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Abstract

This study was part of a longitudinal study on the consequences of low birth weight
(LBW) babies which was carried out in three unions of Manikganj district during 1993-
1994. This study aimed to assess the breastfeeding practices among infants and to
compare the weaning practices among LBW and normal birth weight infants. A total of
644 infants were registered within 48 hours of birth and they received monthly follow-up
visit upto one year of age. Although breastfeeding was universal in the study population,
detrimental feeding practices, such as the administration of pre-lacteal foods (75%) and
rejection of colostrum (11%) were prevaient among the mothers. There was a delay in
initiation of first breastfeeding. Although 77% of the mothers exclusively breastfed their
babies at the first month, the prevalence of exclusive breastfeeding decreased to 50% by
the third month. The main reason for giving additional focds was that the mothers felt
breastmilk was insufficient. A significantly higher proportion of LBW infants received
additicnal feeding than the normal infants. It might be due to the mothers perception that
the additional foed to thin locking LBW babies was needed for their quick recovery and
proper growth. Health workers should receive practical training on breastfeeding
counselling. Weekly foilow-up and monitoring of breastfeeding practices for at least one
month can be introduced in the breastfeeding interventions. Audio-visual aids can be
used to teach mothers how to breastfeed effectively. LBW babies require more frequent

and short feedings. Expressed breast milk can be fed to LBW babies who can not suck.

58



Table of contents

PO IO . i o s s e A AR SRV SRS OSAAEAV S 1
Objectives
Methods and Materials
Results
EISBASRION i AT S SN AR SRR 4
EONCIISIONG. . cusicisissamsmssias s S RNt s e saisaassoansraset D)

RECOMMENAAEONS . ..eeeeee e eeeeeeeeeeee s s eeeeeseeeeeesesssnssesssssessessessssersssssssnansanee | 1

References 12

59



Introduction

Malnutrition is one of the major health problems in Bangladesh. About 50% of the infants
born in Bangladesh in each year are low birth weight babies (<2.5 kg) and 67% of under
five's suffer from moderate to severe malnutrition (1). Malnutrition leads to increased
vulnerability to infectious diseases which increases energy demand and decreases food
absorption. Decreased food absorption again increases the level of malnutrition, and a
vicious circle begins. Chen et al reported that malnourished children had a 20 times
greater risk of dying than their normal peers (2). Other studies aiso reported that some
losses caused by growth faltering in early life are never regained in the later stages of life
(3.4). But growth faltering is intimately associated with dietary practices, making the

children more vulnerable to mainutrition.

For young infants breast milk is the best form of nutrition. It is easily digested, provides
immunolegical protection and contains a wide range of nutrients. The fertility reducing
impact of breastfeeding is also focused in several studies (5-8). However, several studies
on breastfeeding practices have shown a general decline in breastfeeding in developing
countries (8,10). In some rural communities pre-iacteal foods were given and colostrum
was discarded many cultures (11,13). In some settings there was a delay in weaning
while in some others early supplementation was practiced (14). These foods are often

diluted (15) and the process of dilution increases the risk of contamination.
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In Bangladesh, breastfeeding is usually prolonged and ranges from 24-30 months
(15,186). Early supplementation is also reported to be common in rural Bangladesh(17).
For the practices of early supplementation and partial breast feeding, infants are at risk of
protein energy malnutrition and also become vulnerable to ilinesses like diarrhoeal
disorders and respiratory tract infections. At the same time, mothers are losing the
contraceptive benefits of exclusive breastfeeding and are at risk of subsequent
pregnancy. It is, therefore, crucial to obtain accurate information on infant feeding
practices beginning from the birth. As in other developing countries, population-based
data on infant feeding were scarce in Bangladesh. Many studies undertaken in rural
areas of Bangladesh adopted a retrospective study design. In fact, to reveal the actual
scenario regarding infant feeding practices in rural Bangladesh, prospective study is very
much needed. This particular study was conducted in Manikganj district of rural
Bangladesh to assess the actual feeding practices among infants by using a prospective

approach.

Objectives

—To assess breastfeeding practices among infants in rural Bangladesh beginning from
birth, and

to compare the weaning practices among low birth weight (LBW) and normal birth weight

babies.
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Methods and materiais

This study was carried out in three unions of Manikganj district (Betila, Baliakhora and
Jagir) during 1993-94. It was a continuation of a ressarch project on maternal morbidity
(1991-93) conducted by BRAC and London School of Hygiene and Tropical Medicine
(LSHTM), UK (18). Pregnant women were identified during visiting households and
registered in their third trimester of pregnancy by the resident field researchers. The
mothers were followed-up until delivery. We selected one informant from each household
of the pregnant women who informed about the births. Birth weights of new born babies
were taken within 48 hours of delivery, and in the same visit the babies were registered.
A total of 844 live births were registered. After registration the infants received a monthly
follow-up visit upto one year of age. During follow-up visits the information on feeding
practices were collected. Any food given before stet initiation of breastfeeding was
considered as pre-lacteal food. Additional food is defined to mean any food given to the

child on a regular basis in addition to breast milk.
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Results

Table 1. Infant feeding practices

Feeding practices %
n=644

Initiation of breastfeeding

by 1 hour 356

by 2 hours 59.3

after 3 hours 51
Administration of pre-lacteal food 75
Rejection of colostrum 11.6
Ever breastfed 100
Continued breast feeding up to one year g5

The ever breastfed rate was 100%, which means breastfeeding was universal for the
infants in the study population (Table 1). However, 11.6% of the mothers discarded
colostrum. Pre-lacteal foods were commonly given to the infants (75%). There was
considerable delay in initiating breastfeeding. Almest 36% of the mothers initiated
feeding within one hour of birth, 60% by the second hour, and the rest after second
hour. Ninety-five percent of the mothers continued breastfeeding at the end of one year.

Table 2. Types of pre-lacteal food

Prelacteal foods %
N=481
Honey 68.2
Animal milk 98
Sugar 14.9
Mastered oil 2.5
Water 4.6
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Table 2 shows that the most common pre-lacteal foods given to infants. The most
common pre-lacteal food was honey (68%), while others included; sugar (14.9%), animal
milk (9.8%), water (4.6%) and mustard oll (2.55). The most common reason for giving
pre-lacteal food was non-establishment of lactation (85%) (Table 3). The oths;r reasons
mentioned were infants unable to suck (2%), sickness of mother (1%), protects from

common cold (1%) and goed for infants health (1%).

Table 3. Reasons for giving pre-lacteal foods

Reasons %
n=515"

Non-establishment of lactation g5

Infants can not suck 2

Sickness of mother 1

Protects from cold 1

Good for child 1

“Multiple answers considered

Table 4. Percentage distribution of exclusive breast feeding by age of infants

Exclusive breastfeeding %
by age in months

i
63.6
5286
454
35.6
2538
205
15.8
9.6
3.1
2.9
1.9

WO hAWRN=

PTG St |
N =0
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Table 4 shows that a general decline in the percentage of exclusive breastfeeding was

observed as age Increased. At the first month 77% of the mothers were exclusively

breastfeeding their Infants. By fourth month and twelfth month the percentage of

exclusive breastfeeding was 45% and 1.9% respectively. The predominant reason for

giving additional foods early (before fourth month) was insufficient breastmilk.

Table 5. Practices of giving additional food to the LBW and normal babies by month of

age
Additional foods yes no Remarks
(%) (%)

At 1st month
LBW group 89(26.5) 247(73.5) p<.05
Normal infants 43(18.1) 185(81.9)

At 2nd month
LBW group 142(41.6) 199(58.4) p<.00
Normal infants 66(28.7) 164(71.3)

At 3rd month
LBW group 179(53.0) 159(47.0) p<.00
Normal infants 89(39.2) 138(60.8)

At 4th month
LBW 197(58.8) 138(41.2) p<.01
Normal infants 110(48.5) 117(51.5)

At 5th month
LBW 223(67.2) 108(32.8) p>.05
Normal infants 130(60.20 86(39.80

LBW- Low birth weight (>2.5 kg)
normal infants-birth weight >2.5 kg
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There was no significant difference in the rates of continued breastfeeding between the
groups of low and normal birth weight babies at any age (1-12 month). Whereas, in first
fourth months, a significantly higher proportion of LBW infants were fed supplementary
foods than the normal birth weight Infants (Table 5). However, difference between low

and normal birth weight infants was insignificant from fifth month onwards.

Discussion

In spite of all the mothers in the study were found to breastfed their babies, harmful
feeding practices such as the administration of pre-lacteal food (75%) and rejection of
colostrum (11%) did occur. A high prevalence of pre-lacteal food (50-100%) is also
reported in studies done in india (10,13,18,19). We observed a considerable delay in the
initiation of breastfeeding. This is dangerous because a delay of the first feeding may
cause hypoglycaemia in the infants. It was reported in a study done in Nepal that 38% of
the new born babies had mild to moderate hypoglycaemia, and that the possible risk
factors are pre-lacteal feedings and delay in feeding (20). If the first breastfeeding is
delayed, it is more difficult to establish a good flow of breastmilk. The most common
reason found in the study for giving pre-lacteal food (35%) was nan-establishment of
lactation. It seems that anxiety of mothers about initial flow of breastfeeding was a major

factor behind the decision to give other food to their newborn babies.
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The prevalence of exclusive breastfeeding by the fifth month, found in this study, was
35.6%. Whereas, another study carried out in rural Bangladesh reported a prevalence of
20% (16). However, we also found that by fourth month the exclusive breastfeeding was
45%. In India exclusive breastfeeding rate ranges from 15 to 61% at 4th month
(10,21,22). At the end of the twelfth month 95% of mothers continued breastfeeding, and
similar figures are reported in other studies (15,23). Continuation of breastfeeding
beyond one year is important because breastmilk can remain an important source of
protein and other nutrients, especially for the poor. The practice of extended breast
feeding in rural part of Bangladesh must be protected. Heaith workers should promote
unrestricted breastfeeding for as long as possible.

By the third month, half of the mothers in the present study stopped exclusive
breastfeeding to their babies. The main cause of giving additional food was that that
mothers felt their breastmilk was insufficient. This was the most common commonest
reasen expressed by mothers worldwide for stopping breastfeeding or early introduction
of complementary food (24-26). Sometimes a baby may not get enough breast milk due
to lack of enough suckling, ineffectively suckling or lack confidence of the mother.
Mothers should be advised to feed their babies more than 8 times a day. A common
reason of not getting enough milk is that the mother gives very short feeding (less than
five minutes) each time. If the mother does not breastfeed at night she may preduce less
milk. If a baby cries a lot , the mother may think that she does not have enough
breastmilk. But, a baby may cry for several reasons. There are, however, only two signs

which show reliably that a baby is not getting enough milk. These are: poor weight gain
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(<300 grams a month) and passing small amounts of concentrated urine (dark urine less
than 6 times a day) (27). In rare cases, a mother may be unable to produce enough
breastmilk due to poor mammary gland development or hormone disturbance (28). It has
been proved that even in societies where women's diets are poor, most are able to
produce breastmilk in quantities which are sufficient for good infant growth (29).

A significantly higher proportion of LBW infants were fed supplementary food in the first
four months after birth. This may be because the mothers presumed that additional
feeding to the light weight babies would be needed for their quick recovery and growth.
This, however, is wrong. We found that from fifth month onwards, this difference became
insignificant between low and normal birth weight groups. It occurred because a majority
of the mothers started weaning by this time. The practice of giving complementary food
pefore 4-8 months, even drinks of water, makes a baby suckle less at the breast. As a
resuit the mother produces less breastmilk. Again supplementary foods lessens the
infant's dependence on breast milk, and thus suckling declines. One study undertaken in
Bangladesh reported that a child who received supplementary feeding early was 2.1
times more likely to face early childhood mortality than the child who did not receive
supplementary feeding early (23). Morbidities were also found twice as high among
infants receiving additional foods, as compared to exclusive breastfeeding (30). The
critical period for growth and development of brain and other components of the centrai
nervous system occurs during intrauterine period to the early post natal years. LBW
Infants have less than normal physical and mental development. Therefore, nutrition

during infancy is of crucial importance for the LBW.
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The worldwide decline in breastfeeding may be due to lack of knowledge on
breastfeeding and there may be a lack of support from family. Sometimes, the health
workers do not have enough knowledge to motivate the mothers. The heaith workers
should receive training on breastfeeding counselling. The training course entitled
"WHO/UNICEF Package Breastfeeding Counselling” can be used to train health workers
on treastfeeding breastfeeding counselling and to help mothers who complain of having
insufficient milk and other common difficulties. Weekly follow-up and monitoring of
breastfeeding practices for at least one month after delivery can be introduced in the

breastfeeding interventions.

Conciusions

Ever breastfeeding was universal in the study population. However, detrimental feeding
practices, such as the administration of pre-lacteal food (75%) and rejection of colostrum

(11%), were prevalent among the mothers.

We fcund a delay in initiation of first feeding, which might resuit in hypoglycaemia in
infants.

Although 77% of the mothers exclusively breastfed their babies at the first month, but it
decreased to 50% by the 3rd month.

The main reason for giving additional foods was that mothers felt that they could not

produce enough breastmilk sufficient for their babies.
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A significantly higher proportion of LBW infants received untimely supplementation than
the normal infants. Possibly this is due to the mother's perception that the early

infroduction of supplementary food to LBW babies was needed for their quick recovery
and proper growth.

Recommendations

*Health workers should be provided with adequate knowledge and practical
training on breastfeeding counselling.

* Good breastfeeding counselling is needed through post-natal household visits
by health werkers. This should address all the issues related to breastfeeding such as
colestrum feeding, timing of initiation of breastfeeding, time of weaning, advantages of
exciusive breast feeding for four months, dangers of unnecessary supplementation,
urrestricted breastfeeding as long as possible, and reliable signs of insufficient breast
feeding (poor weight gain or passing dark urine less than 6 times a day) which mothers
can recognize.

*Family members should be encouraged to support breastfeeding and to provide
geod nutrition for mothers during lactation.

*Cultural taboos should be taken into account when designing intensive
breastfeeding interventions. Weekly follow up and monitoring of breastfeeding practices
for at least one month after delivery can be introduced in the breastfeeding interventions.

*Audio-visual aids can be used to teach mothers how to breastfeed effectively.

Mothers should be encouraged to breastfeed at least & times a day.
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