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Support to the  mother –
critical factor for  infant survival 
and growth

It has long been known that pregnant and lactating women are 
nutritionally vulnerable as  they have to meet their nutritional needs 
and nutritional  needs  of the growing fetus and breast fed child. 
Traditionally  family  and community  support   ensured  that  their    
nutritional needs are met and  both mother and the child  did not 
suffer adverse consequences of  nutritional deprivation.  Available 
data  from   the  National Nutrition Monitoring Bureau have shown 
that perhaps these traditional support systems are no  longer strong. 
Over the  last four decades dietary intake in women have remained 
well below RDA.  There is no increase in   dietary intake during 
pregnancy or lactation (Figure1 ). About one third of women are 
undernourished ( BMI<-2SD ); in them weight gain during pregnancy 
is only about 7 kg; over 80% of them are anaemic.(1) Screening for  
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low weight gain or anaemia and appropriate management have not  
been operationalised at primary health  care  settings(2,3). Maternal 
undernutrition and anaemia continue to be major causes  of low  
birthweight which has remained unaltered at 30% over the last six 
decades(4).  
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It is a matter of great pleasure that Solution Exchange in collaboration 
with WHO-India is bringing out an informative newsletter during the World 
Breastfeeding Week (1-7 August) this year to re-emphasize key issues 
related to breastfeeding.

Breastfeeding is an unequalled way of providing ideal food for the healthy 
growth and development of infants; it is also an integral part of the 
reproductive process with important implications for the health of the 
mother. Therefore, all infants must receive the benefits of early initiation 
of breastfeeding (with in one hour of birth) and exclusive breastfeeding 
for first 6 months of life. Therefore, infants should receive appropriate 
complementary foods with continued breastfeeding up to 2 years of age 
or beyond.

While breastfeeding is a natural act, it is also a learned behavior. Mothers 
and other caregivers require active support from the health care systems, 
families and the community for establishing and sustaining appropriate 
breastfeeding practices. The newsletter brings different views on several key 
issues related to promoting, protecting and supporting breastfeeding from 
experts in the field, I hope that this would contribute further to the efforts 
in improving the situation of breastfeeding in the country. We commend 
the Experts for their fine contributions, and also acknoledge the technical 
support provided by Dr. Shariqua Yunus and Dr. Rajesh Mehta of WHO-
India and the Solution Exchange for putting this newsletter together.

Best wishes.

Dr. Paramita Sudharto
Public Health Administrator

August 2008

WHO Country Office for India Solution Exchange for The MCH Community in India
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Breastfeeding
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In order to give a good start to the infant, every efforts should  be 
made by  the  family,  community, health and ICDS  services to 
provide support and care to the pregnant woman so that  there  is  
improvement in  birthweight. Universal good quality   antenatal care   
through convergence between ICDS and NRHM, should ensure that  
l all pregnant women are weighed  and given advise regarding 

diet and physical activity  based on their nutritional status; those 
weighing < 45 kg and show  poor weight gain should be advised to 
increase   dietary intake and/or reduce physical activity. If needed 
they  can be provided monthly food grain supplements, so that 
they can consistently improve food intake throughout pregnancy,

l all pregnant women are screened for anaemia  and treated 
appropriately 

l good quality antenatal  care is provided to all  for detection   and 
treatment of antenatal problems.

If this were done, there will  be  progressive reduction moderate 
under-nutrition and anaemia in and some improvement in birth weight 
of the   offspring. 
 
Support  for Breast feeding  mother 
Global  and Indian data exist to show that  breast feeding promotes 
infant survival  and  growth,  protects the infant against  infections; 
the  mother   gets some protection from  next pregnancy . However 
globally  and in India,  women  have not  been able to take full 
advantage of this  natures  gift. All National surveys (surveys done 
by National Nutrition Monitoring Bureau1, National Family Health  
Surveys2  and District Level Household  Surveys3)    have shown that in 
India, steps taken for the protection and promotion of breast-feeding 
from the nineteen seventies have been effective; breast-feeding is 
almost universal and  the mean duration of lactation is over two years. 
However, the message that exclusive breast-feeding up to six months 
and gradual introduction of semisolids from six months are critical 
for the promotion of growth  and prevention of undernutrition in 
infancy has not been as effectively communicated. Exclusive breast-
feeding among infants in the age group of 0-6 months continues to be 
low.  Inspite of the all IEC efforts on the need for timely introduction 
of appropriate complementary foodin adequate  quantities , only about 
half the children in the age group of 6-9 months receive semisolid 
food. As a result undernutrition rates continue to be high in the 0-3 
year age group ( Figure-2) .

Analysis of data from District Level Household Survey regarding 
prevalence of undernutrition (weight for age WHO 2006 standards) 
in relation to age  (Figure 3 and 4 )  provides  useful insights on the 
effect of  feeding and caring practices on undernutrition rates. Most 
women exclusively breast feed in the first three months. Exclusive 
breast feeding provides adequate nutrients, prevents infection and  
promotes normal growth. As a result prevalence of under-weight in 
first three months is 30% (same as low birth weight prevalence). After 
3 months underweight rate rises – due to early introduction of milk 
supplements and higher morbidity rates due to infections. Between 

6 and 11 months underweight rate further rises to 45% - partly due 
to inadequate complementary feeding and partly due to increase in 
morbidity due to infections. Progressive increase in the underweight 
rates in 12 to 17 months of age is attributable to decreasing breast 
milk intake and inadequate intake of family food.  The further rise in 
undernutrition in the 18-23 month age group is mainly attributable to 
the fact that  the  child with small stomach capacity fed  habitual family  
diet ( with low calorie density ) 3-4 times a day, does not get adequate  
food to  meet its nutrient requirements. These data clearly bring out 
the importance of  
l exclusive breast feeding   for  prevention of undernutrition in the  

first six months of life  
l breast feeding coupled  with  appropriate complementary  feeding 

for  prevention of undernutrition in the 6-24 month age group.
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The present century has been christened as the knowledge century. 
Therefore the first and foremost step needed  is to utilize all  the  
existing channels of communication and ensure that   the  entire 
population know about the importance of  breast feeding for infant  
survival  and growth; once they realize the  importance they will try  to 
provide the  needed  support  for the  breast feeding mother. All breast 
feeding mothers have at times doubts regarding their   ability to breast-
feed and adequacy of breast milk. They require patient and empathetic 
listening and reassurance; their questions shuld  be answered patiently. 
The  response of the counselor should be factually correct, timely and 
practical. Over the last five decades there has been a steep increase 
in the number of women working   outside home. They face several 
problems in their effort to successfully  continue breast feeding and 
provide appropriate complementary  feeding.   Appropriate support 
from the family and community to sort out these problems will help 
these  women to ensure appropriate infant and young child feeding ; 
this in turn can be expected to   improve infant  nutrition. 

 The  theme  of the  world breastfeeding week (August 1-7),  for this   
year   “Mother support, going for the gold” is  a timely  reiteration that  
everyone has a role to play in supporting the  breast feeding mother so 
that she can ensure appropriate feeding and care for the  infant.  The 
theme emphasizes   that  the  mother  child  dyad   is a single  indivisible 
unit  and appropriate  support for the  mother  during pregnancy and 
lactation holds  the  key  for  optimal survival, growth  and development 
of  the  child.  The window of opportunity   for improving infant and 
young child nutrition and health is short ; it spans pregnancy  and first  
24  months of  life. It is the  duty of every  citizen to  ensure that  
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Legislation in the Protection of Breastfeeding in India
nair mKc*

More than 2.4 million child deaths occur in India each year and 
two-thirds of these deaths are related to inappropriate infant 
feeding practices (1). Breastfeeding is an investment that cannot be 
undermined or ignored because of traditional practices, changes in 
lifestyles or restrictive policies and programmes. In India the prime 
two laws which directly have positive implications for breast feeding 
are the Maternity Benefit Act 1961 and the Employees State Insurance 
Act 1948. Under these provisions, a woman can avail of paid maternity 
leave of 3 months on delivery. Her wages and job are both protected 
and these provisions enable a mother to breast feed her child during 
the first 3 months without any tension of losing either her earnings or 
her employment.(2). Various governments have extended the period 
of maternity leave for varying periods up to 6 months. 

 The Constitution of India provides the basic framework for legislation 
concerning Maternity and Child Care support in the following Articles. 
Articles 42: The State shall make provision for securing just and humane 
conditions of work and for maternity relief. Articles 47: The State shall 
regard the raising of the level of nutrition and the standard of living of 
its people and the improvement of public health as among its primary 
duties. Articles 39:The State shall also in particular direct its policy 
towards securing e) that the health and strength of workers, men and 
women and the tender age of children are not abused and f) that 
children are given opportunities and facilities to develop in a healthy 
manner and in conditions of freedom and dignity. Articles 15(3): The 
State can make special provisions for women and children.(2)

However these are only applicable to 7% of the working women 
who are in the organized sector. Secondly the benefits under these 
provisions are only restricted to 2% children and that too only for 
3 months and more or less compels them to extend their leave or 
resort to initiating supplementary milk feeding which goes against the 
recommendations of pediatricians or the interests of the young infant. 
There are certain schemes available to address the needs of women 
and children in the unorganized sector like the ICDS scheme (where 
25% of the anganwadis are required to run as crèches) and the Scheme 
for Working and Ailing Mothers (wherein 15000 crèches are run as 
against a need of 8,00,000 crèches).

To protect infant health, India became one of the few countries in Asia 
to fully implement the International Code of Marketing of Breastmilk 
Substitutes with the enactment of the Infant Milk Substitutes, Feeding 
Bottles and Infant Foods (Regulation of Production, Supply and 
Distribution) Act, 1992 (3). The International Code urges Member 
States to: 1) give full and unanimous support to the implementation 
of the recommendations made by the World Health Organization and 
the UNICEF meeting on Infant and Young Child Feeding, 2) translate 
the International Code into national legislation, 3) involve all social and 

economic sectors in the implementation of the Code, and 4) monitor 
the compliance with the Code. The Code calls for the elimination of 
direct promotion of breastmilk substitutes. It stresses the importance 
of breastfeeding. In 1980, the Indian Code was drafted. 5 steps are 
involved in this code: 1) there shall be no advertising of baby foods 
to the public, 2) stop support from industry of pediatric bodies, 3) 
support of the mother is encouraged during lactation, 4) ban nurseries 
meant for normal neonates, and 5) stop the use of bottles in the 
maternity wards(4).

The objective of the Indian National Code for Protection and 
Promotion of Breastfeeding is to contribute to the provision of safe 
and adequate nutrition for infants by the protection and promotion of 
breastfeeding and by ensuring the proper use of breast milk substitutes, 
when these are necessary, on the basis of adequate information and 
through appropriate marketing and distribution(5).  The Code applies 
to the marketing and practices related thereto, of the following 
products: breast milk substitutes, including infant formula; other milk 
products, foods, and beverages, including bottle fed complementary 
foods, when marketed or otherwise represented to be suitable, with 
or without modification, for use as a partial or total replacement of 
breast milk; and feeding bottles and teats. It also applies to their quality 
and availability and to information about their use. Article 4 of the 
Code maintains that the government shall ensure that objective and 
consistent information is provided on infant and young child feeding 
for use by families and those involved in the field of infant and young 
child nutrition. 

There is much we can do to help change the way society views 
breastfeeding. Promoting legislation can be a very effective way 
to get the message across to the public that breastfeeding must be 
encouraged, and to help change the way we view breastfeeding.
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Information, Education and Communication in the Promotion of 
Breastfeeding

Kotecha PV*

Globally we are celebrating world breastfeeding week August 1-7, 
with the theme of “Mother support, going for the gold”. In this paper, 
we will review briefly the current scenario and discuss how best to 
provide information and necessary support to achieve what we want 
to achieve. 

What do we want to achieve? 
We want to achieve the gold standard of infant feeding; that is  
every child born must get breastfeeding exclusively for six months, 
and providing appropriate complementary foods with continued 
breastfeeding for up to two years or beyond. If we achieve this, we 
can reduce infant mortality substantially and improve the quality of life 
for the children and strengthen them against many other diseases that 
are likely to make them vulnerable to death and diseases. 

Where are we now?
Breast feeding should be initiated within first hour of birth as per 
national guidelines on Infant and Young Child Feeding (IYCF, 2006), 
however at present, only 1/4th of the mothers in the country are 
doing that with wide inter state variation from 4% to 66% (See table 
1) (NFHS III, 2006). At present child malnutrition rate in India is 
one of the highest in the world with 43% of all children under three 
being underweight (with practically no improvement in last 10 years) 
(NFHS III). This rate is higher than Sub-saharan Africa. Infant mortality 
rate (IMR) is the highest in three states, namely Uttar Pradesh (73), 
Chhattisgarh (71) and Madhya Pradesh (70) with national average of 
57/1000 live birth.

Why breast feeding is important?
Reducing infant and child deaths and improving the level of nutritional 
status of the child is one of the important priority areas for Government 
of India. We aim to reduce IMR by 50% under National Rural Health 
Mission which calls for all those actions that would effectively contribute 
to reduction in infant mortality and improvement in child nutrition. 
Further there are innumerable benefits to child when it is breastfed 
as compared to not being breastfed which are beyond the scope of 
this paper. One of the important ways to achieve desired reduction 
of infant mortality is to ensure 100% exclusive breast feeding for first 

six months followed by appropriate complementary feeding along with 
continuation of breast feeding. Recent series on maternal and child 
undernutrition by Lancet (2008) has estimated that nearly 14 lakh 
infant deaths can be averted with exclusive breast feeding.

How do we provide mothers the support that they 
need to ensure best breast feeding practices?
We want to ensure that mothers initiate breastfeeding as early as 
possible after birth, not later than one hour. We also want to ensure 
that mother does not give anything else than her own milk for first six 
months, not even water. From six month onwards, we want to ensure 
that mother continues to breastfeed besides providing the child with 
energy rich, appropriate complementary foods so that a child gets all 
its energy requirements. 

Correct Norms for Infant and Young 
Child Feeding:

Initiation of breastfeeding immediately after 

birth, preferably within one hour

Exclusive breastfeeding for the first six months 

i.e., the infant receives only breast milk and 

nothing else, no other milk, food, drink or water.

Appropriate and adequate complementary 

feeding from six months of age while 

continuing breastfeeding

Continued breastfeeding upto the age of two 

years or beyond

(From National Guidelines on IYCF, 2nd 

Edition)

“

”

Table 1: Current Scenario of Infant and Child 
Health with reference to Breast feeding and 
malnutrition in India and Indian States
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85

71

68

50

39
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[0-6  
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mentary 
Feeding 

[6-9 
months] 

(%) 

From:  NFHS 3, 2006
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To achieve these objectives mothers will have to be educated, starting 
from their current practice and lead them to the most desirable 
practice. We need to understand her current behavior and then change 
her behavior towards most desired one in the area of breastfeeding 
practice. Here, the target being largely rural women where literacy 
rate is very low, more of pictures rather than words will have to be 
used. In Indian context, we know that breast feeding is very widely 
accepted. We do not need extra efforts to ensure that mother 
breastfeeds her child. What we need to really work on includes 
early initiation of breast feeding, ensure that for six months, mother 
exclusively breast feeds and does not give anything else.  From the 
age of six months onwards, besides continuing breastfeeding ensures 
that adequate quantity of energy rich food is given with responsive 
feeding to ensure that child actually consumes that food. These call for 
communication for behavior change. This apparently simple sounding 
act is really complicated. 

Essential Points of IEC/BCC Material
To ensure that messages are understood and effectively acted upon, 
they need to be short, simple, logical, appealing and technically correct. 

IEC material should have more pictures and 

less of text considering low level of literacy 

among potential users. These pictures should 

be culturally appropriate, simple and easy to 

understand. They should be pre-tested.

To ensure that messages are understood 

effectively and acted upon, they need to 

be short, simple, logical, appealing and 

technically correct. Messages need to be 

culturally acceptable and convincing.

“

”
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Messages need to be culturally acceptable and convincing. If we are 
proposing certain services, we will have to support them by making 
those services available. ANM, AWW, friends, women’s group or 
skilled birth attendant any one can provide this counseling and back up 
with the necessary support. Ideally it should start as part of antenatal 
service and anyone who helps and supports antenatal care can educate 
and motivate mother for exclusive breast feeding and appropriate 
complementary feeding. Private Practitioners should also know and 
support the cause.

Lancet series and other studies confirm that counseling that works in 
breastfeeding is not of routine type of counseling but interpersonal 
(“one to one” or “group”) counseling where attention can be paid to 
every client and problem/s identified and resolved. This calls for skills 
and patience of the person who counsels the mother.  Essential in the 
process of counseling is the capacity to empower women to change 
their behavior as their own decision for betterment of their health and 
for their own benefit. 
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Promoting Behaviour Change Communication Strategy for Exclusive 
Breast Feeding initiatives - An experience from rural Wardha

dongre ar* and garg BS*

Introduction & Methodology
According to recently developed child growth standards of World 
Health Organization (WHO standards), the prevalence of underweight 
in first six month of life was found to be 39 % in rural Wardha. This 
indicates feeding problems in children below six month of age. In 
1991, Breastfeeding Promotion Network of India (BPNI) was born 
to protect, promote and support breastfeeding. Delayed initiation of 
breast-feeding, deprivation of colostrum and improper weaning are 
significant risk factors for under nutrition among under-fives. Hence, 
there is need for promotion and protection of optimal infant feeding 
practices for improving nutritional status of children. The practice of 
breastfeeding is almost universal, but initiation of breast-feeding is 
generally quite late and colostrum is usually discarded. The present 
intervention study was undertaken to study the effect of ‘Behave 
Framework’ (1) and social mobilization strategy on early initiation of 
breastfeeding among postnatal mothers in rural Wardha. 

The study was undertaken in surrounding 23 villages of Kasturba Rural 
Health Training Centre (KRHTC), Anji, which is a field practice area 
of Mahatma Gandhi Institute of Medical Science (MGIMS), Sewagram, 

Wardha district. The total population of study area was 31,482 with 
crude birth rate of 18 per thousand population. The present study 
was undertaken in three phases.

Phase I: Baseline assessment:
In August 2005, 58 postnatal mothers were interviewed by paying house 
to house visits. A trained Auxiliary Nurse Midwife (ANM) obtained 
informed consent and interviewed mothers. The information on place 
of delivery, breastfeeding practices and background characteristics like 
age of the mother, education, socio-economic status from color of 
ration card and place of delivery was conducted using a pre-designed 
and pre-tested questionnaire.     

Phase II: Development of Health education messages 
and delivery mechanism:
BEHAVE framework was used to guide community based activities 
of behavior change communication (BCC) strategy. A trained social 
worker interviewed 30 ‘doers’ and 30 ‘non doers’ by using pre-
designed and pre-tested questionnaire to identify perceived benefits 
and barriers in breastfeeding. The ‘doers’ were those mothers who 



Table I: BEHAVE Framework – Messages on Exclusive Breast Feeding (EBF)
Decisions

Who are the priority groups and supporting groups?

In order to help…

What is the right behavior to promote?

to…

What key factors (benefits and barriers) need to be 

addressed?

We will maximize these benefits and reduce these 

barriers……

Responses

Priority:  Mothers of newborn babies, pregnant mothers.

Supporting:  Husband, in laws, ANMs, AWW

Newborn babies should be breastfed within one hour of birth.

Give only mothers milk to baby till 6 months

Not to give anything else even water for 6 months

BENEFITS

1) EBF leads to good growth of baby

2) Frequent feeding doesn’t interrupt our routine work

3) Exclusively breast feed baby will have less illnesses

4) Exclusively breast feed baby will have less weakness

5) Husbands and mothers-in-law approved EBF 

BARRIERS

1) Mothers doesn’t know that EBF leads to healthy child

2) Mothers doesn’t know that EBF help in prevention of diseases

3) Mothers doesn’t know that EBF leads to playful child

4) Mothers doesn’t know that EBF help for development of child 

5) Fear of inadequacy of breast milk

6) Father and fathers- in-laws discouraged EBF 
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had initiated breastfeeding within one hour and did not give pre-lacteal 
feed.  The information obtained was used to identify supportive group 
and perceived benefits and barriers that make the most difference 
in the target group’s choice to act. This information was useful for 
development of locally relevant key messages on breast feeding in 
local language Marathi (Table I). 

In each village, a monthly comprehensive maternal and child health 
services and health education sessions were delivered under the Bal 
Suraksha Diwas (BSD, Child health day) celebration through a team of 
social worker, Auxiliary Nurse Midwife (ANM), CLICS doot (Female 
village health worker) and the representatives of Village Coordination 
Committee. In BSDs, as a part of birth preparedness plan, the 
pregnant mothers were educated on importance of health care facility 
as place of delivery, early initiation of breast feeding and exclusive 
breast feeding using BEHAVE framework messages. Apart from this, 
CLICS doots ensured health education during post natal visits. The 
trained social workers ensured participatory health education to 
all CBO members on exclusive breast feeding during their monthly 
village based meetings. Village based health education sessions were 
organized for husbands and mother in laws.    

Phase III:  Follow up assessment
In June 2008, 80 postnatal mothers were interviewed by paying house 
to house visits. A trained Auxiliary Nurse Midwife (ANM) obtained 
informed consent and interviewed mothers using same pre-designed 
and pre-tested questionnaire. 

Results & discussion:
Initiation of breast feeding within one hour improved significantly 
from 34.5% to 63.8% (p=0.001). Initiation of breastfeeding after one 
hour declined significantly from 51.7% to 22.5% (p=0.000). Feeding 
problem like feeding less than 8 times in 24 hours declined significantly 
from 62% to 12.5% (p=0.000). The problem of giving any other food 
or drink declined from 34.4% to 25% (p=0.225).

In the present study, the behavior change communication strategy 
could bring significant improvement in institutional delivery and early 
initiation of breastfeeding and reduction in feeding problems like 

feeding less than 8 times in 24 hours and giving any other food or 
drink to baby. The present BCC strategy ensured delivery of adequate 
information on exclusive breastfeeding and ensuring support from 
community. The health messages addressed benefits and barriers for 
exclusive breast feeding. 

Notably, in year 2008, 95% postnatal mothers delivered in hospital and 
63.8% initiated breast feeding within half an hour. Social mobilization 
and delivery of need based health messages derived from local target 
audience were useful to create supportive social environment. 
Recently, in India, weaknesses in health education approaches like 
poor involvement of target audience in planning and implementation 
of health education intervention, lack of theory based behavior change 
strategy, excess use of newspapers, pamphlets and posters and poor 
organization of workforce of health educators. In the present study, 
community was involved in planning and implementation of health 
education efforts. The health messages were delivered in health & 
Nutrition days and in meetings of community based organizations 
to create awareness and supportive social environment for ensuring 
exclusive breastfeeding.

In conclusion, the BEHAVE framework and social mobilization was 
found to be an effective behavior change communication strategy for 
ensuring adequate breastfeeding.
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Health Care System In The Protection, Promotion and Support of 
Breastfeeding

Faridi mma*

Human life begins in the womb, like in all mammals, where individual 
as fetus gets all that is required for growth and development from 
the mother. After birth all mammalian off-springs need mother for 
survival, so the human baby. It includes prevention from diseases, 
optimal nutrition for growth and stimulation and bonding for quality 
development. Breastfeeding fulfils all the three attributes of survival to 
the maximum. Breast milk, full of species specific anti-infective factors, 
is the first vaccination to prevent diseases. It contains easily digestible 
nutrients in optimal amounts and in appropriate ratios to achieve 
maximum growth. Breastfeeding is the best form of stimulation 
and bonding for the baby to guaranty quality development. Hence 
breastfeeding is a part of reproductive cycle. 

Bat, which flies, to whale, that lives under sea, to four legged 
herbivorous and carnivorous terrestrial animals, all feed babies with 
their own milk. It is exception in the animal kingdom to share milk by 
mother with babies born to others, even from their own species. The 
off-spring with in minutes after birth reaches to the udders by itself. 
Mother does not actively help the off-spring in feeding except that 
either she lies quietly on the ground or stands motionless so that calf/
pup can find the nipples and feed. Our baby is different. She/he holds 
neck at around 3 months, sits at six months and takes few steps at one 
year. He/she can not go to the mother by herself/himself for feeding. 
Mother has to help the baby in such a way that she/he can feed on the 
breast. We all know that it is always easy to feed by self than to be fed 
by others. It will always be difficult for the mother as well as for the 
baby to feed on the breast if mother is not confident and comfortable 
and proper position and attachment are not made while breastfeeding. 
Many breast conditions such as flat nipples and engorgement will make 
breastfeeding difficult. Pain, stress, doubts, anxiety and debilitating 
illness in the mothers make breastfeeding unpleasant and difficult. 
Operative delivery and postpartum complications may jeopardise the 
breastfeeding altogether. 

Breastfeeding is natural but successful breastfeeding will not 
happen by itself. Therefore, it is not surprising that many mothers 
are not able to breastfeed successfully specially when there is virtually 
no support to the mother from the health providers and by the family 
for breastfeeding, as they believe that ‘breast milk substitutes’ are 
available in plenty and aided and abetted by commercial interests of 
the manufacturers who undermine every advantage of the breast milk 
and breastfeeding but eagerly try to mimic breast milk constituents. 
Community, in general and health care seeker, in particular, strictly 
follow health advice and instructions given by the doctors, nurses 
and paramedical staff. Attitude, knowledge and skill of the health 
care providers towards breastfeeding will determine its course. 
Breastfeeding, therefore, needs protection, promotion and 
support from the health care system.

New born baby is most active and ready to feed immediately after 
birth. It is an important physiological clue that baby should be given 
breastfeeding as early as possible after delivery preferably with in 30-60 
minutes.  It has been reported that if breastfeeding can be initiated with 
in one hour after birth then 22.3% neonatal deaths can be prevented 
[1]. In India it will account to saving 250,000 new born babies annually. 
It has been estimated that out of all interventions for child survival, 
breastfeeding alone prevents 13% mortality among under-5 children 
[2]. The risk of dying from diarrhea is 16 times higher in infants who 
are denied breastfeeding [3]. Simply breastfeeding saves lives. Maternal 
anemia does not affect breast milk iron contents and that babies on 

exclusive breastfeeding do not develop iron deficiency till 6 months 
of age [4, 5]. Researches have also proved that lipid metabolism in 
breastfed infants is different from those on mixed feeding and formula 
feeding and that the risk of diabetes type-II, coronary artery disease 
and obesity is significantly less in adults who were breastfed in infancy 
[6]. Truly speaking breastfeeding ensures quality survival.
     
In India the National Family Health Survey-3 (NFHS III Survey, 2005-
2006), reveals that only 23.4% children under 3 years are breastfed 
within one hour of birth compared to 16.1% children and only 46.3% 
children in the age group 0-5 months are exclusively breastfed. 
Although there is a marginal improvement of 7.4% in the early 
initiation of breastfeeding as compared to NFHS-II, this figure is 
no where near the national targets, as proposed by the Ministry of 
Women and Child Development in 2004, for one- hour initiation of 
breastfeeding (50%) and exclusive breastfeeding (80%) respectively. 
We have an opportunity now. Under Janani Suraksha Yojna (JSY) of the 
Government of India, monetary incentive is being given to the mothers 
to have delivery in a health care facility. Health care providers must 
counsel mother not to give prelacteal feed and initiate breastfeeding 
with in one hour of birth. Similarly on subsequent contacts health 
personnel must counsel mother to practice exclusive breastfeeding 
and refrain from giving post lacteal feeds. Similarly under National Rural 
Health Mission women-Accredited Social Health Activists (ASHA) are 
being employed to look after pregnant mothers. She must ensure that 
mother initiates breastfeeding soon after delivery before leaving. On 
subsequent home visits by ASHA the care of the parturient mother 
must include breastfeeding. ICDS Anganwadi workers, can also make 
a very good resource for implementing breastfeeding policy in the 
community. Both ASHA and Anganwadi workers must receive pre-
service/in-service training in ‘infant and young child feeding counselling’ 
to be able to help women for breastfeeding. Remember breastfeeding 
has to be started with in one hour of birth, exclusive breastfeeding 
should be done for first six months and then breastfeeding should 
continue for at least 2 years or beyond. Breastfeeding, therefore, 
needs Promotion by the health care system.
            
Breast milk substitutes are easily available on the counter and are 
stored in the shop in the most visible and attractive manner. In-roads 
are made in the health delivery system to covertly or overtly advertise 
formula milk and undermine breastfeeding. Infant Milk Substitute Act 
(IMS Act-2003) is a very comprehensive legislation which is capable 
of regulating sale of the infant milk substitutes. However, all health 
care managers, administrators and providers are not aware of this 
central legislation. Several of their actions are contrary to it. They 
must be informed about various sections of the IMS Act. It must be 
impressed upon them to implement it in letters and spirit. Working 
women and career oriented mothers are vulnerable target to switch 
to formula feeding although they can successfully breastfeed if skilled 
and trained health staff in ‘infant and young child feeding counselling’ is 
there by the side. If mother and baby are separated, due to maternal 
or neonatal illness, breastfeeding or breast milk feeding is the first 
casualty. The care giver as well as health facility is awfully indifferent 
to maintain breast milk supply till feeding is started. Breastfeeding, 
therefore, needs Protection by the health care system. 

“Not enough milk” and “milk has not come” are the two most common 
reasons for mixed feeding or exclusive formula/fresh animal milk 
feeding by the mothers. Attempts are made by the health personnel 
and the family members to overcome this problem by ‘nutritious’ 
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diet and medicines, home made or modern. But management lies in 
letting the baby suckle the breasts as often and for as long as baby 
wants. “More suckling makes more milk” has to be understood by all 
who try to treat problem of inadequate milk supply. Peer counselling 
in the community by trained persons and breastfeeding counselling 
by trained clinicians in the health facility have universally been shown 
to significantly i) improve initiation of early breastfeeding rate, ii) 
decrease incidence of pre and post lacteal feeds, iii) enhance exclusive 
breastfeeding rate and iv) prevent development of sore and cracked 
nipples [7-11]. Health care providers from front line workers to 
nurses to doctors, caring for mother and baby, need to be trained in 
infant and young child feeding counselling. The health facility should 
follow guidelines of Baby Friendly Hospital Initiative. These guidelines 
are equally important in HIV positive situations as well. Breastfeeding, 
therefore, needs Support by the health care system. 

World Breastfeeding Week is always a very timely reminder for our 
commitment to protect, promote and support breastfeeding and 
to take measures to help all mothers to be able to do successful 
breastfeeding every time every where. A doable and cost effective 
model to counsel all mothers for exclusive breastfeeding and timely 
complementary feeding can be developed.

Model for counselling all mothers for breastfeeding:
1. Master Trainers—A set of master trainers in Infant and Young 

Child Feeding Counselling may be trained by each state. The 
number of the master trainers will depend on the size of the state, 
its population and number of front-line workers to be trained by 
them latter on. The training will be of 13 days duration. They may 
be doctors and senior A grade staff nurses. One master trainer 
can train 4-6 IYCF Counselling specialists at a time.

2. IYCF Counselling Specialists— They may be doctors, staff nurses, 
nutritionists and dieticians. They will receive 7 days training from 
master trainer and will be able to counsel mother on all problems 
related to breastfeeding and complementary feeding. It is suggested 
that every District hospital and CHC should establish an IYCF 
Counselling Centre and have one IYCF counselling specialist and 
2-3 trained front-line workers.

3. Middle Level Trainers— They may be ICDS supervisors, senior 
A grade staff nurses, nursing tutors, nutritionists, dieticians and 
science graduates. They will receive training for 6 days from 
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master trainers. They in turn will train front-line workers (FLW) 
in 3 days.

4. Front-line worker--- They may be ASHA, Anganwadi workers, 
nurses, ANM or peer counsellors. They will be trained by 
middle level trainer in 3 days. They will be able to solve day to 
day breastfeeding and complementary feeding difficulties as 
encountered by the mothers. In case of mother living with HIV/
AIDS, low-birth weight baby, mastitis and other serious illness, 
FLW will refer the case to CHC or District hospital for consultation 
with IYCF counselling specialist.

Community in the Support of Breastfeeding Practices
mazumder S* & Bhandari n*

The optimal breastfeeding practices that need to be promoted are early 
initiation of breastfeeding i.e. breastfeeding within an hour of birth, 
exclusive breastfeeding for 6 months and continued breastfeeding for 
two years or beyond [1].
 
Through conduction of intervention trials using community channels 
and routine contacts, our group has been involved in the promotion 
of optimal breastfeeding practices in the low to mid socioeconomic 
rural and high socioeconomic urban settings. Some of the experiences 
gained are described. 

“Community” for the purposes of this document is defined as all 
channels and contacts that a pregnant woman or women with young 
children routinely have for illness treatment and prevention, that can 
potentially be used to promote optimal breastfeeding practices. These 
include medically qualified physicians, those belonging to the informal 

sector such as registered medical practitioners, different cadres of 
health workers and birth attendants. Others include those that are a 
part of the community in which these women reside such as community 
leaders, teachers, school children, and various organizations working 
in the area.

Early Initiation of Breastfeeding
The preparation for this component should start during pregnancy 
i.e. in the antenatal period. However, antenatal visits are infrequent 
in rural settings. The opportunity that is therefore, most important 
is at birth. Several measures can and have helped.  For institutional 
deliveries, the Baby Friendly Hospital Initiative that includes the “Ten 
Steps to Successful Breastfeeding” [2] is important but this initiative is 
implemented in few facilities. 

In an upper socioeconomic south Delhi population, we recruited and 
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trained lactation counselors who visited pregnant women during the 
antenatal period and subsequently as soon as possible after birth. We 
observed that in many hospitals, infants were routinely sent to the 
nursery after birth but it was possible to change this practice at the 
insistence of the mother. 

In rural areas in Haryana where more than 50% of women deliver 
at home, we trained birth attendants to promote immediate and 
exclusive breastfeeding and “dais” were asked to leave a home post 
delivery only after putting the baby to the mother’s breast [3]. An 
additional advantage was the timing of this message; it was given when 
all family members are likely to be present in the home.

In both settings, we also found that medically qualified physicians do 
not emphasize optimal breastfeeding messages as much as they should. 
In the rural setting, the informal sector or the non-medically qualified 
private providers are the preferred source of care and therefore they 
need to be involved in breastfeeding promotion.

Sustaining Exclusive Breastfeeding for 6 Months
For a large proportion of families, the knowledge of what “exclusive” 
means is still a problem. A breastfed infant, who is additionally receiving 
water, herbal preparations, etc, is considered to be exclusively breastfed 
by families.  The opportunities for promoting this component are again 
antenatal clinics, and through various channels at routine contacts with 
mothers during the first 6 months of life. These contacts need to be 
frequent, through multiple channels and the messages given by different 
channels should be consistent. The messages also need to be endorsed 
by physicians and all types of private providers as they have high degree 
of credibility for the family [4]. Exclusive breastfeeding requires that 
the mother has access to frequent counseling after birth for resolution 
of breastfeeding problems perceived or otherwise. In rural settings, 
these visits could be made by Anganwadi workers [3] or ASHAs or 
peer counselors or other workers as has been shown in other settings. 
An encouraging attempt has been made by the government through 
the IMNCI [5] but for most infants the intended home visits cease at 
1 week of age. The interval between this last home visit and the first 
immunization session at 6 weeks is perhaps too long. Besides, after the 
third immunization visit at 14 weeks, periodic contacts are required 
till infant is aged 6 months. In rural Haryana, we promoted exclusive 
breastfeeding through TBAs at birth, ANMs at immunization contacts, 
at sick child contacts through government and private providers and 
through monthly home visits by Anganwadi workers. We found that 
the exclusive breastfeeding rates in the intervention communities were 
42% at 6 months compared to 4% in communities where workers 
were not trained [3].

In the urban high socioeconomic setting, weekly visits were conducted 
by lactation counselors in the first month of life and fortnightly 
thereafter. In addition, a helpline and access to lactation consultant 
support services were available for problems that could not be 
resolved by lactation counselors. This led to an increase in exclusive 
breastfeeding rates from a baseline of 25% to 67% [6, 7]. 

Continued Breastfeeding
In our experience, the major support required for this component is for 
working mothers, especially those in the unorganized sector. Options 
may be crèches at/or near work places,  breaking cultural barriers to 
administering expressed breast milk and access to refrigerators and 
breast pumps. 

Community Mobilization Activities for Promoting 
Optimal Breastfeeding Practices
Community mobilization activities play an important role in generating 
awareness and acceptance for the messages being promoted. Activities 

that have been successful in our programs are neighbourhood meetings 
for pregnant and lactating women and other women in the community 
that are held close to homes so that it is feasible for young mothers 
to attend. In addition to solving queries of mothers, these meetings 
encourage involvement of family members.

Well designed posters and flip books with brief simple messages and 
colourful photographs that women can identify with and understand 
are also useful. 

Village rallies by school children early morning or on holidays when 
men are not at work, debates in schools, street plays and “nutrition 
fairs” focusing on optimal breastfeeding practices [3] also help in 
spreading the messages. 

Mass media has been shown to be effective by others.

Lessons Learnt
It is possible to promote optimal breastfeeding practices in the low to 
mid socioeconomic rural and high socioeconomic urban settings. The 
messages should be promoted through different channels at multiple 
contacts. This strategy certainly increases training requirements  
but ensures consistency of messages and repeated and higher  
coverage [4].

Medically qualified physicians and private providers need to be 
engaged as they have a high degree of credibility and it is important 
that messages given by workers be endorsed by them.

A specially trained cadre of lactation counsellors is required especially 
in the urban setting if exclusive breastfeeding is to become universal.  
In addition to routine visits, this cadre should also be accessible to 
a new mother whenever she has breastfeeding problems. Lactation 
consultants should be available for resolution of difficult breastfeeding 
problems.   

For working mothers, it is important that legislation be in place for 
maternity leave and support at the work place so that they may 
breastfeed for as long as possible.
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Community in support of Breast Feeding practices in combating 
undernutrition in children

Brahmam gnV*

Malnutrition continues to be a major public health problem in the 
developing countries, young children and women of reproductive 
age group being the most affected. Though inadequate consumption 
of foods is the immediate underlying cause, a host of others, such 
as socio-demographic, socio- cultural, agro-climatic, geographic, 
environmental, sanitation & hygiene, morbidities, behavioural factors 
influence the nutritional status of the community, through affordability 
and access to food, its consumption, digestion, absorption, assimilation 
and metabolic processes of the body. 

While the prevalence of clinical forms of protein energy malnutrition 
has declined significantly, the sub-clinical forms, such as underweight, 
stunting and wasting among less than five year children remains 
significantly higher. Micronutrient undernutrition, such as Iron 
Deficiency Anaemia (IDA), Vitamin A Deficiency (VAD) and Iodine 
Deficiency Disorders (IDD) are emerging as important nutritional 
disorders of public health significance. 

Magnitude of the Problem of Undernutrition
About 30% of newborn in India are of low birth weight (Birth weight 
<2500 g). According to NFHS 3 surveys, about 43% of under-five year 
children are underweight (weight for age < median-2SD of WHO 
standards), 48% are stunted (height for age < median – 2SD) and 20% 
are wasted (weight for height < median – 2SD). About 36% of adult 
women and 34% of adult men in general suffer from chronic energy 
deficiency (BMI<18.5), while 13% of women and 9% men are afflicted 
by overweight/obesity (BMI ≥ 25). 

The micronutrient deficiency survey carried out by NNMB during 
2003-04 revealed that IDA is widely prevalent among preschool 
children (67%), adolescent girls (70%), pregnant women (75%), 
lactating women (78%) non-pregnant non-lactating women (75%) and 
adult men (55%). The overall prevalence of Bitot spots, an objective 
sign of vitamin A deficiency, among 1-5 year children was 0.8%, and 
that of sub-clinical deficiency (blood vitamin A level < 20mg/dL) was 
about 62%. 

Factors contributing to undernutrition among children
The prevalence of undernutrition among children rises steeply from 
about 30% at birth to about 60% at 18 months of age. This is largely 
attributed to faulty infant and young child feeding practices prevailing 
in India. According to NFHS 3 surveys, only about a fourth of women 
(27%) initiate breast feeding within one hour after delivery. More than 
half of the women (57%) give pre-lacteals to their new born. Only 
about 46% of infants receive exclusive breast feeding up to 6 months of 
age.  Very early or delayed initiation of complementary feeding coupled 
with inadequate and inappropriate complementary foods, further 
aggravates the problem of undernutrition among young children.

Studies carried out by National Nutrition Monitoring Bureau in the 
rural communities in nine states in India reveal that, barring cereals 
and roots & tubers consumption of all other income elastic and 
protective foods, such as pulses, green leafy vegetables, milk & milk 
products, flesh foods, fruits etc., are grossly inadequate. While the 
average daily consumption of dietary energy is in general low, the 
intake of micronutrients, such as vitamins and minerals are grossly 
inadequate. More than 50% of individuals consume less than 70% of 
recommended levels of micronutrients, such as vitamin A, folic acid, 
riboflavin and iron. 

Study on intra-family distribution of food in the households having 
preschool children revealed that the proportion of rural households, 
where the adult men and women meet the energy requirements but 
not the preschool child nearly doubled from 25% in early seventies to 
about 50% currently. This highlights the fact that it is inadequate and 
inappropriate child feeding practices that are responsible for very high 
prevalence of undernutrition among young children, rather than lack 
of access to foods. 

Several national nutrition intervention programmes are being 
implemented in the country since more than 3 decades. However, 
the programmes often failed to achieve the desired objectives, mostly 
because of irregular and inadequate supplies, lack of knowledge and 
motivation among functionaries, non compliance by the community etc. 
The IEC activity, which is an important component of the programmes 
has often been very weak and neglected.  

In view of the multi faceted nature of the problem, it is necessary to 
have a multi pronged approach to prevent and control the problem 
of malnutrition in the community. In addition to strengthening short 
term measures such as providing nutrient supplements, medium term 
measures like food fortification, and long term strategies such as 
behavioural change communication (BCC) for dietary diversification 
should be considered and implemented concurrently. 

Community support in Breast Feeding practices – the 
need of the hour
In India, breast feeding is culturally well accepted but inadequately 
practiced, partly due to ignorance and partly due to economic 
compulsions. Lack of knowledge, prevailing misconceptions and 
cultural taboos significantly contribute to undesirable breast feeding 
practices such as delayed initiation and discarding of colostrum. On 
the other hand, poor economic conditions compel women to resume 
agricultural and other allied activities soon after delivery, forcing them 
to leave behind the infant at home, which adversely affects adequate 
breast feeding. 

Therefore there is need to educate the women about the importance 
of correct breast feeding practices as well as create an enabling 
environment for practicing the same. There is also need of support 
right from household level to the community at large, in facilitating the 
same.  The following approaches could be adopted:
l Educate women right from pregnancy itself about the importance 

of consuming adequate diet during pregnancy, initiation of breast 
feeding soon after delivery, feeding of colostrum and exclusive 
breast feeding up to six months. 

l The adolescent girls, the ‘would be mothers‘ should also be 
educated and used as change agents in the community. 

l Empower grass root workers like AWWs and ASHA workers, 
with adequate knowledge to educate women and adolescent girls 
about proper breast feeding and child rearing practices

l Encourage community to establish and run crèches, wherever 
possible, near to workplaces, where women can come breast feed 
their children, taking a break from work.

l Provision of monetary compensation to women by the government, 
to encourage them to stay at home to take care of the infant, 
atleast upto first six months.
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Feeding of young infants and children in exceptionally difficult 
circumstances

elizaBeth Ke*

It is a challenging task to feed the infants of HIV infected mothers and 
infants and young children, who are victims of complex humanitarian 
emergencies (CHE) like war, famine, earth quake etc.

Breast-feeding in HIV infected mothers
Most babies born to HIV-positive mothers will not get HIV. But some 
30 % will get infection. A baby can get HIV from the mother during 
pregnancy before birth or during delivery and through breast-feeding. 
Prolonged breast-feeding increases the risk of a woman giving HIV to 
her baby by about 14 percent. Steps are needed to make voluntary 
testing available to all prenatal mothers to know HIV infection status. 

Artificial feeding, if feasible and affordable is a better option to breast 
feeding. Researchers agree exclusive breast-feeding is safer than mixed 
feeding. The risk of a baby getting HIV from breast-feeding increases, 
the longer the baby is exposed to HIV in the breast milk. When breast-
feeding is stopped at four to six months, the risk of transmission 
is reduced. This can be followed by appropriate complementary 
feeding.

Mixed feeding is the most dangerous method, because formula feeding 
can irritate the lining of the baby’s stomach, making it easier for the 
HIV in breast milk to get in and cause an infection. There is more 
chance of opportunistic infection also. In a South African study of HIV-
positive women and their babies, 36 percent of babies who received 
mixed feeding were reported infected compared to about 25 percent 
of those who were exclusively breast-fed and 19.5 percent of formula-
fed babies.

The other options are heat treatment (pasteurization) of breast milk 
to inactivate HIV by placing a jar of expressed breast milk in a pot of 
boiling water. This is done by removing the pot from the heat and 
leaving the jar in the pot for 60 minutes. EBM can also be kept at room 
temperature to reduce the virus, as breast milk can be left out for 
several hours before it begins to go bad, compared to cow’s milk. It 
should not be boiled. Breast milk lipase gets affected by heating. 

It may also be possible to have another woman, who is HIV negative 
to breast feed the baby or to get breast milk from another woman or 
from a milk bank. Banking has a potential danger of cholesterol oxides 
and needs testing for HIV, HBV etc. 

HIV drugs should be continued as it can reduce the risk of a baby 
getting infected from breast milk by reducing the viral load in the 
mother and her milk and by improving the mother’s health.

Breast Feeding Versus Formula: Risks and Benefits
Exclusive Breast-Feeding (EBF is giving the baby breast milk 
only)
Risks: 
EBF increases the risk of a baby getting HIV by up to 14 percent. A 
baby will be at greater risk of getting HIV through breast feeding in the 
following situations: 
l Breast feeds her baby for a long time (this is why many suggest 

weaning by 4-6 months if the mother is HIV-positive); 
l Gets infected with HIV while breast feeding; 
l Gets cracked or bleeding nipples; 
l Gets mastitis (a breast infection); 
l Is very sick, or has a high viral load or a low CD4+ count, or has a 

lot of virus in her breast milk. 

During breast-feeding, she needs extra calories and fluids to maintain 
her health and milk flow. 

Benefits: 
l Breast milk is very nutritious and helps protect a baby from 

diseases; 
l Breast-feeding can help  better mother infant bonding, (although a 

formula-fed baby and mother can bond just as well); 
l Breast-feeding may help a baby that is born infected to stay healthy 

and opportunistic infection from formula feeding; 
l A woman is less likely to get pregnant while exclusively breast 

feeding, helping her to space her children. 

Replacement/Formula Feeding
Risks: 
Some common problems related to formula feeding include: 
l Infections from germs in water used to mix formula or spoiled 

formula can be extremely dangerous; 
l Formula-fed babies miss out on the health benefits of colostrum 

and many of the nutrients in breast milk; 
l People may develop stigma and wonder why a woman isn’t breast 

feeding and ask if it is because she has HIV; 
l Mixing too little formula (watered down) or too much formula can 

make a baby sick; 
l It takes work to boil water and keep all utensils clean every time 

baby is fed; 
l Formula is expensive. Paying for it means less money is available to 

pay for other basic needs; 
l A woman who does not breast-feed will get periods and become 

fertile sooner. If she does not want to get pregnant right away, 
she’ll need other contraception. 

Benefits: 
l There is no HIV in formula. A baby born HIV-negative can stay 

HIV-negative; 
l Others can help feed the baby if the mother needs a rest, gets sick, 

or has to go away for work or other reasons. 

What Should Be the Message?
There has been great debate about what women who have HIV, or 
those who live in high-risk areas, should be told about HIV and breast-
feeding. The consensus is that  HIV-positive women should be given 
all the information and be encouraged to make the best decision they 
can based on the realities of their own situations. Others worry that 
people are getting mixed messages and that the confusion is dangerous. 
However, it is not an easy thing to guarantee that the woman tested 
HIV-negative, is still negative, and that she will not become infected 
with HIV for as long as she is providing milk. Although HIV-infected 
women in the developed countries usually have access to clean water 
and formula, the decision not to breastfeed is not always easy. In the 
developing countries, they lack access to clean water and formula as 
well as the correct information 

Feeding in complex humanitarian emergencies (CHE)
In any CHE, the priority should be feeding of infants and young 
children. Every country must have a comprehensive national policy 
addressing infant and young child feeding practices. The most important 
intervention is the creation of conditions that will facilitate exclusive 
breastfeeding to young infants and continued breast feeding to older 
infants.  If a support system does not already exist, it will be even more 
difficult to promote such behaviors during an emergency situation. To 
be equipped to have support groups and sufficient food supply are the 
requirements of each day.
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Breast Feeding & Infant Feeding Practices in India
A review of Demographic and Health Surveys and National Family 
Health Surveys

Patel a1,2, Badhoniya n2, diBley m3

Background
The 4th Millennium Development Goal aims to achieve a two thirds 
reduction in global under-five deaths by 2015 of which 38% occur 
in newborns.  Inappropriate breast feeding significantly increases the 
risk of all cause mortality as compared to appropriate breast feeding 
practices (Table 1).    Childhood malnutrition also remains an important 
public health problem in India. The prevalence of underweight, wasting 
and stunting of under-five children are all high with little change 
between the three National Family Health Surveys (NFHS).  India’s 
goal is for early initiation of breast feeding to reach 80% in its 10th five 
year plan, thus reducing childhood morbidity and mortality.  In India 
breast feeding is almost universal, however the rates of early initiation, 
exclusive breast feeding and timing complementary feeds are far from 
desirable.  Also there are substantial differences in breast feeding and 
infant feeding practices between regions and the 29 states of India.

indicators of the last born children less than 24 months who were 
living with the respondent, from six regions   namely, North, Central, 
East, North-East, West  and South. (Table 2)  

Infant and young child feeding indicators and trends 
across three surveys
Figure 2.  shows the  breast feeding according to age in 2005-6 
and Table 3 the frequency of different indicators in  three surveys.   
Although timely initiation of breast feeding significantly increased 
from 9 to 24 % over 14 years, it is still suboptimal.  Exclusive breast 
feeding (EBF) rates and bottle feeding rates were unchanged.  Timely 
complimentary feeding increased so substantially in the last survey 
raising questions about the difference in methodology of estimating 
this indicator between surveys. (Figure 3)  

Regional trends of feeding indicators across the three 
surveys
The regional trends of timely initiation, EBF, bottle feeding and timely 
complementary feeding are shown in Figure 4.  Out of six regions, 

Table 1.  Increased risks of all cause mortality 
(Inappropriate vs Appropriate breast feeding)

RR 

95% CI

1.48  
(1.23-1.92)

2.85  
(1.99-5.10)

14.0   
(6.09-34.05)

3.68   
(1.46-9.29)

0-5 months 6-23 months

Predominant  
BF

Partial BF No BF NoBF

Black et al. Lancet 2008; 371: 243–60

Table 2.  Data Source

No. of households interviewed

No. of women interviewed

No. of last born children <2 yr

88,562

89,777

22,784

91,196

89,199

20,149

109,041

124,385

 20,108

1992-93Year of NFHS 2005-061998-99

National Family Health Surveys, IIPS, Mumbai

The NFHS of India conducted over the last 14 years provides a 
valuable source of data about infant and young child feeding.  However 
this data has not been analyzed using standard WHO infant and young 
child feeding indicators nor has it been presented in ways that make 
the information readily available to health policy makers and program 
mangers. The present analysis of NFHS data aims to fill this information 
gap about the current situation and trends with infant and young child 
feeding indicators in India.

Characteristics of the sample 
The analysis presented have been based on the available NFHS data 
collected in India in three surveys in 1992-93, 1998-99 and in 2005-
06. These data sets were downloaded from the public access website. 
Each data set was inspected for quality of data, completeness of 
information, and comparability of variables required for the analysis. 
The required variables from each data set were selected and files 
constructed.  In contrast to the published reports of NFHS data, we 
reanalyzed the data sets only for the WHO defined breast feeding 
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EBF rates were increased (between 1998-88 and 2005-6 surveys) in 
Northeast (33.1% to 56.8 %) and West regions (38.4% to 50.9 %). 
This was offset by decrease in North (37.2% to 32%), Central (52.5% 
to 47.9%), and South (55.3% to 53.6%).   Timely initiation and timely 
complementary feeding rates increased in all regions in 2005-6.  Bottle 
feeding rates remained unchanged.  

Amongst the states, six demonstrated an improvement and six a decline 
between the two surveys, and the remaining states were unchanged, 
thus leaving the national EBF rates between 1998-99 and 2005-06 
unchanged.  In the Northeast region the states of Arunachal Pradesh, 
Assam and Mizoram showed increased EBF rates.  In the West region, 
the increase was due to improvements observed in Maharashtra 
state.  In the Northern region, Delhi improved whereas Jammu and 
Kashmir showed a decline.  In the East, improvement in West Bengal 
was offset by a decline in Bihar.  Decreased EBF rates were seen in 
Andhra Pradesh and Tamil Nadu from the South region, Gujarat from 
the West region, and Madhya Pradesh (including Chhattisgarh) from 
the Central region. 

Determinants of selected feeding indicators (2005-6)
Unadjusted and adjusted odds ratios (OR) were calculated to estimate 
the strength of association between independent variables and four 
infant feeding outcomes: (1) lack of timely initiation of breast feeding 
or first suck; (2) not exclusively breastfeeding; (3) bottle-feeding; and 
(4) not given timely complementary feeds. The results of these logistic 
model analyses are shown in table 4.  Educated women, working 

women, with more ante natal visits and not exposed to media such 
as newspaper, radio and television had improved rates of timely first 
suck.   Babies by caesarean section were least likely to receive timely 
first suck. There were no differences between urban and rural regions.   
There was a monthly increase in the odds of not EBF by 60%.  Women 
from higher quintiles of wealth and those delivered in a health facility 
had less likelihood of EBF.  Antenatal visits had a positive impact on EBF.   
The rates of bottle feeding were higher in women who were working, 
more educated, of urban areas, in higher quintiles of wealth, those who 
watched television, babies delivered by health professionals, in babies 
born by caesarean section, older babies and in women with no post 
natal check ups.  As compared to North region, Central region had 
higher rates of bottle feeding whereas Northeast and West had lower 
rates.  Timely complementary feeding rates increased if antenatal visits 
were more than 7 and if women watched television.   

Comparison of India with other South Asian Countries 
(Bangladesh, Nepal, Sri Lanka)
There was marked differences in prevalence of indicators by country.  
Although improved over the years, timely initiation was low except for 
in Sri Lanka (2000) which was twice as high (56%).  The bottle feeding 
rates (27%) were also higher than in the other countries and majority 
(93%) of children aged 6-9 months received complementary foods.  
Nepal had the highest rate of EBF in all surveys, but with a declining 
trend over the years.      The infant feeding indicators have improved 
more in India than in other countries where trend data is available. 
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Table 3 Comparison of breastfeeding indicators among children 0-23 months of age in India between  
1992-93, 1989-99, and 2005-06

Timely first-suckling ratea  

Ever breastfed ratea

Current breastfeeding rateb 

Continued breastfeeding rate (1 year)d

Continued breastfeeding rate (2 year)e

Exclusive breastfeeding ratec

Predominant breastfeeding ratec

Full breastfeeding ratec

Bottle-feeding ratea

Timely complementary feeding ratef

9.3

98.8

90.0

89.1

73.1

43.4

31.4

74.8

14.0

31.5

15.8

98.9

90.9

90.3

75.3

46.8

27.5

74.2

15.8

34.0

23.5

99.2

89.8

89.4

73.1

46.4

27.4

73.9

14.8

56.7

8.6

98.5

89.5

87.9

71.1

41.4

29.8

73.2

13.2

29.8

14.9

98.7

90.4

89.1

73.2

45.0

25.9

72.7

14.9

32.1

22.3

99.0

89.2

87.9

70.9

44.4

25.6

72.1

13.8

54.4

10.1

99.0

90.5

90.2

75.0

45.3

33.1

76.2

14.9

33.3

16.8

99.1

91.4

91.4

77.3

48.5

29.1

75.6

16.7

35.9

24.8

99.4

90.4

90.7

75.3

48.5

29.3

75.5

15.9

59.0

Indicator 1992-1993

Rate (%) Rate (%) Rate (%)95% CI 95% CI 95% CI

1998-99 2005-06

a - Infants under 12 months b - Children under 24 months c - Infants below 6 months  d - Children 12-15 months 

e - Children 20-23 months  f - Infants 6-9 months

Table 4 Comparison of individual factors impacting on improved or decreased breast feeding indicators in 
surveys 1998-99 and 2005-6
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Conclusions:
Breast feeding in India is almost universal, however the rates of early 
initiation, exclusive breast feeding and timing complementary feeding 
are well below desirable targets and need improvement.  Although 
health facility delivery and higher household wealth quintiles were 
associated with early initiation, they were also associated with bottle 
feeding and less EBF.   Babies delivered by caesarean sections  were 
least likely to receive timely first suck and most likely to be bottle 
fed.  Antenatal clinic attendance improved timely initiation and EBF in 
2005-06, complementary feeding and also accounted for the trends in 
states which improved their EBF rates between the last two surveys.  
Between the three surveys, rates of EBF and bottle feeding remain 
unchanged but rates of timely first suck and complementary feeding 

To cite this article - Patel A, Badhoniya N. Dibley D. Breast Feeding & Infant 
Feeding Practices in India. A review of Demographic and Health Surveys 
and National Family Health Surveys. Solution Exchange for MCH Community 
Newsletter, Breastfeeding Month Special. August 2008; 12-15.

increased.  Health facility delivery showed an increasing trend in EBF, 
but were still lower than in home deliveries and also were associated 
with higher bottle feeding rates indicating that ‘Baby Friendly Hospital 
Initiatives’ at health centers needs revitalization and strengthening.
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Breastfeeding Key messages

l Initiate breastfeeding the infant within an hour of birth. Do not discard Colostrum.

l Only Mother’s milk is best for baby till 6 months of age.

l Introduce complementary feeding at 6 months of age with continued breastfeeding 

till 2 years or beyond.
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WHO India Country Office

World Health Organization (WHO)- List of Infant and Young 
Child Feeding Publications

The core function of WHO is to provide the member states and international 
community with science based norms, standards, recommendations and 
technical guidance. In keeping with this, a number of publications have 
been developed for promoting, protecting and supporting breastfeeding as 
well. They are available online and can be accessed through the link given 
below:

http://www.who.int/nutrition/publications/infantfeeding/en/index.html 

United Nations Children’s Fund (UNICEF): Infant and Young 
Child Feeding and Care

UNICEF works to empower all women to feed their children in a manner 
that will help them achieve their full potential.  UNICEF approaches this 
issues based on the WHO/UNICEF Global Strategy for Infant and Young 
Child Feeding that includes two major ongoing global programmes areas 
--  the Baby-Friendly Hospital Initiative (BFHI) and International Code of 
Marketing of Breastmilk Substitutes – as well as additional global, national, 
health system, and community efforts

http://www.unicef.org/nutrition/index_breastfeeding.html 

Government of India: National Guidelines on Infant and Young 
Child Feeding

The National Guidelines on Infant and Young Child Feeding provide 
governments and society’s other main agents with both a valuable 
opportunity and a practical instrument for rededicating themselves, 
individually and collectively, to protecting, promoting and supporting safe 
and adequate feeding for infants and young children.

http://www.unicef.org/india/Infant_and_Young_Child_Feed.pdf 

SOURCE Collection: Breastfeeding

Source is an international information support centre focusing on health 
and disability issues within a developing country context. These Source 
web pages provide links to a range of tools and resources that can be 
used to find information relating to Breastfeeding.

http://www.ich.ucl.ac.uk/services_and_facilities/internal/library/stock/
source/linksbreastfeeding.html

 

What Constitutes Violation of the IMS Act

Breastfeeding Promotion Network of India (BPNI); Information Sheet 14; 
June 2006

http://www.solutionexchange-un.net.in/health/comm_update/res-24-
310708-64.pdf (PDF, Size: 176 KB)

Highlights activities that make a case against any Infant Food Company for 
violation of the IMS Act
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