PA-ABZ-0L05

A Guide to Qualitative Research for
Improving Breastfeeding Practices

Michael Favin, The Manoff Group
Carol Baume, Wellstart International

June 1996

The Manoff Group

@ Wellstart International’s Expanded Promotion of Breastfeeding (EPB) Program

This activity was supported by the United States Agency for International Development (USAID) under Cooperative Agreement
No. DPE-5966-A-00-1045-00. The contents of this document do not necessarily reflect the views or policies of USAID.

A



.

WELLSTART INTERNATIONAL
Expanded Promotion of Breastfeeding Program
3333 K Street, NW, Suite 101
Washington, DC 20007
USA
Tel (202) 298-7979 ®  Fax (202) 298-7988

E-mail: info@dc.wellstart.org



8,
Q WELLSTART INTERNATIONAL v
L)

TABLE OF CONTENTS
Table of Appendices ......cccvveeeececcecssconnss coecoocac o a0 vi
Acknowledgments .......ccc00ceeccascoonoacocsooossosccooococoscoos vii
ACronyms ......cceceeeeececccssocesoconsocacoos cosooeo oo oeco viii
Preface ..... s e e esesssesseccas et s o cceccoccessscsces oo ix
Introduction . . « « v e ¢ v e et s eecrencscssessssssnsosnne s eceerescaseacs 1
Formative Research on Breastfeeding ........ccc0tvoeesencccconane 1
Rangeof Contexts .....cccieeneeeccocoecnsas cescencsas P
Chapter One: Breastfeeding: Behavioral Issues ........ teesenn ceesecccanse 4
Optimal Breastfeeding Behaviors ........ ceesee ceesceens ce e 4
Cultural Context for Breastfeeding ....... ceeseen cesseenns cesecas 14
Other Key Concepts and Behaviors ........... ceeassens R [
Checklist of Basic Topics for Formative Research on Breastfeeding ........ 23
Chapter Two: Conducting Formative Research on Breastfeeding . ... .. coccoosos 26
Planning theResearch . ... ...t eeeeeeecosoncs cecececoccooace 27
Review of Existing Information .........cc00000.. tesccccsoenn .o 30
Exploratory Research: In-Depth Interviews and Observatlon ceccase csaeoe 33
Trials of Improved Practices (TIPS) .......cc000 ceeeetsssoecsano 43
Checking Research: Focus Group Discussions (FGDSs) .. ....... cocesaose 51
Analysisand Synthesis ........ccivieeceeeccccssnscoascass eseee 58
Chapter Three: Formulating a Project Strategy ......cccccecceoos ceencas 60
Selected References . . . ..cceeoveeeessncnsns cesecca csoecesscooeccs o 63



O
@ WELLSTART INTERNATIONAL

APPENDICES
Summaries of Formative Research Studies on Breastfeeding ........ eeeo A2
1. Uganda .......ccctvtetteesoccoscooososasosacascosasse A-2
2. Chikwawa District, Malawi ......cccccc00ccoecoacsonc cooo A3
3. Kibango and Gitarama Provinces, Rwanda ...c.cc.cecc000 osso A4
4, Kazakstan . ... ... ...t eciessscccesoscnncocncoeso osce A-S
5. Senegal . . .....c0i ittt ectttsoscecacssesococcoe oees AT
6. Oyoand Osun States, Nigeria .....c..ceceescensceaas eees A9
7. Jigawa State, Nigeria ........ccc0itceteeenssannnns .o A-10
8. Nicaragua . . oo e eeeteenscecsoccsassesssssscsscssscs A-12
Sample Research Designs .......ccctieeerteeacscsasccacscsscass A-14
Sample Research Methods and Topics . ...... teescccsseesceans .. A-17
Sample Question Guides ... ...ccceceieeetertencacsns ceseeess A-19
1. Set of Question Guides from National Breastfeedmg Study in Pakistan A-19
. In-Depth Interview Guide for Mothers .....cccc00ceee. A-19
. In-Depth Interview Guide for Fathers ......cccc0000... A-35
. In-Depth Interview Guide for Doctors ......c.cc00c .. A-42
. In-Depth Interview Guide for Lady Health Visitors (LHVs) .. A-48
. In-Depth Interview Guide for Traditional Birth
Attendants (TBAS) . .......ccceeeectsssceoccnansns A-55
. Focus Group Discussion (FGD) Guides for Experienced
Mothers .....ccecceceeeeccccssssscnssas ceesoe A-61
. FGD Guide for Inexperienced Women ........ccc000000 A-64
. FGD Guide for Mothers-in-law ........ cesscessosaes A-66
2. Focus Group Discussion Guides ......c..cccceevceosceancoe A-68
. Mothers, Nicaragua ........ccceceeeeescocssccoocs A-68
J Mothers, Fathers, Grandmothers, Jigawa, Nigeria ........ A-70
3. Guides for Trials of Improved Practices (TIPS) .. c..cocreecoos A-78
. Initial and Follow-up Interview Guides, El Salvador ....... A-78
. Initial, Counseling, and Follow-up Interview Guides,
Oyo/Osun, Nigeria ......cccc0teveceeaseas seesene A-83
Sample Breastfeeding Promotion Strategy Grids . ........... ceecas . A-90
1. Cochabamba, Bolivia .......ccc0000e ceeccseesoeaacas A-91
2. Nigeria . .. ..ot vveeccreccnonscanes Cecececcasoseeses A-93



@,
Q WELLSTART INTERNATIONAL vil

ACKNOWLEDGMENTS

This manual came about as the result of cooperation and efforts of several individuals and groups.
Chapter One on the behavioral issues was drafted by Carol Baume, and Chapter Two and Three
on formative research and strategy formulation was drafted by Michael Favin. The Manoff Group
completed the guide based on these two drafts, and were responsible for formulation of the
appendices. Wellstart International’s Expanded Promotion of Breastfeeding (EPB) Program
finalized the guide.

EPB and the authors would like to thank the following individuals who took the time and effort
to review this guide. Their comments and suggestions are most appreciated.

Reviewers:  Ann Brownlee, Wellstart International
Shirley Coly, Institute for Reproductive Health, Georgetown University
Leslie Elder, The World Bank
Marcia Griffiths, The Manoff Group
Sandra Huffman
Laurie Krieger, Consultant
Lida Lhotska, UNICEF
Claudia Morrissey, USAID
Adwoa Steel, The Manoff Group



viii @ WELLSTART INTERNATIONAL .
ACRONYMS i
BHU Basic health unit .
CBD Community-based distributor .
CHEW Community health extension worker
DHS Demographic and Health Surveys .
EPB Wellstart International’s Expanded Promotion of Breastfeeding Program .
FGD Focus group discussion .
HW Health worker .
KAP Knowledge, attitudes, and practices
LAM Lactational amenorrhea method .
LHV Lady Health Visitor .
MCH Maternal and child health .
MOH Ministry of Health .
NGO Non-governmental organization
ORS Oral rehydration salts .
PHC Primary health clinic B
RHC Rural health center .
TBA Traditional birth attendant .
TIPS Trials of improved practices
UNICEF United Nations Children’s Fund .
USAID U.S. Agency for International Development .
VHW Village Health Worker .
WHO World Health Organization .
i



®,
Q WELLSTART INTERNATIONAL ix
-

PREFACE

In late 1991, with funding from the U.S. Agency for International Development (USAID) Office
of Health and Nutrition, Wellstart International’s Expanded Promotion of Breastfeeding (EPB)
Program was established to broaden the scope of global breastfeeding promotion and to work
towards overcoming barriers to breastfeeding at all levels. Under subcontract to EPB, The
Manoff Group, Nurture, Georgetown University, and the Population Council have performed
valuable work in these efforts. EPB has collaborated with public and private organizations in 35
countries to promote improved breastfeeding practices in developing countries. In several
countries, the project has funded and helped conduct a variety of mostly qualitative studies. These
have helped the country teams to understand the causes of detrimental infant feeding practices and
to design more effective and feasible program actions. This guide was prepared to share these and
other recent experiences.

In preparing this guide, The Manoff Group played the lead role. It is intended primarily to assist
persons with some experience in qualitative research but not in breastfeeding-specific research.
In addition to addressing the behavioral issues of interest to this audience (mainly in Chapter 1),
the guide provides some detail on methods for planning, collecting, analyzing and using qualitative
information. The appendices contain tools and examples of research plans, question guides, etc.
Readers desiring even more detail and tools for qualitative research should consult Designing by
Dialogue, which should be available soon from USAID.

A brief word about terminology may be useful. The term consultative research is used to indicate
mostly qualitative methods used in an iterative process through which researchers and respondents
jointly contribute to defining improved practices that are both practically feasible and technically
effective, and to designing a strategy for promoting these practices. As defined in Designing by
Dialogue, consultative research "uses several quick, interactive information gathering methods
with mothers and other key people, during which important scientific information and key cultural
and personal concerns are examined and 'negotiated,’ to arrive at feasible, acceptable, and
effective strategies to improve health-related behaviors." While quantitative research methods
(such as 24-hour dietary recalls and structured observations) certainly have a role in planning
strategies to achieve behavior change, qualitative methods should be the centerpiece of such
research. Qualitative implies a minimum of researcher-directed questions and a relatively small
sample of respondents, whose perceptions, experiences, and behavior are investigated in great
depth. Consultative research enables the people most involved in carrying out actions to have an
important say in what those actions should be and how they should be carried out. A familiar,
closely related term is formative research. Formative research is information collection for the
purpose of program planning. It can use either qualitative or quantitative methods, but this guide
emphasizes qualitative methods.

Ideally, the attitude of the qualitative researcher should be that current perceptions and practices
are not "wrong" because they show "ignorance" of biomedical "truth” but rather that they are the
product of accumulated experiences and influences that need to be understood as part of the
process of improving health. The only justification for programs trying to modify practices is that
working with people to move mothers towards optimal breastfeeding practices will have a clear
benefit to child health.

&
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INTRODUCTION

Formative Research on Breastfeeding

What Can Planners Learn from Formative Research on Breastfeeding?

> What are current breastfeeding and child feeding practices?

» Why do people do what they do?

» What useful (health-promotive) changes in behavior are feasible?

» What are the best ways to promote and support these changes in practices?

Breastfeeding and weaning practices have a crucial and well documented impact on infant and
young child mortality through their close relationship to malnutrition, diarrhea, pneumonia and
other infections, vitamin A status, and birth intervals.

Improper breastfeeding practices constitute a priority public health problem. Thus, planners need
to collect basic information from Demographic and Health Surveys (DHS), community studies,
or other existing sources. One guide for doing this (Griffiths and Anderson) suggests ways of
collecting information on the following areas:

. Country background (socio-demographic profile; infant and child mortality; infant
nutritional status; and, contraception/lactational amenorrhea)

. Nature and magnitude of breastfeeding practices, vis a vis optimal practices (breastfeeding
practices and experiences; mothers' beliefs and attitudes; and, household and community
members' participation, beliefs, and attitudes)

. Policy, legal, and work environment (national breastfeeding policy; regulation of
marketing and promotion of breastmilk substitutes; and, women's work environment)

. Health services (formal health services (including: prenatal care; hospital/clinic deliveries;
immediate postpartum and infant care; health staff's beliefs, practices, training, and
information sources; and, integration of breastfeeding promotion in health and family
planning programs) and traditional health care providers (including: prenatal care,
deliveries, and postpartum care)

. Training programs (formal health care providers (pre-service); formal health care
providers (in-service); and, traditional practitioners)

. Information, education, and communication activities (overall efforts; regulation and
policy; and, specific activities: mass media, interpersonal, clearinghouse)

. Support to women (breastfeeding support groups, etc.)

. Local financing and donor assistance
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Information gathering from secondary sources is essential at the beginning of the process, but since
planners' interest is in designing effective action to improve practices, they need to gain a better
understanding of why current practices exist, which normally requires new research. This guide
describes a general methodology and various methods for undertaking this consultative research
process.

Although related to both anthropological and market research, the consultative methods described
are distinct from both:

L4 Like anthropological research, the methods are mainly qualitative. But they often use
slightly larger and more diverse samples and may not go as in-depth into practices and
reasons for them. The main distinction, however, is that consultative methods are much
more geared to designing strategies for modifying practices (improving them in public
health terms).

L4 Like market research, formative research on breastfeeding aims to define an attractive
product (improved breastfeeding practices) and to promote it effectively (i.e. to discover
and communicate effective motivations). As in commercial marketing, an important
component of program actions may be to overcome the competition (powdered milk and
other early supplements). But consultative research is more in-depth than most market
research and it has no commercial product to promote or distribute. Also, it examines the
broader context in which individual mothers live (policy, institutional, and cultural) to
understand barriers or resistances to improved practices -- attitudinal, cultural, logical, or
economic obstacles -- and to learn ways to overcome them.

The purpose of formative research on breastfeeding is to develop program actions that will
promote improvements in breastfeeding practices that, in turn, will improve maternal and child
health. The research should enable planners to develop comprehensive behavior change strategies
for achieving these improvements, and the actions planned should be both effective from a
technical, medical point of view and feasible from the points of view of mothers, communities,
and health workers. Comprehensive strategies may include not only communication activities but
also legislation, enforcement of laws and regulations, day-care, hospital norms, health worker
training, etc.

The basic phases described in this guide are a review of existing information; exploratory research
with mothers, influencers, and health workers; trials of improved practices (with mothers); and
research to obtain reactions to the draft strategies and messages and to refine them.

Conducting all of these phases may well take as long as six months and cost more than
US$20,000, an undertaking that is not feasible in all circumstances. Adaptation of the
methodology to the specific circumstances are recommended. By spending time to clarify what
is known and what remains critical to find out, planners can streamline the process from planning
to reporting, reducing the expenditure of resources -- human, financial, and time.

Some may question the need for expending any resources on formative research. It is true that
a great number of common patterns in current breastfeeding beliefs and practices have been
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learned from experience. Yet, as Chapter One illustrates, there is also a tremendous variation in
current practices and reasons for them among countries and cultures. Most program efforts that
aim to modify breastfeeding practices will be significantly more effective if they utilize some of
the qualitative research methods described below.

Range of Contexts

A wide range of public and private programs may be interested in promoting improved
breastfeeding practices. These include programs intended to:

promote breastfeeding for multiple health, nutritional, economic, and emotional benefits;
reduce vitamin A deficiency;

reduce wasting from childhood illness;

improve young child feeding/weaning practices;

promote child spacing;

prevent diarrheal diseases and acute respiratory infections; and,

reduce child malnutrition or improve child health in general.

L 2R 2B 2K 2K 2R 2R 2

Thus, breastfeeding may constitute the sole research topic, or it may be one component of a wider
study.

Depending on the country situation, the research may have varying degrees of focus on medical
institutions and on the community. In all countries, research should cover the social context of
breastfeeding in families and communities. Particularly in countries where prenatal care and
institutionalized births are the norm, research and program actions should give due attention to
the national Ministry of Health (MOH) and health institutions’ norms and the beliefs and practices
of health staff. The focus and research issues will also vary somewhat by breastfeeding patterns,
including but not limited to: if most mothers initiate breastfeeding, if most mothers supplement
prematurely, and if many mothers wait to long to supplement.
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Chapter One:
BREASTFEEDING: BEHAVIORAL ISSUES

This chapter describes what prior studies have learned conceming the core behaviors that comprise
"optimal breastfeeding," as well as broad cultural norms and social factors that influence practices,
including mothers' domestic and work environments. It is hoped that this discussion will help
guide an agenda for new consultative research on breastfeeding, a generic outline for which is
provided at the end of the chapter. Some of the specific findings described are from the literature
on breastfeeding and others are from research sponsored by EPB. Synopses of the latter studies
are found in Appendix A. Some of the discussions on breastfeeding practices are followed by
brief methodological notes.

Optimal Breastfeeding Behaviors

Research has shown that the following behaviors maximize the benefits of breastfeeding:
v Initiation of breastfeeding within about one hour of birth

v Frequent, on-demand feeding (including night feeds)

v Exclusive breastfeeding until the infant is about six months of age

v

Supplementation of breastmilk with appropriate weaning foods when the infant is
about six months of age

v Continuation of breastfeeding well into the second year of life, with gradual rather
than abrupt cessation of breastfeeding.

Qualitative research on breastfeeding should investigate local knowledge, beliefs, and behaviors
concerning breastfeeding, how they are acquired and shared, and the contextual factors that
influence them. Planners can then understand why local practices may differ from biomedical
concepts of optimal practices, and begin to piece together ideas for moving toward improved
practices in public health terms. Understanding why behaviors occur will require examining the
role of health workers and other influencers, social norms and cultural expectations, and other
factors.

v Initiation of breastfeeding within about one hour of birth

Breastfeeding should be initiated within about one hour of birth afier normal deliveries. Early
initiation is beneficial to the mother because it may help to expel the placenta, reduce postpartum
hemorrhage, and contract the uterus so that it begins to return to normal. It also helps bring in
the milk and establish lactation. Immediate initiation is even more important for the newborn.
The first milk, colostrum, is nature's way of protecting the newborn as it leaves the sterile
environment of the womb and is exposed to germs. Colostrum is rich in anti-bacterial and anii-
viral agents, and it is also contains all needed nutrients. Immediate initiation helps establish early
the psychological benefit of a close infant/mother bond and may also be helpful in infant warming
(the lack of which is a risk factor for pneumonia).
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Immediate initiation entails several sub-behaviors: (1) putting the infant to the breast to begin
sucking within approximately an hour after delivery (ideally putting the baby skin to skin on the
mother's chest, allowing the baby to find the breast and to breastfeed when ready), (2) giving
colostrum; and, (3) giving nothing else to the child by mouth.

For a variety of reasons, these behaviors frequently are not followed. In many cultures
throughout the world, mothers wait one to three days before putting the infant to the breast.
Morse found that in 50 out of 120 cultures studied, the first breastfeed was delayed two or more
days; in only eight of them was breastfeeding begun within 24 hours postpartum. This echos
findings from an earlier study by Lozoff, who reviewed 81 studies and found that 52 % reported
delays of 24 hours or more before the first breastfeed.

Delayed initiation is common because of people's beliefs that the milk has not yet come in and that
the "first milk" (colostrum) is bad for the child. There are beliefs throughout the world that
colostrum is dirty, contains germs or pus, is poisonous, contaminated (perhaps by semen), or stale
(perhaps it is leftover milk from the last child). The color and consistency of colostrum do differ
from those of mature milk, thus engendering folk explanations for its distinctive characteristics.
Mothers may delay because they do not consider colostrum to be real milk, although not
necessarily harmful. In some parts of Ghana and other countries, there are elaborate rituals for
testing the suitability of early breastmilk.

Breastfeeding may also be delayed because of the belief that the mother is too tired from labor and
delivery or that the infant is too weak to suckle. In Kazakstan and many other countries,
inappropriate hospital norms also keep many mothers from their newborns for several days.

In most places in the world, various substances (prelacteals) are given to the neonate during the
period of delay. These include water and sugar water, teas, animal milks, canned milk, coconut
milk, beer, formula, gruels, butter with sugar, and various concoctions with honey and herbs, and
metals. In Cochabamba, Bolivia, urine from an older brother is administered by spoon or
dropper. The purposes of these prelacteals are many:

¢ Thirst: Mothers in almost all places give babies water (sometimes boiled) because it is
assumed that the baby is very thirsty after the hard work of labor and because of the hot
climate.

¢ Cleansing or purging the stomach: Water is given in Swaziland for this purpose; a

mixture of honey; date palms and lead in northern Nigeria; honey and ghee in Pakistan;
honey or fine olive oil in Nicaragua.

¢ Preventing or curing diarrhea or dehydration: In Lesotho, Swaziland, and Pakistan,
mothers feel a need to give newborns solutions similar to oral rehydration salts (ORS) as
a way of preventing or curing dehydration. This probably results from mothers'
interpretations of ORS promotion.

¢ Ritual purpose (to welcome or bless the child): In many of the cultures mentioned earlier,
prelacteal feeding is a ritual, as it is among the Wolof in Senegal, who give newborns holy
water in which paper with verses from the Koran have been dipped.
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L 4 Child's character: Some prelacteals are thought to give the child certain desirable
characteristics or pass on the essence of the family, as in Swaziland where some mothers
feed a paste made from water and soot from the family stove, or in Indonesia, where a
beloved and respected person gives the honey with the hope of transferring some of his or
her nature to the child.

Formative research should enable planners to learn about prelacteals and to decide which common
practices can be ignored (for example, giving a few drops of boiled water) and which truly
dangerous ones program activities need to address. How the prelacteals are administered is
important: by dropper, spoon, cup, bottle, on a rag soaked in tea and honey (as in Honduras and
Pakistan), or food chewed by an adult and spit into the newborn's mouth (as in Senegal). Some
substances in and of themselves are harmful, no matter how hygienic they are, such as animal
milk (which cause allergic reactions in many infants), lead or ashes, or even honey, which can
cause botulism. Giving purgatives or laxatives to the neonate is clearly undesirable, since they
damage the digestive system and can cause serious dehydration, threatening the infant's survival.
In Haiti, for example, a castor oil purgative is the first thing given to an infant, followed by sugar
water.

Some programs have been successful in changing practices regarding feeding colostrum, earlier
introduction of breastfeeding, and reduction in prelacteals (for example, the Nutrition Education
and Behavior Change Project in Indonesia and Baptist Medical Services in Nigeria). A common
strategy is to (legitimately) ascribe to colostrum desirable characteristics that people traditionally
give to prelacteals. In many places, even where colostrum is usually discarded, a minority is
already feeding it, and many others may discard it because of "tradition" but are willing to
abandon the practice when they hear convincingly of the many advantages of feeding colostrum.
‘Where many births take place in facilities, modifying norms and training staff may be important
for improving early initiation. However, in places such as Pakistan, northern Nigeria, and
northern Cameroon, where these customs are more ingrained and pervasive, completely
eliminating prelacteals may be quite difficult, so programs may decide to try to merely reduce
their frequency, quantity, or harmful aspects. For example, in Pakistan it was difficult to find a
family willing to abandon the ritual giving of ghutti, but many were willing to restrict its use to
the ritual rather than finishing the bottle of ghutti over a longer period of two weeks.

Methodological Note. To learn about initiation of breastfeeding, observation is more reliable and
accurate than merely asking mothers. This is most practical where a significant portion of mothers
deliver in facilities, so researchers can observe and talk with mothers and health staff. A simple
form can be developed that notes each mother's time of delivery, time of first breastfeed, and
anything else that has been given and why. This is clearly preferable to asking mothers what they
did many months after they gave birth.

In areas where home births are the norm, talk to traditional birth attendants (TBAs) and others
who may strongly influence mothers -- especially grandmothers. TBAs are likely to have
somewhat standardized practices so that researchers can gain an accurate depiction of perinatal
norms. Ask about variations from the standard, who influences decisions on when the infant is
put to the breast, whether and why colostrum is given, and whether, why, and how prelacteals are
given. Also interview mothers who have delivered recently.
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Where a significant portion of women deliver in facilities, it is quite feasible to do behavioral
trials of recommended practices regarding breastfeeding initiation (see Chapter Two). The
researcher may conduct an initial interview when the woman enters the facility to give birth and
conduct the follow-up interview at the woman's home. In Kazakstan, however, the entire trials
could be done in facilities, since maternity stays last about a week. Locating women about to
deliver at home is more difficult, but may be possible with the help of TBAs or local health
workers.

v Frequent, on-demand feeding (including night feeds)

Frequent feeds are necessary, particularly during the period of exclusive breastfeeding, because
the baby's small stomach limits the amount consumed at any one feed. Moreover, since milk
supply is principally a function of sucking and breast emptying, frequent feeds are needed to keep
up mothers' milk production. Frequent feeding will also maximize the fertility-reduction effect of
breastfeeding, thus protecting the mother against becoming pregnant again too soon. For the very
young infant, at least ten feeds a day are desirable.

A number of behaviors need to be looked at with regard to frequency: number of feeds and
duration of each feed (breast emptying), cues to feed, feeding from both breasts, demand vs.
scheduled feeding, use of supplementary feeds (including water), use of pacifiers (dummies),
separation of the mother during the day because of work, how mothers carry their young children,
and whether the child sleeps with the mother. Suckling will be reduced if feeds are scheduled or
withdrawn at night, if anything other than breastmilk is being fed to the child (since it is
substituting for breastmilk), or if pacifiers are used. Giving supplementary feeds by bottle can
Jurther reduce suckling time because the different sucking action required for extracting milk from
a breast and from a bottle can cause "nipple confusion,” which can lead to less efficient
breastfeeding, baby's frustration, and a reduction in breastmilk production.

The degree to which mothers stay close to their infants clearly affects frequency of feeds.
Researchers should note these cultural expectations related to separation, as well as the amount
of separation, the circumstances, the reasons for it, and how it affects infant feeding. In many
traditional societies, such as Uganda, infants are literally at their mothers' side at all times, and
it is not considered acceptable for them to be separated. If mothers in such places are mobile,
they probably have a traditional way of carrying babies that facilitates breastfeeding. In some
places, separation under certain circumstances is considered acceptable -- at night, for example,
or when the mother must do tasks outside the house. In other places, within a short time after
delivery, the mother returns to work in the field, market, or office and leaves the infant in the care
of others.

Mothers may use only one breast or favor one breast over the other -- because it is more
convenient because of the way the baby is carried, or because of a belief that milk from one side
is less clean or nutritious. This practice will lead to engorgement of the unused breast and
eventual decline in milk production from the unused breast, potentially compromising the
breastfed child. This practice seems more common in east Asia than in other regions.

Methodological Note. Even when demand feeding takes place, it is important to find out how
the mother knows that the infant is "demanding" a feed. In most places, mothers define demand
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as "when the child cries." This cue is insufficient for more passive babies, for whom a vicious
cycle is set up whereby they cry little and are fed little, which makes them weaker and less likely
to cry. Check whether crying is the major cue but the mother has some other way of making sure
the infant is fed every two or three hours, regardless of whether or not he or she cries. In this
situation, feeding frequency is likely to be adequate. Mothers may interpret crying to mean that
a breastfeeding baby wants to stop feeding, but the cause may be the baby's need to burp.

Except where feeds are scheduled, mothers will probably have a difficult time reporting with
accuracy how many times they breastfeed in a 24-hour period. It is helpful to ask separately about
number of feeds during the day and at night. Where the mother has particular difficulty in
recounting, lead her through the day by breaking it into time segments: "Between the time you
awoke and the time you left for the field, how many times did you breastfeed? During the time
you were in the field, how many times...?" Even this line of questioning may be difficult, since
the child may be on and off the breast throughout the day for varying lengths of time, so the
concept of a "feed" is not even applicable. You may have to try out several approaches to how
you break up the day and what you consider a feed, when you are pre-testing your instrument.
What is critical to determine is both frequency and duration of feeds.

Frequency is most reliably studied via observation, but observation is time-intensive and can be
difficult to set up logistically. It is worth trying to conduct at least a small number of
observations, since it is by far the best method for learning patterns, cues to feed, and contextual
conditions that impede or foster breastfeeding. In Kazakstan, researchers noted that the way
mothers swaddled babies in their cradles made it a chore to undo the baby if the baby was fussing.
Simple forms can be devised to record time at the breast, cues, and other factors. You may need
to conduct observations of women in different settings: those who spend their days working in
the fields, those in the informal sector, and those working in the formal sector. Observations
should also be recorded during in-depth household interviews, particularly those that last several
hours spread over more than one day.

Since this is not quantitative research, absolute accuracy to the minute is not required. Your
objective is to assess adequacy of frequency and intensity and to understand the factors that
determine the patterns you find.

v Exclusive breastfeeding until the infant is about six months of age

Exclusive breastfeeding for around six months is the single most important practice for yielding
the multiple health benefits of breastfeeding. Yet exclusive breastfeeding for four months or
longer is rare in most parts of the world, principally because people do not believe that breastmilk
alone is enough for the child. Water is commonly given in the belief that it is needed to satisfy
thirst, and formula and foods are given because they are thought to add something beneficial for
the infant. Exclusive (or even almost exclusive) breastfeeding for around six months by the
majority of mothers has been documented in only a few places, usually more traditional and poor;
for example, in Rwanda, Uganda, and in parts of India, where exclusive breastfeeding is practiced
for too long.

A more typical picture is shown in the following survey results from Honduras and Nicaragua.
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Infant Feeding by Age in Honduras, 1991, N = 705
AGE IN MONTHS (1 = 0-1 months, 2 = 1-2 months, etc.)

1 2 3 4 5 6 Total

Breastmilk only 40% 37% 25% 18% 13% 5% 23%
Some breastmilk 98% 95% 94% 94 % 93% 90% 94%
Liquids 59% 61% 73% 80% 87% 94% 75%
*Other milks 22% 22% 38% 28% 38% 39% 31%
*Water 40% 40% 51% 56% 75% 83% 58%

*Teas 9% 10% 7% 7% 4% 10% 8%
*Other liquids 11% 17% 25% 16% 28% 29% 20%
Foods 4% 3% 8% 29% 43% 69% 27%

Source: Baume, Zeldin, and Rosenbaum, 1991.

National Family Health Survey, Nicaragua, 1993

0-3 months 3-5 months 6-8 months
Breastmilk only 13.5% 6.5% 2.5%
Breastmilk & water 9.5% 4.1% 3.0%
Breastmilk & other liquids 13.1% 8.0% 2.8%
Breastmilk & cow's milk 46.6% 29.0% 52.1%
Breastmilk & solids 4.3% 29.0% 32.8%
No breastmilk 13.0% 23.5% 32.8%

Source: Stupp et al., 1993.

When asked what the best food is for their baby for the first four to six months, or when asked
whether breastmilk or formula is better, most women the world over will say that breastmilk is
best. Yet what women say seems to contradict the reality that some women do not breastfeed at
all and that most who do breastfeed also give supplementary foods. So lines of questioning that
simply ask for breast/bottle comparisons, or that ask only what the best food for babies is, will
reveal little about what mothers actually do.

Why the tremendous gap between motivation to breastfeed and motivation to breastfeed
exclusively? 1In addition to various social, cultural, and economic influences, part of the
explanation may be the following reasoning: Yes, breastmilk is better, but formula is considered
a very close second -- almost as good and in some circumstances more convenient. Or: yes,
breastmilk is best, so mothers breastfeed, but they can make breastmilk "even better” by adding
something. Other foods are seen as giving baby even more, rather than as replacing breastmilk,
which is what they really do.

This is why campaigns based on a "breast is best" concept will not be effective in most places,
since mothers are hearing what they already believe. Mothers will simply reason: "Yes, breast
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is best, so I am doing the right thing by breastfeeding, but I don't think my breastmilk alone is
enough, so I'm doing even better because I'm also giving formula (or whatever)." Again, we
circle back to the point that exclusive breastfeeding and its importance are not understood.

Besides women's attitude towards breastfeeding exclusively, researchers should also examine
mothers' motivation to supplement a baby of a certain age or a baby who gives certain cues. How
does the mother know it's time to give something else? What guides her selection of what to
give? How influenced has she been by promotion of breastmilk substitutes? Most mothers look
for signs from the child: crying, which is interpreted as a sign of hunger; developmental markers,
such as sitting up or appearance of teeth; or perceived growth inadequacy. Mothers in many
places interpret babies' episodes of diarrhea or other illness as being caused by bad breastmilk and
therefore suspend or terminate breastfeeding. When babies reach around three months of age,
mothers' breasts begin to soften, which mothers may interpret as a sign of diminished milk caused
by their poor diet or other reasons.

Perception of insufficient milk is a major reason why mothers begin to supplement prematurely
around the world. Also, ideas that milk has “gone bad" or is the cause of illness motivates many
mothers to give supplementary feeds to young infants. These are such prevalent misconceptions
that a separate section is devoted to them later in this chapter.

Even though mothers can express milk and leave it for the child when they must be separated,
many cultures resist the idea of extracting milk from the breasts and later feeding it to an infant.
Mothers may be afraid that expressed milk will spoil quickly. (Breastmilk will keep well for at
least six hours in the shade and at least 24 hours in a refrigerator.) There may also be a concern
about breastfeeding after a day's separation, for fear that the milk in the breasts has spoiled. In
Uganda women responded in disbelief and sometimes horror at the idea of expressing breastmilk:
"If you are found doing it people will think you are a witch." There is a related taboo against
breastmilk falling on the ground, which may cause an infant to die. Similarly in Nigeria,
mothers, fathers, and grandmothers were amazed at the idea of expressing milk, but found it
perfectly acceptable for a close relative (including the grandmother) or friend to breastfeed a baby.
In Kazakstan, however, women frequently express their breastmilk. Delayed initiation of
breastfeeding and scheduled feeds make postpartum engorgement common, and instead of
permitting ad libitum feeds, medical personnel have women express their milk.

Methodological Note. It is crucial for any formative research on breastfeeding to discover how
strong resistances are to accepting exclusive breastfeeding or other important program
recommendations. You can examine mothers' ideas on what would happen if the young infant
were given only breastmilk. You can show a picture of a child whom mothers consider to be
well-nourished, and ask mothers how the baby is probably fed. You can also probe the concept
of exclusive breastfeeding by asking about a real or imaginary mother who is doing it. What do
mothers think about this, is it difficult, is it good for the mother, what will happen to the child,
why is she doing this, who told her, etc.? Try to interview at least a few mothers who are
exclusively breastfeeding babies three- to six-months old to find out why.

In trials of improved practices, you can ask mothers about to give birth or mothers of newborns
to breastfeed exclusively. Also, ask mothers who have only recently begun to supplement if they
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are willing to try returning to exclusive breastfeeding or to substantially reduce the amount they
are supplementing.

v Supplementation of breastmilk with appropriate weaning foods when the infant is
about six months of age

Optimal breastfeeding includes the idea that when the child is around six months of age,
breastmilk should be supplemented with appropriate weaning foods -- sufficiently calorie-dense
and containing enough of key nutrients for the child's needs. Premature supplementation
terminates exclusive breastfeeding and puts the infant at heightened risk of diarrhea, infection,
malnutrition, and death. Late supplementation puts the baby at risk of malnutrition, growth
Jfaltering, and deficiencies of specific nutrients.

A major problem in child feeding is initiation of foods and drinks besides breastmilk (the
beginning of the weaning process) too early or too late. Moreover, problems with the
appropriateness of semi-solid and solid weaning foods abound, particularly giving thin gruels that
are inadequate in calories and vital nutrients. Also widespread are problems of inadequate hygiene
in the preparation, administration, or storage of weaning foods. In most countries, liquids are
given far too early and weaning foods are given too late. Although premature supplementation
is by far more common, late supplementation is also common in India, Bangladesh, and in parts
of Africa. These problems and conducting formative research on them are covered thoroughly
in Designing by Dialogue.

Methodological Note. Because water, liquids, and foods each serve different purposes in
mothers' minds and are typically introduced to the infant at different times, it is important for
research to look at them separately. For example, feeding problems, solutions, and messages
would be very different if: (1) mothers give water from birth, begin other liquids at five months,
and foods at ten months; or, (2) mothers give water from birth, begin other liquids in the first
month, and foods at six months. If all types of supplementary feeds are lumped together, one
would describe both of these situations in identical fashion by simply saying there is no exclusive
breastfeeding, since supplementation begins at birth. If one did not look at water (and many
studies do not) and did not look at liquids and foods separately, one would say that the first was
an ideal feeding pattern -- that supplementation begins at five months, near the recommended age
-- when in fact there is a serious infant feeding problem.

Research on exclusive breastfeeding must determine if the following are given and when and why
the mother started giving them: water, other liquids (milks, teas, juice), foods (semi-solids such
as paps and porridge), and medicinal concoctions (such as agbo in southwestern Nigeria and kwalli
in northeastern Nigeria).

It is best to confine your sample to mothers of babies under six or nine months, since they will
have a better recall than mothers of older children. First ask what the child is being fed, and note
which of the above categories the mother mentions spontaneously. Follow with " Anything else?"
Then probe for the categories not mentioned, especially water. In many settings, water is not
considered something that is fed and may not be mentioned even if it is routinely given. For each
of the categories, ask when the mother started giving it. Pre-test your terms and concepts
carefully. People may also have different definitions of "food."



@,
12 Q WELLSTART INTERNATIONAL

For in-depth household interviews, you may want to record responses in a standardized format,
as this is the basic information that will form the description of feeding patterns. Be sure to probe
to see if and why certain foods, drinks (including water separately), and medicinal concoctions
(prelacteal or others) were started, stopped, resumed, or dropped from the infant's diet. Although
you will not be reporting statistics, you will be able to retrieve feeding information easily to report
trends accurately. A further advantage of using a systematic reporting format for basic feeding
patterns is that you will want to follow up on these questions to gain a more in-depth
understanding of why the mother is or is not feeding certain things, why she began when she did,
how she knew it was time to start, etc. Having the information up front in an easily readable and
standardized format permits easy reference to it for follow-up probes.

v Continuation of breastfeeding into the second year of life or beyond, with gradual
rather than abrupt cessation of breastfeeding

Although the nutritional, immunological, birth spacing, and other benefits of breastfeeding
gradually decrease after the baby reaches around six months, they continue to be very important
to a young child's health and survival. It is therefore recommended that breastfeeding continue
well into the second year of life or beyond.

Three important issues concerning termination of breastfeeding are: the child's age when it ceases
to breastfeed, reasons for termination, and gradual versus abrupt termination. The following are
some of the reasons women give for stopping breastfeeding.

¢ “It's ime": By this, the mother usually means that the child has reached the normal age --
culturally defined -- when it no longer needs breastmilk or needs to "learn” to eat other
foods (as in Honduras). If termination is at less than a year, it is especially important to
investigate cues. Is it something the child is doing (reaching for food, crying for food,
biting the mother's breast)? Is it something related to childhood growth markers (teethmg,
beginning to walk or talk)?

¢ Child weaning itself/lost interest: At a certain point, of course, a child will wean himself/
herself. Especially for a child less than two years old, you will want to find out the signs
of "lost interest," i.e. how did the mother know the child no longer wanted to nurse. You
should also look for practices that would foster self-weaning: premature supplementation,
use of bottles or pacifiers, infrequent feeds.

¢ Mother has "insufficient milk": Insufficient milk is frequently cited in almost all cultures,
industrialized as well as traditional. This is discussed below.

¢ Mother has breast problems: Problems, such as mastitis or cracked nipples, can lead a
mother to abandon breastfeeding. Different cultures have very different ways of
perceiving and treating the same problem.

L 4 Child becomes ill. Sometimes breastfeeding is stopped when a child becomes ill because
the breastmilk is thought to cause the illness or to make it worse. Health professionals
may even encourage this. Usually the withdrawal of the breast is temporary, but in some
cases it may be permanent.
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¢ Mother becomes ill: Mothers may cease breastfeeding when they contract certain
illnesses, either in the belief that the illness can be passed on to the infant or that
breastfeeding will further weaken their own condition. In Pakistan, laboratories sometimes
will "test" the breastmilk of sick mothers to see if they should continue to feed or not.

¢ Mother resumes sexual relations or becomes pregnant: In many countries, women
terminate breastfeeding when they resume sexual relations or they learn they are pregnant
again. Sometimes it is thought that the milk will be contaminated by the husband's sperm
or that it must now be saved for the fetus. Where the belief exists that breastfeeding
should cease when the mother becomes newly pregnant, some women stop as soon as they
believe they are pregnant, while others wait until the pregnancy is visible to others.

¢ Breastfeeding drains the mother: Fear of breastfeeding has been documented in Senegal,
where some mothers stop breastfeeding early because of their belief that it is draining them
and making them thin -- an undesirable characteristic in this country. In Honduras
mothers complain that lactation debilitates them by "weakening" the blood. When a
mother is told she is anemic or has low blood pressure or "bad" blood, she immediately
begins weaning her child, regardless of its age. (In Pakistan and many Latin American
countries, the folk belief is that breastmilk is a form of blood. This may have various
ramifications for practice. In Nicaragua, mothers believe that their poor diet means they
have weak blood and hence weak breastmilk and therefore must supplement.)

¢ Breastfeeding too long is bad for the child: Definitions of "too long" vary, as well as the
expected results, but it is often felt to make the baby selfish or a "mama’s boy." In
Honduras, "Criticisms of prolonged breastfeeding in the city can be harsh, especially when
the infant is male. It is sometimes implied that a mother is trying to sexually entice her
son or tie him to her apron strings...boys who nurse for longer than six to eight months
will bleed (usually through the nose) upon reaching puberty due to inordinate consumption
of female blood during infancy" (O'Gara).

¢ Mother returns to work: Women employed in the formal sector often cease breastfeeding
when they resume their jobs. (Although breastfeeding is more difficult under these
circumstances, it need not be terminated. A mother can feed just before and right after
work, leave expressed milk for the infant, have someone bring the infant to her place of
work, or where possible, have the infant at or near her work. Research can explore the
feasibility and acceptability of these options.)

Cessation of breastfeeding should be a gradual rather than an abrupt process. Especially for
younger children, abrupt weaning can create a nutritional and emotional shock. In some
societies, a mother decides one day that the child must stop nursing, so she puts bitter substances
on her breasts, hides her breasts, or sends the child away for a period of time.

Methodological Note. Existing quantitative studies probably include statistics on breastfeeding
duration. Where duration is sufficiently long, it is probably not worth spending a lot of time on
reasons for termination. Do try to gauge whether exceptions to long duration are rare or common.
In the latter case, it is very important to understand the reasons so that they can be addressed. Be
careful about accepting at face value a stated reason for termination. Some mothers, especially
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those in Western societies, just do not want to continue breastfeeding because of its perceived
inconvenience. A mother is entitled to stop when she wishes but, when she has stopped early, she
may give a socially acceptable reason instead of feeling comfortable about saying that she herself
did not want to breastfeed any longer.

Cultural Context for Breastfeeding

Cultural expectations are powerful determinants of breastfeeding patterns. In such countries as
Rwanda, Mali, and Nigeria, breastfeeding is not a decision that women make, but is embedded
in cultural norms and assumed. It is part of being a woman, a mother, a provider, and a sustainer
of children. In Rwanda, a greeting to a newly delivered mother is "Congratulations, and may you
breastfeed well." Among an ethnic group in northern Tunisia, "...the flowing of a mother's mitk and
her baby's evident thriving on it is a sign of baraka, a life sustaining force. When a mother transmits
this force, it is not only the nursling who prospers, but also everybody and everything pertaining to
the house" (Creyghton). Or in the words of a no-nonsense grandmother in Jigawa State, Nigeria:
"You see this breast, God did not give it to us as a decoration. So if any woman decides to give her
child infant formula, I think she is mad!"

Despite a very positive image of breastfeeding and high cultural acceptance in most countries,
exclusive breastfeeding for at least four months is rarely the norm because of another cultural norm --
supplementation. The pattern typical in many countries is that most women initiate breastfeeding but
then begin supplementation very early, suspend breastfeeding for solvable problems (e.g., perceived
insufficient milk or baby's illness), and terminate it if they become sick or pregnant. Women in many
cultures basically lack confidence in their ability to breastfeed in the face of many common obstacles
or to breastfeed without adding supplements in the first months, as illustrated in the examples below.

¢ Low-income mothers in Cairo perceive breastfeeding to require patience, time, and a sense
of responsibility. Thus, very young mothers are sometimes not expected to be able to
breastfeed because they lack the maturity and experience.

¢ Nicaraguan mothers normally breastfeed for six months or longer but begin supplementation
right after childbirth because they feel that their own poor diets make it impossible for their
breastmilk alone to be enough for the baby.

¢ Richer, more "modern" women in developing countries are more likely than their rural
counterparts to view breastfeeding negatively. In Cairo such women considered breastfeeding
to be "primitive,"animalistic," and "shameful," particularly in front of men (Hoodfar). (This
contrasts with the situation in the West, where more educated women are most likely to
breastfeed.)

¢ Many minority low-income mothers in the U.S. claimed that they had never seen a woman
breastfeeding and thought it would look "gross." They consider breasts to be sexual objects
that "belong to" a husband or boyfriend, not an infant. "They are not for baby to suck on.
It's perverted when you let a child suck your breast" (Bryant).
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Methodological Note. Program planners needs to explore broader concepts of world view and
social context that may help make sense of many disparate findings. Some of these broader
explanatory variables are the following:

4 Ethnophysiology: According to traditional beliefs, what is happening to a woman's body
during pregnancy and breastfeeding? How is breastmilk produced by the body?
Answering such questions may explain a relationship between blood and breastmilk, as
well as a symbolic meaning of breastmilk and breastfeeding.

¢ Images of breastfeeding: Do women and others consider breastfeeding to be a primitive
or modern behavior, beautiful and natural, or ugly and unpleasant? Is breastfeeding
normal for urban and educated mothers or for rural and uneducated ones?

¢ Fatalism: Are there attitudes of fatalism that lead to neglect or abandonment of certain
children?

2 Women's self-confidence and independence to make decisions: How do women and
society perceive women's ability to make decisions concerning diet, nutrition, seeking
health care, etc.? To what extent are women, particularly young women, considered
inexperienced and obedient to others' wishes?

¢ Cultural expectations for postparturm women. What is expected of them regarding work,
rest, diet, rituals, care of the infant?

¢ The culture of supplementation. In Latin America particularly, there appears to be a
culture of breastfeeding co-existing with a culture favorable to supplementation. It is
important to explore both traditional supplementation and the commercial, medical, and
other supports for modern supplementation.

It is also extremely important to understand if and how actual practices differ from local
perceptions of ideal feeding practices. If formative research describes what mothers do, but fails
to adequately define what they would do if conditions enabled them, it is not clear to what extent
mothers are doing what they want to do and to what extent they would modify their practices if
not for constraining circumstances such as the lack of money to buy powdered milk.

- One formative study reported that "mothers introduced other milks by the first month of life

because: they felt their breastmilk was not sufficient and the child cried for food..." The
statement does not tell us enough, since we do not know whether this means some mothers
introduced milks because they felt the quality or quantity of their own milk to be insufficient, or
whether it was because mothers believe that breastmilk alone will not nourish and satisfy an infant,
even if they themselves have plenty of milk. The converse would be a finding that the mother is
giving only breastmilk. But is this because she believes this is the best way to feed her child, or
is she doing this because she cannot afford formula which she thinks would really make her baby
healthy?

The distinction is important because the program implications are so different. If mothers'
concept of ideal is far from the optimal practice (as defined by current biomedical beliefs), then
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issues of knowledge and motivation must be addressed. If mothers want to breastfeed exclusively
but are encountering obstacles, then the specific problems and obstacles they identify must be
overcome. If mothers' practices are good, but mothers do not have confidence in them, then
encouragement and reinforcement are needed.

Another example of the problem of not taking perceived ideal feeding practices into account is
seen in a study of the impact of social support, which hypothesized that improved social support
would lead to increased exclusive breastfeeding, as other studies have shown. However, the
researchers failed to take into account what mothers considered ideal -- whether they were even
striving to breastfeed exclusively. Other studies had shown that mothers in this culture do not
believe that an infant can be well nourished on breastmilk alone. It was therefore likely that no
amount of help with cooking, going to the market, washing clothes, or other forms of social
support would make mothers suddenly begin to decide to cease giving supplementary feeds. It
will only enable them to move closer to their social norm, which is to supplement. Thus,
although the study could make conclusions about social support, it could not give new insights into
how to move mothers closer to optimal breastfeeding practices.

In formative research, one way to determine notions of ideal feeding is to find out what typical
liquids and foods are given to infants and to ask: "What is the best age to begin giving (milks,
porridge, etc.)?" This may not work well in areas where mothers are not time- and calendar-
oriented. If she says "five months," does she really have a five-month old in mind? One way to
find out concepts of ideal feeding in low-literate populations is to use photographs of well-
nourished and poorly nourished infants, and ask the mothers to tell you what each is being fed.
The photos should be of local children around four months of age. First ask the mother how old
she thinks the child is and how the child's health is, to be sure that she thinks the child is healthy
and 1s around four months of age. Then ask, "What is this child being fed?" Follow the same
procedure for the malnourished child. As a validation, you can also have photos of a well-off
mother and a poor mother, and ask what each is feeding her child of a certain age.

Other Key Concepts and Behaviors

Insufficient Milk

The etiology of insufficient milk can be biological or sociological/psychological, and most often
involves an interaction between the two. In fact, very few women are biologically incapable of
producing enough milk to exclusively breastfeed their infants for around six months. Even in
conditions of hardship, where maternal diets are marginal and work demands high, milk quantity
and quality remain satisfactory. It is only under conditions of extreme deprivation that lactation
capability becomes compromised and mothers' own nutritional stores begin to become depleted.

One of the most basic principles of breastfeeding is that the more the baby suckles, the more milk
the mother produces. If a breastfeeding mother begins to give supplementary liquids or foods,
stops night feeds, is separated from the infant for more than three to four hours at a time, or
routinely gives the infant a pacifier or any liquid in a bottle, then mother's milk supply will begin
to diminish, since demand has been diminished and the stimulus of sucking to milk production is
diminished. Thus behavioral factors induce biological changes. In other situations, anxiety or
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insecurity can lead mothers to interpret normal biological changes that take place in their breasts
or interpret normal behavior by the infant as indicative of insufficient milk.

In many countries, insufficient milk is the most commonly cited reason for beginning to give the
infant supplementary feeds or for terminating breastfeeding. Few cultures make the express link
between frequency of suckling and volume of milk, or if the link is made, the concept is not
applied. When a mother perceives her own milk supply to be dwindling, the most common
response is to decrease suckling to save milk, but the consequence is reduced milk production.
Health professionals themselves may encourage potentially harmful beliefs and practices.

Many cultures assume that larger breasts produce larger quantities of milk than small breasts, but
in Senegal it is thought that small breasts produce the best and most milk. Scientific evidence
does not support such beliefs.

As might be expected, the prevalence of perceptions of insufficient milk are more widespread in
some cultures than in others. In some societies normative feeding practices, particularly
premature supplementation, lead to a decrease in milk production. In societies undergoing
transition and stress, claims of milk insufficiency rise.

Perceptions of Milk Quality

The quality of maternal milk is remarkably resilient under a variety of conditions -- inadequate
diet, stress, illness. Studies indicate that milk in the mother never spoils, and expressed milk
remains safe to drink for at least six hours without refrigeration and at least 24 hours with
refrigeration.

In most cultures, mothers are concerned about the quality of their breastmilk, in part because of
the common belief that there is a direct, immediate link between maternal physical or emotional
status and quality of milk. In many cultures, it is believed that breastmilk, like other milks, can
turn sour or bad, either in the breast or if expressed.

Many cultures proscribe sexual relations for a woman who is lactating, believing that the sperm
enters the milk and causes illness in the child. There are a number of reports of beliefs that
physical exertion adversely affects milk, e.g. from Tunisia, Honduras, Indonesia, and Swaziland.

Mothers' psychological status is commonly believed to affect their milk quality and/or quantity.
Mothers in Rwanda speak often of securité morale, or emotional well-being, which is easily
disturbed by marital discord, often stemming from her husband's polygamy or consumption of
alcohol. Mothers in Cairo believe that grief causes "grief milk," which can cause diarrhea in the
nursling. Among many different types of breastmilk that traditional Bolivian mothers recognize
is "angry" milk produced by a mother who is upset. This milk is not considered good for the
baby. Similarly in Haiti, mothers who quarrel or become upset are believed to produce spoiled
milk.

In Kazakstan, mothers worry about the consistency and color of their milk and make judgments
whether it is "too thin" or "too fat." A mother who perceives her milk to be too thin will give
the young infant additional liquids or foods to assure adequate nutrition; a mother who believes
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her milk to be too fatty is likely to worry about her infant becoming constipated. One mother was
advised by health personnel to give her newborn an enema because, she reported, her fatty milk
was causing the infant to be constipated.

In many cultures, even in those that do not believe in spoiled milk, it is believed that some women
produce good milk and others do not. In Bolivia, there are "strong" and "weak" mothers whose
constitution naturally affects their milk. In Mali, "the quality of a woman's milk is considered
something intrinsic, not readily subject to change or alteration. If a woman decides she has 'bad’
milk, she may seeck medicine to make it better, wean the baby, or add formula or solids to the
baby's diet" (Dettwyler).

Breastfeeding Techniques

Improper breastfeeding techniques can lead to discomfort and early termination of breastfeeding.
Techniques include breast preparation, positioning, and whether one or both breasts are used.
Correct positioning aids in preventing cracked and sore nipples. The baby should be positioned
S0 that most of the areola (rather than just the nipple) is in the baby's mouth. Current medical
advice is that no special preparation of the breasts is needed, either during pregnancy or before
beginning a feed. Breast washing, particularly with soap, is not necessary and can lead to sore
or cracked nipples.

Problems of positioning are probably more frequently found in cultures not supportive of
breastfeeding, where breastfeeding must be taught.

Some MOHs recommend breast exercises and other breastfeeding preparation that are probably
unnecessary and may be harmful. Infant feeding recommendations from Moscow prescribe
thorough washing of breasts, chest, and upper arms, and application of antiseptic prior to each
breastfeed. In Kazakstan, which is only beginning to reassess Moscow guidelines, problems of
cracked and sore nipples are very common. Current health education materials in Nigeria
recommend that women wash their breasts with soap and water before breastfeeding, a
recommendation that may have emanated from health workers' strong concern that many women
carry dirty money in their brassiers.

In many Asian countries and parts of Africa, women feed predominantly from the right breast
because of a belief that "anything taken from the right is good" (e.g., in northern Nigeria), or that
one breast contains water or thin milk (e.g. in Java).

In Nigeria and other countries, mothers "force feed" thin gruels and other breastmilk supplements.
This may be a very ingrained practice but should be discouraged both because of the likely low-
calorie density of what is being fed and because the baby might choke.

Use of Non-Human Milks, Bottles and Pacifiers

Modern technology and marketing have created and popularized formula and bottles, which have
been so readily accepted by Western women, and therefore associated with sophistication and
modernity. Among poor families in developing country settings, the effects of bottle feeding are
devastating. Few families can afford to keep up formula feeding once it is started, resulting in
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over-dilution, which contributes to a calorie deficiency. At the same time, the mother's milk
production decreases. The lack of sufficient sanitary environment for mixing and administering
means that bottles become conduits for bacteria.

Even where few mothers can afford to purchase infant formula, it is important to investigate use
of feeding bottles, since mothers may use baby bottles to feed water, sugar water, or thin pap, a
practice that can lead to diarrhea and illness.

Where formula has made inroads, researchers need to investigate the extent of use of formula and
other fluids and bottles as well as how they are used: how are they mixed, what utensils are used,
how are they cleaned. In addition, it is important to investigate why they are used: the images
of bottles and formula, how they affect the baby's health and growth, what type of people use
them, what they offer that breastmilk does not, what are the cues that an infant "needs" formula.

Infants fed animal milk may become fatter earlier than those who are breastfed, and in many
cultures fat babies are valued. Frequently, formulas or other forms of milk are thought to serve
differing growth and nutrition purposes. For example, in Honduras "Mothers do not think of
choosing between breastmilk and a powder; the two are viewed as distinct foods with distinct
properties, effects, advantages, and disadvantages....The breastfed infant is thought to be more
active and less chubby than the bottlefed baby, and although a baby's good health is greatly
valued, the cultural ideal is a chubby, undemanding baby" (O'Gara and Kendall). In Pakistan
the healthiest children are thought to be those who consume both breastmilk (for inner strength)
and bottle milk (for outer plumpness). In both Yoruba and Hausa areas of Nigeria, however,
breastfed babies are thought to be active and robust (ideal qualities), while babies fed on formula
are thought to act like animals (an idea people claim they heard from health workers).

In places where breastfeeding is thought to drain the mother or ruin her figure, bottles provide a
convenient alternative. The study of breastfeeding in Pakistan found that mothers who bottle feed
are thought to be beautiful and fresh and that breastfeeding is believed to make the mother thin
and malnourished. Concemn over sagging breasts (called "slippers" in Nigeria) is more prevalent
in Western societies or those that emphasize the sexual value of the breast. In contrast to most
cultures, the rural Pedi in South Africa consider droopy breasts to be desirable.

Other sociological factors that might affect the decision to give non-human milk should also be
explored. Certainly bottles afford a measure of independence from the infant, which can be
necessary for women who work outside the home. Although expressed milk can be left for the
child, unless the mother is convinced of the superiority of breastmilk and is willing to expend the
effort, using purchased substitutes (if affordable) will be seen as the preferable solution. As noted
earlier, expressing milk is taboo in some cultures.

Breastfeeding and Fertility

Lactational amenorrhea is a major health benefit of full or exclusive breastfeeding and a major
contributor to lengthening inter-pregnancy intervals in many countries. A consensus supported
by the World Health Organization (WHO) states that the lactational amenorrhea method (LAM)
of family planning -- which requires that a women be fully or exclusively breastfeeding, within the
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Jirst six months of delivery, and amenorrheic -- is over 95% effective in preventing contraception.

Persons planning efforts to promote improved breastfeeding practices should learn from mothers
and influencers the degree to which the contraceptive effects of breastfeeding can serve as a
motivation to women moving closer to exclusive breastfeeding for six months. Persons focusing
on birth spacing or family planning need to gauge mothers' and influencers' understanding and
ability to meet the LAM criteria -- for example, whether people are calendar- and time-literate,
the degree to which women are already fully or exclusively breastfeeding, and the major reasons
why more are not, women's attitudes towards amenorrhea, etc. Appendix C contains a generic
set of research questions concerning LAM.

Planners also need to examine MOH norms concerning breastfeeding and use of contraceptives,
since in some countries breastfeeding women are not permitted to start a contraceptive until they
stop breastfeeding. In this situation, some women may stop breastfeeding early so they can start
using contraception, and others become pregnant during weaning, which often triggers abrupt
cessation of breastfeeding. Where such norms exist, programs should strive to have them
changed, so that safe contraceptive methods are available to more breastfeeding women.

Other aspects of breastfeeding and fertility -- particularly taboos against sexual intercourse while
the woman is breastfeeding and cessation of breastfeeding because of a new pregnancy -- are
discussed elsewhere in this chapter.

Mothers' Diet and Rest during Pregnancy and Lactation

All but the most malnourished mothers can breastfeed successfully, and as long as they have
sufficient time between pregnancies, mothers can usually recover from dietary stress caused by
lactation. Nonetheless, it is important that formative research on breastfeeding cover maternal
nutrition during pregnancy and lactation, first because of the many direct and indirect effects of
maternal nutrition on maternal and newborn health, and second, because often mothers themselves
are quite concerned with their diets during lactation, believing that a poor diet greatly affects their
ability to breastfeed.

In some cultures, pregnant women gain minimal if any weight (because of fear of having a large
baby, difficult delivery, and/or lack of food for the family and detrimental intra-family food
distribution). The main public health concern is low birth weight newborns with all the associated
risks. There is also concern with micronutrients during pregnancy (iron, iodine, vitamin A), a
significant shortage of which can directly affect mothers' or babies’ health.

Different foods may traditionally be thought to favor or hinder success in pregnancy or lactation,
or be thought to pass on particular attributes to the child. Program planner need to learn what
these foods are and why they are favored or avoided. How much is consumed? Do most people
share these practices or only a minority? Who provides special foods? In many places, men
purchase formula in the belief that they are contributing to their infant's welfare. It may be
possible to promote more beneficial foods for mothers and weaning-age babies and link them to
a man's responsibility.
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In many places it is believed that beer aids lactation. In Rwanda, lactating mothers drink beer to
increase milk production and dull postnatal pains; they avoid drinking water in the belief that it
dilutes their breastmilk. This belief, plus the hot climate, may result in milk production being
compromised by some level of dehydration, unless fluids are obtained by some other means.

In most societies, newly delivered mothers are afforded a period of special treatment. This
usually involves some respite from work and possibly special foods and treatments. In many
cultures, once the baby is born, especially during the first 40 days, mothers are given many extra
and special foods so they can breastfeed well. In some societies, men may assist in providing
special foods during the immediate postpartum period.

What are beliefs about women's need for rest in late pregnancy and after delivery? Often rest is
culturally prescribed but not actually taken for more than a day or two, given continued need for
family care. Some cultures do not value postpartum rest, as in India, where doing such work as
grinding grain is believed to strengthen a woman and make it easier for her to expel the blood
from childbirth. In other cases, women do get a period of rest, sometimes in a special room or
in her mother's house. In these situations, the mother has a better chance to recuperate and to
feed as frequently as the neonate requires.

Social Support

Formative research must investigate the role of social support for breastfeeding. Such support
usually takes the form of acknowledgement by family and friends of the importance of
breastfeeding and actions that enable the mother to do it. Social support may be most important
where women see breastfeeding as a choice that competes with other acceptable alternatives, or
in cases such as Brazil a decade ago, where breastfeeding mothers felt alone and "stressed.” In
these situations, support enables a woman to carry out a choice that is viewed as the "right" one,
but more difficult than the alternatives.

In more traditional societies where breastfeeding is the assumed feeding mode, mothers also need
different types of social support. Mothers' behavior is culturally sanctioned and accepted, and
they encounter little in the way of limitations on the time and place that breastfeeding can occur
(in northern Nigeria, however, mothers are expected to stay at home to breastfeed, trying to avoid
doing so in public). However, even in favorable environments for breastfeeding, women must
often take it on in addition to already heavy work responsibilities, combined with poor diets and
inadequate rest. They would certainly benefit from community acknowledgement of their sitnation
and more direct forms of support.

Roles of Family Members

Various aspects of men's behavior affects the community environment for breastfeeding. In a
number of countries, mothers say that if a husband drinks, is violent, or otherwise causes stress,
his behavior interferes with a woman's ability to produce milk. A biological explanation may,
in fact, exist, since stress can interfere with the let-down reflex. Among the Xhosa people in
South Africa, there is a prohibition against sexual intercourse for women who are lactating. But
many men are migrant laborers who demand sexual relations when they reéturn home. So one
solution is to stop breastfeeding and bottle feed the baby. Some Hausa fathers are so concerned
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about the possibility of their wives breastfeeding in public that they say they would prefer that
bottles be used to avoid this.

In many cultures, although men may actually do few of the tasks required for feeding and care
of young children, men do feel a strong responsibility for and pride (or shame) in their children's
health and well-being. (In Indonesia and elsewhere, men consider themselves responsible for their
children's "moral" upbringing.) Research can explore men's roles and values to find motivations
for men to support their wives and also opportunities to expand on men's traditional roles and
responsibilities.

Investigations can explore opportunities to reinforce or build on customs likely to benefit child
health. Are there specific culturally acceptable things a father can do to support mothers' rest
time? Can manhood be associated with following this tradition? Where men give priority to the
welfare of their children over that of their spouses, this appeal for assistance can be made on
behalf of the children. It is also important to find out what knowledge men have and what else
they need to know. What is their level of interest in learning? What opportunities exist for giving
men basic information about infant feeding, especially to know about the importance of exclusive
breastfeeding?

In many cultures, babies' grandmothers may have a very great influence over mothers'
breastfeeding and child feeding practices, actually taking over feeding responsibilities if the
mother is separated from the baby because of work outside the home. Clearly, formative research
must explore the extent and nature of older women's influence.

Where TBAs attend many deliveries and/or assist with immediate postpartum care, their influence
must also be assessed. In general, TBAs are influential concerning initiation of breastfeeding,
feeding of prelacteals or colostrum, and postpartum rituals, but are not concerned with child
feeding after the first few days. TBAs often hold and advocate traditional beliefs and practices
different from those felt to be best for the newborn from the Western, scientific point of view.

The Role of Health Professionals and Health Institutions

Although the role and influence of health professionals varies considerably in different countries,
their views and practices should always be included in formative research on breastfeeding,
particularly where a substantial portion visit health professionals for prenatal, delivery, or
postpartum care. Unless they have been trained on breastfeeding, health professionals' technical
knowledge of breastfeeding and knowledge of women's views and experiences regarding
breastfeeding are likely to be quite limited. The description of the doctors' role in Brazil (from
Mattai) is typical: .

"Though he is aware that breastmilk is best, he provides confusing

or no advice to the mother, and acquiesces too easily in prescribing

substitutes -- a result of faulty academic preparation, intensive

formula promotion by industry, and the absence of any advocacy in

favour of breastfeeding. He has tremendous influence on the

mother, the family/community, the health system, official groups,

hospitals, and industry."
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In Rwanda, where traditional breastfeeding beliefs and practices are close to ideal, it is health
providers who are undermining these practices by introducing ideas of insufficient milk and
recommendations to give artificial milk. The national study in Pakistan likewise found that
doctors had a tremendous negative influence on women's following optimal breastfeeding
practices. Guided by the findings of formative research, most program strategies should include
training and communication activities for health professionals.

Particularly in countries where many births occur in institutions, the norms and practices related
to initiating breastfeeding must be included in the research. To what extent do health institutions
follow WHO/United Nations Children’s Fund’s (UNICEF) Ten Steps to Successful Breastfeeding
in maternities (have a written breastfeeding policy, train all health care staff in necessary skills,
inform all pregnant women, initiate breastfeeding within a half hour, show mothers how to
breastfeed, give newborns no other food or drink, practice rooming-in, encou