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Abstract

Breastfeeding has been accepted as the most vital
intervention for reducing infant mortality and
ensuring optimal growth and development of
children. Breastfeeding is also considered as the
most economical and easily accessible complete
nutrition for every new born child". Poor breastfeeding
practices are widespread. It is estimated that
sub-optimal breastfeeding, especially non-exclusive
breastfeeding in the first 6 months of life, results in
1.4 million deaths and 10% of the disease burden in
children younger than 5 years of agez.

Reviews of studies from developing countries
showed that infants who were not breast fed were 6
to 10 times more likely to die in the first months of
life than infants who are breast fed’. The World
Health Organization has stated that in 2000, only
16% of mothers in Pakistan exclusively breast feed
for a period of three months, as compared to other
developing countries where the ratio is higher like
Bangladesh (46%), India (37%), and Sri Lanka
(84%)4. More than 15% of 24 lakh child deaths could
be averted in India by optimal breastfeeding
practicess. The key to successful breastfeeding is
Information, Education and Communication (IEC)
strategies aimed at behavior changee.

The World Health Organization (WHO) and United
Nations Children’s Fund (UNICEF) strongly recommends
exclusive breastfeeding (EBF) for the first six months
of life’. Variables that may influence breastfeeding
include race, maternal age, maternal employment,
level of education of parents, socio-economic status,
insufficient milk supply, infant health problems,
method of delivery, maternal interest and other related

related factors™. Over the last decade, overwhelming
scientific evidence supporting the integral role of
breastfeeding in the survival, growth and development
of a child, as well as the health and well-being of a
mother has come to Iightw. Different studies were
designed at national and international level to
explore the knowledge, attitude and practices (kap)
towards breastfeeding among postnatal mothers and
factors that determine them'.

Knowledge, attitude and practice

In different studies, knowledge of breastfeeding were
assessed among mothers by asking multiple
questions regarding onset and duration of breastfeeding,
advantage and disadvantage of breast milk or colostrum,
problems regarding breastfeeding etc. Plans to attend
classes related to breastfeeding during pregnancy,
driving force for starting breastfeeding and self-image
of the participants were the main questions addressing
attitude in different studies. Practices were assessed
in almost all the studies by observing the number of
participants who breastfed exclusively or stopped
breastfeeding early or delivered formula feed in spite
of breast milk etc.

Exclusive breastfeeding

According to the World Health Organization (WHO),
“Exclusive breastfeeding means that the infant
receives only breast milk. No other liquids or solids
are given — not even water — with the exception of
oral rehydration solution, or drops/syrups of vitamins,
minerals or medicines".” To enable mothers to
establish and sustain exclusive breastfeeding for six
months, the WHO and the United Nations Children's
Emergency Fund (UNICEF) recommend:
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e “Initiation of breastfeeding within the first hour of life;
e Exclusive breastfeeding - that is, the infant only
receives breast milk without any additional food or
drink, not even water;

e Breastfeeding on demand - that is, as often as the
child wants, day and night;

e No use of bottles, teats or pacifiers12.”

Advantage of breastfeeding for children

The WHO recommends that for the first six months
of life, infants should be exclusively breastfed to
achieve optimal growth, development and health.
Thereafter, infants should receive nutritionally
adequate and safe complementary foods, while
continuing to breast feed for up to two years or
more™*™. Optimal breastfeeding of infants under one
year could prevent around a million deaths of
children under-five in the developing world™.

Breast milk is cheap, clean, accessible, safe and
contains antibodies that help protect infants and boost
immunity. Consequently, breastfeeding contributes to
protect infants from common childhood illnesses
such as diarrhea and pneumonia, the two primary
causes of child mortality worldwide’. Breastfeeding
is also associated with a reduced risk of otitis media,
sudden infant death syndrome, necrotizing enterocolitis,
obesity, and hypertension16. Breastfeeding lowers
the risk of allergic disease and protects against
chronic diseases like bronchial asthma, inflammatory
bowel disease,childhood cancer etc' . Beyond the
immediate benefits for children, breastfeeding
contributes to a lifetime of good health. It has been
demonstrated that adults who were breast fed as
infants have better blood pressure and cholesterol
profiles, in addition to lower weights and incidence
of type-2 diabetes. There is evidence that people who

were breastfed perform better on intelligence tests'".

Advantage of breastfeeding for mother

For the mother, breastfeeding is economical; breast
milk is always available, clean and at the right
temperature. Breastfeeding also delays the return of
fertility and reduces the risk of developing breast
and ovarian cancers'’. Breastfeeding has also been
shown to develop mother-infant bonding amongst
other benefits. Lack of breastfeeding increases risk
of ovarian and breast cancer, osteoporosis and UTI
to mother™.

JAFMC Bangladesh. Vol 11, No 2 (December) 2015

BMS Code: International Code of BMS

The International Code of Marketing of Breast-milk
Substitutes was adopted in May 1981 by the Health
assembly of WHO and UNICEF. It sets standards for
health care systems, health care workers, and
formula distributors regarding the promotion of
formula in comparison to breast feedingzo.

The International Code of Marketing of BMS
Code prohibits violations in terms of:

* Advertisement of BMS

» Commercial promotion in health facility

» Company contact with mothers

* Donation of product to health facility include teats and bottles
* Free samples

* Gift to mothers

* Gift to health workers

* Inadequate labeling

* Promotion in shops and sponsorship

BMS Law Bangladesh 2013

Name of the act- The Breast-milk Substitutes, Infant
Foods, Commercially Manufactured Complementary
Foods and the Accessories there of (Regulation of
Marketing) Act, 2013. Enacted in- 22nd September,
2013. Bangladesh enacted its first ever law regarding
breast milk substitutes (BMS) to protect and promote
the breast feeding of children almost 30 years ago.
The ordinance was named “Breast Milk Substitutes
(Regulation of Marketing) Ordinance, 1984.” In 2013
Bangladesh Government has come up with a stricter
act abolishing the previous ordinance”.

Status of breast feeding-International perspective
Rate of breast feeding: Multiple studies were
conducted in different parts of the world to assess
knowledge, practice and attitude of breast feeding
among different types of people. Breastfeeding rates
vary in different countries™. Globally the prevalence
of exclusive breastfeeding in developing countries”
increased from 33% in 1995 to 39% in 2010.

Initiation and duration of breast feeding: The
knowledge regarding time of initiation of breastfeeding,
colostrum feeding, duration of exclusive breastfeeding,
expressed breast milk and continuation of breastfeeding
in sick baby is very poor in India’. Poverty and
ignorance are the main reasons for poor breast
feeding practice, which is one of the major causes of
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malnutrition among infants®. In another study.
Jordanian women had a positive attitude regarding
breastfeeding but work place and short maternity
leaves had a negative impact on breastfeedingzs. A
large number of mothers are not practicing exclusive
breastfeeding in rural Jamaica. The impact of
knowledge about and attitude toward breastfeeding
on the duration of exclusive breastfeeding is also
poorly understood®.

Trends in breast feeding differ among African
countries. For example, while only 37% of all infants
in Mozambique younger than six months are
exclusively breastfed, breastfeeding has been found
to be universal in Zambia, and almost every child is
breastfed after birth”**. In many African societies,
exclusive breastfeeding is influenced by various
socio-economic, cultural and biological factors. In
Malawi and Mozambique, in addition to breastfeeding,
most women start practising mixed feeding, including
the introduction of water, traditional medicines and
porridge to their babies diets, before they reach six
months of agems. Another study in Nigeria, dicovered
that no baby was exclusively breastfed and prelacteal
feeds ranging from water, formula or herbal tea were
given by all the mothers™.

While assessing the level of knowledge, attitude and
practices (KAP) of breastfeeding among working
mother, a study in Malaysia revealed that knowledge
and positive attitude alone is insufficient in promoting
exclusive breastfeeding. Short duration of maternity-
leave (2 months in Malaysia) restrain mothers from
exclusive breast feeding. However, most of them still
believed that plain water could prevent dehydration
and breastfeeding is not a popular method of family
planningso.

The breastfeeding initiation rate within the first 48
hours, was found to be 100% among female high
school teachers and health care workers of Saudi
Arabia'®"®. The data in various studies of India”
shows that initiation rates vary from 16 to 54.5%.
But sustained exclusive breastfeeding up to six
months was present in only 8.3% of participants
reported by Al-Binali' which was higher than US
studies and lower than a Ugandan study (49.8%)
and another Saudi study (15.9%)18’32. The most
common reason for early stopping of breastfeeding
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(within 1 year) was insufficiency of breast milk
described in a Saudi study which is similar to other
19183 Breast milk insufficiency, adverse work
related issues and a high percentage of babies
receiving readymade liquid formula while still in
hospital were the main reasons for the very low rate
of exclusive breastfeeding among female school
teachers in Saudi Arabia reported by Al-Binali™.

Knowledge of health care workers: The knowledge
and the attitudes of medical and paramedical
personnel working in urban and rural health centers
can greatly affect breastfeeding practice. A Nigerian
study illustrates substantial and unacceptable
knowledge gaps among frontline cadres of health
workers'. Similar knowledge gap has been identified
by Sadoh et al in their study of medical women’s
breastfeeding practices“. In one study, women in
Malawi seemed less knowledgeable about proper
breastfeeding practices largely as a result of poor
quality of counselling from hospital staff®. A cross
sectional survey of medical students from first year
to final year at a private medical college in Pakistan
showed inadequate knowledge of the students
regarding initiation and duration of breastfeeding“.

Despite the numerous advantages of breastfeeding,
very few health workers in Nigeria are aware of
important benefits like encouraging bonding between
mother and child, the benefit as a means of family
planning, rather some implicates breastfeeding as a
cause of diarrheal disease. This is a critical finding
given that this erroneous belief could lead to
dangerous misinformation and counseling of
breastfeeding mothers"’. In an Indian study, it was
seen that the knowledge about benefits and
technique of expressed breastmilk was very low.
Taking into account the increasing proportion of
working mothers, this is a very essential element,
which needs to be taught to expectant and postnatal
mothers by health care workers'.

Relation with maternal socio-demography: Higher
breastfeeding scores correlated with higher maternal
age in an Indian study1. Similar finding has been
reported in many other studies™". In Jordan less-
educated women were more likely to breastfeed than
women with higher education levels. In contrast, a
positive association was found between breastfeeding
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and maternal education status in Western
communities and developed countries™. In a
Nigerian study, giving colostrum to babies was seen
more amongst mothers with higher levels of
education but exclusive breastfeeding were not
influenced by the mother's level of education’’. In an
Indian study, higher socio-economic status and
maternal occupation with professionals correlated
with better breastfeeding scores. But this could be
because of the educational status of the mothers
from higher socio economic class’.

Delivery of colostrum: The unique nutritional and
antibody properties of colostrum and the disadvantages
to those infants not fed with colostrum are now well
recognized and documented. But many mothers do
not know about the advantage of delivering colostrum
to the newborn®. Some medical students are even
not aware of its benefit rather they think colostrum to
be harmful for the baby4. There is also practice of
discarding colostrum and replacing it with a wide
range of pre-lacteal feeds and late initiation of
breastfeeding". This finding was contrary to what
was reported by Al-Jassir et al. in 2006, where very
few mothers claimed ignorance of the benefits of
colostrum™.

Status of breast feeding-Bangladesh perspective
Breastfeeding is the fundamental component of the
child-survival strategy“. It has been estimated that
13% under five children deaths could be reduced
each year if babies were exclusively breastfed for
the first six months followed by appropriate
complementary feeding at least in the first year of
life*. In Bangladesh, studies have focused on
protective effect of exclusive breastfeeding against
most causal agents of diarrhoea mostly due to
cholera and shigellosis‘u’44

Although Bangladesh is traditionally regarded as a
country with widespread breastfeeding, the practice
continues to be improper as different studies
observed®. The rate of exclusive breast feeding is
also very low in this country“. Exclusive
breastfeeding in Bangladesh was 63.50 in 2011,
according to the World Bank®. Some major
problems with breast-feeding were identified in a
study, regarding exclusive breast feeding, colostrum
rejection, initiation of breastfeeding and universal
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introduction of pre-lacteal feeds”. As many as 41%
of infants aged over six months are fed virtually
nothing else but breast milk until the age of two
years. Bottle feeding is prevalent mainly in the urban
areas”. One study showed that older women
breastfed for a longer duration than their younger
counterparts“. Another study did not find any
significant effect of age on the duration of
breastfeeding“. Exclusively breastfeeding practice
was significantly more among the illiterate mothers
in a study, whereas duration of breastfeeding was
negatively associated with educational level of
mothers in some other studies™ . Poor institutional
faccilities reduce the rate of exclusive breast feeding
by working mothers™. Repeated and organized
breast-feeding counselling had a positive impact on
exclusive breast-feeding including colostrum feeding,
starting complementary feeding and breast feeding
during illness like childhood diarrhoea and AR,
described in a study conducted in Bangladesh‘“.
Another study showed that, hospital based counseling
and campaign cannot ensure exclusive breastfeeding
due to delivery of newborns mostly at home™,

The child health indicators of Bangladesh are
satisfactory in comparison to other South Asian
countries. Multiple child health satisfactory programs
have been implemented to improve child health and
some indicators have shown progress. The infant
mortality rate has been brought down to 32 in 1000
live births, however, malnutrition in children under
five is still high for many years“. With this situation
of malnutrition and infant mortality rate in
Bangladesh, all possible measures should be taken
to support and promote breast-feeding.

Breastfeeding in HIV infection

In the past few decades, HIV infection became a
major challenge for breastfeeding counseling. In
African countries, mothers and family members
were not allowing breast feeding to newborns and
was under much psychological burden. There was
critical lack of knowledge amongst health care staff
on the transmission of HIV infection from mother to
child through breastfeeding”. However, the World
Health Organization (WHQO) issued guidelines to
help health workers with infant feeding counseling in
the context of HIV. Current guidelines advocate that
mothers should exclusively breastfeed their infants
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for the first six months of life, introducing appropriate
complementary foods thereafter, and continue
breastfeeding for the first 12 months of life®.
Furthermore, guidelines indicate that prophylactic
antiretroviral (ARV) drugs during the breastfeeding
period greatly reduce the risk of HIV transmission
from mother to infant".

Difficulties regarding breast feeding

Various forms of difficulties were found for
hampering successful breast feeding practices in
different studies.

Delayed initiation of breast feeding:

e Misconception and inadequate knowledge level
regarding colostrum delays breast feeding1. There is
also adequate lack of motivation.

e The other reasons are unusual tiredness to sit up
and feed or excessive sleepiness of the baby. But it
reflected inadequate motivation of mothers for
initiating breastfeeding within one hour of birth.

e One of the major reasons for the delay is sickness
of the preterm child and longer staying in tertiary
care institute.

e Another reason was that there was delay in
shifting from labour room'.

Problem with working mother:

e Mother’s employment, unfriendly hospital environment
and adverse work related issues act as barriers of
breast feeding practice despite knowing benefits of
breastfeeding. )

e Lack of child care facilities at or near the
workplace, rigid time schedules that do not allow for
nursing breaks, lack of facilities providing privacy for
breast-pumping and absence of facilities for
refrigeration of pumped breast milk are important
factors that affect breastfeeding prevalence among

. 18,34
working mothers

Maternal illness
e Anemia, stress, and change in lifestyle were
mentioned as negative impacts of breastfeeding, on
the mother in a Nigerian study, which emphasized
requirement of adequate support to overcome
stressful changes.
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e Breast trauma can be a painful experience for the
breastfeeding mother, as well as mental retardation,
failure to thrive, and diarrheal disease as disadvantages
of breastfeeding.

e Women who had caesarean delivery were more
likely not to practice full breastfeeding compared to
those who had vaginal delivery, found in a study

. 17,25
placed in Jordan .

Impression of inadequate milk production

e Occasionally healthcare providers promote the
idea of ‘insufficient milk’ and encourage women to
bottle feed.

e Health care providers often have insufficient skills
to offer remedies to deal with breastfeeding
problems such as painful or cracked nipples,
inflammation or perceived insufficient milk production
which often leaves mothers frustrated and leads
them to introduce mixed feeding.

e Studies throughout the world have identified that

concern about milk supply is the most common
. . . 27,37,51

reason women give for stopping breastfeeding .

Availability of formula feed

e An alarming finding of a high percentage of babies
receiving readymade liquid formula while still in
hospital, were brought out by a study conducted by
Al-Binali.

e Advertisement of breast milk substitutes and
ignorance were shown to hinder the optimal practice of
breast feeding in different studies. Family pressures
and grandparents lack of information on and support
for EBF have been also reported as a significant
barrier to the continuation of breastfeeding and
initiation of formula feeding18‘19’34.

Cultural and traditional misbelief
e In African countries specifically in the rural parts,
women has a stronger belief in ‘bad’ milk and are
less educated about infant feeding, most likely as a
result of poor access to health care.

e The strong role of the extended family in decision
making concerning infant feeding, social stigma and
inadequate health education provided by health
personnel influence on optimal breastfeeding practices
and remedies.




e Fear about the change of breast physiology and
sagging of breast resulting from breastfeeding, act
as a disadvantage to breastfeedingm’".

Ten Steps to Successful Breastfeedingssz According to
guideline of WHO and UNICEF, every facility providing
maternity services and care for newborn infants should:

1. Have a written breastfeeding policy that is
routinely communicated to all health care staff.

2. Train all health care staff in skills necessary to
implement this policy.

3. Inform all pregnant women about the benefits and
management of breastfeeding.

4. Help mothers initiate breastfeeding within half an
hour of birth.

5. Show mothers how to breastfeed, and how to
maintain lactation even if they should be separated
from their infants.

6. Give newborn infants no food or drink other than
breast milk, unless medically indicated.

7. Practise rooming-in that is allow mothers and
infants to remain together - 24 hours a day.

8. Encourage breastfeeding on demand.

9. Give no artificial teats or pacifiers (also called
dummies or soothers) to breastfeeding infants.

10. Foster the establishment of breastfeeding
support groups and refer mothers to them on
discharge from the hospital or clinic.

Recommendations

Health care professionals can play a vital role in
promoting breast-feeding among infants. Studies
from different countries have shown that although
health professionals had a positive attitude towards
breastfeeding but their knowledge was inadequateZS.

e All Governments should develop and implement a
comprehensive policy on infant and young child
feeding, in the context of national policies for nutrition,
child and reproductive health and poverty reduction’.

e Support and counseling by health care workers
should be available routinely during ante-natal care,
to prepare mothers; at the time of birth to help them
initiate breastfeeding; and in the postnatal period to
ensure that breastfeeding is fully established"".

Audio visual aids can be provided.
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e Medical students, the future physicians will be the
first line in dealing with mothers and breastfeeding
related problems. The medical curriculum should lay
emphasis on counseling regarding maternal and
child nutrition*.

e Intensive efforts need to be put for the timely
initiation of breastfeeding preferably within the
labour room itself if there is delay in shifting and the
importance of early initiation of breastfeeding needs
to be1 stressed to the mothers in the antenatal period
itself .

e Donor expressed breast milk practice should be
encouraged for short term in hospitalized patients‘“.

e Mothers need to know how to express their milk
so that they can continue to feed their babies and
keep up their milk supply if they are separated from
their baby'.

e Governments should review progress in national
implementation of the International Code of Marketing
of Breast Milk Substitutes, and consider new legislation
or additional measures as needed to protect families
from adverse commercial influences” .

elt is speculated that adopting facilitatory measures
at hospitals and work place could increase the rate
of full breastfeeding. Consideration should be given
to provide privacy to nurse mothers in both working
and public placeszs.

e Governmental policies regarding longer leave for
new mothers and child care centers inside large
. . . . 30
institutions should be considered™.

e Education for women regarding the need for
colostrum and education regarding ways of successful
breastfeeding can be valuable in decreasing concern
about milk supply. The education should be started
in antenatal period as well as peer counseling is
also recommended’.

e Breastfeeding should be linked to public health
education for the whole community. Work place
breastfeeding policy and lactation rooms are the
most acceptable modes for promoting breastfeeding4.

e Furthermore, interventions need to be scaled up to
empower HIV positive women to practice EBF and
to educate family members in conjunction with
mothers about the benefits of EBF™.




Conclusion

Breastfeeding is of extreme importance for safe-
guarding health and welfare of the growing infant
and this practice must be preserved, protected and
promoted by all means. The quality of knowledge
and support has a crucial role in the success of
breastfeeding promotion. It is well documented that the
knowledge and attitude of mothers, family members
and healthcare workers towards breastfeeding is far
from satisfactory. It is of utmost public health importance
that optimal breastfeeding practices, particularly
EBF, are encouraged to practice in order to promote
the growth, survival and health of children. To ensure
exclusive breast feeding government of Bangladesh
already extended the maternity leave upto 6 months
so that all the serving mother can give exclusive breast
feeding to their babies. Counseling of mothers on EBF
needs to be improved and healthcare workers need to
be better trained to provide counseling services.
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