trained providers who are knowledgeable (per objectives) in breastfeeding counseling*
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Process indicators will vary by the type ofprogram. The following are a few examples ofhow the
indicators might be modified depending on the program.

Other hospital and clinic facilities might be interested in the percentage oftheir population that falls
within the target group or the percentage of stafftrained in breastfeeding support.

Maternities will also have special interests. The Baby-Friendly Hospital Initiative (BFID) has
provoked interest in the Ten Steps to Successful Breastfeeding. Thus, process indicators might be:

Percentage of Ten Steps fully achieved
Percentage ofmothers with infants rooming in

International DonorslNational Policy Making Groups (Maternal and Child Health (MCH)/Family
Planning (FP)/Economics/Labor/Education) may be interested in process indicators such as:

Programs launched
Plan of action for research project
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Quality ofCare indicators may include:
Service providers trained to use family planning service delivery protocols for breastfeeding
women*
Service sites with trained personnel
Service providers who ascertain whether or not a woman is breastfeeding prior to providing
contraceptive advice or methods*
Service sites achieving quality assurance parameters

Tracking your progress in developing and implementing monitoring and evaluation activities is
recommended. Indicators may include:

Identification ofnecessary technical assistance
Completion of approved evaluation plan
Development ofthe forms for entry and follow-up
Completion ofdata collection
Evaluation activities completed
Feedback processes implemented

Policy development indicators may include:
Existence ofnational breastfeeding policy*
Existence ofnational breastfeeding plan*
Decision made by policy working group to change policy
New policy implemented

14

IEC indicators may include:
Focus groups completed
Target breastfeeding communications products developed*
Dissemination plan developed
Dissemination plan activated
Target breastfeeding communications products disseminated*
Target audience exposed to IEC messages on breastfeeding*



Other development-focused non-governmental organizations (NGOs) or grassroots/community
organizations may establish a breastfeeding-related process objective, such as percentage ofmothers
referred for breastfeeding or LAM counseling.

Health Programs would wish to know percentage ofExpanded Promotion ofImmunization (BPI),
FP, and MeH service providers trained in breastfeeding and the lactational amenorrhea method
(LAM) of contraception, or the percent of mothers with a child younger than three years and who
have not 'had a subsequent pregnancy.

Note: It is extremely important that your process indicators, when properly monitored and evaluated,
relate to your outcomes. Therefore, it is generally logical to select your outcome objectives and
measures in concert with the selection ofyour process measures. Ifthe measurement ofthe indicators
can be complementary or gathered at the same time or by the same instrument, that is an added
bonus.
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Outcome Indicators: Indicators ofBreastfeeding Practices

Assessing breastfeeding "outcomes" involves measuring the breastfeeding behaviors or practices
among members ofthe target population. Outcomes are sometimes measured to determine behavior
change among mothers as a result of a given program or intervention. You may sometimes see
outcomes referred to as "effects" or "impacts." "Effects" are changes in the short- to medium-range
(e.g., two to five years) in a behavior promoted by the program (e.g.; change in the rate ofexclusive
breastfeeding, timely complementation). "Impacts" are changes that occur over the long-term in
morbidity, mortality, fertility rates, nutritional status, etc. Measuring these impacts requires research
methods and large sample sizes and therefore higher costs. Usually impact studies are prospective
(with data collected on the same children over a specified time period).

In any study to assess the impact ofbreastfeeding practices on morbidity, there are several factors
that can explain the results found (6). Most monitoring and evaluation systems are not able to control
for all of the factors and thus assess impact with statistical assurance.

There may be an association between a specific breastfeeding practice and the child's morbidity or
nutritional status. This would be evident if a specific breastfeeding practice affected the child's
morbidity or nutritional status. However alternate explanations for this association could be:

1) Increased morbidity /malnutrition changes the breastfeeding practice;

2) The breastfeeding practice is not associated with morbidity/nutritional status but is related
to other confounding factors that are associated with morbidity/nutritional status;

3) A bias in: the selection of the children included in the survey; or in the classification in
their breastfeeding status; or in the classification oftheir morbidity/nutritional status
led to the observed association;

4) There is no association between the breastfeeding practice and morbidity/malnutrition;
the observed association is due to sampling variation (i.e. by chance).



Choice ofIndicators

It is recommended that programs not spend their time and resources to attempt to look at changes
in morbidity associated with changes in breastfeeding practices for these reasons.

The program focus and specific circumstances in the community ofinterest will determine your choice
ofindicators. For example, it may be known from previous investigation or program experience that
all mothers begin to breastfeed. However, many begin to add supplementary foods in the infant's
early months and continue breastfeeding only for several additional months. In this instance, it would
be appropriate to omit measurement of the "never breastfed rate." Instead, monitor the exclusive
breastfeeding rate while addressing the problem of "too early supplementation" in the program
activities. In addition, it would be useful to monitor progress in extending the duration of
breastfeeding by measuring the rate ofcontinued breastfeeding at twelve months. A brief rationale
for measuring certain groups ofindicators is outlined below.

16 Wellstart International's Expanded Promotion ofBreastfeeding (EPB) Program I
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Standard Indicator Definitions

Considerable work has gone into the development of indicators for the measurement ofbreastfeeding
practices. The use of inconsistent definitions for the measurement of breastfeeding practices has
resulted in contradictory conclusions about the prevalence of breastfeeding practices and their
relationship to factors such as morbidity, mortality, and infant growth. To facilitate the collection of
comparable data and information about breastfeeding, a number ofgroups have worked over many
years to define and operationalize breastfeeding practice indicators.4 These definitions are now
widely used.

The outcome indicators below are a subset ofthese indicators. It is recommended that these standard
indicators for measuring breastfeeding practices be used so that data collected may be compared with
that collected by other groups, and so that data you collect at different points in time may be
compared. The definition of each indicator and, where appropriate, an illustrative calculation are
found in Appendix 4. In Tables 1 and 2 we have indicated the questions that will allow collection of
the data necessary to calculate each indicator.

The indicators are grouped by breastfeeding topic into six categories:

.. Breastfeeding Rates
Exclusive Breastfeeding Rate (EBR)
Predominant Breastfeeding Rate (PBR)
Never Breastfed Rate

.. Timely Initiation ofBreastfeeding
Initiation ofBreastfeeding in the First Hour ofLife

4 Groups include USAID-funded groups (such as the Interagency Group for Action on Breastfeeding (lGAB»,
WHO (Division ofDiarrhoeal and Acute Respiratory Disease Control), UNICEF, DHS, and most recently the RHlWG
Subcommittee on Breastfeeding.
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Indicator 2. Predominant Breastfeeding Rate (PBR)

WHO recommends that infants be exclusively breastfed from birth to about six months of age. If
infants were being breastfed according to this recommendation, all (100%) of infants would be
breastfed from 0 - < 6 months (Indicator 1a).

The predominant breastfeeding rate (pBR) illustrates the proportion ofinfants who are breastfed but
who also receive water, water-based drinks (sweetened or flavored water, teas, infusions), fruit juice,
or oral rehydration salts (ORS) solution. No other liquids or solids, i.e. no food-based liquids, are
allowed. Infants who receive other milks are not predominantly breastfed.

In its publication Indicatorsfor AssessingBreast-FeedingPractices (7), WHO recommended the use
ofthe indicator Exclusive Breastfeeding Rate for infants aged 0 - <4 months as a summary indicator
of the status ofbreastfeeding in the population. The table in Appendix 6, published in UNICEF's
State ofthe World's Children 1995 (8), gives data on this indicator for most countries.

17

Table 9 in Appendix 4 compares the definitions ofcommonly-used breastfeeding indicators.

However, the highest percentage of exclusive breastfeeding rate reported in any nationwide survey
is about 60% (for Rwanda) and in many countries it is as low as 2% (e.g., Ghana). The exclusive
breastfeeding rates for smaller age intervals among infants under six months of age (e.g., for one
month (such as <1 month or 1 - <2 months) or two-month age categories (such as 2 - <4 months»
may be examined to assess the changes in exclusive breastfeeding rates during this age interval. Using
smaller age groups would, ofcourse, require an adequate sample size in each ofthese age categories.

.. Duration ofAny Breastfeeding
Continued Breastfeeding Rate at 12 Months
Continued Breastfeeding Rate at 24 Months
Mean Duration ofBreastfeeding
Median Duration ofBreastfeeding

.. Intensity ofBreastfeeding
Frequency ofBreastfeeding in 24 Hours
FulIIPartiallToken Breastfeeding
Mean Duration ofLactational Amenorrhea
Median Duration ofLactational Amenorrhea

.. Timely Complementary Feeding
Timely Complementary Feeding Rate

.. Family Planning Use among Nursing Mothers
Appropriate Family Planning among Breastfeeding Mothers
Any Family Planning among Breastfeeding Women

Indicator 1. Exclusive Breastfeeding Rate (EBR)
1a. Exclusive Breastfeeding Rate, 0 - <6 months
lb. Exclusive Breastfeeding Rate, months 0, 1,2,3,4, and 5, by month

Tool KitforMonitoring and Evaluating Breastfeeding Practices and Programs
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Indicator 3. Never Breastfed Rate

Indicator 6. Mean Duration of Breastfeeding

Indicator 4. Initiation of Breastfeeding in the First Hour ofLife

Duration ofAny Breastfeeding
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An essential component of optimal breastfeeding is that breastfeeding be sustained throughout the
first two years oflife. It is important that new foods given in the early months ofthe weaning period
should truly complement and not replace breastfeeding. An infant's own immune defenses continue
to mature until adult immune competence is achieved at around six years of age. Thus, the extra
protection provided by the antibodies in breastmilk is especially important during this period when
the infant begins to explore the wider environment and eat foods that are more likely to be subject
to contamination. An extended period ofsubstantial breastfeeding following six months of exclusive
breastfeeding will ensure maximum immunological protection. Breastmilk also continues to be a
significant source ofboth Vitamin A and protein during this time. Thus, breastmilk continues to be
the safest and single most important food during the entire weaning period.

Indicator 5. Continued Breastfeeding Rate
Sa. Continued Breastfeeding Rate at 12 Months
Sb. Continued Breastfeeding Rate at 24 Months

Indicator 7. Median Duration ofBreastfeeding

Mothers are more likely to successfully initiate lactation, encounter fewer problems, and maintain
breastfeeding for a longer period if the child remains with the mother and is put to the breast soon
after delivery. Optimal practice is defined as putting the child to the breast within one hour of
delivery. Early initiation of breastfeeding is beneficial to both mother and child. For the mother,
breastfeeding immediately after delivery will facilitate placental expulsion and uterine contraction,
reducing the risk ofpostpartum hemorrhage. Immediate initiation will help to establish milk flow and
prevent breast engorgement. Early initiation is also critical to the infant. The early breastmilk,
colostrum, is rich in nutrients and anti-infective agents, providing protection to the infant entering a
world ofpathogens.

Timely Initiation ofBreastfeeding

This indicator shows the proportion ofinfants who never even begin to breastfeed. In most countries,
this rate is usually quite low (1-2%)~ in some (e.g., Mexico), it is greater than 15% (see Table 11 in
Appendix 6).

Some programs have been able to increase the rate of predominant breastfeeding (by encouraging
women to stop feeding milk to infants), but have been unable to change the exclusive breastfeeding
rate because of the insistence by the culture that infants need water. Thus, collecting both rates is
necessary, since a program may in fact have a major effect on predominant breastfeeding, but not on
exclusive breastfeeding. The same age intervals are used for both the rate of exclusive and
predominant breastfeeding.

18



Indicator 8. Frequency of Breastfeeding in 24 Hours

Indicator 9. FuIlIPartialffoken Breastfeeding

Intensity ofBreastfeeding

Intensity ofbreastfeeding is a measure to try to assess the amount of suckling that the infant does at
the breast. More frequent and more intense suckling results in greater milk outputs and delayed onset
ofmenses and subsequent pregnancy.

19

The indicators ofcontinued breastfeeding at 12 or 24 months give the percent ofchildren in a four
month window (12, 13, 14, and 15 months or 20,21,22, and 23 months) who are breastfeeding. If,
for instance, most of the children in the program area have ceased to breastfeed by eight months, it
will make sense to track progress in extending the duration ofbreastfeeding by measuring the percent
who are still breastfed at 12 rather than 24 months. The ideal is to move all children toward sustained
breastfeeding for the full 24 months.

To measure a breastfeeding pattern that has physiological implications, a schema for defuung
breastfeeding was developed and reviewed by more than 60 experts worldwide (11, 12) (for full
schema, see Appendix 4, Fu11lPartial!Token Breastfeeding). This group concluded that two patterns
of breastfeeding had similar impact in terms of maintenance of milk supply and maintenance of
amenorrhea: "Full," including exclusive and almost exclusive breastfeeding, and "nearly full,"
including high partial. High partial is defined as more than 85% of all feeds are breastfeeds and a
breastfeeding episode is never replaced with other food."

Frequent feeding is especially important in early infancy. The young infant's stomach capacity is
limited, and frequent suckling is necessary to meet the child's nutritional needs. Frequent suckling
is critical for stimulating optimal milk production during the first one to two weeks of life when
lactation is being established, and is necessary to ensure the maintenance of the mother's milk
production throughout lactation. Frequent breastfeeding, with no long intervals between feeds, will
also help to maximize the contraceptive effect ofbreastfeeding and protect the mother from closely
spaced pregnancies. (See Indicator 9, Appendix 4 for guidance on the frequency of breastfeeding
needed for contraceptive impact.) If an infant is breastfed three or fewer times per day, then the
amount ofbreastmilk consumed is likely to be less than about 200 kcal per day (or less than 30% of
the energy requirement of an infants <6 months, about 25% ofthe energy requirement ofan infants
6-12 months, and 15% ofthe energy requirement ofchildren aged one to three years) (9, 10).

Tracking the duration of breastfeeding may be performed either to assess whether success in
extending the duration of breastfeeding has been achieved (e.g., if breastfeeding is not generally
continued throughout the first two years of life in the region) or to ascertain that breastfeeding
duration is not decreasing (ifbreastfeeding duration tends to be long). To do this, measure one or
more of the indicators of duration of breastfeeding: mean duration of breastfeeding or continued
breastfeeding at 12 or 24 months. For evaluation purposes, the mean duration ofbreastfeeding is
useful because it is easy to calculate. However, it is often possible to assess the median visually by
looking at the results. Whether you choose to measure the mean or median will probably be
determined by what data has been previously collected in your program or your area.
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Indicator 10. Duration of Lactational Amenorrhea

lOa. Mean Duration ofLactational Amenorrhea
lOb. Median Duration ofLactational Amenorrhea

The mean duration of lactational amenorrhea is another means by which to assess the intensity of
breastfeeding. It reflects both the maternal physiological response and the strength of the baby's
sucking in maintaining the milk supply. In populations where lactational amenorrhea is extended
(over eighteen months), breastfeeding intensity is quite high; in those where amenorrhea is quite short
(two months), the intensity ofbreastfeeding is usually low.

Timely Complementary Feeding

Indicator 11. Timely Complementary Feeding Rate

After exclusively breastfeeding their infants for the first six months of life, mothers should add
appropriate and adequate complementary foods while they continue to breastfeed. The
complementary feeding rate indicator gives an overall measure of the degree to which women have
complied with this recommendation for their infants aged 6 - <10 months. By this age, all infants
should be receiving solid foods in addition to breastmilk.

Family Planning Use among Nursing Mothers

Indicator 12. Family Planning among Nursing Mothers
12a. Appropriate famiiy planning among breastfeeding women
12b. Any family planning among breastfeeding women

Another important indicator for breastfeeding women is whether they are using some form of
protection from pregnancy. Since certain contraceptives are more appropriate than others for a
breastfeeding woman (e.g., LAM for women meeting the three conditions, or progestin-only oral or
injectable contraceptives), knowing the type ofcontraceptive used is important.

Asking Appropriate Questions

Once it is determined which children will be included in the sample and which indicators will be
measured, it will be necessary to interview the mothers of those children to ask about feeding
practices. WHO and other groups have conducted a great deal ofresearch to ensure that questions
on feeding practices produce valid and reliable results. Too often, the analyses of inappropriate
questions have led to misunderstanding about the actual breastfeeding situation within a community.

Depending on your needs, there are different types ofquestions you may want to ask for monitoring
or evaluation purposes. The best estimates offeeding patterns are obtained when "current" feeding
practices are measured, using a 24-hour recall methodology. S Respondents are asked whether an

S A second way in which breastfeeding behavior has been measured is the assessment ofwhether a child "ever
received" other liquids or foods during a specified interval. Another way ofmeasuring infant feeding behavior is to ask
whether the infant "usually consumed" other liquids or foods during a specified interval.
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infant received any of a list of liquids and foods "since this time yesterday" (7) or "at any time
yesterday or last night" (13).

Table 1 provides a list ofappropriate questions that may be used to ask about feeding practices. It
is not necessary to include all ofthese questions. However, including all ofthese questions will give
you data on breastfeeding comparable to the DHS. Additional questions on types oflocal foods may
be added. However, water, milk, and other liquids must be kept as separate categories.

Table 4 indicates the questions that must be asked for calculation of specific indicators. For example,
to measure the "never breastfed rate", you need only ask questions 1,2, and 3 (date ofinterview, date
ofbirth, and whether the child was ever breastfed).

Questions from Table 1 will provide data that will allow calculation of the following indicators:

~ Exclusive Breastfeeding Rate (EBR)
~ Predominant Breastfeeding Rate (PBR)
.~ Never Breastfed Rate
~ Continued Breastfeeding Rate
~ Mean Duration ofBreastfeeding
~ Median Duration ofBreastfeeding
~ MeanlMedian Duration ofLactational Amenorrhea
~ Timely Complementary Feeding Rate

Table 2 contains questions about family planning. These questions will enable you to assess
appropriate family planning usage among breastfeeding women.

Table 3 contains more specialized questions that you may want to include to evaluate the effect of
specific interventions. For example, ifyour program is addressing timely initiation ofbreastfeeding,
you will want to include question 11. By adding Tables 1, 2, and 3 together, you may assess
women's eligibility for LAM.

This set ofquestions also includes more refined measures (for example a question on twins) that may
not be necessary to assess your program. These questions will allow you to measure other indicators
ofbreastfeeding intensity, including the frequency ofbreastfeeding and whether breastfeeding is full,
partial, or token (see Appendix 4, D. Intensity ofBreastfeeding).
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Table 1. Priority Questions for Breastfeeding Indicator Calculations

•
I

1.

2.

3

4.
5.

-a.

b.

c.

d.

e.

f.

g.

h.

I.

j.

k.

6.

7.

Date of interview

Child's date ofbirth7

Have you ever breastfed [NAME]?

Since this time yesterday, have you breastfed [NAME1?

Since this time yesterday, has [NAME] received any of
the following?8

Vitamins, mineral supplements, medicine

Plain water

Sweetened or flavored water

Fruit iuice

Tea or infusions

Infant formula

Tinned, powdered or fresh milk

Other liquids9

Mushy or solid foods10

Oral Rehydration Salts (ORS) solution

Other (specify):

Have your menses returned since the birth of [NAME]?

Any other children in the target age range?

/ /
- mm del Y'f-
_-1_-1__

mm dd yy

1 = NO. Skip to Question 5.
2 = YES. Continue below.

1 = NO, 2= YES

1 = NO, 2=YES

1 = NO, 2=YES

1 = NO, 2=YES

1 = NO, 2=YES

1 = NO, 2=YES

1 = NO, 2=YES

1 = NO, 2=YES

1 = NO, 2=YES

1 = NO, 2=YES

1 = NO, 2=YES

1 =NO,2=YES

I = NO, 2=YES

I = NO. End Interview.
2 = YES: Ifmotherhas another
child in target age range, repeat
questions 1-6 for the older child.

I

I

I

I

I

I

I

I

I

I

I

I

I

I

I

I
6 Use appropriate locally used convention: mm/ddlyy (monthldaylyear) or ddlnnnlyy (day/monthllyear)

7 Preferably from the birth registry or other record
8List of liquids and foods to be developed locally and revised based on the pre-test. This list should include

common weaning foods.
9 Includes broths and clear soups
10 Includes cereal, porridge, thick soups, or stews

I

I

I



I

I

I

I

I

I

I

I

I

I

I

I

I

I

I

I

I

I

I

I

I

Tool Kitfor Monitoring and Evaluating Breastfeeding Practices and Programs

Table 2. Questions for Family Planning Indicator Calculations

8. a. Are you now premant? I =NO,2=YES

b. Are you trying to get pregnant? I =NO,2=YES

9. Are you currently doing something or using some NO: Finished
method to delay or avoid premancy YEs: GO to 10

10. Whichmethod(s) are you using?"

a. illD I =NO,2=YES

b. Tubal ligation (female sterilization) I =NO,2=YES

c. Vasectomy (male sterilization) 1 =NO,2=YES

d. Condom I =NO,2=YES

e. Vaginal barrier methods I =NO,2=YES
(diaphragm/foam/jelly/gpermicide)

f Combined hormonal injectables I =NO,2=YES

g. Progestin-only hormonal injectable (e.g., Depo-Provera) 1 =NO,2=YES

h. Subdermal implant: NORPLANT I =NO,2=YES

I. Combined oral contraceptives I =NO,2=YES

i. Progestin-only oral contraceptive I =NO,2=YES

k. Withdrawal I =NO,2=YES

1. Periodic abstinence: ovulation method I =NO,2=YES

m. Periodic abstinence: svmPto-thermal method I =NO,2=YES

n. Periodic abstinence: calendar I =NO,2=YES

o. Lactational Amenorrhea Method 12 I =NO,2=YES

p. Other breastfeeding I =NO,2=YES

q. Other method, specny I =NO,2=YES

" Method codes to be developed locally and revised based on a pre-test. However, large categories must be
maintained.

12 A mother must have selected to actively use LAM to be considered a LAM acceptor. Appendix 8, which
contains the LAM Algorithm, provides guidance for identnying LAM users for Health Information System purposes.

23
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Table 3. Specialized Questions for Breastfeeding Indicator Calculations

11.

12. a.

b.

13.

a.

b.

c.

d.

e.

f.

h.

I.

k.

14. a.

b.

15.

How long after birth did you first put [NAME] to the
breast?

How many times did you breastfeed last night between
sunset and sunrise?13

How many times did you breastfeed yesterday during the
da Ii t hours?

Since this time yesterday, has [NAME] received any of
the followin ?14

Vitamins, mineral su lements, medicine

Plain water

Sweetened or flavored water

Fruit 'uice

Tea or infusions

Single or multiple birth?17

Immediately
rnHours
CDDays
Ifless than 1hour, record 00 hours.
Ifless than 24 hours, record hours.
Otherwise, record da s.

CDtimes

CD times

CDtimes

CD times

CD times

D:Itimes

CD times

CD times

CD times

CDtimes

CD times

CD times

CD times

1 =NO,2=YES

1 = Single

I

I

I

I

I

I

I

I

I

I

I

I

I

I
13 Piwoz et aI. used data on the number ofdaily breastfeeds to rank a group ofPeruvian infants and classifY the

intensity of breastfeeding as follows: The lowest fifth percentile were classified as "token breastfeeders" and were
breastfed 1-3 times/day (with an average breastmilk intake of 182 kcal/d). "Low intensity breastfeeders" (5-25th
percentile) were breastfed 4-6 times/d (average breastmilk intake of337 kcal/d), "medium intensity breastfeeders" (25
75th percentile) were breastfed 7-9 times/d (average breastmilk intake of405 kcal/d) and "high intensity breastfeeders"
(>75th percentile) were breastfed >9 times/d (average milk intake of428 kcal/d). The proportion oftotal energy intake
from breastmilk was in a similar direction: 30% for token, 58% for low, 73% for medium and 77% for high intensity
breastfeeders (9).

14 List of liquids and foods to be developed locally and revised based on the pre-test. This list should include
common weaning foods.

15 Includes broths and clear soups
16 Includes cereal, porridge, thick soups, or stews
17 In populations where the rate oftwinning is high (e.g., over 5% in Nigeria), information on births is needed

to calculate the indicator "mean duration oflactational amenorrhea." For this indicator, the denominator is "births"
rather than "children." The difference is that twins count as one birth but two children. See Indicator lOa, Appendix 3,
for further explanation.
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Table 4. Numbers for Questions Needed for Data Collection18
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1,2 6, 8a, 8b, 9
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Exclusive Breastfeedin Rate

1a. Exclusive Breastfeedin Rate, 0 - <6 Months

1b. Exclusive Breastfeeding Rate, months 0, 1, 2, 3,
4, and 5, b month

2. Predominant Breastfeedin Rate

3. Never Breastfed Rate

8. Fre uenc ofBreastfeedin in 24 Hours

9. FulllPartialffoken Breastfeedin

lOa. Mean Duration ofLactational Amenorrhea

lOb. Median Duration ofLactational Amenorrhea

12a. Appropriate Family Planning among Nursing Mothers

1,2

1,2

1,2

1,2

1,2

1,2

4,5 (a-k)

3

12a,12b

4,5 a-k, 12a, 12b

6,7,820

6,7,821

6, 8a, 8b, 9, 10 (a-q), 12a,
12b

I

I

18 Numbers refer to questions in Tables 1-3.
19 See Appendix 2 for help in calculating age.

20 For children whose mothers have experienced a subsequent pregnancy, the answer to Question 6, "Have
your menses returned?" should always be considered 'YES.'

21 For children whose mothers have experienced a subsequent pregnancy, the answer to Question 6, "Have
your menses returned?" should always be considered 'YES.'
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Other Questions

While we believe that these indicators are the most appropriate and easiest to collect, some program
managers may want to include additional questions.

"Ever" Consumption ofLiquids or Solids

One such question asks whether an infant has "ever received" other foods or liquids since birth. The
response to this question, however, is somewhat difficult to interpret. The response ofa mother who
gave her infant a bottle ofwater or milk only once will be the same as that of a mother who gives
bottles daily. However, this question does illustrate the strictest definition of "exclusive
breastfeeding." Ifyou decide to ask this question, you should also always ask the questions shown
in Table 1, as these will provide data more useful for monitoring purposes since they provide
consistent results, whereas the "ever" question does not.

Another issue to keep in mind is that it is not appropriate to ask the age at which other foods or
liquids were first given to an infant. The reason is that the analyses of such data necessitate the use
ofsophisticated analytical techniques (e.g., life tables) that require special computer programs and
are extremely difficult to do. Special techniques are needed when information is collected on when
events occurred (e.g., when water was introduced) unless everyone interviewed has experienced that
event (e.g., hasalready consumed water).

Too often the average duration of time to "first water use" or "fitst milk consumption" is calculated
incorrectly. This is because those infants who have not yet consumed water or milk can not be
included in the calculation ofthe average. By definition, the average duration is always biased to be
shorter than the actual average.

Thus ifyou decide to ask about "ever" use, it is best to ask the question with a 'yes' or 'no' response
rather than when liquids were first introduced. It is also best to use the same responses shown in
Table 1, (water, milk, herbal teas, etc) but with the question "Has your child ever received any of the
following...."

Pre-lacteal Feeds

In areas where the use ofpre-lacteal feeds is common, you may want to ask about their use. Pre
lacteal feeds are liquids often given until the mothers milk "comes in." Infants should not receive

, these liquids as they can be a source ofcontaminants and they can interfere with breastmilk output.
To determine what liquids to ask about, you should talk to new mothers (for example, in focus
groups or through questionning a sample ofmothers in your area) to learn about the most common
liquids given. These may include honey, water, cow's milk, herbal teas, etc. A question that has
often been asked is "Did you give your infant any liquids or foods other than breastmilk in the first
few days of life?" or "Did you give your infant any other liquids or foods before your milk 'came
in'?"

I

I

I

I

I

I

I

I

I

I

I

I

I

I

I

I

I

I

I

I



•
I

Tool Kit for Monitoring andEvaluating Breas@eding Practices and Programs

Questions Not to Ask
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There are other questions that are not appropriate to ask because their results do not give consistent
responses. For example, "Are you feeding your child (water, milk)?" can mean different
things to different people. Ifyou want to ask about consumption offoods or liquids, it is best to do
so for a specific time period (for the previous day as suggested in Table 1), or within the last week
or two weeks ("Did you give your child __ during the last week?")?2

It is also never appropriate to mix two qu~stions in one. For example, never ask "How long do you
plan to breastfeed or ifyou have already stopped, how long did you breastfeed?". Such questions
give answers that can not be used, since one is based on an opinion about the future while the other
is based on past experience.

22 For research purposes, especially in qualitative studies, different questions can be used. In research in Peru,
for example, mothers were asked whether their infants consumed non-human milks, other liquids and any ofa list of
locally available solid foods two or more times/per week on average during the preceding month. Such a question is
better able to defme "nonnal consumption" than a general question of"Are you feeding your child __?" (14)
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CHAPTER FOUR: AVOIDING PITFALLS
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This chapter discusses some of the pitfalls to avoid when collecting data in a monitoring system or
for an evaluation and when analysing data on breastfeeding practices. Some ofthe issues discussed
are more relevant to evaluations where a greater degree ofaccuracy in measurement is often obtained.
But a program manager will want to understand these issues even ifthey do not relate specifically to
the monitoring of a program.

Designing the Program and the MonitoringlEvaluation System

Setting Apropriate Goals

To set goals for your program you need to decide on what you expect to achieve. How much change
should a program aim for in the next "x" years? A recent, intensive research project in Mexico
observed substantial improvements in rates ofexclusive breastfeeding among infants at three months
of age when mothers received home visits from a trained peer counselor. Seven percent of the
control mothers exclusively breastfed at three months, compared with 33% and 48% ofthe mothers
visited by the peer counselors three times and six times, respectively. A program could achieve
something less than this and still be considered quite successful. It is unlikely for a program to have
a greater effect than this within only a few years.

Selecting the Questions

In Chapter Three, we discussed the different indicators that you might want to choose for your
monitoring or evaluation system. Once you choose these, you should take care ifyou later decide
to change the questions included in your system. Too often a new staff person may decide on
alternate questions after previous ones have already been included in the system. Ifnew questions
are added and the old ones also retained, this may still allow comparisons to the old indicators. But
at times the inclusion ofnew questions may cause mothers to answer old ones differently than in the
previous survey. So ifnew questions are added, it is essential to pre-test and analyse the responses
to assess whether they caused biased responses in other questions.

Data Collection

Training ofStaff

Too often neither the supervisors nor the community-level staff are sufficiently trained on the
importance of and how to gather data or use the appropriate forms. If supervisors are not able to
support the data collection system and ensure that the data are accurate, then the system often
produces useless information. Monitoring ofactivities should assess the understanding ofworkers
about the monitoring forms and spot check the information on the forms.
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Choice ofSurvey Subjects

Selection of the survey population will have important implications for the calculation of the
breastfeeding indicator. Specifically, infonnation should be obtained on all children in the family
within the specified age range. For example, ifthere are two children in the family who are less than
24 months ofage, the feeding practices ofboth children should be assessed.

Ifonly last-born children are included in the survey, the findings may be biased, and the bias may not
be equal in all countries or among all population subgroups. Last births are not a representative
sample of all births. Last-born children may have a greater chance of experiencing prolonged
breastfeeding, for example. The sample ofchildren for whom an indicator is calculated should always
refer to all children born during a specified time period to be representative of the population of
children. This means that infonnation will also be collected on children within that age range who
were never put to the breast, i.e. "never breastfed." The issues highlighted below are discussed in
greater detail in a paper by Sommerfelt et al. (14).

Categorical Data

Whenever possible, data should be captured as continuous numbers. The capture of data in
categories results in the loss of infonnation and should only be done when the loss ofinfonnation is
compensated for by a significant increase in the ease ofadministration, return rates, or other benefits.
This issue is relevant, for example, for calculation of the indicators "frequency ofbreastfeeding in 24
hours" and "initiation ofbreastfeeding in the first hour oflife." When asking the question "How long
after birth did you first put [NAME] to the breast?" we recommend that the response data be
captured in hours «1, 1, 2, 3, etc.) rather than in categories such as <1 hr, 1-8 hr, 8-24 hrs, etc.
Doing so will allow the flexibility to recode the data in different ways during the data analysis.

Data Analyses

Calculated vs. ReportedAge

The appropriateness ofinfant feeding practices is closely linked to the age of the child. Therefore,
the assessment offeeding practices is dependent upon accurate determination of the child's age. Data
on trends in the prevalence of feeding behaviors also cannot be trusted if there is not consistent
accuracy in the reporting of "age" over time (the same is true for trends in the prevalence of
undernutrition).

Age is most accuratedly determined from a calculation, subtracting the birth date from the interview
date. Use of completed age is recommended~ therefore, a child who is one month and 25 days old
is still considered one month old. ·However when mothers report age, they may round up. For
example, ifthe child is one month and 25 days old, they may be more likely to say that the child is
two months old. Thus, calculated age will differ from reported age.

There is likely to be "heaping" of data at monthly or six-month intervals. Therefore, when at all
possible, infant feeding practices should be assessed using calculated age. It is important that
interviewers learn how to obtain the correct birth date. If computers are used for data entry and
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tabulation, the child's age should be calculated by the computer to avoid mistakes that will occur if
hand calculation is done.

Comparing Two Groups: Breastfeeding Rates

We often want to compare breastfeeding rates for two groups ofinfants. For example, we may wish
to compare infants from the same population, measured at different points in time (e.g., at the
beginning ofa program and a year later), or we may wish to compare infants at the same point in time
from two different populations (e.g., from two different geographic areas).

This poses no problem if sampling yields the same distribution of infants across the different age
categories (i.e. a similar distribution of infants in age 0, 1, 2, 3, 4, 5 months in Groups A and B).
However, the age distribution ofinfants in the two groups may differ. This difference in distributions
will affect the overall breastfeeding rates when an indicator, such as exclusive breastfeeding rate for
infants 0 - <6 months, is calculated. This is because breastfeeding behavior is linked to infant age.
As infants grow older, fewer are generally exclusively breastfed.

For example, in Table 5 below, the proportions ofinfants exclusively breastfed in each age category
for Groups A and B are exactly the same (see Column 4). However, the distribution ofinfants over
the six age categories is quite different in Groups A and B (see Column 2). The greater number of
infants in the younger age categories in Group A is responsible for the higher overall rate ofexclusive
breastfeeding for infants 0 - <6 months in Group A than in Group B (68% vs. 60%). The Group A
rate has been disproportionately influenced by the larger numbers of infants in the lower age
categories.

Therefore, when comparing the breastfeeding rates oftwo groups ofinfants, care must be taken to
examine the distribution of infants across the different age categories. This has two important
implications:

.. Programmatic implications: A program may appear more or less effective depending on the
distribution ofinfants across age categories in the program and non-program samples.

.. Reporting implications: When comparing program results to the baseline rates provided by
regional, national, or international surveys, the distribution ofage categories must be similar
to those ofthe sample on which the other statistics are based. Otherwise, the program results
can not be reliably compared.
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Table 5. Data D1ustrating the Importance of Age Distribution23

I

•

Omo 80 64 80%

1 mo 75 53 70%

2mo 70 46 66%

3mo 50 29 58%

4mo 14 7 50%

5mo II 4 36%

Total 300

Overall rate ofEBF, 0 - <6 months: 203/300 = 68%

Omo 50 40 80%

lmo 50 35 70%

2mo 50 33 66%

3mo 50 29 58%

4mo 50 25 50%

5mo 50 18 36%

Total 300

Overall rate ofEBF, 0 - <6 months: 180/300 = 60%

23 Table 5 is shown for illustrative purposes only. It is extremely unlikely that an actual survey would result in
age distributions such as those shown for Groups A and B. In a real-life situation, a sample of infants under six months
of age would practically never have such a skewed and unequal distribution as that seen for Group A, nor such an even
distribution as that shown for Group B. However, unequal distributions that can affect breastfeeding rates are not
uncommon when there are small numbers in each age group. IfGroup A was from an actual survey, this age
distribution would suggest a biased sample, i.e. that younger children were more likely to be included in the survey. It is
virtually impossible to find that same number ofchildren in each one-month age group as shown for Group B.

Observing percent exclusively breastfeeding alone may not give an adequate reflection ofchanges in breastfeeding
patterns and programmatic successes may be missed. Ifprogrammatic impact is to be observed, recording increases in
partial (especially high partial) is also of interest. See Appendix 9 below.
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Breastfeeding Duration: Calculating the Denominator
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A common mistake made in analyzing breastfeeding rates occurs when data are collected on the
duration of breastfeeding. The average age at which breastfeeding is stopped (mean or median
duration ofbreastfeeding) should be calculated from data on breastfeeding practices reported for the
day preceding the survey. The denominator should include data on all infants born during the
specified time period, both those who have stopped breastfeeding and those who continued to
breastfeed. Never calculate these indicators using data from a sample based only on women who
have stopped breastfeeding. This mistake always makes the estimate of duration ofbreastfeeding too
low because women who are still breastfeeding and who will stop at later postpartum durations are
not included.

Age Periods for Indicators

The indicators that show the prevalence of feeding practices at specific ages are constructed to
measure breastfeeding behavior ofinfants within a certain age group or a "period window" (e.g., the
.percentage of infants 0 - <6 months who are exclusively breastfed). These indicators reflect the
average percentage ofinfants who are fed according to the recommendations. They do not, however,
show what proportion ofinfants are exclusively breastfed at months 1, 2, 3, etc. A breastfeeding rate
of 30% for infants 0 - <6 months means that infants are clearly not fed according to
recommendations. However, it does not tell us exactly what the age pattern of exclusive
breastfeeding is.

When data on practices by months (i.e. for a "single-month window") are required, there is need for
larger sample sizes to obtain a reliable estimate. With a small sample size, random fluctuations in the
prevalence levels with "single month window" estimates make one less confident of the accuracy of
the estimates, and reduce the ability to detect changes over time or differences between population
groups.

An alternative that would minimize the sampling variation due to small sample sizes for single months
would be to look at infants for two-month periods (e.g., an "extended window" of two to three
months). This would result in an indicator based on more cases, and hence yield a more stable
estimate, while retaining the advantage of being able to focus on a particular period of time.
However, as illustrated above, it is important that there be similar numbers of children in each age
category ifcomparisons are to be made between groups. The use ofan unbiased sampling approach
will ensure that there are similar numbers ofchildren in each age category and that selection bias does
not occur.
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Below is a list oforganizations that could provide more information on monitoring and evaluation
ofbreastfeeding practices and programs or provide assistance in identifying appropriate breastfeeding
professionals.
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Demographic and Health Surveys (DBS)
Macro International Inc.
11785 Beltsville Drive, Suite 300
Calverton, MD 20705-3121
Phone: (301) 572 0200
Fax: (301) 572 0999

International Baby Food Action Network
(lBFAN)
Geneva Infant Feeding Association
P.O. Box 157
1211 Geneva 19,5vnuerland
Phone: (41 22) 798 91 64

International Lactation Consultant Association
(ILCA)
201 Brown Avenue
Evanston, IL 60202-3601, USA
Phone: (708) 2608874
Fax: (708) 475 2523

Institute for Reproductive Health (lRB)
Georgetown University Medical Center
2115 Wisconsin Avenue, NW, Suite 602
Washington, DC 20007
Phone: (202) 687 6846
Fax: (202) 687 1392

La Leche League International (LLLI)
Center for Breastfeeding Information
Schaumberg, IL 60173, USA
Phone: (708) 519 7750
Fmc (708) 519 0125
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United Nations Children's Fund (UNICEF)
Nutrition Section
3 UN Plaza
New York, NY 10017, USA
Phone: (212) 326 7742
Fax: (212) 755 1449

Wellstart International
4062 First Avenue
San Diego, CA 92103-2045
Phone: (619) 2955192
Fax: (619) 294 7787

World Alliance for Breastfeeding Action (WABA)
P.O. Box 19, 10700
Penang, Malaysia
Phone: (604) 656 9799
Fax: (604) 657 7291

World Health Organization (WHO)
Control ofDiarrhoeal and Respiratory Diseases Unit
1211 Geneva 27
Switzerland
Phone: (41 22) 791 2633
Fax: (4122) 791 2726



Calculating Age by Hand

1 The use of30 days per months (rather than 30.4 days - i.e., 365 dayslyear + 12 months = 30.4 days/month) will result
in a slight difference in the child's age (approximately two days over a six-month period) when compared to age calculated
by computer from date of interview and date ofbirth.

It is preferable to calculate infant age by subtracting the infant's date ofbirth from the date of the
interview. When dates ofbirth are not known, the age as given by the mother can be used. "Age in
days" may be determined in one of three ways:

A-3

APPENDIX2: CALCULATINGAGE

The age data needed to calculate the recommended indicators are data on infant age in "completed
months." To determine the number ofdays to be included in each monthly category in Table 6, the
365 days in one year have been divided into twelve equal parts. For example, an infant aged one to
30 days has not yet completed one month, so is classified as less than one month or zero completed
months old. Infants aged 31- 61 days (or less than 62 days old) are classified as one completed month
old. Table 6 presents infant age in completed months and the corresponding age in days.

Ifdoing calculations by hand, find or make a calendar that includes the dates from the birth date of
the oldest child in the study to the last interview date. Using the calendar, determine the infant's age
from the date ofbirth and date of interview. Alternatively, use the following calculations.
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Calculation of Age using SPSS for Windows

Kiddays =(Date of interview) - (Date ofbirth)

This calculation should give the child's age in days. Ifthe resulting number is negative, then check
the dates to make sure they are correct. The same is true if the resulting number ofdays is outside
the expected age range of the children in the study.
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This defines a new number variable.

Wellstart International's Expanded Promotion ofBreastfeeding (EPB) Program

Define Kiddays /;',','!f#,'f###

Calculation of Age in Epi Info

To calculate an infant's age in Epi Info, it is first necessary to create a new variable, which will be the
child's age in days, and then calculate the age in days from the date of interview and date ofbirth.
Dates ofbirth and interview need to be in the same format, such as dd/mm/yy or mm/dd/yy and must
be defined in Epi Info as dates (rather than numbers of string variables):

Ifdoing data analysis in SPSS: From the TRANSFORM menu, choose COMPUTE. Give the new
TARGET VARIABLE a name such as "age" or "age_days." From the FUNCTION list, choose
CTIME.DAYS (timevalue) and enter it into the NUMERIC EXPRESSION box. The final
expression should look as follows:
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This transformation will give the infant age in days. Use Table 6 to convert infant age in days to age
in completed months, either with a computer program or by hand.
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Target Variable Numeric Expression

_
____A_g_e 1 =L,.C_T_IME__.D_A_Y_--.;.S(v_an_"_ab_l_e_n_am__efo_r_in_t_elVl_Oe_w_d_a_te_}_-...;....----I. CTIME.DAYS (variable name for infant's birth date)
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Table 6: Infant Age Conversion Chart

29 months 883-913 days

30 months 914-943 days

27 months 822-852 days
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BDaysAge in ~ompleted Months

31 months 944-973 days

28 months 853-882 days

26 months 792-821 days

11 months 336-365 days

25 months 761-791 days

18 months 548-578 days

17 months 518-547 days

19 months 579-608 days

20moriths ........i ---------m 609;;P3~}IDl.Y._I.....g.....illllllll
1~=:~····:====····=···=IIII'··liLi==lCI<Oni.;...£titll.ledBfe~eedili6:at24 Moriths> ii>1I

21rilOJ:lths> .. 640"669days . r:>.

22months ••••..•••.• Ii 670.·700days

23. months < 70h730 days

24 months 731-760 days

IIDIII_
16 months 488-517 days
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32 months 974-1004 days

33 months 1005-1034 days

34 months 1035-1065 days

35 months 1066-1095 days

36 months 1096-1125 days

37 months 1126-1156 days

38 months 1157-1186 days

39 months 1187-1217 days

40 months 1218-1247 days

41 months 1248-1278 days

42 months 1278-1308 days

43 months 1309-1338 days

44 months 1339-1369 days

45 months 1370-1399 days

46 months 1400-1430 days

47 months 1431-1460 days

48 months 1461-1490 days

49 months 1491-1521 days

50 months 1522-1551 days

51 months 1552-1582 days

52 months 1583-1612 days

53 months 1613-1643 days

54 months 1644-1673 days

55 months 1674-1703 days

56 months 1704-1734 days

57 months 1735-1764 days

58 months 1765-1795 days

59 months 1796-1825 days

60 months 1826-1855 days

Age in Days for Calculation of the WHO Breastfeeding Indicators in (6):

Infants <4 months ofage are 0 - <120 days old
Infants from 6 - 9 months (6 - <10 months) are 180 - 299 days old
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Data may be analyzed ''by hand" or using a computer. Ifyou wish to analyze your data by hand, the
first data analysis step is to create a table which sorts the data by infant age and infant feeding pattern.
For example, in Table 7 the total number ofinfants aged 0 - <6 months is 305. The number ofinfants
in each age group who were "not breastfed" is recorded in column 3 and the number who received
breastmilk, water, and nothing else is recorded in column 6. Sorting data as in Tables 7 and 8 will
enable the calculation ofa number of indicators. These calculations are illustrated in Appendix 4.

APPENDIX 3: TABLES CONTAINING DATA FOR USE IN
ILLUSTRATIVE COMPUTATIONS
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Calculating Breastfeeding Rates by Hand
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APPENDIX 4. INDICATORS: DEFINITIONS AND
ILLUSTRATIVE COMPUTATIONS

A. Breastfeeding Rates
1. Exclusive Breastfeeding Rate (EBR)*
2. Predominant Breastfeeding Rate (PBR)*
3. Never Breastfed Rate*

B. Timely Initiation of Breastfeeding
4. Initiation of Breastfeeding in the First Hour of Life*

C. Duration of Any Breastfeeding
Sa. Continued Breastfeeding Rate at 12 Months*
Sb. Continued Breastfeeding Rate at 24 Months*
6. Mean Duration of Breastfeeding*
7. Median Duration of Breastfeeding**

D. Intensity ofBreastfeeding
8. Frequency ofBreastfeeding in 24 Hours*
9. FulllPartialffoken Breastfeeding***
lOa. Mean Duration of Lactational Amenorrhea*
lOb. Median Duration of Lactational Amenorrhea*

E. Timely Complementary Feeding
11. Timely Complementary Feeding Rate*

F. Family Planning Use among Nursing Mothers
l2a. Appropriate Family Planning among Nursing Mothers
l2b. Any Family Planning among Nursing Mothers*

G. Table 9. Comparison of Commonly Used Breastfeeding Indicators

* Adapted from (1).

** Adapted from (7).

*** Adapted from (15).
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A. BREASTFEEDING RATES

1. EXCLUSIVE BREASTFEEDING RATE (EBR)

DEFINITION

The percent of infants aged 0 - <6 months (0-182 days) who are being exclusively breastfed. An
infant is considered to be exclusively breastfed ifhelshe receives only breastmilk with no other liquids
or solids, with the exception of drops or syrups consisting of vitamins, mineral supplements, or
medicines.

MEASUREMENT

The Exclusive Breastfeeding Rate (EBR) is calculated as:

# ofinfants 0 - <6 months exclusively breastfed

---------------------------------------------------------------------- x 100
total # ofinfants 0 - <6 months

In

DATA REQUIREMENTS

I. The number of living infants aged 0 - <6 months.

2. 24-hour recall data of all liquids and solids consumed by living infants 0 - <6 months.
Respondents should be probed about the different kinds of liquids the infant may have
received, including water, juice, milk, formula, and other liquids.
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Data in Table 7 in Appendix 3 are used for illustrative Computations # 2 and #3. Once the data have
been sorted as in Table 7, the proportion of infants exclusively breastfeeding for each age group can
easily be determined.

In some surveys, the number of births each month could vary considerably, perhaps due to survey
methodology, sampling error or seasonality ofbirths. Such variation could affect the calculation of
the EBR For example, ifthere are many more zero-month-olds than three-month-olds in the sample,
the EBR will be biased upward since younger children are more likely to be exclusively breastfed.
In this case, it might be useful to age-adjust the percent exclusively breastfed, assuming that the
number ofbirths each month is constant.

The indicator should be interpreted as the percent of infants who "are currently being exclusively
breastfed" rather than the percent who "have been exclusively breastfed since birth." The use ofa
24-hour recall period may cause the indicator to overestimate the percent ofinfants who have never
ingested anything except breastmilk since birth, since some infants who are given other liquids
irregularly may not have received them in the 24 hours before the survey. Ifretrospective data are
collected to capture this information the results are not comparable to 24-hour recall data.

WHO recommends that infants should be fed exclusively on breastmilk: from birth to about six months
ofage. This indicator is used to give an overall measure ofthe degree to which women have adopted
behaviors consistent with this recommendation.

The indicator gives equal weight to a reduction in the duration of exclusive breastfeeding and to a
reduction in the percent ofwomen who ever exclusively breastfeed. For example, a population in
which three-quarters ofinfants are exclusively breastfed for four months and one-quarter are never
exclusively breastfed would have the same value on this indicator as would a population in which an
infants are exclusively breastfed for three months.

PURPOSE AND ISSUES

Population-based surveys.

DATA SOURCE(S)

Tool KitjOrMonitoring and Evaluating Breast[eeding Practices and Programs
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MEASUREMENT

x 100

total # ofinfants 0 - <6 months

A-IS

2. The number ofthese infants predominantly breastfed, based on a 24-hour recall of liquids and
solids consumed. Respondents should be probed about the different kinds of liquids the infant
may have received, including water, juice, milk, formula, and other liquids.

DATA REQUIREMENTS

1. The number of living infants aged 0 - <6 months (0-182 days).

# of infants 0 - <6 months predominantly breastfed

The predominant breastfeeding rate is calculated as:

The percent ofinfants aged 0 - <6 months (0-182 days) who are being predominantly breastfed. An
infant is considered to be predominantly breastfed ifhe/she receives breastmilk along with water,
water-based drinks (sweetened and flavored water, teas, infusions, etc.), fiuitjuice, oral rehydration
salts (ORS) solution, but does not receive any other liquids or solids. No food-based fluids (except
fiuit juice and sugar-water) are allowed.

DEFINITION

2. PREDOMINANT BREASTFEEDING RATE (PBR)

Tool KitjorMonitoring and Evaluating Breast[eeding Practices andPrograms
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DATA SOURCE(S)

PURPOSE AND ISSUES

Population-based surveys.

(Refer to the "exclusive breastfeeding rate" indicator for further notes on this indicator.)
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. 1. •.. ......• .•105receivedbreilstmilkpliIswatet;other li(JllidS; milksorfonnula" and solids

Although it is recommended that young infants be exclusively breastfed, the introduction ofwater,
ritual foods, teas, juices, etc. in small quantities is not especially important to the infant's nutrition.
Introducing these items does not appear to affect the relationship between breastfeeding and the
duration ofpostpartum amenorrhea. This indicator is used to give an overall measure of predominant
breastfeeding.

This indicator is the same as that described by the informal WHO Working Group on infant feeding
indicators, with two clarifications. First, infants receiving breastmilk and vitamin, mineral, or
medicine drops or syrups are considered to be exclusively breastfed, not predominantly breastfed.
The categories ofexclusive breastfeeding and predominant breastfeeding are mutually exclusive, and
so the rates can be added together. The sum ofthe EBR and the PBR represents the percent fully
breastfed. Second, WHO has subsequently simplified guidance regarding the recommended ages for
exclusive breastfeeding. The earlier recommendation was 4-6 months; the current recommendation
is about 6 months.



PURPOSE AND ISSUES

MEASUREMENT

Never breastfed rate =

# oflive births

A-17

Assessment of the never breastfed rate is meaningful and necessary to interpret prevalence of
breastfeeding and full breastfeeding at later points in time.

This measure is often used in surveys to determine the proportion of women ever attempting to
breastfeed. One issue to be considered is whether to include infants who are given expressed
breastmilk rather than fed at the breast. Premature infants are often unable to suck and may be given
expressed breastmilk. This is likely to be the only breastmilk for those who die within the first week.
Omission ofsuch infants would bias the numbers downward, since any live-born prematures would
be included in the denominator. Since the proportion of infants never breastfed may be quite low,
sometimes under one percent, the need to consider such a bias is more than theoretical.

1. Population-based surveys.

DATA SOURCE(S)

DATA REQUIREMENTS

x 100

# of children never receiving breastmilk

during a reference time period.

Number or proportion ofrespondents reporting that breastmilk was never given to their infants in a
sample of live births.

The proportion ofinfants never given breastmilk over the proportion oflive births, in a reference time
period.

DEFINITION

Tool KitforMonitoring and Evaluating Breasifeeding Practices and Programs

3. NEVER BREASTFED RATE
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B. TIMELY INITIATION OF BREASTFEEDING

4. INITIATION OF BREASTFEEDING IN THE FIRST HOUR OF LIFE

DEFINITION

The percentage infant 0 - <12 months of age who were put to the breast within one hour ofbirth.

MEASUREMENT

For a population-based survey, it is calculated as:

# of infants 0 - <12 months ofage who were put to the breast

within one hour ofbirth

x 100

total # of infants 0 - <12 months ofage

An output/program level version of this indicator is:

# ofinfants discharged during reference period

who were put to the breast one hour after birth

x 100

total # ofinfants discharged during reference period

These two indicators are not comparable.

DATA REQUIREMENTS

Population-level:

1. number ofinfants 0 - <12 months of age in the population or subpopulation sample; and,

2. number of infants 0 - <12 months of age reported to have been put to the breast within one
hour ofbirth.

Program-level:

1. number ofinfants discharged from a facility and the number ofinfants discharged who breastfed
within one hour ofbirth.
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DATA SOURCE(S)

1. Version 1: Population-based surveys.

2. Version 2: Facility-based observations or exit surveys.

PURPOSE AND ISSUES

One issue to consider is whether or not to exclude Caesarean births, exclude facilities with high levels
ofCaesarean births, or define a different criterion for Caesarean or high risk births. Many researchers
now prefer to use a single criterion (typically one hour, although some argue for one half hour)
regardless of the number of Caesarean or other high risk births. The rationale for this approach,
which is endorsed here, is that defining overly stringent criteria for risk can be a major stumbling
block to rooming in; therefore, infants who are unable to room-in with their mothers because they
are defined as high risk and/or delivered by Caesarean section should be captured by the data. As of
this writing, the Baby-Friendly Hospital Assessment Tools use a four-hour criterion for Caesarean
births. Using different periods oftime for normal versus Caesarean deliveries creates two different
indicators and requires additional information which may also be biased.

The purpose ofthe indicator is to assess whether mothers in the population and/or in health facilities
initiate early breastfeeding with its respective benefits to both mother (reduced postpartum
hemorrhage) and infant (skin-to-skin contact and exposure to maternal antibodies in colostrum).
WHO has defined this indicator as both a household and a facility-based indicator.

The population-based indicator's denominator is broad (all infants under twelve months ofage) and
may introduce a significant recall bias as women may have difficulty recalling when they initiated
breastfeeding and whether this was within one hour. This indicator may also mask changes in
population or health facility practices that have occurred within one year.

The facility-based indicator does not have as much recall bias but individual facility-based rates
would need to be aggregated to determine population-level trends and would be inappropriate in
settings where home births are occurring. Since home births occur almost everywhere, it is not
recommended that facility-based data be aggregated and interpreted as population-based indicators.
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C. DURATION OF ANY BREASTFEEDING

5a. CONTINUED BREASTFEEDING AT 12 MONTHS

DEFINITION

The percentage ofchildren 12 - <16 months of age (366-426 days) who are breastfed.

MEASUREMENT

The indicator is calculated as follows:

children 12 - <16 months of age breastfed in the last 24 hours

-------------------------------------------------------------------------------- x 100
live children 12 - <16 months ofage

DATA REQUIREMENTS

1. A representative sample ofchildren 12 - <16 months.

2. Mother's reporting of each child's foodlliquid consumption in the 24 hours preceding the
interview.

3. Child's age.

DATA SOURCE(S)

Typically this indicator is measured using a population-based household survey of all living children
aged 12 - <16 months of age. The indicator is based on current status data, i.e. (i) the current age
of the child, and (ii) mother's 24-hour recall ofany liquids or foods consumed during the 24 hours
preceding the survey.

PURPOSE AND ISSUES

This is a measure of breastfeeding duration. It is a simple percentage and thus relatively easy to
understand and compare. The four-month cross-section makes the indicator more reliable and useful
with smaller samples.
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PURPOSE AND ISSUES

3. Child's age.

DATA SOURCE(S)

2. Mother's reporting of each child's food/liquid consumption in the 24 hours preceding the
interview.

A-21

children 20 - <24 months ofage breastfed in the last 24 hours

-------------------------------------------------------------------------------- )( 100
live children 20 - <24 months of age

1. A representative sample ofchildren 20 - <24 months.

This is a measure of breastfeeding duration. It is a simple percentage and thus relatively easy to
understand and compare. The four-month cross-section makes the indicator more reliable and useful
with smaller samples. The four-month interval is not a serious liability at the end oftwo years when
few programs are designed to change specific practices.

Typically this indicator is measured using a population-based household survey ofall living children
20 - <24 months of age. The indicator is based on current status data, i.e. (i) the current age of the
child, and (ii) mother's 24-hour recall ofany liquids or foods consumed during the 24 hours preceding
the survey.

DATA REQUIREMENTS

MEASUREMENT

The indicator is calculated as follows:

The percentage of children 20 - <24 months ofage (608-730 days) who are breastfeeding.

DEFINITION

5b. CONTINUED BREASTFEEDING AT 24 MONTHS

Tool KitfOr Monitoring and Evaluating Breastfeeding Practices and Programs
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6. MEAN DURATION OF ANY BREASTFEEDING

DEFINITION

The mean number ofmonths that children are breastfed, regardless ofwhat other fluids or foods they
might also receive.

The mean duration ofbreastfeeding (MDBF) is calculated as:

MDBF = L Proportion Breastfeeding (PBF)a (a ranges from 0 to 59)

where PBF is the Proportion Breastfeeding:

PBFa=
# of infants aged a months who are currently being breastfed

# ofchildren born a months ago
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Retrospective reports of how long a child was breastfed are not used to calculate the duration of
breastfeeding, because this type ofdata is known to exhibit substantial heaping on durations which
are multiples of six months. This heaping of responses likely reflects rounding, which is not
necessarily symmetrical. As a result, the mean computed from retrospective data could be biased.

The mean duration is recommended rather than the median, primarily because of the relative ease of
calculating the mean. Computation of the median from current breastfeeding data requires that the
data first be smoothed, a procedure that is not always straightforward. The mean tends to be slightly
higher than the median (by about 0.5 to 1.0 months) because ofvery long breastfeeding practices by
a small subset ofwomen.

This indicator gives an overall measure ofthe extent ofbreastfeeding in the population. It combines
information on the percent ever breastfed and the duration ofbreastfeeding among those who are
breastfed. Children never breastfed are implicitly treated as being breastfed for zero months. Because
all births are included in the denominator, even of children no longer living, the indicator gives the
actual duration ofbreastfeeding, treating death as one ofmany reasons to stop breastfeeding.

The computation shown above assumes that age is given in completed months. If, instead, infants
are classified by their average age in months (e.g., because date ofbirth is not ascertained), the mean
should be reduced by (0.5 x PBFo), where PBFois calculated from births occurring in the month of
interview (see (10)). In the example above, if the data referred to average age rather than completed
age, the mean duration ofbreastfeeding would be 15.0 months (15.5 - (0.965 x 0.5)).

A-23

All children born in the time period should be included, not just last births. Ifonly last-born children
are included, the findings may be biased, and the bias may not be equal in all countries or among all
population subgroups. By asking only about last-born children, children at the upper-end ofthe age
range who have a younger sibling are excluded from the sample. Depending on the breastfeeding
practices of the mother and her culture (e.g., whether or not the older child is breastfed along with
the younger), the exclusion ofthese older children will influence the mean duration ofbreastfeeding
of the sample.

PURPOSE AND ISSUES

1. The number ofbirths within the last 60 months classified by single months ago.

DATA SOURCE(S)

Population-based surveys.

2. The number of infants currently being breastfed, classified by single month ofage.

DATA REQUIREMENTS

Tool Kit fOr Monitoring and Evaluating Breastfeeding Practices and Programs
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The calculation of this indicator is based on children under five years of age, because in many
developing countries, a significant proportion of three- and four-year-olds are still being breastfed.
The mean duration ofbreastfeeding would be underestimated if these children were excluded from
the calculations. In countries in which the duration ofbreastfeeding is known to be short, perhaps
less than twelve months, it can reasonably be assumed that children older than 36 months are not
being breastfed. In this case, the data requirements can be reduced to include only children 0 - <36
months old.
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I 7. MEDIAN DURATION OF BREASTFEEDING
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DEFINITION

The age (in months) when 50% or more ofchildren are no longer breastfed.

MEASUREMENT

The median duration of breastfeeding is calculated based on current status data among allliving
children under five years ofage, i. e. less than exact age 60 monthsl

. The first step in the calculation
is to determine the proportion of allliving children in each single-month age group who are still
breastfeeding. The next step is to smooth these data by calculating a three-month moving average.
The median duration ofbreastfeeding is the month of age when 50% or fewer ofthe children are still
breastfed. Below is an illustrative computation ofhow to calculate the median duration.

PURPOSE AND ISSUES

Measuring the median duration of lactation is useful because this is a skewed phenomenon: many
mothers may stop breastfeeding early while others continue for many months. Therefore, a mean may
be deceptive, especially when measuring trends over time. In fact, quartiles would be more revealing.

1At a minimlUD, the median duration ofbreastfeeding should be based on data from children under 36 months, especially
in countries and among population subgroups where the median duration ofbreastfeeding is close to 24 months. Ifdata are
available only for children under 24 months ofage, and ifmore than 50% ofthe children are still breastfeeding at 24 months
of age, the median duration could be expressed as "longer than 24 months."

58
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1 This is calculated by averaging the percentages for three months and assigning the result to the middle month, e.g., the
three-month average for month 19 above is (56 + 52 + 47)';' 3 = 52.
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MEASUREMENT

PURPOSE AND ISSUES

Mean is calculated as follows:

DATA REQUIREMENTS

/po
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Information on the past 24 hours collected from breastfeeding mothers through household surveyor
exit interviews in facilities.

DATA SOURCE(S)

# ofbreastfeeding infants in a one-month age cohort

sum ofall suckling episodes in previous 24 hours ofinfants in a one-month age cohort

The number ofbreastfeedings per 24 hours is a helpful measure since suckling at the breast is such
an important intermediate determinant ofmilk output and ofovulation suppression during lactation.
Increased suckling frequency leads to both increased milk output and suppression of fertility.
Frequently, programs to improve infant feeding focus efforts on increasing or maintaining suckling
frequency.

1. Response to questionnaire items asking the frequency ofbreastfeeding during the daylight hours
(day feeds) and from the setting ofthe sun to daylight the next day (night feeds). The responses
to these are totaled for the 24-hour frequency.

2. Age ofinfant in months.

This indicator should be calculated and reported by months of infant age.

The average number of suckling episodes reported within the last 24 hours across breastfeeding
mothers.

DEFINITION

8. FREQUENCY OF BREASTFEEDING IN 24 HOURS

D. INTENSITY OF BREASTFEEDING

Tool KitjorMonitoring and Evaluating Breasifeeding Practices and Programs
I

•
I

I

I

I

I

I

I

I

I

I

I

I

•
I

•
I

I

I

I



A-28 Wellstart International's Expanded Promotion ofBreastfeeding (EPB) Program

The indicator can only be used for current status. In addition, women may answer "on demand." In
DRS-I sUlveyS, a large proportion ofwomen reported on demand feeding. For DRS-II, a probe was
added to further request the number of feeds during the day and night, leading to a much higher
proportion giying an actual number of feeds. At the upper end of the distribution, with frequent on
demand feeds, it becomes difficult for women to report the actual number offeeds. The effect of loss
ofprecision at the upper end of the distribution is likely to be tolerable for most analytical purposes,
and is mitigated by using the median rather than the mean as an indicator of central tendency.

Mean and median are both informative indicators because frequencies are highly reliable within and
between infants, across ages of infants (younger infants suckle more frequently), and across cultures.
The median is often more appropriate and obtainable because ofuncertainty about numbers ofnight
feeds and non-normal distributions. The median can be approximated by listing the number of
suckling episodes in order ofmagnitude. The number ofepisodes for the mother at the middle of the
list (the n/2 position in the distribution) is the median value. This is only an estimate, since calculation
ofan exact median may require estimation between two value categories.
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• 9. FULLlPARTIALffOKEN BREASTFEEDING

A-29
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DEFINITION

Full, partial, and token breastfeeding are best defined by the schema below (11, 12, 15). Full or
nearly full breastfeeding is also defined clinically as a pattern that will maintain both milk supply and
amenorrhea.

Breastfeeding patterns are highly variable. The following diagram defines the different patterns and
indicates their physiological impact on both fertility and milk production.

Schema for Breastfeeding Definition

Medium

PartialI

I

I

•
•
•

Full

About half
of all feeds

are
breastfeeds

Low

Vast
majority of
feeds are

not
breastfeeds

Token

Minimal,
occasional,

irregular
breastfeeds

I

•
•
I

•

Full or Nearly Full Breastfeeding*
Significant fertility impact

Low Partialffoken Breastfeeding
Little fertility impact

*Intervals should not exceed four hours during the day, six hours at night, and supplementation should not exceed 5-15%
ofall feeding episodes, probably fewer. While the high-partial pattern is adequate for fertility suppression, the women should
be counseled that any supplementation or disruption ofthe breastfeeding pattern can increase the risk offertility return.
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MEASUREMENT

Calculation of Percent of aU Feeds that are Breastfeeds

The calculation ofpercent ofall feeds that are breastfeeds was initially developed at Johns Hopkins
University by Gray et al., and has been used by IR.H and WHO in studies of associations with
breastfeeding success. This is calculated by making the "number of times breastfed" the numerator
and the "number oftimes ofany food or liquids are given" the denominator. This percentage has also
been used at Bellagio conferences and for the Inter-Agency Group for Action on Breastfeeding
(IGAB) definitions ofFull Breastfeeding (at least 85% offeeds are breastfeeds), Partial (15-85% of
feeds are breastfeeds, and Token (fewer than 15% offeeds are breastfeeds). Clearly, infants defined
as "predominantly breastfed" are not necessarily experiencing patterns of feeding that promote
continuation ofmilk supply nor maintenance ofamenorrhea.

An illustration of the use of this indicator in assessing breastfeeding program impact is included in
Appendix 9.

DATA REQUIREMENTS

24-hour recall data.

DATA SOURCE(S)

Population-based surveys and exit surveys.

PURPOSE AND ISSUES

These definitions are based on the physiological impact of breastfeeding and are better proxies for
breastfeeding intensity than terms such as "predominant," that have no control for quantities.
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The mean number ofmonths that women experience lactational amenorrhea following a live birth.

•
•
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•
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Tool Kit fOr Monitoring and Evaluating Breasifeeding Practices and Programs

lOa. MEAN DURATION OF LACTATIONAL AMENORRHEA

DEFINITION

MEASUREMENT

The mean duration oflactational amenorrhea (1v.IDLA) is calculated as:

MDLA = L PLAa (a ranges from 0 to 59)

A-31

• where PLA is the Proportion experiencing Lactational Amenorrhea:
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# ofcurrently breastfed children aged a months

whose mothers have not resumed menstruation

# ofbirths a months ago
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PURPOSE AND ISSUES

DATA SOURCE(S)

Population-based surveys.

(Refer to the "mean duration ofbreastfeeding" indicator for further notes on this indicator.)

A-33

This indicator measures the length of time between birth and return to menses which is related to
breastfeeding.

The denominator range (of months following a live birth) should encompass the maximum duration
of lactational amenorrhea in the target populations. In some populations shorter ranges will be
workable and might, for example, permit calculation of this indicator based on data collected from
women 0 - <36 months postpartum. If, however, the data available to you do not include the
maximum duration oflactational amenorrhea in the target population, it would be preferable to use
median rather than mean duration as the appropriate calculation.

The denominator used in the calculation of the percent experiencing lactational amenorrhea is births
a months ago, which is slightly different from the denominator used for the mean duration of
breastfeeding, which is children born a months ago. The difference is that twins count as one birth
but two children.

All postpartum intervals that have been closed by a subsequent pregnancy are treated as ifmenses did
return in the month ofconception.

2. The number ofthese infants meeting the following criteria: infant currently being breastfed; no
return ofmaternal menstruation; no subsequent birth to mother. The numbers of infants must
be grouped by single month of age.

1. The number ofbirths within the last 60 months classified by single months ofage.

DATA REQUIREMENTS

Tool Kit for Monitoring and Evaluating Breasifeeding Practices and ProgramsI
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lOb. MEDIAN DURATION OF LACTATIONAL AMENORRHEA

DEFINITION

The median number ofmonths that women experience lactational amenorrhea following a live birth.

MEASUREMENT

The median duration oflactational amenorrhea is calculated based on current status data for births
from 0 - 59 «60) months ago.

The first step in the calculation is to determine the proportion of all mothers in each single-month
group who have not yet resumed their menses. The next step is to smooth these data by calculating
a three-month moving average. The median duration oflactational amenorrhea is the month when
50% (0.500) or fewer women still experience lactational amenorrhea.

PURPOSE AND ISSUES

Measuring the median duration oflactational amenorrhea is useful because the variable "amenorrhea"
is often skewed (i.e. a few women may have especially long durations ofamenorrhea, or especially
short durations, and these data influence the calculated mean in a way that makes it non
representative ofmost women; or, data are available only for mothers of children in a limited age
range). Also, when there are only small numbers ofwomen, it is possible that there will be more than
one "median" value. In such an instance, the mean has the advantage ofproviding a single, "average"
value for duration.
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PURPOSE AND ISSUES

DATA SOURCE(S)

1. The number ofbirths within the last 60 months classified by single months ofage.

Population-based surveys.
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Wellstart International's Expanded Promotion ofBreastfeeding (EPB) Program

The duration oflactational amenorrhea has been suggested as a single proxy for the effectiveness of
breastfeeding, reflecting both the maternal physiological response and the strength of the baby's suck
in maintaining the milk supply. Therefore, ifa single measure is used to follow breastfeeding trends
in a population, the change in median duration ofamenorrhea has been suggested (11).

All postpartum intervals that have been closed by a subsequent pregnancy are treated as ifmenses did
return in the month ofconception.

2. The number ofthese infants meeting the following criteria: infant currently being breastfed; no
return ofmaternal menstruation; no subsequent birth to mother. The numbers ofinfants must
be grouped by single month ofage.

DATA REQUIREMENTS

A-36



Measurement of this indicator involves determining the proportion of infants receiving timely
complementary feeding as well as other feeding patterns, according to breastfeeding status. The
indicator shows the percentage ofchildren in the following four (non-overlapping) categories:

Proportion ofinfants 6 - <10 months ofage (183-304 days) receiving complementary foods according
to breastfeeding status. The basic indicator uses 24-hour recall of whether the infant received
breastmilk and/or solid foods (see Purpose and Issues). Solids are defined as foods ofmushy or solid
consistency, not fluids.

E. TIMELY COMPLEMENTARY FEEDING

DEFINITION

A-J7

x 100
total # of infants 6 - <10 months of age

total # of infants 6 - <10 months of age

x 100

# ofinfants 6 - <10 months given breastmilk and solid foods

in the last 24 hours

# of infants 6 - <10 months given breastmilk but not solid foods

in the last 24 hours

# of infants 6 - <10 months not given breastmilk but given solid foods

in the last 24 hours

------------------------------------------------------------------------------------------- x 100
total # of infants 6 - <10 months of age

c)

a)

b)

The basic complementary feeding rate is calculated as follows:

MEASUREMENT

The sum of a + b + C + d = 100%.

Among children 6 - <10 months ofage (183-304 days), the percentage who receive:
-breastmilk and solids (a) (timely complementary feeding);

-breastmilk, but no solids (b);
-no breastmilk, but solids (c); and,

-no breastmilk, and no solids (d).

11. TIMELY COMPLEMENTARY FEEDING RATE

Tool KitjOrMonitoring and Evaluating Breastfeeding Practices and ProgramsI
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PURPOSE AND ISSUES

DATA REQUIREMENTS

DATA SOURCE(S)
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total # of infants 6 - <10 months ofage
x 100

# of infants 6 - <10 months not given breastmilk nor solid foods
in the last 24 hours

d)

It is recommended that after exclusive breastfeeding for the first 6 months of life, children continue
to be breastfed with addition ofappropriate and adequate complementary foods. The complementary
feeding indicator is intended as a basic, simple indicator offeeding patterns among children in the age
group 6 - <10 months. This age group is chosen since, by this age, infants should be receiving solid
foods. The timely complementary feeding indicator described above provides minimal information
to assess whether children are fed according to guidelines. It does not contain information about how

1. A representative sample ofchildren 6 - <10 months ofage.

Population-based surveys employing representative samples (e.g., DHS surveys) should be used to
estimate the feeding practices in a given population.

2. Information about feeding practices in the last 24 hours, including breastfeeding status and
whether the child was given solid foods.

A-38
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frequently a child is given solid foods, nor about food quantity or food quality (e.g., energy density,
or micronutrient composition). The indicator can be modified to provide more detailed information
about these aspects offeeding practices by collecting additional information from the mother.

It is recommended that even ifthe information collected is expanded beyond the basic questions of
whether the child received breastmilk and!or solid foods in the last 24 hours, the basic indicator
defined above should be used in addition to a more expanded indicator. The reason for showing the
basic indicator in addition to more in-depth information that may be included in some surveys or
evaluations is that comparison offeeding practices for different population subgroups and assessment
of secular changes in feeding practices are simplified if there are some basic indicators that are
reported consistently.

The timely complementary feeding rate indicator can also be used for selected groups of children.
Representative samples of specific population subgroups can be used. The indicator can also be
calculated for participants in specific programs (e.g., programs that promote good feeding practices
among young children, and children seen in well baby clinics and immunization clinics).



A-40 Wellstart International's Expanded Promotion ofBreastfeeding (EPB) Program

F. FAMll.Y PLANNING USE AMONG NURSING MOTHERS

12a. APPROPRIATE FAMll.Y PLANNING AMONG NURSING MOTHERS

DEFINmON

Use of appropriate methods of family planning or contraception among nursing mothers.

Practices are grouped into four categories: Percent nursing mothers using permanent methods,
intrauterine contraceptive device (IUD), barrier methods, or progestin-only methods; percent using
combined oral contraceptives; percent using "natural" or traditional methods, including LAM; and,
percent not using a method.

MEASUREMENT

The indicator is calculated as a percentage distribution, with all nursing mothers as the denominator.
Four major categories are proposed (A through D), with possible subcategories shown.

AI. Percent using one or more of the following:

- IUD
- tubal ligation

- vasectomy

A2. Percent using the following (but none of the above methods):

- condom

A3. Percent using the following (but none of the above methods):

- vaginal barrier method (diaphragm, foam, jelly, spermicide, female condom)

A4. Percent using one or more of the following (but none ofthe above methods):

- progestin-only hormonal injectable (e.g., Depo-Provera)

- implant (e.g., NORPLANT)

- progestin-only oral contraceptive

B 1. Percent using the following (but none of the above methods):
- combined oral contraceptive pills
- combined hormonal injectable

(generally not recommended for nursing mothers due to decrease in milk supply)

C1. Percent using the following (but none of the above methods):

- LAM (with plan for contraceptive use after LAM)
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Population-based surveys employing representative samples (e.g., DHS surveys) should be used to
estimate whether nursing mothers are using effective and appropriate contraceptive methods.

4. Age ofinfant/time since delivery, to do analysis according to the time postpartum. This is highly
recommended, since the appropriateness of methods cannot be determined without it. (See
"Purposes and Issues" below)

The basic indicator should be shown as the percent ofwomen in each ofthe four major categories.
This can be graphically displayed as a stacked bar. Some programs may also choose to show the
percentages in some ofthe subcategories (see "Purpose and Issues" below).
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C2. Percent using the following (but none of the above methods):
- periodic abstinence: ovulation method, sympto-thermal method, traditional calendar

(The last cannot be used until menstruation has returned.)

C3. Percent using the following (but none ofthe above methods):
- traditional method (withdrawal, local herbal preparations, teas, etc.)

Dl. Percent using the following (but none of the above methods):

- no method, but would like to get pregnant

D2. Percent using the following (but none ofthe above methods):
- no method, but would not like to become pregnant

The sum ofAl + A2 + A3 + A4 + B 1 + CI + C2 + C3 + D 1 + D2 = 100%.

The percentage ofwomen in each category is calculated as (example for category AI):

Al = # ofnursing mothers using IUD or tubal ligation or vasectomy (by category oftime since delivery)

--------------------------------------------------------------------------------------- x IOO
total # ofnursing mothers (by category oftime since delivery)

DATA REQUIREMENTS

1. A representative sample ofnursing mothers.

2. Information on current contraceptive use.

3. Information about desire to become pregnant in the near future.

DATA SOURCE(S)
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A sample calculation of the percentage ofwomen in each category according to time since delivery
is shown below (using category Al as an example):

Women using traditional methods (category C3) should be counseled about effective methods of
family planning, as should women who are non-users and who do not want to become pregnant
(category D2).

Nursing mothers using oral contraceptives should use the "mini-pill," hence, there should be no one
in category B 1, since combined oral contraceptives are not recommended for lactating women
because of the decrease in milk supply.

The indicator can also be further refined according to time since delivery. This would facilitate
comparison between groups that have different durations of breastfeeding, and over time (if
breastfeeding durations change). The following time intervals are suggested: 0 - <6 months, 6 - <12
months, 12 - <24 months, 24 - <36 months, and 36 months and greater. Even when the indicator is
shown according to time since delivery, it is recommended that the overall indicator be shown.
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Breastfeeding women have contraceptive needs that differ significantly from those of non
breastfeeding women. Breastfeeding, if exclusive and on demand, inhibits fertility. Combined
hormonal contraceptives are contraindicated for breastfeeding women, due to their adverse effects
on milk: volume, duration oflactation, and therefore, on infant weight gain and health. Non-hormonal
methods have no adverse effects on breastmilk production or infant health and are therefore
appropriate for lactating women. While hormonal methods are not methods of first choice for
breastfeeding women, progestin-only contraceptives, such as the progestin-only "mini-pill,"
NORPLANT implants, and Depo-Provera are appropriate if, after counseling, such methods are
preferred by women. Family planning and maternal and child health service providers must ensure
that women are encouraged to breastfeed and provided with appropriate contraceptive advice and
access to a range of contraceptive choices.

Dividing the family planning use among nursing mothers into different categories is done to allow an
assessment ofprograms needed to help women choose a family planning method suited to their needs
and reproductive intentions. In addition, programs may choose to show the percentage ofwomen
in some, or all, of the outlined subcategories to track changes in practices over time, and to assess
the impact of specific interventions. .

PURPOSE AND ISSUES

The "family planning among nursing mothers" indicator is intended to allow monitoring of
contraceptive practices during this crucial time of life both for mother and child. Use ofeffective
family planning methods by nursing mothers will allow optimal benefit to the child. Since breastmilk
supply decreases if the mother becomes pregnant again while still nursing, use of effective
contraception is crucial for the child's health and nutritional status. If the mother wants more
children, she, too, benefits from the use ofeffective contraception allowing her to experience a longer
interval before becoming pregnant with the next child.
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percent (delivery 0 - <6 months ago) =

# ofnursing mothers who delivered 0 - < 6 months ago, using IUD, tubal ligation or vasectomy

total # ofnursing mothers

percent (delivery 6 - <12 months ago) =

# ofnursing mothers who delivered 6 - <12 months ago, using IUD, tubal ligation or vasectomy

-------------,---
total # ofnursing mothers

percent (delivery 12 - <24 months ago) =

# ofnursing mothers who delivered 12 - <24 months ago, using IUD, tubal ligation or vasectomy

total # ofnursing mothers

percent (delivery 24 - <36 months ago) =

# ofnursing mothers who delivered 24 - <36 months ago, using IUD, tubal ligation or vasectomy

---------,---
total # ofnursing mothers

percent (delivery 36 or more months ago) =

# ofnursing mothers who delivered 36 or more months ago, using IUD, tubal ligation or vasectomy

A-43

x 100

x 100

x 100

x 100
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I

-------- x 100
total # ofnursing mothers

Contraceptive use among nursing women can also be ascertained among selected groups ofwomen.
Representative samples of specific population subgroups can be used. The indicator can also be
calculated for participants in specific programs likely to have contact with nursing mothers, e.g.,
family planning programs, programs that promote good feeding practices among young children, and
in well-baby clinics and immunization clinics.
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12b. ANY FAMILY PLANNING AMONG NURSING MOTHERS

DEFINITION

Use of any form offamily planning or contraception among nursing mothers (see Indicator 12a for
major categories of contraception).

MEASUREMENT

The indicator is calculated as a percentage distribution, with the number of breastfeeding women
using any method offamily planning as the numerator and all nursing mothers as the denominator.

# ofnursing mothers using any family planning method (by category oftime since delivery)

--------------------------------------------------------------------------------------- x 100
total # ofnursing mothers (by category oftime since delivery)

DATA REQUIREMENTS

1. A representative sample ofnursing mothers.

2. Information on current contraceptive use.

3. Information about desire to become pregnant in the near future.

4. Age ofinfant/time since delivery, in order to do analysis according to the time postpartum. This
is vital: i) to determine the proportion of mothers exclusively breastfeeding and experiencing
amenorrhea even if they do not report LAM~ ii) since breastfeeding patterns have variable
impacts on fertility.

DATA SOURCE(S)

Population-based surveys employing representative samples (e.g., DRS surveys) should be used to
estimate whether nursing mothers are using effective and appropriate contraceptive methods.

PURPOSE AND ISSUES

Breastfeeding women need to be protected from pregnancy in order to increase the spacing between
births which benefits both their health and that of their infants. Exclusive breastfeeding has the
greatest impact on fertility. Comparisons at different times postpartum ofwomen who are using or
not using family planning by their breastfeeding status can help program managers target those who
are at especially high risk.
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The following is a summary of some ofthe key indicators used in this Tool Kit. It also shows other
commonly-used terms and how these term relate to the indicators defined in this Tool Kit.

.•... ~<,)< •. ?0
_" . :reastree &.

.. . .

. ...

..

........ --

. I •

Anything else

.

.... -.
·111
. ····.T.··

..
. . ..... . ....

Drops. syrups
(vitamins.
minerals.
medicines)

.•••••. )< •••.•••••

Breastmilk.
(including milk
expressed or from
wet nurse)

. .

--- .... .
Exclusive
breastfeeding

(WHO definition)

I

I

I

I

I

I

Full breastfeeding

(WHO definition)

I

I

I

I

•
I

Predominant
breastfeeding

(WHO definition)

Full breastfeeding
(see Schema, pg.
A-29)-- includes:

Breastmilk
(including milk
expressed or from
wet nurse) as the
predominant or
main· source of
nourishment

Liquids (water. and
water-based drinks.
fruit juice, ORS).
ritual fluids and
drops or syrups
(vitamins.
minerals.
medicines)

Anything else (in
particular. non
human milk, food
based fluids)

•Allows any amount
ofliquids as defined.

Includes the
following categories:
exclusive
breastfeeding and
predominant
breastfeeding

I a. Exclusive
breastfeeding

Breastfeeding

I

I
b. Almost
exclusive
breastfeeding

Breastfeeding Vitamins. minerals,
water. juice, or
ritualistic feeds

Substances other
than breastmilk must
be given
"infrequently"

I
Full breastmilk
feeding

I
a. Exclusive
breastmilkfeeding

Breastmilk, not
necessarily from
the breast

I

I

b. Almost
exclusive
breastmilkfeeding

Breastmilk, not
necessarily from
the breast

Vitamins. minerals,
water juice. or
ritualistic feeds

Substances other
than breastmilk must
be given
"infrequently"

I
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Full or nearlyfull At least 85% of
breastfeeding (see feeds must be
Schema, pg. A- breastfeeds;
29) supplementation

must not exceed
15% of all feedings
and no intexvals >4
hours (daytime) or
>6 hours (nighttime
between feeds. **
Includes the
following categories:
exclusive, almost
exclusive, and high
partial

Partial
breastfeeding (see
Schema, pg. A-
29) -- includes:

>80-85% offeeds
a. High partial are breastfeeds**

About halfof all
b. Medium partial feeds are

breastfeeds**

<15-20% offeeds

c. Lowpartial are breastfeeds**

Token Minimal, Few than 15% of
breastfeeding (see occasional feeds are
Schema, pg. A- breastfeeds breastfeeds**
29) primarily for

comfort
. .

** The term, "feeds," needs a culturally appropnate definition.
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APPENDIX 5. SAMPLE QUESTIONNAIRES

MADLAC Form in English

MADLAC Form in Spanish

WHO Sample Questions for Use in Surveys on Breastfeeding Indicators

DRS Breastfeeding Questions
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EXIT INTERVIEW WITH MOTHER

1. Are you plannmg to nurse your baby:? L-J.

Ward: --------------
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Interviewer's Code: (,-_-,).

Time of the mterview: L:--.J Hours.

Type of Birth: <--J.

Time of birth:L:--.J Hours.

Product: <--J Number: <--J.

Study: U.

Level:L). Month of Interview: <--J.

Yr.: <--J

Work outside of your home?: U;

Date of birth: < I I >---

Age of the mother:<--J Years

3. How long do you plan to breastfeed? ( ---') months <--Jdays (,---~)weeks

o until the baby stops.

SECRETARIAT OF PUBUC HEALTH
.HONDURAS SOCIAL SECURITY INSTITUTE

REPUBUC OF HONDURAS, C.A.

Weeks of gestation at birth: <--J.

MONITORING OF SUPPORT TO BREAS'I'FEEDING IN HOSPITALS
"MADLAC"

DMe of the mrervrew: < I I >---

Sex of Newborn: <--J

Hospital: _

Survey #: ('-_--')

2. At what age do you plan to give water, teas, juices or other milks to your baby?
<--J months L-) days L-) weeks

QUESTIONS: Do you:

AFTER GREETING TIIE MOTHER, ASK HER IF YOU MAY ASK HER SOME
QUESTIONS THAT WILL -TAKE A MAXIl\1UM: OF 10 MINUTES.

,- 4. Did you have prenatal care? ( ).
If YES, ask Where? _



I.
I

I

I

I

I

I

I

•
I

I

I

I

I

I

I

I

I

I

I

I

Sa. Did someone talk to you during your prenatal care about the benefits of breastfeeding
for the baby and for you? ( ).

Could you mention two (2)Benefits: _

5b. Did someone check your breasts and nipples during your prenatal care? ( ).

MS : FROM NOW ON, TIIE QUESTIONS I WILL ASK YOU ARE RELATED
TO WHAT HAPPENED HERE IN THE HOSPITAL SINCE THE BABY WAS BORN.
(Except for questions 16, 20, 21 and 22).

6. Where were you when you nursed the baby for the first time?
Place <-J. Name: _

7. How much time elapsed after your baby was born until you breastfed for the first time?
( ) hours ( ) minutes ( ) on the delivery table

8. Since you came to this ward, has the baby been with you? <--J.
If NO, ask where baby has been and why? _

9. Since your baby was born, did someone in this Hospital explain how to breastfeed?
( ).

10. Has anyone in this hospital helped you to put the baby on the breast in order to
breastfeed well? <--J.

11. Have they given any kind of liquid, water or milk to your baby here in the hospital?
( ).

12. Did anyone tell you that you should breastfeed your baby everytime slhe wants to day
and night? ( ).

13. Did anyone tell you that you should wake the baby to breastfeed, if slhe sleeps more
than 3 hours? ( ).

14. Has anyone in this Hospital taught you how to express your milk? ( ).
(That is manually extract your milk to store it).

15. Has anyone in this Hospital told you how many times your baby should urinate daily
so that you will know that the baby is receiving enough milk? ( ).

If YES, how many times? ( ).



16. What do you think that you can do to increase your milk production?

<--J. (The answer is Correct, ONLY if the mother mentions increasing the
frequency of feeds).

17. Have they told you here in the hospital how old your baby should be when you begin
to give tea, juice or other foods to the baby? ( ).

What age did they tell you? ( )Months ( )Weeks
( ) [The response is Correct, ONLY i~ the mothers responds at around six (6

months.]

18. Did anyone 'here at the hospital tell you where you could receive a postpartum
checkup? ( ),

19. Did anyone here at the hospital, tell you where you could go to IMPROVE
breastfeeding? ( ).

20. Since your baby was born, has anyone in this hospital explained to you how much
time you should wait before becoming pregnant again? ( )

If YES, How much time? (. ) years ( )months

21. When do you plan to begin the use of a pregnancy spacing method? ( ).

22. What method do you think you may use so that you don't get pregnant? ( ).

THANK YOU.
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ENTREVISTA A LA MADRE EN EL ALTA DEL HOSPITAL

Edad de la madre:~ Alios.

1. I.e Piensa dar pecho a su niiio(a):? L-).

Hora de la entrevista: L:~ Horas.

Tipo:L-). Mes encuestado: ~.

Estudia: U.

SECRETARIA DE SALUD PUBliCA
INSTITUTO HONDURENO DE SEGURIDAD SOCIAL

REPUBICA DE HONDURAS, C.A.

MONITOREO DE APOYO DIRECTO CON LA LACTANCIA EN LOS HOSPITALES
"MAD LAC"

4. Recibi6 usted Control de Embarazo (Prenatal):? ( ).
Si la respuesta es SI, Donde:? _

2. A que edad piensa dar agua, te, juga u otras leches a su nifio(a):?~ meses
~ dias ~ semanas

Fecha de la entrevista: < I I >

Trabaja fuera del hogar: U;

Tiempo de gestaci6n al nacer: ~. Producto:~ Numero:~.

Numero de Encuesta:( ~) Alio:~ C6digo del Entrevistador(a):( -I)'

Fecha del parto: <_1_1_> Hora del parto:L:~ Horas.

Sala: Dia de la entrevista:('- ).

Hospital: _

Sexo del Recien Nacido:~ Via del parto: ~.

3. Cmmto tiempo piensa dar de mamar a su niiio(a):? (,-- ) meses L-)dias
( )semanas 0 hasta que el Diiio(a) 10 deja.

SENORA USTED:

DESPUES DE SALUDAR A LA MADRE PREGUNTELE SI LE PUEDE HACER UNA
ENTREVISTA QUE DURA UN MAXIM:O DE 10 MINUTOS:"'·· ...
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Sa. Se Ie dijo en su Control de Embarazo, porque es buena la Lactancia para el
el niiio(a) y la madre:? ( ).
Podria decirme dos (2) Beneficios: _

5b. Le revisaron los pechos en el Control: ( ).

SENORA: EN ESTE MOMENTO LAS PREGUNTAS QUE LE VOY RACER SE
REFIEREN A LO SUCEDIDO AQUI EN EL HOSPITAL DESPUES DEL
NACIMIENTO DEL NINO(A). (Exceptuando la pregunta numero 16, 20, 21 Y22).

6. En que lugar estaba usted cuando di6 de mamar a su niiio(a) por primern vez?
Sala de (#). Cucil: _

7. Cuanto tiempo habia pasado, desde que naci6 su niiio(a), hasta que Ie dio el
Pecho por primern Vez:? ( ).

8. Desde que llego a esta sala su niiio(a) ha permanecido junto usted:? (#).
Si Ia respuesta es NO, Donde y Porque:? _

9. Desde que naci6 su niiio(a), alguien en este Hospital Ie ha explicado como
darie de marnar:? ( ).

10. Alguien del personal de este Hospital Ie ha ayudado a colocar a su nifio(a)
al pecho, para que marne bien:? L..].

11. Se Ie a dado a su niiio(a), para que tome, alglin tipo de liquido, agua y/o
leche en este Hospital:? ( ).

12. Le dijeron que debe darle de marnar, a su niiio(a), cada vez que 10 pida en
el dia y en Ia noche:? ( ).

13. Le dijeron que deberia despertar a su niiio(a), para dade de mamar, si
duerme mas de 3 (tres) horns seguidas:? ( ).'

14. Alguien en este Hospital Ie ha enseiiado como Ordeiiarse:? ( ).
(Es decir sacarse la leche manualmente para guardarla).

15. Alguien en este Hospital Ie ha dicho cuantas veces debe orinar su
Niiio(a), diariamente para saber si esta recibiendo suficiente Ieche
materna:? ( ).

Si la respuesta es sr, Cuantas Veces ( ).
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16. Que piensa usted, que puede hacer para tener mas leche:?

L). (La Respuesta es Correcta, UNICAMENTE si 1a madre,
Refiere Aumentar Su Frecuencia de Amamantamiento).

17. Le dijeron en el hospital: A que edad se Ie debe de comenzar a dar agua,
16, jugo 0 comida a este niiio(a):? ( ).
A que edad Ie dijeron? Meses ( ).

( ) [La Respuesta es Correcta, UNICAMENTE si
la madre, contesta a los 6 (seis) Meses.].

18. Le dijo el personal del Hospital, donde acudir para CONTROL despues del
Parto:? ( ),

19. Le dijo el personal del Hospital, donde asistir para :MEJORAR 1a Lactancia
Materna: '] ( ).

20. Desde que naci6 su niiio (a), alguien en este hospital Ie ha explicado cuanto
tiempo debe esperar para saIir embarazada otra vez:? ( ).

. Si la respuesta es SI, Cuanto tiempo:? ( ).

21. Cuando piensa iniciar el uso de un metodo para espaciar los embarazos:? ( ).

22. Que metodo piensa usar para no saIir embarazada:? ( ).



Date of interview .

(Adapted from (6»

For each child less than 24 months old ask the respondent:

1. Can you tell me how old this child is today?
(Ifpossible, the exact date ofbirth is : )
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WHO SAMPLE QUESTIONS FOR USE IN SURVEYS ON
BREASTFEEDING INDICATORS

2. Since this time yesterday, has (name) been breast-fed? Yes No
Ifyes, was this (name)'s main source offood? Yes No

3 Since this time yesterday, did (name) receive
any ofthe following:

- Vitamins, mineral supplements, medicine Yes No

- Plain water Yes No

- Sweetened or flavored water Yes No

- Fruit juice Yes No

- Tea or infusion Yes No

- Infant formula .Yes No

- Tinned, powdered or fresh milk Yes No

- Solid or semi-solid food Yes No

- Oral Rehydration Salts (DRS) solution Yes No

- Other (specify: .....................) Yes No

4. Since this time yesterday, did (name) drink anything from Yes No
a bottle with a nipple/teat?
Ifyes, please describe:

...................................................................................................................................

A-54
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DBS BREASTFEEDING QUESTIONS (from (13»

Infant feeding affects both the mother and the child. It affects the child through hisJher
nutritional status and risk of dying. It affects the mother through its effect on the period of
postpartum infertility, and hence affects the length of the birth interval and fertility levels. These
effects of breastfeeding are influenced by the duration and intensity of breastfeeding, and by the age
at which the child receives supplemental foods and liquids.

Breastfeeding: Ever, duration, reasons for never breastfeeding and stopping (425-430,
436-437).

For each child born in the last 5-6 years, the respondent is asked whether the baby was
breastfed (425) and about the duration of breastfeeding (436, 430). Information on the duration of
breastfeeding is to be recorded in Column 5 of the calendar. Respondents are also asked about the
reasons for never breastfeeding (427) and for stopping breastfeeding (437).

Question 428, which refers to the last born child, asks about the length of time from birth
until the baby was first put to the breast. Breastfeeding practices immediately after birth vary. Among
some groups the baby is placed at the breast soon after birth, while among others the baby is not PU.l

to the breast until somewhat later, so he or she does not receive the colostrum containing higr
concentrations of the antibodies which protect the baby from infection. Delay in placing the bab~

at the breast may contribute to breastfeeding failure.
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* List of liquids and foods to be developed locally and revised based on the pretest.
This list shouLd incLude common weaning foods.
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SECOND-FROM-LAST BIRTHNAME _

MOTHER ILL/~EAK •••••••••01
CHILD ILL/WEAK••••••••••02
CHILD DIED ••••••••••••••03
NIPPLE/BREAST PROBLEM •••04
INSUFFICIENT MILK••••••• OS
MOTHER ~RKING •••••••••• 06
CHILD REFUSED ••••••••••• 07
OTHER 0

(SPECIFY)

NEXT-TO-LAST BIRTH
NAME _

MOTHER ILL/WEAK••••••••• 01
CHILD ILL/WEAK•.••••••••02
CHILD DIED ••••••••••••••03
NIPPLE/BREAST PROBLEM ••• 04
INSUFFICIENT MILK••••••• OS
MOTHER ~RKING •••••••••• 06
CHILD REFUSED ••••••••••• 07
OTHER 0

(SPECIFY)

CD

CD

"NO" TO ALL

LAST BIRTH
NAME

"YES" TO
ONE OR

""1 cr
v (SKIP TO 439)

(SKIP TO 440)

MOTHER ILL/WEAK•••••••••01
CHILD ILL/WEAK••••••••••02
CHILD DIED ••••••••••••••03
NIPPLE/BREAST PROBLEM ••• 04
INSUFFICIENT MILK ••••••• OS
MOTHER WORKING•••••••••• 06
CHILD REFUSED •••••••••••07
OTHER 0

(SPECIFY>

(SKIP TO 438)4------J

YES"'(SKip'TO'428;~ YES"'(SKip'TO'436;~ YES"'(SKip'TO'436;~
NO •••••••••••••••••••••••2 NO••••••.••••••••••••••••2 NO .•••••••••••••••••••••. 2

IMMEDIATELY •••••••••••• OOO

HOURS ••••••••••••••1EB

DAyS••••••••••••••• 2

NUMBER OF
NIGHTTIME
FEEDINGS

NUMBER OF
DAYLIGHT
FEEDINGS

YES NO
PLAIN ~ATER •••••••••• 1 2
SUGAR ~ATER •••••••••• 1 2
JUICE ••••••••••••••.• 1 2
HERBAL TEA •••••••••••1 2
BABY FORMULA•••••••••1 2
FRESH MILK ••••••••••• 1 2
TINNED/POWDERED MILK.1 2
OTHER LIQUIDS••.••••• 1 2
SOLID/MUSHY FOOO ••••• 1 2

Did you ever
breastfeed (NAME)?

IF LESS THAN 1 HOUR,
RECORD '00' HOURS.

IF LESS THAN 24 HOURS,
RECORD HOURS.

OTHER~ISE. RECORD DAYS.

ENTER "N" IN COL.S OF CALENDAR IN MONTH AFTER BIRTH

CHILD ALIVE?

Plain water?
Sugar water?
Juice?
Herbal tea?
Baby fornula?
Fresh milk?
Tinned or powdered milk?
Other liquids?
Any solid or nushy food?

427 Why did you not
breast feed (NAME)?

428 How long after birth did
you first put (NAME) to
the breast?

IF ANSWER IS NOT NUMERIC,
PROBE FOR APPROXIMATE NUMBER

IF ANSWER IS NOT NUMERIC,
PROBE FOR APPROXIMATE NUMBER

429 CHECK 216:

430 Are you still breast
feeding (NAME)?

432 How many times did you
breast feed last night
between sunset and sunrise?

431 ENTER "X" IN COl.S OF CALENDAR IN MONTH AFTER BIRTH
AND IN EACH MONTH TO CURRENT MONTH

433 How many times did you
breastfeed yesterday
during the daylight hours?

434 At any time yesterday
or last night was (NAME)
given any of
the following?*:

43S CHECK 434:
FOOO OR LIQUID GIVEN
YESTERDAY?

ALIVE 9 DEAD 9
I (SKIP TO 436)........--------..--v-...--..........-......--......-...-......-.....

yES•••••••••••••••••••••• 1
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Supplemental foods given yesterday, age when solids and liquids were first introduced, and
frequency of breastfeeding (432-434, 439-440)

Both the child's health and nutritional status and the duration of postpartum amenorrhea are
affected by the intensity of breastfeeding, which is assessed by asking how many times the baby was
breastfed during a 24 hour period (432-433). In addition, the information about supplemental foods
given to breastfed babies on the day preceding the interview (434), and the age at introduction of
foods other than breastmilk (439-440), which is asked for all children, will permit an assessment of
the intensity of breastfeeding.

The questions on infant feeding practices obtain information about the age at introduction
of solids, milks and liquids (439-440) for all children born in the past 5-6 years in order to assess
whether the supplemental foods are introduced at an appropriate age. Two issues are of importance
with regard to the effect of feeding practices on child health, mortality and physical growth: 1) An
introduction of breastmilk substitutes too early interferes with the establishment of successful
lactation and contributes to breastfeeding failure. In addition, the milk substitute or infant formula
given to the baby is often watered down, providing too few calories. The milk substitutes are also
frequently contaminated, exposing the infant to the cycle of malnutrition and diarrheal illness. 2) An
introduction of weaning foods too late will result in malnutrition since the child does not receive
enough calories for his/her needs.

The use of breastmilk substitutes also affects the duration of amenorrhea, since they result
in less suckling which, in turn, leads to a decreased production of pituitary hormones and to a shorter
duration of postpartum amenorrhea.

Question 442 asks whether the last born child was given anything to drink from a bottle with
a nipple. Since it is difficult to clean feeding bottles, their use places the child at high risk for
developing diarrhea. The use of a feeding bottle for giving liquids to a breastfed baby may suggest
that the baby receives less breastmilk and spends less time suckling at the breast.

C/o



ENTER "X" IN COL.S OF CALENDAR FOR THE NUMBER OF SPECIFIED MONTHS OF
BREASTFEEDING, STARTING IN THE MONTH AFTER BIRTH.

IF BREASTFED LESS THAN ONE MONTH, ENTER "0" IN COL.S IN MONTH AFTER BIRTH.

MOTHER ILL/WEAK ••••••••• 01
CHILD ILL/WEAK ••••••••••02
CHILD DIED ••••••••••••••03
NIPPLE/BREAST PROBLEM••• 04
INSUFFICIENT MILK••••••• OS
MOTHER WORKING••••••••••06
CHILD REFUSED •••••••••••07
WEANING AGE •••••••••••••08
BECAME PREGNANT •••••••••09
STARTED USING

CONTRACEPTION •••••••••• 10
OTHER 11

(SPECIFY)

436 IFor how many months did
you breastfeed (NAME)?

437 Why did you stop
breastfeeding (NAME)?

NAME
LAST BIRTH NEXT-TO-LAST BIRTH

NAME _

MOTHER ILL/WEAK••••••••• 01
CHILD ILL/WEAK •••••••••• 02
CHILD DIED •••••••••••••• 03
NIPPLE/BREAST PROBLEM ••• 04
INSUFFICIENT MILK •••••••OS
MOTHER WORKING ••••••••••06
CHILD REFUSED •••••••••••07
WEANING AGE •••••••••••••08
BECAME PREGNANT •••••••••09
STARTED USING

CONTRACEPTION •••••••••• 10
OTHER 11

(SPECIFY)

SECOND-FROM-LAST BIRTH
NAME _

MOTHER ILL/WEAK ••••••••• 01
CHILD ILL/WEAK••••••••••02
CHILD DIED •••••••••••••• 03
NIPPLE/BREAST PROBLEM ••• 04
INSUFFICIENT MILK ••••••• OS
MOTHER WORKING •••••••••• 06
CHILD REFUSED •••••••••••07
WEANING AGE •••••••••••••08
BECAME PREGNANT •••••••••09
STARTED USING

CONTRACEPTION •••••••••• 10
OTHER 11

(SPECIFY)

I

I

I

I

I

I

ALIVE 9 DEAD 9 ALIVE 9 DEAD 9 ALIVE 9 DEAD 9
(SKIP TO 440) ! (SKIP TO 440) ! (.S.K.IP_T.0.4.40.)__ !_

438

439

CHECK 216:

CHILD ALIVE?

I
Was (NAME) ever given
water or anything else
to drink or eat
(other than breastmilk)?

YES •••••••••••••••••••••• 1 YES •••••••••••••••••••••• 1 YES •••••••••••••••••••••• 1 I

NO······(SKip·TO·443;~

I

I

I
440 How many months old was

(NAME) when you
started giving the
following on a regular
basis?:

Formula or milk other
than breastmilk?*

Plain water?*

Other liquids?*

Any solid or mushy food?*

AGE IN MONTHS •••••••~ AGE IN MONTHS •••••••~ AGE IN MONTHS ••••••.~

NOT GIVEN •••••••••••••••96 NOT GIVEN •••••••••••••••96 NOT 'GIVEN •••••••••••••••96

AGE IN MONTHS •••••••~ AGE IN MONTHS •••••••~ AGE IN MONTHS •••••••~

NOT GIVEN •••••••••••••••96 NOT GIVEN •••••••••••••••96 NOT GIVEN •••••••••••••••96

AGE IN MONTHS •••••••~ AGE IN MONTHS •••••••~ AGE IN MONTHS •••••••~

NOT GIVEN •••••••••••••••96 NOT GIVEN •••••••••••••••96 NOT GIVEN •••••••••••••••96

AGE IN MONTHS •••••••~ AGE IN MONTHS ••••..•~ AGE IN MONTHS •••••••~

NOT GIVEN •••••••••••••••96 NOT GIVEN ••••••••••••••. 96 NOT GIVEN ••••••••••.••••96

I

I

I

I

I

I
IF LESS THAN 1 MONTH,

RECORD '00' • (SKIP TO 443) (SKIP TO 443) I

442 Did (NAME) drink anything
from a bottle with a nipple
yesterday or last night?

441 CHECK 216: ._~:]~~li_~i~~~~~_li~iilliiiJ
•

_ ... ....A.L1.V.E1 DEAD nv
CHILD ALIVE? ..,...

(SKIP TO 443)

YES •••••••••••••••••••••• 1
NO••••••••••••••••••••••• 2
DK•••••••••••••••••••••••8

443 GO BACK TO 403 FOR NEXT BIRTH; OR, IF NO MORE BIRTHS, GO TO 444.

* Terms to be developed locally and revised based on pretest (should include common weaning foods).

I

I

I

I
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Duration of postpartum behavior before the calendar period (445-448)

Questions regarding the duration of breastfeeding, postpartum abstinence and amenorrhea
with reference to the last child born prior to the beginning of the calendar period are included in
order to obtain complete information on the birth interval prior to the first birth in the calendar, as
breastfeeding, abstinence or amenorrhea may have carried over into the calendar period for these
children. These questions are analogous to the questions on use and nonuse of contraception for
periods of time intersecting the beginning of the calendar (333-337).



NO. I QUESTIONS AND FILTERS I CODING CATEGORIES
SKIP

I TO I

445 Did you ever feed (NAME) at the breast?

446 I How many months did you breastfeed (NAME)?

IYES ••••••••••••••••••••••••••••• 1 I
NO••••••••••••••••••••••••••••••2-447

NO 0

I

I

I

II
..449

MONTHS ••••••••••••••••••• " rn II

NAME OF LAST BIRTH PRIOR TO 1985**:~~~ ..... ..... _
(NAME)

CHECK 215: ANY BIRTH IN 1982, 1983, OR 1984*?

YES T
v

444

447 For how many months after the birth of (NAME)
did you D2! have a period?

I

MONTHS •••••••••••••••••••••rn
HAS NOT RETURNED/
DID NOT RETURN •••••••••••••••••96 I

I

I
448 For how many months after the birth of (NAME) MONTHS •••••••••••••••••••••rn

did you not have sexual relations?
NOT RESUMED ••••••.•••••••••••••96

449 CHECK 401: IONE OR MORE BIRTHS c;J NO BIRTHS DSINCE JAN. 1985** SINCE JAN. 1985** "501
v I(SKIP TO 451)

I

I

I
* For fieldwork beginning in 1991, 1992, or 1993, the years should be adjusted.

** For fieldwork beginning in 1991, 1992, or 1993, the year should be changed to 1986, 1987,
or 1988, respectively. I
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APPENDIX 6. BREASTFEEDING INDICATORS DATA

Table 10. State ofthe World's Children 1995. Table 2. Nutrition

Table 11. Percentage ofChildren Never Breastfed
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·1

%share of total
household

consumption
11980-85)

all ..
food cereals

Daily
per capita

calorie supply
asa % of

requirements
1988-90

Total
goitre rare

(6-11 years)
(%1

1980-92

stunting

mod.rare
&severe

wasting

%of under-fivss (1980-93) suffering from:

undenNeight

moderate moderate
& severe severe & severe

%of children (l986-93)who are:

exclusively breastfed with still
breastfed complemental'/ breastfeeding

food
(0-3 months) (6-9 months) 120-23 months)

%of
infants

with low
birth

weight
1990

1 Niger 15 .. 36 12 16 32 9 95
2 Angola 19 3 83 53 7 80
3 Sierra Leone 17 .. 94 41 29 .. 9x 35 7 83 56 22
4 Mozambique 20 .. .. .. .. 20 77 .. ..
5 Afghanistan 20 .. .. .. .. 20 72 ..

6 Guinea-Bissau 20 .. 23x .. .. 19 97 ..
7 Guinea 21 .. .. 19 97
8 Malawi 20 3 89 27 8 5 49 13 88 30 9
9 Liberia 15 56 26 20x 3x 37x 6 98
10 Mali 17 8 45 44 31x 9x l1x 24x 29 96 57 22

11 Somalia 16 .. .. .. 7 81 ..
12 Chad .. .. .. .. .. 15 73
13 Eritrea .. ..
14 Ethiopia 16 74 35 48x 16x 8x 64x 22 73 49 24
15 Zambia 13 13 88 34 25 6 5 40 51x 87 36 8

16 Mauritania 11 12 39 .. 48 16 57 106 ..
17 Bhutan .. 38 4 56 25 128
18 Nigeria 16 2 52 43 36 12 9 43 10 93 48 18
19 Zaire 15 28x 5x 43x 9 96 ..
20 Uganda .. 70 67 39 23 5 2 45 7 93

21 Cambodia .. .. .. 15 96
22 Burundi 89 66 73 38x lOx 6x 48x 42 84 ..
23 Central African Rep. 15 .. .. 63 82 ..
24 Burkina Faso 21x 3 35 .. 30 8 13 29 16 94
25 Ghana 17 2 57 52 27 6 7 31 10 93 50

26 Tanzania, U. Rep. of 14 32 89 57 29 7 6 47 37 95 64 32
27 Madagascar 10 47 93 45 39 9 5 51 24 95 59 26
28 Lesotho 11 .. .. 16 2 5 26 16 93 .. ..
29 Gabon .. .. .. .. 5 104
30 Benin .. .. .. .. 24 104 37 12

31 Lao Peo. Oem. Rep. 18 .. 37 .. 11 40 25 111
32 Rwanda 17 90 75 .. 29 6 4 48 49 82 29 10
33 Pakistan 25 25 29 52 40 14 9 50 32 99 37 12
34 Yemen -- 19 15 51 30 4 13 44 32
35 Togo 20 10 86 68 24x 6x 5x 30x 22 99 .. ..

36 Haiti 15 .. 37x ·3x 9x 40x 4 89
37 Sudan 15 14 45 44 20 14 32 20 87 60
38 Nepal .. .. .. 70x 5x 14x 69x 44 100 57 38
39 Bangladesh 50 .. 66x 27x l6x 65x 11 88 59 36
40 India 33 69x 27x 65x 9 101 52 18

41 COte d'ivoire 14x 12 2 9 17 6 111 39 13
42 Senegal 11 9 42 95 20 5 9 22 12 98 49 15
43 Bolivia 12 59 57 30 13x 3x 2x 38x 21 84 33
44 Cameroon 13 7 77 35 14 3 3 24 26 95 24 7
45 Indonesia 14 53 76 62 40 28 121 48 21

46 Myanmar 16 32x 9x 18 114
47 Congo 16 43 27 24 5 27 8 103 37 16
48 Libyan Arab Jamahiriya .. 6 140
49 Papua New Guinea 23 35 30 114 ..
50 Kenya 16 17 97 54 22 6 6 33 7 89 38 16

51 Turkmenistan .. .. .. 20 ..
52 Turkey 8 .. 36 127 40 9
53 Zimbabwe 14 11 94 26 12x 2x lx 29x 42 94 40 9
54 Tajikistan .. .. .. 20 ..
55 Namibia 12 22 65 23 26 6 9 28 35 .. ..

56 Mongolia 10 .. .. 12x 2x 26x 7 97 ..
57 Guatemala 14 .. 44 34x 8x lx 58x 20 103 36 10
58 Nicaragua 15 .. 11 1 1 22 4 99
59 Iraq 15 12 2 3 22 7 128
60 South Africa .. .. .. .. 2 128 34

61 Algeria 9 .. .. 9 .. 6 18 9 123 ..
62 Uzbekistan .. .. 18
63 Brazil 11 4 27 13 7 1 2 16 14x 114 35 9
64 Peru 11 40 62 36 11 2 1 37 36 87 35 8
65 EI Salvador 11 .. 15 5 30 25 102 33 12

66 Egypt 10 38 52 9 2 3 24 5 132 49 10
67 Morocco 9 48 48 18 9 2 2 23 20 125 38 12
68 Philippines 15 33 61 18 34 5 6 37 15 104 51 21
69 Kyrgyzstan .. .. 20
70 Ecuador 11 31 31 23 17 0 ·2 34 10 105 30

71 Botswana 8 41 82 23 15x .. 44 8 97 25 12
72 Honduras 9 .. 21 4 2 34 9 98 39 ..
73 Iran. Islamic Rep. of 9 .. .. .. .. 30 125 37 10
74 Azerbaijan .. .. .. .. 20
75 Kazakhstan .. 20

Table 2: Nutrition I
-------------------------
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----------------------------------------------------------,...-....
%of under·flYBS 119ll(J.931 suffering from:I 'I(, of

infants
with low

birth

'I(, of children 11986-931 who are:

exclusively breastfed with still
breastfed complementary breastfeeding

undetweight wasting stunbng
Total

goitre rate
16-11 yearsl

Daily
percapila

call1liesupply
as a 'I(, of

'I(, share of total
household

consumption
(198(}85}, weight food moderate moderate moderate ('I(,) requirements all

1990 (11-3 months) (6-9 monthsl (211-23 months) &SBVBre SlM!IB & severe & S8VBfe t98ll-92 19B6-!IO food cereals

Dominican Rep. 16 10 23 7 10 2 1 19 102 46 13
77 VietNam 17 .. .. 52 14 7 60 20 103 ..

I China 9 .. .. 21x 3x 4x 32x 9 112 61 ..
Albania 7 .. .. .. . . .. .. .. 41 107 . . ..
lebanon 10 .. .. .. . . . . 15 127 .. ..

81 Syrian Arab Rep. 11 .. .. .. . . .. . . 73 126 .. . .
82 Saudi Arabia 7 .. .. .. .. .. .. .. 121 " .., Moldova .. .. .. .. " .. .. .. . .

Tunisia 8 21 53 25 lOx 2x 3x 18x 4 131 37 7
Paraguay 8 7 61 8 4 1 0 17 49 116 30 6

86 Armenia .. .. .. 10, Thailand 13 4 69 34 26x 4x 6x 22x 12 103 30 7
Mexico 12 37 36 21 14 .. 6 22 15 131 35
Korea. Oem. Peo. Rep. .. .. .. .. .. . . 121

90 Russian Federation .. .. " .. .. .. .. .. . .

i Romania 7 .. .. .. .. 10 116 .. . .
Oman 10 .. .. .. .. .. .. . .
Georgia .. .. .. .. 20 . . ..

94 Jordan 7 32 48 13 6 1 3 19 .. 110 35 ..
95 Argentina 8 .. .. .. .. .. . . 8 131 35 4, Latvia .. .. .. .. . . .. .. .. ..

Ukraine .. .. .. .. . . 10
Venezuela 9 .. .. 6 2 6 11 99 23

99 Estonia .. .. .. " .. .. .. .. . .

4
Belarus .. .. .. .. .. .. 22 .. ..

Mauritius 9 .. .. 24 .. 16 22 128 24 7
Yugoslavia (formerl .. .. .. . . 5 140 27 4
United Arab Emirates 6 26 .. .. .. . .

f
Trinidad and Tobago 10 10 39 16 7x Ox 4x 5x 114 19 3
Uruguay 8 .. .. .. 7 2 .. 16 .. 101 31 7

Lithuania .. .. .. . .
107 Panama 10 .. 16 .. 6 22 13 98 38 7
108 8ulgaria 6 .. 20 148 ..

I Sri lanka 25 14 47 46 29x 2x 18 36 14 101 43 18
Colombia 10 17 48 24 10 2 3 17 10 106 29 ..

111 Slovakia .. .. .. . . ' .

112 Chile 7 .. 3x .. lx lOx 9 102 29 7

I Malaysia 10 .. .. .. 20 120 23 ..
Costa Rica 6 .. 6 .. 2 B 3 121 33 8
Poland .. .. .. .. .. " 10 131 29 4

116 Hungary 9 .. .. .. . . 137 25 3

I Jamaica 11 .. 7 1 3 9 .. 114 36 1'4
Kuwait 7 .. .. 6 .. 3 12 .. . .
Portugal 5 .. .. .. .. . . 15 136 34 8

120 Cuba 8 .. .. .. 1 .. 10 135 .. . .

121 United States 7 .. .. .. .. . . .. 138 10 2

I Czech Rep. .. .. .. .. .. . . .. . .
Greece 6 .. .. .. .. .. . . .. 10 151 30 3

124 8elgium 6 .. .. .. .. . . 5 149 15 2
125 Spain 4 .. .. .. .. . . 10 141 24 3, France 5 .. .. .. . . .. 5 143 16 2

Korea. Rep. of 9 .. .. .. .. .. .. . . 120 35 14
Israel 7 .. .. . . 125 21 ..

129 Italy 5 .. .. .. .. .. 20 139 19 2

j New Zealand 6 .. .. .. .. .. . . 131 12 2

Australia 6 .. .. .. . . 124 13 2
Canada 6 .. .. .. .. .. . . 122 11 2

133 Switzerland 5 .. .. 130 17 ..
134 United Kingdom 7 .. .. .. .. .. .. 130 12 2

l Austria 6 .. .. .. .. 133 16 2

Netherlands " .. . , .. . . .. 3 114 13 2
137 Norway 4 .. .. . , .. 120 15 2
138 Germany .. .. . . .. . . 10 12 2, Ireland 4 .. .. .. . . .. 157 22 4

Hong Kong 8 .. .. .. . . 125 12 1

Oenmark 6 .. .. . . 5 135 13 2
142 Japan 6 .. .. .. . . .. 125 17 4

I Singapore 7 .. .. .. 14x . . 4x l1x .. 136 19
Sweden 5 .. .. .. . . 111 13 2
Finland 4 .. .. . . 113 16 3

~

'untries listed in descending order of their 1993 under·five mortality rates Itable 1).

I



Among all children born in the last three/five years before the survey, the percentage who were
never breastfed (personal communication, Elisabeth Sommerfelt, MACRO International,
Demographic and Health Surveys).

Table 11. Percentage of Children Never Breastfed

Wellstart International's Expanded Promotion ofBreastfeeding (EPB) Program I
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6

3

6
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5

3

5

3

1

6

6

4

4

5

3

3

4

3

3

3

. . ··%ne~erbreastfM:J1

Ondo State, Nilleria 1986-87

Mali 1987

Rwanda 1992

Malawi 1992

SeneRal1986

SeneRai 1992-93

Liberia 1986

Sudan 1989-90

Tanzania 1991-92

Kenya 1993

Madagascar 1992

TORO 1988

URanda 1988-89

Zimbabwe 1988-89

Zambia 1992

Jordan 1990

ERVPt 1992

Morocco 1987

Ghana 1988

Ghana 1993

Kenva 1989

BurkinaFaso 1992-93

Burundi 1987

NiRer 1992

Nigeria 1990

Namibia 1992

Cameroon 1991

Botswana 1988
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Morocco 1992 5

Tunisia 1988 5

Turkey 1993 5

Indonesia 1987 5

Indonesia 1991 3

Pakistan 1990-91 7

Philippines 1993 13

Sri Lanka 1987 3

Thailand 1987 6

Bolivia 1989 4

Brazil 1986 14

Brazil (Northeast) 1991 10

Colombia 1986 8

Colombia 1990 7

Dominican Republic 1986 11

Dominican Republic 1991 8

Ecuador 1987 9

EI Salvador 1985 -
Guatemala 1987 6

Mexico 1987 17

Para2uav 1990 7

Peru 1986 8

Peru 1991-92 4

Trinidad and Tobago 1987 13
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APPENDIX 7
Table 12. Sample Size Requirements for Different Prevalence Levels

in Cross-Sectional Studies (taken from (5»

Tool KitjOr Monitoring and Evaluating Breastfeeding Practices and ProgramsI
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,. . ... , ..

5%

5%

10%

10%

15%

15%

20%

20%

25%

25%

30%

35%

35%

50%

50%

65%

65%

70%

75%

75%

80%

80%

85%

85%

90%

90%

95%

95%

, . ..
.

1% (4%-6%) 1.825

2.5% (2.5%-7.5%) 292

2.5% (7.5%-12.5%) 553

5.% (5%-15%) 138

5% 00%-20%) 196

7.5% (7.5%-22.5%) 87

5% (15%-25%) 288

10% 00%-30%) 249

5% (20%-30%) 61

10% (15%-35%) 72

10% (20%-40%) 69

10% (25%-45%) 87

15% (20%-50%) 39

10% (40%-60%) 96

15% (35%-65%) 43

10% (55%-75%) 87

15% (50%-80%) 39

10% (60%-80%) 69

5% (70%-80%) 288

10% (65%-85%) 72

5% (75%-85%) 249

10% (70%-90%) 61

5% (80%-90%) 196

7.5% (77.5%-92.5%) 87

2.5% (87.5%-92.5%) 553

5.% (85%-95%) 138

1% (94%-96%) 1,825

2.5% (92.5%-97.5%) 292
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APPENDIX 8
LAM ALGORITHM
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4. The mother's chance of
pregnancy is increased.

For continued protection,
advise the mother to begin

using a complementary
family planning method and
to continue breastfeeding for

the child's health.

I

I

I

I

•
I

....----------.1

I

I

I

II...- ...J

I

I

I

I

I

I

I

I

/

-YES

-YES --?

-YES

I
NO
+

.-,- -

NO
~

1. Have your menses
returned?

3. Is your baby more than
six months old?

2. Are you supplementing
regularly or allowing long

periods without
breastfeeding, either

day or night?

Ask the mother, or advise her to ask herself,
these three questions:

LAM: Lactational Amenorrhea Method

When the answer to anyone of
these questions becomes YES •.•

There is only a one to two percent
chance of pregnancy at this time.*

*However, the mother may choose to use a complementary family planning method at any time.
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Number (percent) ofPopulation 0- - <6 Months Experiencing Indicated Breastfeeding Pattern

Number (Percent) of Population 0 - <6 months old (or 0 - <2 months, 2 - <4 months), (4 - <6
months) Experiencing Indicated Breastfeeding Pattern

The following is an example of how the data may look, assessing point-in-time behaviors for all
infants less than six months old at the sentinel reporting site or survey, at specific points in time.
Figures may be grouped for statistical analysis, depending on the thrust ofthe program.

This hypothetical example illustrates the real possibility that exclusive or nearly exclusive (full)
breastfeeding may increase while at the same time the complete picture ofbreastfeeding patterns is
deteriorating (i.e. the percent of infants with undesirable breastfeeding patterns -- none, token, and
low partial in this example -- also increases).

A-71

APPENDIX 9
Illustration of the Use of Indicator 9 (FulI/PartiallToken

Breastfeeding) for Assessing Breastfeeding Program Impact

Full Breastfeeding Partial Breastfeeding

Nearly High

Date No. of Exclusive Exclusive Partial Low Partial Token None
Infant n(%) n(%) n(%) n(%) n(%) n(%) n(%)

s

7/94 120 0(0) 0(0) 15 (12.5) 50 (42) 20 (17) 5 (4) 10
(8)

l/95 110 0(0) 5 (4.5) 15 (14) 45 (41) 20 (18) 5 5
(4.5) (4.5)

7/95 135 0(0) 9 (7) 20 (15) 45 (33) 20 (15) 0(0) 5 (4)

l/96 112 5 (4) 12 (11) 18 (16) 40 (36) 20 (18) 2 (2) 15
(13)

7/96 128 10 (8) 10 (8) 15 (12) 35 (27) 30 (23) 10 (8) 18
(14)

Full Breastfeeding Partial Breastfeeding

Date Exclusive Nearly High Low Partial Token None
Exclusive Partial

It has been suggested that sentinel sites or surveys can be used to monitor the impact ofbreastfeeding
interventions. IRH has recommended the use ofthe Schema for the Definition ofBreastfeeding (see
Indicator 9. FulllPartiallToken Breastfeeding) and the following matrix for assessing behavior change
over time in a community, country or region, through sentinel site assessment or survey. A shift in
the direction ofmore exclusive or nearly exclusive breastfeeding among infants in each month up to
month six, or among all infants less than six months old, depending on whether seasonality is an issue,
would be the measure ofbehavior change.
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WELLSTART INTERNATIONAL

Wel1start International is a private, nonprofit organization dedicated to the promotion ofhealthy families through
the global promotion of breastfeeding. With a tradition of building on existing resources, Wellstart works
cooperatively with individuals, institutions, and governments to expand and support the expertise necessary for
establishing and sustaining optimal infant feeding practices worldwide.

Wel1start has been involved in numerous global breastfeeding initiatives including the Innocenti Declaration, the
World Summit for Children, and the Baby-Friendly Hospital Initiative. Programs are carried out both
internationally and within the United States.

International Programs
Wellstart's Lactation Management Education (!ME) Program, funded through USAID/Office of
Nutrition, provides comprehensive education, with ongoing material and field support services, to
multidisciplinaIy teams ofleadinghealth professionals. With Wellstart's assistance, an extensive network
of Associates from more than 40 countries is in turn providing training and support within their own
institutions and regions, as well as developing appropriate in.cOlmtry model teaching, service, and resource
centers.

Wellstart's Expanded Promotion ofBreastfteding (EPB) Program, funded through USAID/Office of
Health, broadens the scope of global breastfeeding promotion by working to overcome barriers to
breastfeeding at all levels (policy, institutional, community, and individual). Efforts include assistance
with national assessments, policy development, social marketing including the development and testing
ofcommunication strategies and materials, and community outreach including primary care training and
support group development. Additionally, program-supported research expands biomedical, social, and
programmatic knowledge about breastfeeding.

National Programs
Nineteen multidisciplinary teams from across the U.S. have participated in Wellstart's lactation
management education programs designed specifically for the needs of domestic participants. In
collaboration with universities across the country, Wellstart has developed and field-tested a
comprehensive guide for the integration of lactation management education into schools of medicine,
nursing and nutrition. With funding through the MCH Bureau of the U.S. Department of Health and

. Human Services, the NIH, and other agencies, Wellstart also provides workshops, conferences and
consultation on programmatic, policy and clinical issues for healthcare professionals from a variety of
settings, e.g. Public Health, WIC, Native American. At the San Diego facility, activities also include
clinical and educational services for local families.

Wellstart International is a designated World Health Organization Collaborating Center on Breastfteding
Promotion andProtection, with Particular Emphasis on Lac.tation Management Education.

For information on corporate matters, the LMB or National Programs, contact:
Wellstart International Corporate Headquarters tel: (619) 295-5192
4062 First Avenue fax: (619) 294-7787
San Diego, California 92103 USA e-mail: inquiIy@wellstart.org

•
•
•

For information about the EPB Program contact:
Wellstart International
3333 K Street NW, Suite 101
Washington, DC 20007 USA

tel: (202) 298-7979
fax: (202) 298-7988
e-mail: info@dc.wellstart.org
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