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Editorial article:  

 

Breastfeeding Support: A Liability for Survival in the Eastern Mediterranean Region  

Breastfeeding promotion and support is a mandate for achieving optimum health and 

wellbeing for children and future generations in the Eastern Mediterranean region (EMR) 

where one half of the countries and two thirds of the population suffer or recovering from 

conflict. Despite all efforts by governments, world summit meetings and efforts of 

international organizations, breastfeeding remains challenged. Henceforth, countries are 

struggling to meet the recommendations for exclusive breastfeeding for the first six months 

of life and continued breastfeeding for two years. Despite the support from the Human rights 

commission and Convention of the rights of the child for mothers to breastfeed, violations to 

the International Code of Marketing of Breastmilk continue to prevail. The coming decade 

represents a real challenge for countries to meet the Sustainable Development Goals (SDG). 

Breastfeeding is the most cost effective and efficient intervention to achieve these goals.  

The classic methods for promotion of breastfeeding need to be revisited with a new outlook 

given the emerging technologies, and their effect on networking and communication, within 

and between countries with no distinction with regards to gender, color, social class, religion, 

residence or age. Social media has become the most popular means of uniting people into one 

language and preferred means for education and communication for raising awareness and 

preventing misinformation that can cause disasters. Although communication has always 

been the fashion for each generation from the days the first telephone and telegraph 

communications were discovered, today, with the emergence and steep growth of internet and 

mobile systems, their potential seems inevitable to development, or chaos, if misused!  This 

presents challenging opportunities for health promotion, but their speed of growth has not 

been met by an equal speed in the growth of the means and tools for health education and 

health promotion to meet the potential that these emerging technologies can provide.  

This volume analyses the current situation of Breastfeeding in the region and goes in-depth 

through identifying and analyzing the current research findings at national level, using 

epidemiological surveys as references and utilizing the database banks for the World Health 

organization, World Bank and UNICEF surveys that rely mostly on the Demographic Health 

Surveys (DHS) and Multiple Indicator Cluster Surveys (MICS) that have added so much to 

our understanding of the needs of these countries. Our efforts to promote breastfeeding 

should not be discouraged by the aggressive marketing of the profit making companies that 

promote products for babies that interfere with the success of breastfeeding. Our aim should 
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be to promote a state of media literacy, whereby communities become aware of the 

underlying or masked messages that are veiled by the misleading information in the 

advertisements and ways of marketing these companies use to influence the decision of 

mothers and families in breastfeeding. On the other hand, deeply-seated misbeliefs and 

misconceptions, that are common in different cultures, can influence breastfeeding practices 

and represent a challenge for breastfeeding promotion. Finally, the medicalization of 

childbirth and infant feeding by technology-based-medicine, has turned our medical 

textbooks into references that guide our health professionals to the use of pharmacological 

agents and technology-based interventions that have the potential, in many cases, to interfere 

with optimal breastfeeding practices. In many cases, breastfeeding is marginalized, and 

treated a something that can be amputated from the life of women and babies and replaced by 

a technology based device of feeding as a bottle or formula milk or a pacifier. Unfortunately 

these procedures involve depriving the baby from the warmth and security of mother‟s body. 

Moreover separating babies, by placing them in incubators, away from their mother, prevent 

the growth and nurture of true human relationships. Such practices interfere with 

breastfeeding and thereby increase the immediate and long term risk of exposure of mothers 

and babies to disabilities and deaths from communicable and noncommunicable diseases.  

In this volume we hope to highlight the status and progress in the Global Strategy of Infant & 

Young Child Feeding (IYCF) in the EMR and some neighbouring countries in the region that 

share a common language or religion, for comparative geographical purposes of analysis. We 

present research on how the current status has influenced malnutrition and child survival. On 

the other hand, it will be important to identify communication strategies for promoting 

breastfeeding and optimum IYCF. 

Finally, it has to be mentioned that the EMR is a region that not only shares a common 

language but also a land that harbors the revelation of the Holy books and Holy Prophets. The 

unique strategic and spiritual characteristics of the EMR makes it a unique region that can 

lead the world into the havens of optimal motherhood and childhood care by promoting 

breastfeeding; especially that the Mothers of the Holy Prophets, who breastfed their babies, 

emerged and resided in the holy lands of this region. This should be viewed as a challenge 

and not an advantage and places our region in a bond of responsibility and obligation to 

promote, support and protect breastfeeding ostentatiously as expected by its spiritual 

disposition.                                                     

Chief Editor 

Dr. Azza Abul-Fadl  
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Article I 

 

A Snapshot of Infant Feeding Patterns in the Eastern 

Mediterranean Region  

Ayoub Al-Jawaldeh and Azza Abul-Fadl 

These indicators belong to a set of indicators whose purpose is to measure infant and young child 

feeding practices, policies and programmes. Infant and young child feeding practices directly affect 

the nutritional status and survival of children. Exclusive breastfeeding is the single most effective 

intervention to improve the survival of children. Improving infant and young child feeding practices is 

therefore critical to improved nutrition, health and development of children. 

I.1. Exclusive Breastfeeding 

Percent exclusive breastfeeding (EBF) less than 6 months is the proportion of infants 0–5 months of age who are 

fed exclusively with breastmilk. 

 
Figure (I.1) shows that EBF rates in the EMR countries by national surveys was highest in 

Afghanistan (58.4%) and lowest in Somalia (5.3%), Tunisia (8.5%), Yemen (11.5%) and Kuwait 

(11.9%). One third of the countries had EBF below 20%. Local surveys in Saudi Arabia and Libya 

gave high rates.  

 

I.2. Early initiation of Breastfeeding 
 

Figure (I.2) shows the initiation rates of breastfeeding within the first hour after birth in the EMR 

(UNICEF Health Global Database 2016). Initiation was highest in Oman (71.1%) and lowest in 
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Figure I.1 Exclusive Breastfeeding (0-5 mo) in the 22 countries of the Eastern 
Mediterranean Region 
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Figure I.2 Early initiation of Breastfeeding in 17 countries of the Eastern 
Mediterranean region 
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Jordan (18.6%) and Pakistan (18%).   Initiation rates remain challenged and there is no information on 

whether initiation is preceded by skin-to-skin contact.   

I.3. Predominant Breastfeeding (PBF): 

PBF is defined as intake of breastmilk with water based drinks (plain water, juice drinks, sugar water, 

ect.) other than formula milk in the first six months of life (0-5 months of age). 

 
Figure (I.3) shows the predominant breastfeeding rates (PBF) in 14 EMR countries. It was highest in 

Sudan 80% and lowest in Tunisia (34.0%) and Somalia (25.2%) with a mean of 49.8±14.4.  

I.4. Continued Breastfeeding (CBF):  

Continued breastfeeding (CBF) at one year is the proportion of children 12-15 months of age who are fed breast 

milk. Continued breastfeeding at 2 years is the percentage of children fed breastmilk at 20-23 months of age. 

 

 
Figure (I. 4) shows that CBF at one year was highest in Afghanistan (91.5%), Sudan (89.4%), Iran 

(84.2%) and Djibouti (80%). One half of mothers continued breastfeeding for over one year in two 

thirds of the EMR countries. 

 

 80.0  
 70.7   67.5  

 58.9   55.2   54.2   49.5   46.0   45.7   45.4   40.0   38.1   36.3   34.0  
 25.2  

 -
 10.0
 20.0
 30.0
 40.0
 50.0
 60.0
 70.0
 80.0
 90.0

Figure I.3 Predominant Breastfeeding in the Eastern Mediterranean region   
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Figure I.4 Continued Breastfeeding at 12-15 months in the countries of the 
Eastern Mediterranean region 
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Figure I.5 Continued Breastfeeding at 20-23 months in the 22 countries of 
Eastern Mediterranean Region 
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Figure (I.5) demonstrates that CBF (20-23 months) in the EMR countries was highest in Afghanistan 

(58.6%) and lowest in Lebanon (10.6%) and Kuwait (8.8%) with a mean of 29.4±14.9% for the 

region. This means that one third of the mothers in the region breastfeed to the end of the second year, 

i.e. 1 in 3 children, in a region were many of its countries are exposed to some form of conflict or 

chronic emergency.  

I.5. Complementary Feeding 

Introduction to solid, semi–solid or soft foods (ISSS) (6–8 months): Percentage of children 

receiving solid, semi-solid or soft foods at ages 6 to 8 months. 

 
Figure (I.6) demonstrates that ISSS (6-8 months) was highest in Iran (91.7%) and lowest in Qatar 

(15.6%) and Sudan (26.6%).  

 

Minimum Dietary Diversity (MDD)  

MDD is defined as the percent children 6─23 months of age (breastfed and non-breastfed) who 

received foods from ≥ 4 food groups during the previous day out of the total children 6-23 months of 

age.   

Minimum Meal frequency (MMF)  

MMF is the percent Breastfed and non-breastfed children 6─23 months of age who received solid, 

semi-solid and soft foods the minimum number of times or more (by age) during the previous day out 

of the total breastfed and non-breastfed children 6─23 months of age. 

Minimum Acceptable Diet (MAD) is the proportion of breastfed and non-breastfed children 6-23 

months of age who had at least the minimum dietary diversity and the minimum meal frequency 

during the previous day out of the total breastfed and non-breastfed children 6-23 months of age. 

 

 
MAD: Minimum acceptable diet, MDD: Minimum diet diversity, MMF: Minimum meal frequency. (Afghan. i.e. Afghanistan). 
(Data available from UNICEF global data, 2018). 
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Figure I.6 Timely introduction of solid, semi-solid and soft foods (6-8 months) in 
the Eastern Mediterranean region 
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Figure (I.7) demonstrates the complementary feeding patterns for MMF, MDD and MAD in the EMR 

countries according to the most recent data available. MMF was high in most of the countries but the 

MDD was the main cause that contributed to the low MAD in all the countries presented except for 

Oman. 

I.6. Summary  

 

 
EBF: exclusive breastfeeding, ISSS: Introduction of solids, semi-solids, soft foods (6-8 months), MAD: Minimum acceptable diet, 

MDD: Minimum diet diversity, MMF: Minimum meal frequency, CBF: continued breastfeeding. 

Figure I.8 summarizes the status of breastfeeding and complementary feeding indicators reflecting the 

patterns of infant feeding in the EMR. It highlights that EBF, MAD and CBF 20-23 months are the 

main challenges to optimum infant feeding practices in the EMR. These are counterbalanced by the 

ISSS, MMF and CBF to one year.  

I.7 Conclusions 

One third of the countries in the EMR had EBF below 20%. PBF is the prevailing infant 

feeding pattern with a mean of 49.8±14.4 in 15 countries. EIBF remains challenged and there 

is no information on whether initiation is preceded by skin-to-skin contact.  One half of 

mothers continued breastfeeding for over one year in two thirds of the EMR countries. Only 

one third of the mothers breastfeed to the end of the second year. Complementary feeding is 

challenged by the low MDD in most countries.  

 انمخىطظ إقهيم شزقعه أوماط انزضاعت انطبيعيت فى وبذي الأول:  انمقال

 انمهخص و الاطخىخاخاث

أخفىبع ىىٝ ٔغىجخ اٌشػىبػخ اٌخبٌظىخ لمٚ اٌّ ٍمىخل ىىٝ اٌغىزخ مشىٙش  إٌىٝششق اٌّزٛعؾ  إل١ٍُرزؼشع صٍش ثٍذاْ 

ّٕؾ  اٌىٓ ثبٌّبئخ مٚ ملً ىٝ عجغ ِٓ ٘زٖ اٌجٍذاْ ، ٚرؼزجش اٌشػىبػخ اٌابٌجىخ ٘ىٝ ٠لأٌٚٝ ِٓ ؽ١بح اٌ فً ثّؼذي ػششا

دٌٚىخ ثبٌّٕ مىخو ِٚىٓ  22ِٓ اي 51ٓ ىٝ اٌّبئخ ىٝ ١خّغ إٌٝاٌغبئذ ٌزاز٠خ اٌشػغ ىٝ ٘زٖ إٌّ مخ ٚاٌزٜ ٠ّضً ؽٛ

ٝ اٌزىخخش ىىٝ ثذا٠ىخ اٌشػىبػخ اٌ ج١ؼ١ىخ ٚثىبلأخض مٔىٗ   موضش اٌزؾذ٠بد اٌزٝ رٛاعٗ اٌشػبػخ اٌ ج١ؼ١ىخ إٌبعؾىخ ٘ى

 مْ ٠جىذم إٌىٝاٌغٍذ ٌٍغٍذ ِىغ مِىٗ ٌّىذح عىبػخ  ب  رٛعذ ِؤششاد ٌم١بط ثذا٠خ اٌشػبػخ ِٓ خلاي ٚػغ اٌٌّٛٛد ِلاِغ

 عزّشاس اٌشػبػخ ٌؼبَ ٚػب١ِٓ ىئْ ِؼظُ اٌجلاد رغزّش ثبٌشػبػخ ٌّذح ػبَ ثٕغىت ِزجب٠ٕىخ و مِب ثبٌٕغجخ اٌشػبػخ

 ِٓ ؽ١بح اٌ فً و اٌضب١ٔخىٓ ٕ٘بن رمظ١ش شذ٠ذ ىٝ اعزّشاس اٌشػبػخ ٌٕٙب٠خ اٌغٕخ ٌٚ

شىشق اٌّزٛعىؾ رىذخً الأةز٠ىخ اٌزى١ٍ١ّىخ ىىٝ اٌٛلىذ إٌّبعىت إل١ٍُ  اٌزاز٠خ اٌزى١ٍ١ّخ ىئْ ِؼظُ ثٍذاْ إٌٝمِب ثبٌٕغجخ 

ٔخفىبع ِىؤصش ىىٝ إٚ٘زا ٠غجت  زاءرٕٛع اٌا إٌٌٝٚىٓ  ٕ٘بن رؾذ٠بد ثبٌٕغجخ  بدثبٌؾذ الأدٔٝ اٌّمجٛي ٌزٛارشاٌٛعجٚ

ؽغىت اٌّمىب١٠ظ اٌؼب١ٌّىخ ، ؽ١ىش مٔىٗ دْٚ عىٕز١ٓ ِىٓ اٌؼّشٚرٌىه اٌّمجٛي ٌٍ فىً  ئٝاٌازا اٌؾذ الأدٔٝ ٌٍٕظبَِؤشش 

% ىٝ خّظ ِٓ رغغ دٚي ثبٌّٕ مخ ٚ٘زا ٠غزذػٟ ػّىً دساعىخ ٚاى١ىخ لأّٔىبؽ راز٠ىخ اٌشػىغ 22ملً ِٓ  إ٠ٌٝظً 

بف ػٕبطش اٌؼؼف ٚاٌمٛح ٌٛػغ اعزشار١غ١بد ٌزظؾ١ؼ ٚػغ راز٠ىخ اٌشػىغ ٌزؾ١ًٍ اٌٛػغ ٚاوزش الإل١ٍُ اىٝ ٘ز

 اٌّزٛعؾو   إل١ٍُ ششقىٝ ثٍذاْ 
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Figure I.8 Summary of Breastfeeding and complementary feeding 
patterns in the Eastern Mediterranean countries  
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Article II 

Status of Breastfeeding in North African Countries of the 

Eastern Mediterranean Region  

Azza Abul-Fadl, Jalila El Atti, Ali Arabi, Leila El-Emmari, Ayoub Al-Jawaldeh 

___________________________________________________________________________ 

Overview 

These countries include Djibouti, Egypt, Libya, Morocco, Sudan, Somalia and Tunisia. All 

these countries are also Arab states, and share cross-cutting cultural values by the common 

language “Arabic” and long history of Islamic influence. These North African countries are 

categorized by World Health Organization (WHO) as the Eastern Mediterranean region 

(EMR) and by the UNICEF as the Middle East and North Africa (MENA) region (except for 

Djibouti and Somalia).  Algeria will be considered in section VI as a non EMR but MENA 

region country.  

The countries are reviewed by their nutritional status and infant feeding status with a focus on 

breastfeeding and complementary feeding based on the latest global effort by UNICEF for re-

analyzing the national surveys linked to Infant and Young Child Feeding (IYCF) data. Other 

advocacy issues linked to breastfeeding promotion and support included are the status and 

trends in the Baby-friendly Hospital Initiative (BFHI) and maternity support for the 

breastfeeding working mothers for each country.  

II.1. DJIBOUTI 

 

Background and health prophile  

Djibouti is a small country that boards the 

south of this region and shares similar 

problems as its neighboring African states in 

which communicable diseases, poor 

sanitation, poverty and malnutrition take the 

upper hand. The five principal causes of 

morbidity in the population are respiratory 

infections, anemia, diarrhea, infectious 

diseases and foot conditions. For infants, the 

most frequent disorders of importance are 

pneumonias and diarrheal diseases, malaria, 

malnutrition and a diversity of neonatal 

morbidities. The principal causes of maternal 
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mortality in hospitals are hemorrhage and 

complications of eclampsia. 

Literacy rates in Djibouti are the lowest in the 

region, at 67.9%, and are much lower in females 

(58.4%) than in males (78%). Utilization of 

contraception among married women aged 15 to 

49 years of age is 17.8 %. The contraceptive 

pills are the most commonly used method (13.6 

%), followed by injectable methods (2.5 %), and 

other methods. Female circumcision is very 

common, at 93.1%, with extreme forms of 

female genital mutilation representing 62.3% 

Djibouti age-standardized mortality rate is a 

mixture of both communicable and non-

communicable disease with Tuberculosis as the 

leading cause of death (118.6/100,000), 

followed by pneumonia (118.3/100,000), HIV 

AIDs (101.3/100,000) and diarrhea (52.6). 

Deaths from non-communicable diseases are 

also in the lead as stroke leads (118.4/100,000) 

followed by coronary heart disease 

(75.5/100,000) and diabetes mellitus 

(40.5/100,000), breast cancer (20.7/100,000) 

and hypertension (16.8/100,000). Death from 

malnutrition is the sixth most common cause of 

death (41.7/100,000) (WHO, 2015).  

Under-five age mortality is 94 per 1000 live 

births and infant mortality is 67 per 1000 live 

births. Infant mortality is much higher in males 

(103) vs. females (81) per 1000 live birth and is 

much higher in urban (95) vs., rural (73) per 

1000 live births.  

These drastic health indices are associated with 

poor infant feeding practices that lead to the 

malnutrition and communicable diseases leading 

to the high mortality rates. On the long term 

poor early infant feeding practices lead to death 

from noncommunicable diseases. 

Trends and status of IYC 

nutritional status 

Prevalence of underweight has increased from 

16% in 1996 to 29.8% in 2012 national surveys.  

Stunting has also increased from 26.5% in 2002 

to 33.5% in 2012.  Severe wasting has decreased 

from 15.9 in 2006 to 9.1% in 2012 and wasting 

has decreased from 26 in 2006 to 21.6 in 2012. 

Low birth weight is 10.2%.Overweight is 8.1% 

(2012). Trends in malnutrition are shown in the 

figure below: 

 

Trends and status of IYCF:  

Exclusive breastfeeding (EBF) 

and complementary feeding  

EBF has decreased by one half from 8% in 

2011 to 4.7% in 2014. Continuation of 

breastfeeding up to 12-15 months is 53.5% 

and for 20-23 months is 18.3%. (EDIM, 

2013) 

Complementary feeding: introduction of 

solid, semi-solid and soft foods (ISSS) at 6-8 

months is 23.1%.   It is higher in males 

(25.6% compared to females (20.1%) and in 

urban (24% vs. rural (11.7%)  (EDIM, 2013). 
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Figure I.1. Trends in malnutrition in Djibouti (1989-2012) 
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Baby-friendly hospital Practices  

Trends in early initiation of 

breastfeeding  

Early initiation of breastfeeding (EIBF) is 

52%. EIBF is higher in rural areas (64.6%) 

than in urban (47.8%), (EDIM, 2013). EIBF is 

higher in the illiterate mothers (53.7%) than in 

mothers with primary education (49.8%). No 

data are reported for a mother with secondary 

of higher education as literacy rate among 

females is low (58%) and educational 

attainment of secondary education is minimal. 

The percent reported births in designated 

hospitals and maternities (2016) are 1.2% 

(Nutridash, 2014 from WHO, 2017).  

Baby-friendly Hospital implementation by 

country:  

Djibouti did not report any progress with 

regards the designation process of 

implementation of BFHI (WHO-GNPR2 

survey, 2017). 

Maternity support of the 

working breastfeeding mothers  

Female employees are entitled to 14 weeks of 

paid maternity leave, 8 weeks before birth and 

6 weeks after. Fathers are entitled to 3 days of 

paid paternity leave. A working mother is 

entitled to one hour per working day to 

breastfeed her baby during the first 12 months 

following her maternity leave, which can be 

taken at the beginning or end of the working 

day. During this period, the mother can leave 

her work without notice and without having to 

pay any compensation to the employer. This 

temporary absence does not give reason to a 

salary deduction. Labour Code, art. 116. 

 

 

 

 

 

II.2. EGYPT 

 

Trends and status of IYCF:  

Exclusive breastfeeding (EBF) and complementary feeding  

Figure II.3 to II.6 present the trends and 

current situation in infant feeding practices, 

and morbidities from diarrhea and acute 

respiratory tract infections.  
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Figure I.2. TRENDS IN EXCLUSIVE BREASTFEEDING 
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Figure (II.4) Trends in exclusive breastfeeding practices and their relation to rising trends in morbidity from 

diarrhea and acute respiratory tract infections over the past 15 years from the Egyptian demographic health 

surveys (2000-2014). Figure (II.5) The relationship between delayed first breastfeed and prelacteals and the 

effects on breastfeeding continuity at 2 and 4 months 

 

 
Source: MCFC Egyptian Journal of Breastfeeding, volume 14, 2018. (EBF: exclusive breastfeeding, BF: 

breastfeeding, EIBF: early initiation of breastfeeding within first hour after birth, LE: Lower Egypt, UE: Upper Egypt. 
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Figure II.3. Pattterns of Breastfeeding in Egypt (EDHS, 2000-2015) 
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Patterns of infant feeding in Egypt  

A number of recent studies have indicated 

very low rates of EBF particularly in urban 

populations despite the intensive efforts of the 

Ministry of Health to promote EBF. 

One study showed that EBF was 12.5% 

among 400 lactating mothers with infants 

aged from 2-6 months in Family Health Unit. 

The knowledge, and practice towards 

exclusive breastfeeding (EBF) was low 

10.22±2.9 & ranged from 4 to 22 out of 27 

knowledge questions. It was higher in 

mothers, with higher education, working 

mothers and those who received knowledge 

from media or combined sources. The 

significant predictors for EBF were; male sex,   

early breastfeeding initiation after delivery, 

and good knowledge with odds ratios of 3.02, 

13.2 and 7.9 respectively (Hassan et al., 

2015). 

Another study in a clinic in Alexandria of 

whom 4.4% of the studied cases or 8.9% of 

infants aged 0-6 months were EBF, 72.4% 

received both breast and others (MF) while 

the rest 23.3% received artificial formula 

feeds (AF). The main causes that led to failure 

of mothers to breastfeed were due to maternal 

causes in 45.7% including complicated 

deliveries, breast and nipple difficulties and 

insufficient breast milk. While 39.7% were 

due to infant causes including prematurity, 

infant refusal, infant illness and excessive 

crying.  Growth of EBF babies was superior. 

The mean percentiles for weight-for-age, 

length-for-age, head circumference-for-age, 

mid-arm circumference-for-age of EBF, MF 

were higher when compared with AF babies. 

Lower respiratory infections, acute 

gastroenteritis  and otitis were less common 

among EBF babies compared to mixed and 

artificially fed babies (Mahfouz, 2006).   

A study of 300 mothers with infants aged less 

than 12 months, recruited from 8 primary 

health care centers in Alexandria, showed that 

EBF was only 3%. Less than two thirds (62%) 

were on artificial formula feeds (AF). PBF 

was (28%). By the age of two months, the 

EBF decreased to (11%). At three and four 

months, the rates were (10% and 7%) 

respectively. Another drop occurred to reach 

(4%) at the age of five months. Despite the 

low EBF, 74% of the mothers continued 

breastfeeding up to one year. Weaning was 

sudden in 26.9% (Naguib, 2017). 

Another cross sectional survey of a total of 

300 preschool children from Sidi-Beshr 

Bahary family health unit in Alexandria 

showed that EBF was 7%, while 33.67% were 

fully formula fed (Emtair, 2016). 

 

  

             Figure (II. 7) Exclusive breastfeeding.       Figure (II.8) Duration of breastfeeding.  

 

The patterns of EBF were different than other 

forms of feeding as follows: 

In a study of 187 mother-infants pairs in two 
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frequency of breastfeeding per day ranged 

from 3-12 times with a mean of 6.7±2.4. The 

highest was among those who fed their infants 

no other supplements (7.7±2.2), followed by 

mothers who were giving herbal drinks 

(6.8±2.3) and shortest in those who fed other 

milks with breastfeeding (4.2±1.6 hours) 

(P=0.005). The duration of the feed among all 

mothers ranged between 5-20 minutes with a 

mean of 9.5±3.3 min in the PBF mothers, 

while EBF mothers had the longest mean 

duration of a breastfeed (10.9±2.8 minutes) 

(P=0.028). None of the mothers expressed 

their milk. Half of studied mothers used 

feeding bottles for fluids only and the other 

half to feed their infants with fluids and/or 

milk formula. More than half of all mothers 

(54.1%) use bottles by advice from a health 

care provider (more in urban than rural 

P<0.01). The mean duration of breastfeeding 

was 16.9±4.4 months ranging from 16.0±4.7 

months in EBF, 18.2±3.2 months in PBF. No 

differences were found in-between urban and 

rural mothers (Basyoni, 2012). 

Another study by Emtair in 2016 showed that 

one half of the population under study 

initiated breastfeeding within one half hour of 

delivery. Causes of cessation of breastfeeding 

was scanty milk (57.67%), desire for weaning 

22.33%, child refusal 7.6%, sick baby 1%, 

maternal disease 0.1%, new pregnancy 2%. A 

significant 13.3% were underweight (-2 to -3 

Z-score) and 12.2% were overweight (>2 Z-

score) highest at 12-24 months, 19.3% and 

14.3% were moderately stunted and wasted 

respectively. Obesity using BMI centiles >97th 

centile was 13.7%. While 43.7% introduced 

formula milk, 8.3% at age <6 months, 6.7% at 

6 months, 15.33% at 6-12 months and 17.33% 

at age >12 to <18 months.  

 

 

Upper Egypt infant feeding practices 

Fahmi et al (2014) studied feeding practices 

of infants in Menia governorate. The study 

was done for a representative sample of 379 

infants of Menia governorate. They were 

attending two randomly selected health 

centers. Overall ever breastfeeding rate was 

93.6%; only 6.4% of infants had never been 

breastfed mostly due to refusal of infant to 

breastfeed (45.8%) or breast problem (29.2%).  

EIBF in the first hour was 18.3%. Delayed 

initiation, after the first hour but within the 

first 24 hours of birth was 37.5% and within 

the following days (44.2%).  

Prelacteals and supplements in the first 3 days 

were offered to 245 infants (69%). Only 31% 

were exclusively breast milk fed in the first 

three days of life. The type of feeds given 

varied from glucose (39.2%), herbal drinks 

(35.5%), sweetened water (14.3%), milk 

(7.8%), gripe water (1.6%) water (0.8%). 

They were advised mostly by friends. 

Bottle feeding rate (formula milk feeding) 

among the 379 infants was 10.6%, mostly in 

addition to breastfeeding.   

EBF before 4 months of age was 4.3%, while 

at 4-6 months it was 65.3% (24 hour recall).  

Timely complementary feeding at 6 months 

was 69.6% (24 hour recall). Mother‟s 

knowledge about the benefits of breastfeeding 

came from her own mother. However, 40% 

did not know the benefits of breastfeeding for 

her and for the baby. Only 0.5% listed 4 

benefits of breastfeeding and 12.3% were able 

to describe what was meant by EBF.   

Reasons for discontinuation of 

breastfeeding  

The most common causes for early 

discontinuation of breastfeeding are milk 

insufficiency (34%), and refusal to feed 

(17.5%) (Naguib, 2017).  
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A study was conducted in Cairo university 

hospitals to identify the causes of failed 

breastfeeding in a random sample of 3500 

women, over the period between July 2007 

and July 2011 (Hegazy et al., 2015). At one 

month postpartum, only 78% [n=2502] of the 

mothers who had initiated breastfeeding 

[n=3210] were still breastfeeding their babies. 

Only 45% of those continuing to breastfeed 

[n=1126] were EBF. The following reasons 

were given for early cessation of 

breastfeeding: concerns about baby's weight 

gain/ loss [n=361; 51%], baby not latching to 

the breast and preferring bottle feeding [n= 

226; 32%], painful breastfeeding [n=64; 9%] 

preparing to return back to work [n=40; 

5.6%], fear from obesity [n=7; 0.9%] and fear 

from breast disfigurement [n=3; 0.4%]. Seven 

women (0.9%) lost their babies. Cox 

regression analysis identified three risk factors 

for failed breastfeeding First, younger 

maternal age; Second: Higher rate of 

employment p=0.03. Third: Low birth weight 

of the baby p=0.04. Non-significant 

differences included; mode of delivery, parity, 

socioeconomic status, educational level, 

separation from the baby at the time of 

delivery and sex of the baby. 

Complementary Feeding (CF) 

practices 

National studies in Egypt (EDHS, 2015) 

reported that the ISSS at 6-8 months was 

75.2%. They also reported the following about 

other CF indices: 

The minimum acceptable diet (MAD) was 

23.3% (range= 23.3 to 24.8 for a sample size 

of 4,744). It was similar in both males and 

females (23.5 and 23.1 respectively). No 

differences were shown between urban and 

rural communities (23.4% and 

respectively).The lowest MAD was in the 

second half of the first year  (17.1%) 

increasing into the beginning of the second 

year to 28.2% and reaching a maximum of 

31.5% at age (16 – 19 months) but declining 

again at 20-23 months to 21.6%. It was 

highest in families from lowest and highest 

wealth quintiles (WQ1 and WQ5) (25% and 

25.8%) and lowest in WQ2 (21.3%). Children 

of mothers who highly educated had the 

highest MAD scores (24%) compared to 

mothers who were illiterate or had primary 

education (22.5%) and mothers who had 

secondary education (20.1%).  

The minimum meal frequency (MMF) was 

60.2%. MMF was higher in males (61.2%) 

than females (55.2%) and in urban (64.3%) 

than in rural (58.4%). MMF was lowest 

between 6 to 11 months (56.6%) and 

increased to a peak of (64.8%) at 16 to 19 

months but declines thereafter (63.4%). It was 

highest in WQ5 (70.8%) and lowest in WQ2 

(54.7%). It was highest in the highly educated 

(67.8%) and lowest in those whose mothers 

had primary education (52.2%) or no 

education (54.3%). 

The minimum dietary diversity (MDD) was 

34.7%. It was higher in females (34.9%) than 

males (34.5%) and in rural (35.2%) than in 

urban (34.9%). MDD was lowest between 6 to 

11 months (19.9%)  and increased to a peak of 

(48.1%) at 16 to 19 months but declined 

thereafter (45.2%). It was highest in WQ1 

(37.2%) and lowest in WQ2 (32.1%). It was 

highest in the highly educated (39.4%) and 

lowest in those whose mothers had primary 

education or no education (33.6%). 

A local study in Alexandria showed that more 

than two thirds (68.0%) of studied mothers 

initiated weaning before six months. Initiation 

of weaning at 4 months was 58.8% and at 5 

months of age was 23.6%. Grains (88.2%), 

dairy products (78.4%) and vegetables 

(72.6%) were the most commonly used 

weaning foods. Causes of early weaning were 

perceived milk insufficiency (7.8%), work 

8(7.8%), baby related causes (hungry 33.3%, 

milk refusal (3.9%), twins (3.9%). Working 
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mothers who were breastfeeding were 27%, 

while 73% of working mothers were not 

breastfeeding (Bishr, 2013). 

The above study explains the low MAD in 

Egypt being mainly attributed to the low 

MDD, since MAD is a combination of MMF 

and MDD. Hence educational messages for 

improving CF should focus on encouraging 

mothers to feed their infants a variety of foods 

that are high in nutritious components as fresh 

fruits and vegetables rather than readymade 

marketed baby foods that many poorly 

educated urban mothers resort to giving as a 

substitute to home prepared foods.   

A local study in Egypt reported that age of 

introduction of food and fluids in the studied 

infants ranged between one and half to nine 

months with a mean of 4.9±1.6 months. 

Mothers who EBF and PBF started 

introduction of foods to their infants at an 

appropriate age of 6.4±0.8 and 6.7±0.7 

months, respectively compared to those who 

were formula feeding (AF), who introduced 

foods at an early age (3.8±0.3 months) at 

(P<0.0001), thus exposing their babies to the 

hazards of early food intake. About two fifths 

of studied mothers (39.6%) used feeding 

bottles for their infants. Bottles were used by 

50% of mothers who AF their infants 

compared to one third of mothers who PBF, 

while the least frequency reported was among 

mothers who EBF (10.7%) (P<0.0001). This 

indicates that EBF assists the child to develop 

feeding skills for chewing and acceptance of 

solids and semi-solids more than artificially 

fed, who continue to rely more on bottle-

feeding rather than feeding by spoon or cup 

(Basyoni, 2012) 

Another study, conducted in two primary 

health care units in Kafr El-Sheikh 

governorate, examined the weaning practices 

among mothers/caregivers of infants aged 6 

months.  The study included 292 infants aged 

6 months in two primary health care units 

(health office Motobis Family health unit of 

Ibiana) in Kafr El-Sheikh governorate. Two 

thirds of the mothers started weaning their 

infants before the age of six months. EBF was 

32.2%. The working mothers in both groups 

were the same (17.7% vs. 19.1% P>0.05). 

Weaning at 2-4 months was (43.4%), one 

third (35.9%) at <2 months and 20.7% at 4-6 

months. More than one third of the mothers 68 

(34.4%) started early weaning because of 

infant crying after breastfeeding. Less than 

one third of the mothers 64 (32.3%) started 

early weaning because the baby demanded 

more frequent milk feeds (32.3%), was 

hungry after a short periods of sleep through 

the night or mother had a medical condition 

(0.7%). More than one fifth of the mothers 

(21.2%) started early weaning because they 

returned to work after maternity leave. On the 

other hand, a minority of mothers started 

weaning because the growth of the baby was 

inappropriate for age (5.6%) or because they 

had a medical condition (0.7%).  More than 

two fifths (46%) of weaned infants had 

problems just after introducing weaning 

foods. Mothers who did not wean before 6 

months reported that it was because it was a 

family habit (79.8%) or because baby refused 

(20.2%) (ElShanat, 2013). 

A cross-sectional study that was carried out 

over a period of four months for 1000 eligible 

women having infants aged less than two 

years through a multi-stage random sampling 

method. All the included mothers had 

breastfed their infants. EIBF was 32.4% and 

EBF was 29.9%. Food was introduced at 6-9 

months of age in 63.6%. Bivariate analysis 

showed that  factors favoring EBF were age of 

the mother (<25 years), secondary or higher 

education, mothers who received health 

education about EBF or had knowledge about 

EBF. The study showed that knowledge and 

practice of EBF increased efficient CF 
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practices especially among new and young 

mothers (El Shafei et al., 2014). 

The age of ISSS is very important. A study in 

Egypt showed that foods introduced at age of 

3 months was associated with underweight or 

obesity (25% and 75% respectively). Late 

introduction of food was accompanied with 

lower percentage of obesity in children 

(37.2%). These relations were statistically 

significant where   (P=0.000). No significant 

relationship was observed between age of 

child at termination of breastfeeding, pattern 

of weaning and nutritional status of preschool 

children. During weaning, 37.5% of children 

who were not introduced to  milk were obese. 

On the other hand 23.8% of those introduced 

to milk were underweight (P=0.000). A 

significantly higher percentage of daily 

consumption of canned juice (14.3%) fell in 

the obese category (P<0.002) (Emtair, 2016). 

On the other hand, another study showed that 

introduction of solid foods to infants before 

six months of age was practiced in 71% of 

mothers. Just less than one fourth (24%) were 

introduced complementary foods at the age of 

six month. While only 5% of the studied 

mothers introduced solid foods to their infants 

late (after the six months of age). No 

differences in weight, length and head 

circumference percentiles for growth and 

development were noted by mode of feeding. 

Two thirds (66.7%) of EBF mothers were 

highly educated, while the other one third 

(33.3%) had middle education (P<0.029). All 

(100%) of EBF mothers were not working. 

Two thirds of fathers of EBF were highly 

educated (66.7%) and (33.3%) had middle 

education (Naguib et al., 2017).  

Patterns of morbidity associated with mode 

of feeding 

A study of 150 infants below 6 months of age 

was carried out in one family health unit 

namely; Derbala at Alexandria governorate. 

They reported that although most of the 

studied infants (78.7%) received colostrum, 

yet many were either obese or underweight 

and most were not EBF, while the EBF 

children were protected against underweight. 

About two thirds of mothers (65.4%) started 

breastfeeding immediately after birth. Delayed 

initiation of breastfeeding was (29.3%), and 

was due to incubator care (36.3%), cesarean 

section (27.3%) and prematurity (18.2%). 

Only 18.8% were EBF, whereby 69.6% were 

over-nourished, 23.2% were under-nourished 

and only 7.2% had optimal growth. None of 

infants who were EBF were underweight 

compared to 23.2% of those fed by other 

feeding modalities. Additionally, 52.2% of the 

studied infants were overweight and fed on 

the other feeding types compared to 17.4% 

who were EBF (P=0.007). Moreover only 

5.3% of infants who were EBF suffered from 

ARI compared to 8.7% of those on other 

feeding types. Additionally, 6.7% of EBF 

were sick compared to 13.3% of infants who 

fed on the other feeding modalities (P=0.006). 

The study again highlights the importance of 

EBF on the health and nutritional status of 

children (Bishr, 2013).  

Abdulla (2016) studied health status and 

breastfeeding patterns of 100 infants below 6 

months of age, attending for child welfare 

during the first week of life. They were 

followed up at 2 and 4 and 6 month of age for 

health status and breastfeeding patterns. The 

mean age was 28.4±5.3, 65% were university 

education, 89% married, 11% divorced or 

widows. EIBF was 19%.  On-demand feeding 

was 68% and 53% were offered prelacteals. 

They also found that at 2 and 4 months 

respiratory distress, diarrhea and fever were 

significantly higher in non-exclusively 

breastfed than the exclusively breastfeeding 

infants. No differences were seen in growth in 

weight and length at 2 and 4 months. 

Introduction of formula was mainly by 

prescription from doctors in 79.1 to 100%. 
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Breast problems were encountered in 4.5% 

and 20.9% over the period of follow-up (2 to 

4 months of age). Reasons for not exclusively 

breastfeeding were insufficient milk in 50% to 

68.3%, inadequate growth in 13.3% and 

35.8%, thirst in 4.5 and 23.9%, mother in law 

advice in 36.4 and 86.7% and medications in 

6.7% and 19.4% at 2 and 4 months 

respectively.  

Mohamed et al., (2014) described the 

knowledge, attitude, and actual practices of 

mothers in a rural area in Upper Egypt 

regarding breastfeeding, complementary 

feeding and weaning and effect of education 

and age. The community-based cross-

sectional study was done for 307 rural 

mothers with a child aged 2 years or less. 

Mothers were selected using systematic 

random sampling. They reported that 84% 

initiated breastfeeding immediately after 

delivery, and 42.7% of the studied mothers 

offered prelacteal feeds to baby before 

lactation. About three quarters (74.2%) of 

mothers fed colostrum. EBF was associated 

with mother's education (P < 0.0001) but not 

with mother's age, mother's occupation, or 

place of birth.  All the studied mothers knew 

that breastfeeding is the best source of 

nutrition for the baby. The majority of the 

mothers had good knowledge about the 

advantages of breastfeeding for child. As 

regards weaning, majority (92.5%) of the 

mothers defined weaning as breastfeeding 

cessation. Most of the mothers (94.8%) agreed 

that breastfeeding protect the child from 

infection, 96.1% agreed that it is the healthiest 

for infants, 76.5% agreed that breast milk lead 

to loss of figure, and 83.4% agreed that 

breastfeeding should be avoided during 

mother's illness. The authors concluded that 

improving EBF requires a multifaceted 

approach through health care system 

interventions, family interventions, and public 

health education campaigns to promote 

optimal breastfeeding practices, especially in 

less educated women. 

Table (II.1.) Health status of exclusively versus non- exclusively breastfed in the first 6 months of life:  

Age Diarrhea Fever Tachypnea 

 Excl. % Non excl. % Excl. % Non excl. % Excl. % Non excl. % 

1st week 4.7 20 5.9 13.3 14.1 20 

2
nd

 months 11.5 36.4 10.3 36.4 15.4 45.5 

4
th

 month 20.3 43.9 18.6 34.1 8.5 43.9 

6
th

 month 3.0 26.9 3 22.4 12.1 5.7 

Clemens et al., (1999) in a prospective birth 

cohort of 198 infants for the first 6 months of 

life studied the risk of diarrhea measured 

through twice-weekly home visits. EIBF and 

types of foods at follow-up were independently 

predictive of the rate of diarrhea. EIBF was also 

associated with a longer duration of EBF. There 

was no relation between early initiation and risk 

of diarrhea in the second 6 months of life. The 

authors recognized that EIBF is likely to be 

associated with a longer duration of EBF, which 

is also predictive of reduced risk of diarrhea.  

The impact of breastfeeding on the growth, 

morbidity and mortality patterns among low 

birth weight infants (LBW) was studied by 

Sayed (2000). They studied 200 mothers who 

were followed up at 3 and 6 months. Formula 

feeding (FF) was 28% at 3 months and 36.6% at 

6 months. The main cause for FF was poor 

weight gain. Morbidity from acute upper 

respiratory tract infection (AU-RTI), acute 

lower respiratory tract infection (AL-RTI) and 

diarrhea (GE) in LBW (cases vs. controls) by 

feeding modality was as follows: 41.4% for AU-

RTI, 28.5% for AL-RTI, 28.5%. Diarrhea in FF 

was 62% and mortality rate was 7% of whom 

71% died in the first 3 months due to 

pneumonia. On the other hand a study by Abul-

Fadl et al., (2012) in Gharbia governorate 
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reported that children who were exclusively 

breastfed for the first 6 months of life suffered 

very low rates of recurrent episodes of ARI and 

diarrhea (6.18% and 6.18% respectively).  

Similar findings were reported by ElDemerdash 

et al., (2013) in Menoufia governorate. Children 

who suffered recurrent episodes of ARI and 

diarrhea over three times in the past six months 

were reported to be 6% and 5.5% respectively.  

Baby-friendly Hospital Practices:  

Egypt was one of 12 flagship countries that 

were selected to launch the BFHI in the World. 

By the mid nineteen nineties 126 hospitals were 

certified as Baby-friendly by the National 

Breastfeeding promoting committee in the 

MoHP. In 2014 Egypt released a ministerial 

decree requiring all health facilities caring for 

mothers and babies to become Baby-friendly by 

abiding to the Ten steps for successful 

breastfeeding and abiding with the International 

Code for Marketing of Breast-milk Substitutes. 

Lately, the Ministry of Health and Population 

has designated 14 hospitals and some 75 

primary health care centers. Also UNICEF is 

partnering with Universities to establish 

University Baby Friendly Centers of Excellence.  

The lessons learnt from the BFHI have been a 

leading experience for other countries around 

the world to follow and develop their own 

policies and strategies. Egypt has one of the 

highest evaluation studies in BFHI in the world 

as shown in the table and figure below: 

 
(*University hospitals) 

Maternity support 

The current laws in Egypt allow mothers fully 

paid maternity leave for 3-4 months of paid 

leave. She is entitled to one hour break for 

breastfeeding. She is also entitled to leave 

without pay for two years without losing her 

post. She is entitled two years of unpaid 

maternity leave for up to six years for a 

maximum of three children. Workplaces with 

women over 99 women should have an 

established nursery within or close to the 

workplace (ILO, 2012).   

 

 

 

Concluding remarks::  

Egypt is characterized by poor literacy rates 

(71% in 2017 and 74% in 2018) and poor 

educational attainment with only 37.1% enrolled 

in secondary education and 6.6 in tertiary 

education (2005). These figures can explain the 

poor practice of breastfeeding continuity into the 

second year among Egyptian mothers.  This 

calls for intensive strategies for improving 

education and awareness among women in 

Egypt. This can improve their social status and 

ability to provide and care for their family. 
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II.3. LIBYA 

 

Background 

Population of Libya was 6,278,000 at time the 

UNICEF MICS survey (2010) conducted to 

assess breastfeeding status in Libya.  

Epidemiological background and 

health status 

Under-five mortality has decreased from 

49/1000 in 1990 to 15 per 1000 live births in 

2015 and has been decreasing steadily over the 

past 27 years from 1990 to 2017. Infant 

mortality rate in 2013 was 18 per 1000 live 

births in 2013. Neonatal mortality in 2010 was 

10 per 1000 live births.  

The total number of hospitals in Libya are 97 

hospitals including 37 maternity hospitals. 

Nutritional Status and trends in 

malnutrition: 

Nutritional indices for overweight are 

characteristically high and have increased 

from 13.4 in 1995 to 22.4 in 2007. While one 

in every 4 child under the age of five years is 

stunted as shown in the figure below (Data 

from the UNICEF, WHO and World Bank 

joint malnutrition estimates December, 2017) 

 

Patterns and Trends of Exclusive Breastfeeding in Libya 
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The earliest study conducted by Bredan et al., 

in 1988 showed that in a population where 

32.5% of mothers were illiterate the majority 

95.6% were breastfed. At 3 months EBF was 

46.4% and 27% were exclusively bottle fed 

and 26.5% were receiving both breast and 

bottle. At 5 months 44.6% were still 

breastfeeding. At 6-12 months 25.1% were 

still breastfeeding.  

The mean weaning age was 8.8 months. 

Breast and bottle were practiced by 18.6% and 

4.4% respectively. While 77% were giving 

mixed feeds of breast and formula to their 

babies. The mean age at which bottle was 

introduced was 2.9 months.  

A cross-sectional randomized study was 

undertaken at 11 child clinics in Benghazi, 

during the period 2007-2008. A total of 577 

mothers were interviewed (Ziuo, 2010).  

The following feeding patterns were 

identified: 

EBF for the first 4-6 months was 25.2%. EIBF 

in the first half an hour after birth was 44.3% 

and overall initiation was 89.0%,. 

Bottle feeding rate was 11.0 % from birth. 

Continued breastfeeding up to 24 months was 

38.0%. More than eighty percent of women 

thought that breastfeeding is important. 

The trends show that early feeding practices 

have suffered greatly over the past 30 years 

and can explain the high trends of stunting 

(21%) and obesity (22.4%).  

Breastfeeding cessation 

A study to assess the mother‟s practice of 

breastfeeding showed that mothers mostly 

primipara (24.0%) more than multipara (8.9–

12.5%) mothers positioned their baby poorly 

at the breast while breastfeeding. Poor 

attachment was also more evident among 

primipara (30.0%) compared to multipara 

(20.9%) mothers (Ram et al., 2011). 

 The consequences of poor attachment 

included cracked nipples and mastitis.  

Preterm and low birth weight infants were 

significantly associated with poor attachment 

and poor effective suckling.  

Poor suckling was more (42.8%) in the early 

neonatal period than late neonatal period 

(32.9%). 

In another study the most common reason 

cited for initiating bottle feeding was 

insufficient milk (55.9%) followed by refusal 

to feed in 16.8%., breast or nipple conditions 

in 8.4%, absence or illness of the mother in 

7%, new pregnancy in 8.4%, weaning in 4.9% 

and inconvenience to the mother in 4.4% 

(Bredan et al., 1988).  

Baby-friendly Hospital Practices 

There is no data for the status of BFHI 

implementation by country (GNPR2 survey-

WHO, 2017) or of for the designation process 

for Libya  as by the GNPR2 survey of WHO 

in 2017.  

Maternity Support in Libya:  

Libyan Labour Law entitles female employee 

to 6 weeks compulsory leave after delivery 

and 14 weeks fully paid maternity leave. 

There are provisions in the Law that protect 

women from being dismissed on grounds of 

her pregnancy or maternity leave.  
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II.4. MOROCCO 

 

 

Country Prophile 

Population of Morocco is 34,378,000 at time 

the UNICEF MICS survey conducted to 

assess breastfeeding status.  

Epidemiological background and 

health status 

Under-five mortality has decreased from 

49/1000 in 1990 to 28/1000 live births in 

2010. It has been decreasing steadily over the 

past 27 years from 1990 to 2017.  

Trends in nutritional status and malnutrition 

 

Patterns and Trends of Exclusive Breastfeeding in Morocco 

 

The latest national survey in Morocco 

(PAPFAM, 2011) showed the following: 

EBF was 28% in 2010 and 31% in 2003/4. 

Bottle feeding rate was 46.2% in 2003/4. 

Continued breastfeeding for one year was 

67% and decreased to 25% in 2011.  

Baby-friendly Hospital Practices 

in Morocco 

The latest estimate of EIBF in 2011 was 

26.8%. EIBF showed decreasing trends from 

the survey conducted in 2003-4 from 52% in 

which there were no differences between 
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either sex (51.5 in males and 52.5% in 

females). However it was more commonly 

practiced in rural (58.4%) than in urban areas 

(45.6%).  

The reported Baby-friendly hospitals in 

Morocco  increased from 17 in 2004 to 38 in 

2007 and 2010 but decreased to 5 in 2015 and 

2016 (Al-Jawaldeh and Abul-Fadl, 2018). 

This explains the declining EIBF rates and 

shows that there is a need to implement BFHI 

in Morocco in order to improve the EIBF 

rates. 

 
Global database, UNICEF (2018) 

Local studies on status and interventions for improving EBF  

A comparative prospective study conducted in 

2012 / 2013 for 400 women who were divided 

into two groups, one of which received 

support counseling for EBF. The women were 

followed for a period of 6 months. The 

primary outcome studied showed the duration 

of EBF was 4 months and half versus 3 

months in the non-intervention group. At the 

end of the study, the rate of EBF was 76% 

among the counseled mothers vs. 11.5% in the 

non-intervention group (NIG) with a 

significant difference, p=0.00.  

Formula feeds were introduced by 16% of the 

counseled mothers vs. 31% in the NIG.  

At six months breastfeeding rate was 79% 

versus 58% in the NIG group (P=0.00), with 

an EBF of 58% in the study group and 19% in 

the NIG (p=0.000). Also, 36% of the 

counseled women gave formula milk versus 

63% in the NIG. 

The authors concluded that support 

through counseling can have a positive 

impact on the duration of breastfeeding by 

increasing the duration of EBF. This support 

was especially useful in preventing early 

addition of other liquids (Radouani et al., 

2015). 

Complementary Feeding (CF) 

In Morocco CF is usually started earlier than 

six months. The 2003/4 survey showed that 

timely introduction of food at 6-9 months was 

90%. However this has decreased 

dramatically since then. 

A cross sectional study for 574 mothers with 

children aged 0-24 months, who attended 12 

health centers in Casablanco showed that 

introduction of foods before 6 months was 

practiced by 30.4% and at 6 months was 

66.5%. Around 85% of women did not receive 

education about managing CF and that 93% 

are not counseled for breastfeeding. For 

mothers whose children were 6-24 months, 

74.6% reported that they were not given 

information about dietary diversity. However 

62% planned to start introducing foods in a 

diversified manner after 6 months and 36% 

before 6 months. The group included 10% 

who were EBF and 90% on mixed feeding 

(Habibi et al, 2016).  
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Maternity support in Morocco 

Morocco offers 14 weeks maternity leave that 

are fully paid (100%) by the national social 

security fund. The labour Code (article 46, 

Moroccan Public Service Law) also includes 

three days fully paid paternity leave. Pregnant 

women are entitled to one year of unpaid 

leave. Moroccan activists, the Ruling Party of 

Justice and Development (PJD) are seeking to 

extend maternity leave to 16 weeks of fully 

paid maternity leave.  

II.5. SOMALIA 

 

Background 

Somalia has a pollution of 14,74 million 

(2017) (World Bank) It has one of the world‟s 

longest running humanitarian crises with 

droughts and floods augmented by ongoing 

violence and conflicts. Somaliland and 

Putland remain somewhat less exposed to 

such conflicts. 

Trends and Status in Infant & 

Young Child Nutrition and 

Malnutrition 

Childhood malnutrition is a major problem. 

The national anthropometric survey in 2009 

showed that 23.2% of children below five 

years of age were stunted. It was highest in 

Central and South Somalia (31.6%) and 

lowest in Putland at 10.7%. 

 

Trends and Status of IYCF in 

Somalia:  Breastfeeding 

Somalia has high rates of breastfeeding with 

98.2% ever breastfed. EIBF and EBF have 

improved from the 2009 micronutrient survey 

and 2011 MICS survey as 3 out of 10 are 

exclusively breastfed (33%) and 8 out of 10 

are put to the breast within one hour of birth 

(UNICEF, 2016). But continuity of 

breastfeeding is very low as less than one half 

continue for 12 months (46%)  and only 15% 

continue for two years (UNICEF, 2016).  
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EIBF: early initiation of breastfeeding, EBF: exclusive breastfeeding, PBF: predominant breastfeeding, CBF: continued breastfeeding, ISSS: introduction of solids, semi-

solids soft foods, MAD: minimum acceptable diet, MMF: minimum meal frequency, MDD: minimum dietary diversity.

Baby-friendly Hospital Practices  

EIBF varies from 23.4% in 2009 to 80% in 

2016. However it was less commonly practiced 

in rural areas (76%) than in urban areas (83%) 

and in females (78%) than males (81%), 

(UNICEF, 2016).  

Until 2016 (GNPR2-WHO, 2017) there were no 

data reported for facilities designated as Baby-

friendly. This explains the low and declining 

EIBF rates and shows that there is a need to 

implement BFHI in Somalia in order to improve 

the EIBF rates. 

Complementary Feeding 

Introduction of solids and semi-solids (ISSS) 

at 6-8 months has increased from 15.6 in 2006 

to 17.1 in 2009.  

Findings from 2016 survey in Somalia 

The survey was conducted to assess feeding 

and micronutrient status. The ISSS at 6-8 

months is 80%. The Minimum acceptable diet 

(MAD) and iron-rich foods was found to be a 

challenge for most parts of Somalia. The 

overall findings included the following: 

Bottle feeding practice, although uncommon 

is practiced by one half of the mothers 

(UNICEF, 2016). . 

ISSS at 6-8 months at national level is 81%. It 

is 84% in central south Somalia, 77% in 

Somaliland and 76% in Punt land.  

Minimum meal frequency (MMF) at 6-23 

months is 69% at national level. It is 66% in 

central south Somalia, 74% in Somaliland and 

71% in Puntland.  

Minimum meal diversity (MDD) at 6-23 

months is 15% at national level. It is 21% in 

central south Somalia, 7% in Somaliland and 

9% in Puntland.  

MAD (6-23 months) is 9% at national level. It 

is 11% in central south Somalia, 6% in 

Somaliland and 7% in Puntland. 

Consumption of iron-rich foods (6-23 

months) is 48% at national level. It is 60% in 

central south Somalia, 22% in Somaliland and 

42% in Puntland. 

Child Feeding index (6-23 months) is 25% at 

national level. It is 26% in central south 

Somalia, 14% in Somaliland and 26% in 

Puntland. At age 6-8 months it is 63% at 

national level ranging from 69% in central 

south Somalia, 51% in Somaliland and 63% in 

Puntland. At age 9-11 months it is 36% at 

national level ranging from 41% in central 

south Somalia, 19% in Somaliland and 47% in 

Puntland. While at  age 12-23 months it 

decreases markedly to 7% at national level 

ranging from 9% in central south Somalia, 0% 

in Somaliland and 10% in Puntland. 

There are maternal micronutrient 

supplementation coverage schemes for iron 

tablets (58%) and folic acid (32%), combined 

iron and folic acid (20%) and multiple 

micronutrient tablets (15%). Central and 
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southern Somalia are highest for all (62%, 

37%, 22% and 18%), Somaliland has the 

lowest coverage for the first three schemes 

(54%, 22%, 14% respectively) and Putiland 

has the lowest for the fourth (48%, 26%, 19%, 

8% respectively).  

Maternity Support  

Somalia entitles female employees to 14 

weeks maternity leave (paid as 50% of her 

monthly salary). Her wages are paid by the 

employer and not by the government. The 

ILO states that protection of women against 

dismissal should follow the period after her 

return to work. The period of protection varies 

from one country to another in Somalia it is 

one year following birth. (ILO, 2012). 

 

II.6. SUDAN 

 

Nutritional status of Infants & Young children (IYC) 

Stunting, wasting and underweight have 

remained high if not increasing over the past 

decade. Feeding practices in addition to 

prevalence of communicable diseases and 

poor sanitation maybe the underlying causes. 

 

IYCF Trends and Status: 

Breastfeeding 

EBF rate increased from 41.0% in 2010 to 

54.6% in 2014 according to national surveys 

(UNICEF, 2010 and 2014). Predominant 

breastfeeding (PBF) changed little from 2010 

(79.4%) to 2014 (80.0%). This indicates that 

the most common feeding pattern in Sudan is 

PBF and not EBF. Cultural beliefs and 

influence of surrounding support groups take 

the upper hand in Sudan. This means that 

educational campaigns need to target families 

rather than individual mothers.   

The increase of EBF was more in the males 

than in the females (from 40.3% to 55.4% vs. 

from 41.6% to 53.9% respectively) with a 

difference of 15 points of improvement 

among males and 12 points for females. PBF 

did not show any difference in between sexes 

over the two periods (79.4% and 79.9% in 

males and 80.1% and 80.7% in females). This 

indicates that mothers are not eager to 
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introduce foods to their females; rather they 

are more inclined not to breastfeed them as 

often as they do for males and prefer to give 

them non-nutritious fluids and beverages.  

EBF is higher in rural (51.4%) compared to 

urban (55.7%) communities. The difference 

was less in 2010 (40.0% in urban vs. 41.3% in 

rural areas). PBF did not change in rural 

(81.8% vs. 81.8% in 2014) but increased in 

urban (73.6% in 2010 vs. 77.2% in 2014). The 

difference could be related to the demands of 

urbanization and working women. However it 

could be due to the pressure of marketing of 

drinks and beverages in urban communities 

vs. rural communities.  

EBF decreased progressively by wealth 

(WQ1= 57.3%,   WQ5=55.3%), but the 

decrease was not high. PBF also decreased 

from 80.9% to 70.2% across the wealth 

quintiles indicating that this is more a practice 

of the poor rather than the rich and educated. 

EBF also decreased by level of education 

being 51.1% in illiterate mothers and 56.1% in 

mothers with primary education   and   59.5%   

among mothers with secondary (61.3%) and 

higher education (55.7%). While PBF also 

decreased by level of education being76.6% in 

illiterate mothers and 80.3% mothers with 

primary education   vs. 87.2% among mothers 

with secondary education but decreased to 

66.3% among mothers with higher education. 

However the decrease in the latter could be 

due to the increase in EBF but may also be 

due to the earlier introduction of foods. 

Breastfeeding continuity 

Breastfeeding continuity (CBF) is the highest 

in the region which has maintained its high 

levels over the past two surveys from 2010 

and 2014 despite the low EBF. The high PBF 

rates may have played a role in sustaining 

such high CBF practices. 

CBF for 12 to 15 months was 87% in 2010 

and 89.4% in 2014.  It was high in both rural 

and urban communities (90.8% in 2010 and 

90.8 in 2014 respectively). It maintained its 

high levels across the wealth quintiles (WQ1= 

90.2% and WQ5= 94.5%). It was also high in 

all mothers with different levels of education 

being 85.2% in illiterate mothers and 90.6% in 

mothers with primary education   and   95.2% 

and 95% among mothers with secondary and 

higher education (DHS, 2014). 

CBF for 20 to 23 months increased from 40.1 

in 2010 and 48.8 in 2014. It was higher in 

males (50.7%) than in females (46.6%) in 

2014. It was higher in rural than in urban 

communities (49.8% vs. 46.7% respectively). 

It was not affected by wealth (WQ1= 45.1% 

and WQ5= 44.7%). It  was higher in women 

with lower levels of education being 55.2% in 

illiterate mothers and 42.5% in mothers with 

primary education   vs. 54.2% in mothers with 

secondary education and 41 among mothers 

with higher education (DHS, 2014). However 

trends showed that CBF for two years 

increased from 41.5% in 2010 to 50.4% in 

those with higher education in 2014.  

The overall rate of CBF in the second year 

(12-23 months) increased from 69.7% in 2010 

to 72.5%, which are still the highest in the 

region. 

Baby-friendly Hospital Practices  

The latest estimate of EIBF in 2014 was 

40.8%. EIBF showed decreasing trends 

from 64.6% in 2006 and 61.5 in 2006. EIBF 

was more commonly practiced in in rural 

areas (44.9%)   than in urban areas (39.8%). 

No mention of indicators was mentioned 

about initiation through skin-to-skin or the 
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duration of skin to skin contact before the first 

breastfeed.  

Until 2016 (GNPR2-WHO, 2017) there were 

no data reported for facilities designated as 

Baby-friendly in Sudan. However, Al-

Jawaldeh and Abul-Fadl (2018) reported 

trends of BFHI in Sudan over the past two 

decades as shown in the figure below. This 

explains the low and declining EIBF rates and 

shows that there is a need to implement BFHI 

in Sudan in order to improve the EIBF rates. 

 

Complementary Feeding  

ISSS at 6-8 months was 64% in 2010 and 

61.2% in 2014. The ISSS was higher in males 

65.8% in 2010 vs. 62% in 2014 than in 

females 62% in 2010 vs. 60.2% in 2014.  

Timely CF: ISSS (6-8 months) was higher in 

urban (72.3%) in 2010 and in 68.1% in 2014 

and lower in rural (61% in 2010 and 59% in 

2014).  

ISSS increased with increasing wealth index 

from 53.5% in WQ1 to 83.3% WQ5 

respectively. ISSS increased with level of 

education from 49.8% in the illiterate to 

62.7% in primary education and 73.3% in the 

children of women with secondary and higher 

education and 91% in children with higher 

education (DHS, 2014). 

The minimum meal frequency (MMF) 

increased from 30.3% in 2010 to 42.1% in 

2014. MMF was the same in males (30%) 

than females (30.4%). MMF increased in 

urban from 33.4% in 2010 to 41.5% in 2014, 

and also in rural areas from 29.1% to 42.3%. 

MMF was lowest between 6 to 11 months 

(37.6%) and increased progressively to a peak 

of 51.8% at 20-23 months. MMF increased by 

wealth quintile from 34.3% in WQ1 to 49.8% 

in WQ5. MMF was highest in the highly 

educated (53.5%) and lowest in those whose 

mothers had primary education (42.1) or no 

education (37.2) (DHS, 2014). 

The minimum dietary diversity (MDD) is 

percent of children aged 6 to 23 months 

receiving 5-8 of the recommended food 

groups. National levels are 24. It is the same 

in males (23.8) and females (24.1).  

MDD is higher in urban areas (35.7) 

compared to the rural areas (19.7). MDD was 

lowest between 6 to 11 months (15.9) and 

increased to a peak of (27.5) at both age 

groups of 16 to 19 and 20 to 23 months. It 

increased with wealth from 9.3% in WQ1 to 

51.5% in WQ5. It was highest in the highly 

educated (46.7%) and lowest in those whose 

mothers had primary education or no 

education (15.3% and 19.8% respectively) 

(DGS, 2014). MDD is very much affected by 

wealth and level of education. Since poor 
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mothers are usually illiterate it follows that 

MDD is mainly caused by poverty.  

The minimum acceptable diet (MAD) was 

below the minimum acceptable levels 

reaching 14.7%. These are among the lowest 

in the region. It was similar in both males and 

females (14.7% and 14.8% respectively). 

MAD was higher in urban (18.4%) than rural 

communities (13.4%), but still low in both 

areas. MAD increased by age from 10.0% in 

second half of the first year increasing to 

17.4% in both the 16 to 19 and 20-23 age 

groups. MAD increased with wealth from 

5.8% in WQ1 to 29.6% in WQ5. MAD 

increased with education from 10.5% who 

were illiterate or had primary education 

(11.5% EBF rate increased from 41.0% in 

2010 to 54.6% in 2014  EBF rate increased 

from 41.0% in 2010 to 54.6% in 2014  to 

23.6% in mothers with secondary education 

and 30.1% in mothers with higher education.  

It clear that Sudan suffers a high rate of 

poverty that influences their feeding practices. 

Improving their access to diverse foods and 

using women with higher education to model 

feeding practices to the poor can be useful in 

reversing such practices. The climate may be 

playing role in limiting their practice of 

feeding diversity of foods as such 

communities rely more on fluids rather than 

foods, except for the rich who have more 

access to eating more nutritious foods. 

Local research studies 

A study was conducted in Wad-Medani town, 

Gezira state of Sudan for 166 women to assess 

the breastfeeding patterns in children below 

two years of age. The study revealed that 

54.2% of them initiated breastfeeding after 

one hour from delivery. Mothers who 

continued EBF for 4 months were 64.4%. The 

main reason led the mothers to wean their 

infants was pregnancy 54.1%. There was also 

a significant association between 

breastfeeding duration and age of the mother, 

mother occupation, pregnancy and family 

income (Haroun et al., 2008).  

Maternity support in Sudan 

Maternity leave is granted for 8 weeks (four 

weeks before and 4 weeks after confinement) 

for each year of service. Literacy rates in 

Sudan are very low for females (65.8%) 

compared to males 82% at ages 15+ years 

(2012).In 2013, 33% of the female working 

age population was part of the labour force, 

while 76% of the male working-age 

population was part of the labour force. 

Women represent 29% of the workforce. 

(Word Bank (2015, World development 

indicators 

(http://data.worldbank.org/products/wdi.) 
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II.7. TUNISIA 

 

 
Tunisia is a progressive nation that is 

struggling in an era of global economic 

demise. It has well developed health care 

systems that allow it to monitor and upgrade 

health care services and conduct fruitful 

outreach programs and achieve success in 

many of its developmental indicators. 

However infant feeding practices have always 

been a challenge to the government especially 

that marketing practices of companies are 

minimally controlled and the liberation acts of 

women has driven women to seek western 

practices blindly, as part of the modernization 

process of industrialization.  Women in 

civilization seek to bridge the gap between the 

differences in the cultural values between East 

and West. This is evident in the improved 

rates of infant feeding among the highly 

educated in various countries but lower rates 

in others. As the workforce among women 

increases, the pressures on them to wean their 

children early increases, as a result the quality 

of infant feeding deteriorates. Working 

mothers with children need to be treated 

differently than men, when in the same 

position of work. When these children grow in 

an environment that is productive, they grow 

to be productive and this is how countries 

become economically more superior. 

Trends and status of Infant and Young Child Nutritional Status 

 

Trends and Status of IYCF: 

Breastfeeding 

EBF rate (up to 6 months of age) has 

decreased progressively from 18% in 1988 to 

6.2% in 2006 and is currently at 8.5% 

according to the latest national survey of 

2011.  

The extent of decline in EBF was more in 

males than females; 7.1% and 10.2% 

respectively.  

It was similar in both rural and urban 

communities (8.4% and 8.6% respectively).  

EBF was highest in the first month of life 

(17%) but decreased progressively to 6.5% at 

2-3 months and 2% at 4-5 months of age.  
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It decreased progressively by wealth (WQ1= 

15.7% to WQ5= 7.1%). It also decreased by 

level of education being 15.5% in illiterate 

mothers and 14% in mothers with primary 

education vs. 5.9% and 7.8%   among mothers 

with secondary and higher education 

respectively (UNICEF, 2012 and UNICEF, 

2018). 

EBF status by residence and region 

EBF was similar in both rural and urban 

communities (8.4% and 8.6% respectively). 

At regional level, it was highest in South Est 

region (22.1%) and South West (16.0%) and 

was lowest in North West (2.0%) and Nord 

East (2.4%) (MICS 4, 2011-2012).  

Predominant breastfeeding  

Predominant breastfeeding (PBF) in 2012 was 

higher than EBF (34%). It was much lower in 

males than females (29.4% vs. 39.2% 

respectively). It was higher in rural than in 

urban communities (41.5% vs. 30.4% 

respectively). PBF was highest in the first 

month of life (49.9%) and decreased to 38.9% 

at 2-3 months reaching 14.9% at 4-5 months. 

It decreased progressively by increasing 

wealth index (WQ1= 43.4%   WQ5=23.3%). 

It also decreased by level of education being 

49.3%  in illiterate mothers and 35.9% in 

mothers with primary education   and   31% 

and 29.6%   among mothers with secondary 

and higher education (UNICEF, 2018). 

Breastfeeding continuity 

Despite the very low (lowest in the region) of 

EBF, yet continued breastfeeding (CBF) into 

the second year was comparatively not as low. 

However trends in CBF at 12 to 23 months 

have decreased from 50.8% in 1988 and 

33.9% in 2012. It was higher in males (37%) 

than females (30.1%). It was higher in rural 

than in urban communities (30.5% vs. 39.7% 

respectively). It decreased progressively by 

wealth (WQ1= 46.9%, WQ5= 29.8%). It also 

decreased by level of education being 52.7% 

in illiterate mothers and 33.5% mothers with 

primary education   and  36.4% and  22.7% 

among mothers with secondary and higher 

education respectively with a mean of 30.6% 

(UNICEF, 2012). 

Baby-friendly Hospital Practices  

Early Initiation of breastfeeding  

The latest estimate of EIBF in 2011 was 

39.9%. It was more commonly practiced in 

rural areas (46.5%) than in urban areas 

(36.1%). The 2016 (GNPR2-WHO, 2017) 

reported no data for facilities designated as 

Baby-friendly. However Al-Jawadeh and 

Abul-Fadl (2018) reported that there were 93 

Baby-friendly hospitals reported over the past 

two decades as shown in the figure below. 

The latest report by UNICEF in 2017 

indicates that Baby-friendly hospitals in 

Tunisia were 143 (UNICEF, 2017). This 

explains the low and declining EIBF rates and 

shows that there is a need to implement BFHI 

in Tunisia in order to improve the EIBF rates. 
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Complementary Feeding  

The timely CF as assessed by ISSS at 6-8 

months was 83.8% in 2012. The ISSS was 

lower in males 81.9% than females (85.8%). 

ISSS was lower in urban (79.3%) vs.  rural 

areas (93.1%). ISSS decreased with increasing 

wealth index from 86.7% and 85.5 in WQ1 

and WQ2 to 80.4% in WQ4. ISSS decreased 

with level of education from 87.8% in the 

illiterate and mothers with primary education 

to 81.1% in the children of women with 

secondary and higher education (UNICEF, 

2012). 

By region ISSS was highest in Nord Quest 

(77%), Kairoan in the Center West (75.2%) 

and Center Est (73.2%). It was lowest in Sud 

Est (50.8%) and Grand Tunis (52.2%) (MICS, 

2006). 

The MMF was 48.2%. MMF was lower in 

males (47.6% than females (49%). MMF was 

higher in urban (53.1%) than in rural (39.9%). 

MMF was lowest between 6 to 11 months 

(36.4%) and increased to a peak of 57.2% 

after 16 months with a mean of 54.8% at 12-

23 months. MMF increased by wealth quintile 

from 29.5% in WQ1 to 60.8% in WQ5. MMF 

was highest in the highly educated (54%) and 

lowest in those whose mothers had primary 

education (42.3%) or no education (34.3%) 

with a mean of 40% in this group mothers to a 

high of 54% among more educated women, 

indicating that education plays an important 

role in empowering women living in countries 

with in emerging stages of development.  

MAD, MAD: There was no data for MDD 

and MAD or iron fortified or rich food intake. 

However iron deficiency anemia in children 

under-five of age was reported as 21.7% in 

2005 and has increased to 28.8% in (Stevens 

et al, 2013).  El-Atti et al., (2005) assessed the 

prevalence of anemia in children under-five 

years of age and found that 29% had anemia 

of which 70% was related to iron deficiency 

anemia. The highest prevalence was in two 

regions the South west and district of Tunisia. 

Maternity Support in Tunisia:  

In the public sector, the working mothers 

benefit from 2 months of paid maternity leave 

on birth and 4 months of postnatal leave with 

50% of the insured average daily wage. In 

addition, a breastfeeding rest of one hour per 

working day is granted for a maximum period 

of six months from the end of the maternity 

leave. In the 8th of March 2019, the maternity 

leave was officially prolonged from 2 to 3 

months and a 15 days parental leave is paid 

for the father.  

In the private sector, female employees are 

entitled to 30 days of paid maternity leave on 

birth of a child and a breastfeeding rest of one 

hour/working day during the first year after 

delivery.    

II. 8. Summary and Conclusions 

The North African countries of the EMR 

included in this section were Djibouti, Egypt, 

Libya, Morocco, Sudan, Somalia and Tunisia. 

In Djibouti, trends in malnutrition have 

increased, stunting is 33.5% and underweight 

is 29.8%, but severe wasting has decreased. 

EBF has decreased to 4.7% in 2014. CBF to 

two years in less than 5%. ISSS at 6-8 months 

is 23.1%. EIBF) is 52% and is higher in 

illiterate mothers. There are no reported Baby-

friendly hospitals. Maternity leave is 14 weeks 

paid leave before or after birth. 

In Egypt EBF are reported as 39.5% in 2014, 

but more recent surveys show that EBF are 

much lower particularly in urban populations. 

EBF have the longest mean duration of a 

breastfeed and highest frequency of 

breastfeeding. Initiation of breastfeeding was 

delayed in Upper Egypt 37.5% with high 

intake of prelacteals 69%. CBF to two years in 

22%. MAD was 23.3%. %. It was highest in 

families from lowest and highest wealth 

quintiles and lowest in the middle class. There 
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are many barriers to BFHI although several 

evaluations were done and recently 14 

hospitals and a number of primary health care 

centers were assigned as Baby-friendly. 

Maternity leave has increased from 3 to 4 

months as fully paid leave, but restricted for 

the first three children.  

Recent studies for infant feeding in Libya are 

scarce. EBF for the first 4-6 months was 

25.2%. EIBF in the first half an hour after 

birth  was 44.3%. CBF for 12 months is 39%. 

There are no reported Baby-friendly hospitals. 

Women are entitled to 14 paid maternity 

leave. 

In Morocco EBF was 28% in 2010 and 31% 

in 2003/4. Bottle feeding rate was 46.2% in 

2003/4.Continued breastfeeding for one year 

was 67% and has decreased to 25% in 2011. 

EIBF in 2011 was 26.8%. 35 Hospitals were 

Baby-friendly in 2007 but decreased to 5 in 

2016. ISSS is 90%. Maternity leave is fully 

paid and offered for 14 weeks. 

Three in ten mothers in Somalia EBF. EIBF 

varies from 23.4% in 2009 to 80% in 2016. 

There are no Baby-friendly hospitals in 

Somalia. Adequate complementary feeding is 

very low (9%) challenged by the low MDD 

(15%). Consumption of iron rich foods is 

particularly low in Somaliland (22%) 

compared to central and south Somalia (60%).  

Maternity leave is 50% paid and is offered for 

14 weeks after delivery. 

In Sudan EBF rate increased from 41.0% in 

2010 to 54.6% in 2014 and PBF is 80%. CBF 

into the second year is 72.5%. Minimum 

acceptable diet is 14.7% and is mainly related 

to low MDD caused by poverty. There are 11 

Baby-friendly hospitals in Sudan but the latest 

estimate of EIBF in 2014 was 40.8%. 

Maternity leave is granted for 8 weeks (four 

weeks before and 4 weeks after confinement).  

In Tunisia EBF is 8.5% and PBF is 34%. 

However CBF in the second year is 33.9%. 

EIBF is only 39% despite the presence of 143 

Baby-friendly hospitals in Tunisia. ISSS is 

83.8% but MMF is 48.2% and iron deficiency 

anemia in under-five of age was reported 

21.7%. Maternity leave is fully paid for 14 

weeks. 
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 انمخىطظ إقهيم شزقبهذان شمال افزيقيا مه : أوماط انزضاعت انطبيعيت فى انثاوى انمقال

 انمهخص و الاطخىخاخاث

،  اٌؼشث١خِظشعّٙٛس٠خ اٌّزٛعؾ اٌذٚي ا٢ر١خ: ع١جٛرٟ ،  ل١ٍُ ششقؼخ لإثبزرزؼّٓ ثٍذاْ شّبي اىش٠م١ب اٌ

 ، اٌغٛداْ ، اٌظِٛبي ٚ رٛٔظو ١خاٌّاشثاٌٍّّىخ ١ٌج١ب ، 

 2و.2 ٚٔمض اٌٛصْ  ىٟ اٌّبئخ 1و.. إٌٝىئْ مّٔبؽ عٛء اٌزاز٠خ ىٝ رضا٠ذ ىمذ ٚطً اٌزمضَ  بىحيخيىٟ 

 ىٟ اٌّبئخ 1و ٌٚىٓ ِٓ اٌاش٠ت مْ ىٟ اٌّبئخ 4و7 إٌٌٝٚىٓ ِؼذ د اٌٙضاي اٌشذ٠ذ لذ أخفغ  ىٟ اٌّبئخ

 5و.2ز٠خ اٌزى١ٍ١ّخ ىئْ ثبٌشػبػخ اٌ ج١ؼ١خ ٌؼب١ِٓ و مِب ثبٌٕغجخ ٌلأة٠ٛاطٍٓ ا عزّشاس ىمؾ ِٓ الأِٙبد 

شٙٛسو ٚ  رٛعذ ِغزشف١بد طذ٠مخ  2 إٌٝ 6ِٓ  ػٕذ ػّش مٜ غ٠ُ١ٍذخٍٓ اٌٛعجبد ىٝ اٌٛلذ اٌ ىٟ اٌّبئخ

ىٝ اٌغبػخ الأٌٚٝ  الإسػبعٔظف الأِٙبد ٠جذمْ  إٌٝؽٌٍٛ فً ىٝ ع١جٛرٝ ٚػٍٝ اٌشةُ ِٓ رٌه ىئْ 

معجٛع معبصح   57ٌؼبِلاد ىٝ ع١جٛرٟ  مػٍٝ ىٝ الأِٙبد الأ١ِبدو ٚرّٕؼ الأِٙبد ا ٘زٖ اٌّّبسعخٚ

 ِذىٛػخ الأعش لجً ٚثؼذ اٌٛ دحو 

ؽغت اٌذساعبد اٌم١ِٛخ ىٝ  ىٟ اٌّبئخ 1و..اٌشػبػخ اٌ ج١ؼ١خ اٌّ ٍمخ  جٍغر انعزبيتمصزخمهىريت  ٟى

ساعبد اٌّؾذٚدح مْ ٕ٘بن أخفبع ىٝ اٌشػبػخ اٌّ ٍمخ ىٝ ِٕبؽك ِخزٍفخ ىٝ ذٌٚىٓ رؤوذ اٌ 2257

دخبي ِششٚثبد ئغ١ٍّخ واٌة١ش ِّبسعبد اٌشػبػخ اٌ ج١ؼ١خ  إٌٌٝجلاد ٚ مْ ٘زا ٠شعغ شّبي ٚعٕٛة ا

، اٌٛ دح الإسػبع ػٍٝ اٌضذٞ ٚخلاي اٌغبػخ الأٌٚٝ ِٓثذا٠خ ل ٚاٌزخخش ىٝ ىٟ اٌّبئخ .6ِجىشح ١ٌٌٍٛذ ل

ٌؼب١ِٓ اٌشػبػخ اٌ ج١ؼ١خ  ِٛاطٍخزلاصَ ِغ أخفبع ٠وّب مْ أخفبع ٔغجخ اٌشػبػخ اٌ ج١ؼ١خ اٌّ ٍمخ 

 اٌازائٝ اٌّمجٛي ِؤششإٌظبَىٝ  رذٔٝو مِب ثبٌٕغجخ ٌلأةز٠خ اٌزى١ٍ١ّخ ىٕٙبن  ىٟ اٌّبئخ 22 إٌٝٚاٌزٜ ٠ظً 

لذ رُ ثبٌفؼً اٌغىبْ ٚ%و ٕٚ٘بن ثشٔبِظ ٌٍّغزشف١بد اٌظذ٠مخ ٌٍ فً ثٛصاسح اٌظؾخ ٚ.و.2ٚاٌزٜ ٠جٍغ 

لبِذ ثؼًّ دساعبد ٌزم١١ُ ٘زا ِغزشفٝ طذ٠ك ٌٍ فً ٚرؼزجش ِظش ِٓ موضش اٌذٚي اٌزٝ  57اػزّبد 

شٙٛس ثذ    7و وّب مْ ٕ٘بن رشش٠ؼبد ٌذػُ الأَ اٌؼبٍِخ اٌّشػغ ثّٕؾٙب ٚؽزٝ ا٢ْاٌجشٔبِظ ِٕز ثذا٠زٗ 

شٙٛس ِذىٛػخ الأعش ِغ معبصح ة١ش ِذىٛػخ ٌّذح ػب١ِٓ لٌضلاس مؽفبي ىمؾل ِغ ا ؽزفبظ ثّشوض٘ب  .ِٓ 

 وح مٚ معبصح اٌٛػغػٓ اٌؼًّ ثغجت اٌؾًّ مٚ اٌٛ د ٚػذَ ىظٍٙب

ىٟ  64ٌغٕخ لذ أخفغ ِٓ  ِٛاطٍخ اٌشػبػخٚ  ىٟ اٌّبئخ 22 نيبيا ٟى اٌشػبػخ اٌ ج١ؼ١خ اٌّ ٍمخ رجٍغ

أخفبع ىٝ اٌّغزشف١بد اٌظذ٠مخ  هٚرلا رٌ  2255ىٝ ػبَ  ىٟ اٌّبئخ 21 إٌٝ 2222ىٝ ثذا٠خ  اٌّبئخ

ز٠خ اٌزى١ٍ١ّخ ىٝ اٌٛلذ إٌّبعت و ٚرذخً الأة2256ِغزشف١بد ىمؾ ىٝ  1 إٌِٝغزشفٝ  1.ٌٍ فً ِٓ 

معجٛع ثؼذ اٌٛ دح ِذىٛػخ  57% ِٓ الأؽفبيو وّب رّٕؼ الأَ اٌؼبٍِخ 2.ل ىٝ ِٓ اٌؼّش شٙٛس 2-6ل

 الأعش ثبٌىبًِو 

مِٙبد رشػؼٓ مؽفبٌٙٓ سػبػخ ؽج١ؼ١خ ِ ٍمخ ىٝ اٌشٙٛس اٌغزخ  52ىئْ صلاس ِٓ وً  انصىمال ىٟ

ىٛس ػٍٝ اٌضذٞ ْ ثبٌشػبػخ مِٓ الأِٙبد رجذ ىٟ اٌّبئخ 22 مْ الأٌٚٝ ِٓ ػّش اٌ فً ػٍٝ اٌشةُ ِٓ

اٌٛ دح مٜ ىٝ اٌغبػخ الأٌٚٝ ٌٚىٓ   رٛعذ ِغزشف١بد طذ٠مخ ٌٍ فًو ٚرؼبٔٝ اٌظِٛبي ِٓ ٔمض شذ٠ذ 

ىمؾ ِٓ الأِٙبد ٠ٕ جك ػ١ٍٙٓ ٘زا اٌّؼ١بس ،  ىٟ اٌّبئخ .ىٝ ِّبسعبد اٌزاز٠خ اٌزى١ٍ١ّخ اٌّمجٌٛخ إر مْ 

وّب مْ ٕ٘بن ٔمض ىٝ ادخبي الأةز٠خ ،  ِؤشش اٌؾذ الأدٔٝ ٌزٕٛع اٌازاءخفبع ىٝ أ إ٠ٌٚٝشعغ رٌه 
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إر رؼبٔٝ ِٕ مخ طِٛب١ٌلأذ ِٓ معٛء  ٘زٖ اٌّّبسعبدد ِب ث١ٓ إٌّبؽك ىٝ ٚاٌا١ٕخ ثبٌؾذ٠ذ ، ٕٚ٘بن رفب

الأعش معجٛع ثؼذ اٌٛ دح ثٕظف  57اٌّؼذ د ثبٌٕغجخ ٌّٕ مخ عٕٛة ٚٚعؾ اٌظِٛبيو ٚرّٕؼ الأَ اٌؼبٍِخ 

 ِذىٛػخ ِٓ طبؽت اٌؼًّو 

 ىٟ اٌّبئخ 6و17 إٌٝ 2252ىٝ  ىٟ اٌّبئخ 75اٌشػبػخ اٌ ج١ؼ١خ اٌّ ٍمخ ِٓ ٔغجخ اسرفؼذ  انظىدانىٝ 

ّٔؾ اٌشػبػخ اٌ ج١ؼ١خ اٌغبئذ ثبٌغٛداْ ىٝ اٌشٙٛس اٌغزخ الأٌٚٝ ِٓ ػّش  مٌْٚىٓ ِٓ اٌّض١ش  2257ىٝ 

ٌؼب١ِٓ ٠ظً اٌ ج١ؼ١خ اٌشػبػخ ِٛاطٍخ ٌٚٙزا ىئْ  ّبئخىٟ اٌ 22اٌشػبػخ اٌ ج١ؼ١خ اٌابٌجخ   ٛاٌ فً ٘

ِغزشفٝ طذ٠مخ ٌٍ فً  55و ٕٚ٘بن ىٟ اٌّبئخ 42اٌّزٛعؾ ٚ٘ٛ  إل١ٍُ ششقمػٍٝ اٌّؼذ د ىٝ  إٌٝ

 إٌٝ 6ػٕذ ػّش ِٓ ٠ذخٍٓ اٌٛعجبد اٌزى١ٍّخ  ىٟ اٌّبئخ 2و65ثبٌغٛداْو مِب ثبٌٕغجخ ٌلأةز٠خ اٌزى١ٍ١ّخ ىئْ 

اٌؾذ ِؤشش ل ٚ ٌىٓ ىٟ اٌّبئخ 5.ٚ ىٟ اٌّبئخ .و.١2ش ىبٌفئبد اٌمبدسح ٚاٌّزؼٍّخ لٌٚىٕٙب مػٍٝ ثىض مشٙش 2

ىٟ  2و2.ل ٚ٘زا ٠فغش اسرفبع ٔغجخ اٌزمضَ لىٟ اٌّبئخ 4و57ِٕخفغ عذا  ل ٍٕظبَ اٌازائٝ اٌّمجٛيٌالأدٟٔ 

ٚ٘زا ٠فغش ٔغت  حلثؼذ اٌٛ د 7لجً اٌٛ دح ٚ 7معبث١غ ل 2ل و وّب رّٕؼ الأَ اٌؼبٍِخ معبصح ٚػغ ٌّذح اٌّبئخ

 واٌشػبػخ اٌّ ٍمخ اٌّزذ١ٔخ

 ىٟ اٌّبئخ 7. ٚاٌشػبػخ اٌ ج١ؼ١خ اٌابٌجخ ىٟ اٌّبئخ 1و2اٌشػبػخ اٌ ج١ؼ١خ اٌّ ٍمخ ٔغجخ  رجٍغ حىوض ٟى 

ِغزشفٝ طذ٠ك  .57ػٍٝ اٌشةُ ِٓ ٚعٛد ، ٚ ىٟ اٌّبئخ .و.. اٌشػبػخ اٌ ج١ؼ١خ ٌؼب١ِِٓٛاطٍخ ٚ

الأِٙبد رجذمْ اٌشػبػخ اٌ ج١ؼ١خ ىٝ اٌغبػخ الأٌٚٝ ثؼذ اٌٛ دح و مِب  ِٓىمؾ  ىٟ اٌّبئخ ..  مْ إٌٍ فً 

 اٌّؼذيوّب مْ خ ىٝ اٌّٛػذ اٌّؾذد ٠١ذخٍٓ اٌٛعجبد اٌزى١ٍّ ىٟ اٌّبئخ 2و.2ثبٌٕغجخ ٌلأةز٠خ اٌزى١ٍ١ّخ ىئْ 

ىٟ  4و25 ٔمض اٌؾذ٠ذ ىٝ الأؽفبي دْٚ اٌخبِغخ، ٠ٚجٍغ ٔغجخ  ىٟ اٌّبئخ 2و72 ٌزاز٠خازٛارش ٌدٟٔ الأ

معبصح ِذىٛػخ الأعش رّٕؼ الأَ اٌؼبٍِخ و ١ٚخػٍٝ لذسارُٙ اٌزؼ١ّ١ٍخ اٌّغزمجٍ ا  ٚ٘زا ٠شىً خ ش اٌّبئخ

 و خ اٌّزذ١ٔخغش ٔغجخ اٌشػبػخ اٌ ج١ؼ١خ اٌّ ٍمٚ٘زا ٠ف شٙٛس .ثبٌىبًِ ٌّذح 

ي ِؼىذ أخفىغوّىب  ،  2252ىىٟ ػىبَ  ىىٟ اٌّبئىخ 22 ّ ٍمىخ، ثٍغ ِؼذي اٌشػبػخ اٌ ج١ؼ١خ اٌ انمغزبىٟ 

ىىٟ ػىبَ  ىىٟ اٌّبئىخ 21 إٌىٝ  2222عٕخ ىٟ ثذا٠خ  ىٟ اٌّبئخ 64  ِٓ اٌشػبػخ اٌ ج١ؼ١خ ٌّذح ػبَ ِٛاطٍخ

ػٍىىٝ  ىىىٟ اٌّبئىىخ 2و26ىمىىؾ  2255ىىىٟ ػىىبَ  ػٍىىٝ اٌضىىذٞ ٌلإسػىىبعاٌجىىذء اٌّجىىىش ثٍاىىذ ِؼىىذ د و 2255ٚ

ِغزشىف١بد  1  إٌٌٝٚىٕٙب أخفؼذ  2224ِغزشف١بد وبٔذ طذ٠مخ ٌلأؽفبي ىٟ ػبَ  1. اٌشةُ ِٓ ٚعٛد

عىبصح مرىُذىغ  ، وّىب ىىٟ اٌّبئىخ 2. ٠جٍىغمشىٙش  2إٌٝ 6 ػٕذ ػّش ِٓ اٌٛعجبدإدخبي إ  مْ و 2256ىٟ ػبَ 

ٚ٘ىزا دػىُ لىٜٛ ِىٓ اٌؾىِٛىخ ٌٚىٕىٗ   ٠غىبػذ٘ب ػٍىٝ اٌشػىبػخ  معىجٛػ ب 57الأِِٛخ ثبٌىبًِ ٚرمذَ ٌّىذح 

 خو١ٍ١ىّز١ِٓ ِغ الأةز٠خ اٌٌؼب ِٛاطٍخ اٌشػبػخشٙٛس ٚ  ٠ّىٕٙب ِٓ  6اٌ ج١ؼ١خ اٌّ ٍمخ ٌّذح 

الإل١ٍُ ٚٔغزٕزظ ِّب عجك مْ ٕ٘بن ػاٛؽب  وض١شح ٚرؾذ٠بد رٛاعٗ اٌّشمح اٌؼشث١خ ٚا ىش٠م١خ ىٝ وبىخ ثٍذاْ 

ٌٚىٓ اٌزشش٠ؼبد اٌؾب١ٌخ ٌلأَ اٌّشػغ ٚمْ اٌؼاٛؽ ا لزظبد٠خ اٌزٝ رؾزُ ػٍٝ اٌّشمح خشٚعٙب ٌٍؼًّ 

بي ىٟ اٌؾفبظ ػٍٝ إٌغً اٌمٜٛ ثذ١ٔب  ٚػم١ٍب  ٌؼّبْ طؾخ   رغبػذ٘ب ػٍٝ ِّبسعخ دٚس٘ب اٌفؼاٌؼبٍِخ 

ِغ ثّذ معبصاد اٌٛػغ اٌّذىٛػخ ٌلأَ ٚالأة ٚإٔزبع١خ الأع١بي اٌّغزمج١ٍخ ٌٚزٌه ىئْ دػُ اٌّشمح اٌؼبٍِخ 

 ٚٔشش صمبىخ الأِبوٓ اٌظذ٠مخ ٌٍ فً ٚالأَ ووو اٌ ج١ؼ١خ اٌشػبػخ إٌبعؾخ ىٟ بٌّّبسعبدث رىض١ف اٌٛػٟ

اٌ فً اٌؼشثٟ  ٚراز٠خ طؾخٌٍؾفبظ ػٍٝ ػّٓ اٌزٛعٙبد الإعزشار١غ١خ اٌؼشٚس٠خ  ٠ذسن٠غت مْ 

 وٌؾزم١ك الأِٓ ٚاٌشىبٖ ٌٍؼبٌُ ٚاٌجٍذاْ إٌب١ِخ ثٛعٗ ػبَ ٚا ىش٠مٟ
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Success story:  

Sharjah is a Baby-friendly emirate and the 

EMR’s first Baby-friendly City in the UAE 
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Article III 

Status of Breastfeeding in West Asian Countries of the 

Eastern Mediterranean Region 

Azza Abul-Fadl, Reem Tayyem, Samaah AlYassin, Mahmoud Bozo, Ayoub Al-Jawaldeh 

 

Overview 

In this article we review Arab countries of the Eastern Mediterranean Region (EMR) that are located 

west of the Asian continent. These countries include Iraq, Jordan, Syria, Lebanon and the State of 

Palestine. The culture of these countries are influenced by the Mediterranean and European countries, 

and differ from the Gulf and Arabian countries in the south that are more influenced by the Indian and 

Far East Asian culture. However both the north and south have been mostly influenced by the spread 

of Islam from the Hejaz region of Saudi Arabia and have shared a long history of commercial and 

historic holy events that have bonded the region into a united Arab culture that has witnessed the 

course of holy religions from ages long foreseen ending in our prophet Muhammad (SAS). The 

teachings of the Quran and preceding Holy Books have strongly supported and emphasized 

Breastfeeding as a holy practice for fulfillment of a satisfying and complete experience of 

motherhood, and as a right for every child. It is thereby a responsibility, inherent to such Arabian and 

Islamic communities, to support breastfeeding. 

From the coming review of country status, trends and progress, we will come to realize how important 

it is to support mothers in this region during this critical period of ongoing conflicts, chronic 

emergencies and natural disasters. Still the authentic, genuine and resilient nature of women in this 

region proves them to be mother-soldiers that persevere to make generations worthy of their holy 

heritage.  

III.1. IRAQ 

 

Trends and Status of Infant and Young Child Nutrition 

 
Stunting remains a persistent burden for the 

Iraqi child with the rates for stunting in 

turbulent change from 1991 to 2011 with a high 

of 33.7% to a low of 20%. This coincides with 

the steady rise in rates of wasting from 4.4% in 

1991 to 7.4% in 2011 and mild changes in 

undernutrition. However there is an emerging 

problem of overweight among these children 

increasing from 5.5% in 2000 to 15% in 2006 

and 11.8% in 2011.  
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Figure III.1. Trends in malnutrition in Iraq (1991-2011) 
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Trends and Status of Infant and Young Child Feeding: Breastfeeding 

in Iraq:  

 

 

Current status and trends in 

Exclusive Breastfeeding (EBF) 

In 2000 and 2002, before the issuing of the 

WHO resolution of EBF for six months the 

status of EBF for 6 months in Iraq was very low 

(12.3%). After the recommendation came up the 

country was able to increase its EBF to 25.1% in 

2005/2006. The EBF fell again to 19.4% in 

MICS 2011 being higher in males (20.5%) than 

females (18.3%) and in rural (18.2%) areas. It 

decreased steeply with increasing wealth index 

from 22.6% in WQ1 to 16.4% in WQ5. 

Continued breastfeeding rate (CBF) was 45% at 

one year decreasing to 27% at two years of age.  

Breastfeeding was shown higher in central and 

southern Iraq, highest in the Kurdistan region 

and in rural than in urban. It is higher with 

natural childbirth than birth by Cesarean section. 

CBF decreases with higher education and higher 

wealth index (UNICEF, 2018). 

Baby-Friendly Hospital Practices 

A local survey in Iraq reported that 73.1% 

initiated breastfeeding within one hour of 

delivery (EIBF). Two thirds of women breastfed 

on demand (64.6%) (Abdul Ameer et al., 

2008). 

The latest estimate of EIBF by national surveys 

in 2011 was 42.8%. EIBF showed increasing 

trends from 16.2% in 2000 and 30.6% in 2006. 

There were no differences between either sex 

(16.6% in males and 15.8% in females) in the 

2000 national survey. However all surveys in 

2000, 2006 and 2011 showed that the rise in 

EIBF practice was higher in rural areas (16.6%, 

35.9% and 45.4%) than in urban areas (16%, 

27.3% and 41.5% respectively).  

In UNICEF MICS in 2011 EIBF was higher in 

illiterate mothers (48%) than mothers with 

primary education (42.4%). 
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Data on the percent births reported in hospitals 

designated as Baby-friendly was 4.2 (GNPR2-

WHO, 2017). Implementation started in 1993. 

All the Ten steps were integrated into national 

policies, strategies and plans. Percent facilities 

ever designated as Baby-friendly was 55 and 

percent of facilities designated in the past 5 

years were 18. The Baby-friendly Hospital 

Initiative (BFHI) is evaluated regularly.  The 

presence of efforts in promoting BFHI explains 

the low and rising EIBF rates and shows that 

there is a response to implementation of BFHI 

in Iraq which has reflected in the overall 

nutritional status and EBF. 

Morbidity related to infant feeding 

practices: 

In a study of 1320 infants, in 1989 in Iraq, it was 

estimated that 60% of hospitalization for 

diarrhea could be markedly reduced by optimal 

infant feeding practices: EBF for 6 months and 

CBF with adequate food intake thereafter 

(Mahmood et al., 1989). The study compared 

597 infants hospitalized with diarrhea to 723 

healthy children.  Infants aged 2–3 months who 

were partially breastfed had a relative risk of 

6.2, and infants who were not breastfed had a 

relative risk of 36.7. Infants aged 3-4 months 

who were partially breastfed had a relative risk 

of 2.9, and infants who were not breastfed had a 

relative risk of 23.8. The relative risk of 

hospitalization for older infants deprived of 

breastfeeding at age 6-7 months was 3.9. 

Among infants 8-11 months, there was no 

protective effect of breastfeeding. Also previous 

breastfeeding had no protective effect on 

hospitalization for diarrhea for either measure 

(Mahmood et al., 1989). 

Common cultural beliefs about 

breastfeeding 

A study of 3413 Iraqi women about 

breastfeeding knowledge, attitudes and practices 

showed that the majority (92.9%) believed 

colostrum was good for their baby. However, 

knowledge was lacking about the importance of 

EBF for 6 months of age. Also the art and skills 

of good positioning and latch-on were defective. 

The correct way to introduce supplements is 

defective. Nearly 35% believed that breast milk 

was not enough for their infants. Rural and less 

educated women knew less about breastfeeding 

concepts than more educated urban women but 

continued breastfeeding longer and introduced 

supplements later (Abdul Ameer et al., 2008) 

Knowledge and training of physicians 

and health workers 

Basic knowledge about the main processes of 

breastfeeding was good (when to start feeding, 

frequency of feeding, relactation, importance of 

psychological factors), but there were 

deficiencies in their ability to deal with some 

practical problems related to breastfeeding. Only 

64% would advise continuation of breastfeeding 

when a lactating mother discovers that she is 

pregnant, 38% of them thought a mother's 

ability to breastfeed was related to breast size 

and only 66% knew when to start feeding after 

caesarean section (Al-Zwaini et al., 2008). 

Although the previous study showed gaps in 

knowledge of medical professionals in specific 

medical issues related to breastfeeding 

management; yet another study in Baghdad by 

the Ministry of Health showed that attitudes 

towards breastfeeding were generally positive, 

as less than 50% of medics had adequate scores 

on knowledge questions. Most general 

practitioners (86.0%) agreed that breastfeeding 

was the preferred type of feeding compared with 

only 58.4% of medical students and 57.3% of 

resident doctors. General practitioners who had 

attended training courses scored better than 

those who had not. The main sources of 

breastfeeding information were community 

medicine and pediatric courses and the main 

modes of breastfeeding instruction were lectures 

and clinical sessions. The authors concluded 

that medical school curricula and residency 

training do not adequately prepare physicians 

for their role in breastfeeding promotion. 

(Nassaj et al, 2004).  
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Complementary Feeding  

The timely introduction of solid, semi-solid 

and soft foods (ISSS) at 6-8 months was 

compared in both the 2006 and 2011 national 

Iraqi surveys. The 2011 survey showed that 

ISSS was 85.1%, being slightly higher in males 

(85.6%) than females (84.6%) and much higher 

in urban (87.8%) than rural (75.8%) mothers. 

Mothers with higher wealth index introduced 

foods at the recommended time (WQ5=94% and 

WQ4=90%) compared to mothers of lower 

WQ1 and WQ2 (80.7% and 82.8% 

respectively). Also mothers who were highly 

educated had higher scores for ISSS (89%) 

compared to mothers with no or primary 

education (73.9%).  

The most recent national studies in Iraq (DHS, 

2011), which was revised by UNICEF in 2018, 

reported that the Minimum meal frequency 

(MMF) was 54.8% and was higher in females 

(55.2%) (ranging from 52.3% to 57.5%), than 

males (54.5%) (range= 52.4%-56.5%).  

MMF was higher in urban (56.6%) than rural 

areas (51%); ranging across age groups from 

54.5% to 58.8% in urban and from 48.6% to 

53.4% among rural children. MMF was lowest 

between 6 to 11 months (44.1%) and increased 

to a peak of 66.1% at 20-23 months with a mean  

of 60.5% over the second year of life (12-23 

months). It reached its highest (60.9%) among 

the richest (WQ5) and it was lowest (50.2%) in 

the poorest (WQ1) and thus increasing by 

wealth index. MMF was highest in the 

secondary and highly educated mothers (58.9%) 

and lowest in those whose mothers had primary 

education (54.8%) or no education (47%), 

indicating that even some education makes a 

difference in feeding practices in these 

communities.  

The snapshot from UNICEF MICS for 2018 

showed that in Iraq the Minimum dietary 

diversity (MDD) was 44.6% at national level. It 

varied from 49% in the richest to 42% in the 

poorest. It was lowest at 6-8 months (28%) and 

increased to 53% at 18-23 months. There were 

no differences between males and females 

(45%, 44% respectively). Highly educated 

mothers and those with secondary education 

performed better than those with primary or no 

education (50% and 45% respectively). The 

practice of MDD was lowest in Diala (29.2%) 

and Basra (31.6%). MDD was highest in Najaf 

(69%), Babil (58%) and Sulmaniya (55.9%. In 

Baghdad it was 42.3%  

The Minimum acceptable diet (MAD) was 

34% (UNICEF, 2018). 

The findings indicate that indices of adequate 

complementary feeding are borderline or low. 

This is very challenging for Iraq, as already 

nutritional indices for stunting, wasting and 

underweight are high. Improvement in feeding 

practices can reverse trends in underweight and 

improve overall health, growth and development 

of Iraqi children. 

Maternity support 

In Iraq, mothers are entitled to 14 weeks of fully 

paid maternity leave after delivery. It also 

guarantees that women return to the same or an 

equivalent position at the end of their maternity 

leave. They can also be granted unpaid leave for 

one year with their employers‟ consent. There is 

no paternity leave.  

 

Breast-milk Substitutes and The Code of Marketing during Conflicts 

Iraq is one of the countries in the region that is suffering chronic emergencies and whose 

families are moving from one region to another to camps where living conditions are 

unsafe and unhygienic. A UNICEF statement released to highlight the importance of EBF 

urged the country to reject free donation of milk formula as in the following release:  

The policy of distributing infant formula free to all infants as part of Iraq‟s Public 

Distribution System (PDS) for food rations could be, Wright said, a “recipe for disaster 

in current conditions”, particularly if prepared with unsafe water. Over one million 

babies were born in Iraq over the last 12 months, at least 40,000 of them to displaced 
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families – many of them living in camps. EBF provides the very best start to a baby’s life 

and costs families nothing (UNICEF, 2007). 

“Dehydration resulting from diarrhoea caused by contaminated water and poor 

sanitation is already Iraq’s biggest killer of young children,” he said. “In an unhygienic 

environment worsened by displacement and violence, exclusive breastfeeding is the best 

protection that can be given to Iraqi babies.” He stressed that newborns of displaced 

mothers living in temporary shelters or abandoned buildings are at particularly high risk 

from diarrhoea.  

In Najaf Governorate, where up to 50,000 displaced people are being accommodated, 

many of them in temporary camps, diarrhoea rates are twice the seasonal average. 

Unsafe water and poor sanitation is to blame for almost 90 per cent of Iraq’s diarrhoea 

cases, hence formula feeding is lethal in such situations (UNICEF, 2007). 

III.2. JORDAN 

 

 

Trends and status of Infant & Young Child Nutrition and Malnutrition 

 

Trends and status of Infant & Young Child Feeding in Jordan: 

Exclusive breastfeeding  

Jordan has recently been upgraded by the World 

Bank from an Upper Middle Income country to 

an Upper Income country. There have been 

marked improvements in nutritional status 

reflected in low rates of stunting (7.8%). 

EBF declines rapidly with age from 43% at 2 

months of age to 11% at 4-5 months. EBF under 

age 6 months is 26%.  

Predominant breastfeeding (PBF) 0-5 months 

is 36%. Continued breastfeeding (CBF) for 

20.5 

11.1 12 

8.3 7.8 

0

5

10

15

20

25

1990 1997 2007 2009 2012

Figure III.5. Trends in malnutrition in Jordan (1990-2012) 

Severe Wasting

Wasting

Overweight

Stunting

Underweight

10.9 

26.3 
21.8 22.7 

26 

0

10

20

30

1995 2000 2007/8 2012/13 2017/18

Figure III.6. TRENDS OF EXCLUSIVE BREASTFEEDING IN JORDAN 



 

 

46 

 

MCFC-Egyptian Journal of Breastfeeding (EJB) 

 
Volume (15) May, 2019 

one year is 36% and for two years is 15% (DHS 

Jordan, 2019). 

Bottle feeding was found common in the 

2017/18 survey whereby 57% of those surveyed 

gave bottle in the day preceding the survey.  

A study by Khassawneh  et al., in 2006 reported 

that full breastfeeding was 58.3%, mixed 

feeding was 30.3% and infant formula feeding 

11.4%. Almost one third of the full 

breastfeeding group continued for a duration of 

6-12 months, and almost two thirds continued 

breastfeeding for more than one year. Hence 

continuity rates beyond 12 months did not 

exceed 33% of the population under study 

(Khassawneh  et al., 2006). 

Factors influencing success in breastfeeding 

initiation and continuation among women in 

Jordan was mode of delivery. Cesarean delivery 

interfered with full breastfeeding compared to 

vaginal delivery (Odds ratio 2.36, 95% CI 1.17, 

4.78).  

Baby-Friendly Hospital Initiative  

EIBF increased from 18.6% in 2012 to 67% in 

2017/18 (DHS Jordan, 2019). EIBF showed 

decreasing trends from the survey conducted in 

2007 from 37.2%. There were no differences 

between either sex (36.8% in males and 37.5% 

in females in 2007 and 18.1% and 18.9% in 

2012). However it was more commonly 

practiced in in rural areas (39.4% in 2007 and 

21.1% in 2012) than in urban areas (36.7% in 

2007 and 17.9% in 2012) as shown in figure 

(III.7).  

 

BFHI: Until 2016 (GNPR2-WHO, 2017) 

there were no data reported for facilities 

designated as Baby-friendly. This explains 

the low and declining EIBF rates and shows 

that there is a need to implement BFHI in 

Jordan in order to improve the EIBF rates. 

Complementary Feeding  

The Jordan DHS survey in 2012 reported that 

ISSS at 6-8 months was 85.1%, being slightly 

higher in males (85.6%) than females (84.6%) 

and much higher in urban (87.8%) than rural 

(75.8%) mothers. Mothers of higher wealth 

quintiles introduced foods at the recommended 

time (WQ5=94% and WQ4=90%) compared to 

mothers of WQ1 and WQ2 (80.7% and 82.8% 

respectively). Also mothers who were highly 

educated had higher scores for ISSS (89%) 

compared to mothers with no or primary 

education (73.9%).  

The MAD was 33.3% (range= 30.3 to 36.5 for a 

sample size of 2603). It was similar in both 

males and females (33.3 and 33.4 respectively). 

No differences were shown between urban and 

rural communities (34.2% and 29.8 

respectively).The lowest MAD was in the 

second half of the first year (20.0%) increasing 

into the beginning of the second year to 28.2% 

and reaching a maximum of 42.5% at age 20-23 

months. It was highest in families from the 

highest wealth quintiles (WQ5) (47.8%) and 

lowest in WQ1 (21.2%). Children of mothers 

who were not educated had the highest MAD 

scores (39.5%) compared to mothers who were 

illiterate or had primary education (16.9% and 

25.7%) and mothers who had secondary 

education (31.2%).  
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The MMF was 80.9%; it was higher in females 

(81.4%) than males (80.5%) and in rural 

(82.2%) than in urban (80.4%). MMF was 

lowest between 6 to 11 months (56.6%) and 

increased to a peak of (87%) at 16 to 19 months 

and declined at 20-23 months (85%) with a 

mean of 83.9% in the second year of life. It was 

highest in WQ5 (87.3%) and lowest in WQ2 

(74.7%). It was highest in the highly educated 

(86.9%) and lowest in those whose mothers had 

primary education (63.5%) or no education 

(75.5%). 

We conducted a trend analysis for MDD, as it 

was analyzed for both 2007 and 2012, unlike 

other indicators. We compared MDD indices in 

2012 with 2007. There was a significant decline 

in all values. The MDD was 67.2% in 2007 and 

decreased to 38.8% in 2012 and 51% in 2017-

18. The decrease was similar in both females 

66.5% vs. 39.5% in 2012; and in males 68% vs. 

38.3% in 2012; and also in urban (67.9% vs. 

40.1% in 2012) and more in rural (33.8% vs. 

64.1%). MDD was lowest between 6 to 11 

months (23.4%) but decreased by one half its 

value in 2007 (47.6%) but increased to a peak at 

20 to 23 months of 50.2% which was still lower 

than that reached in 2007 (72.1%) in the same 

age group. It was highest in WQ5 (53% in 2012 

vs. 74.1% in 2007) and lowest in WQ1 (27% in 

2012 vs. 55% in 2007). It was highest in the 

highly educated (43.9% vs. 74.6%) and lowest 

in those whose mothers had primary education 

or no education (21% vs. 51.6% in 2007). 

The national survey in 2017-18 showed that 

ISSS was 83%. The minimum acceptable diet 

(MAD) was 23% for all children, 17% for 

breastfed and 26% for non-breastfed. MDD was 

51% for all children (6-23 months) being 40% 

in breastfed and 58% in non-breastfed, MMF 

was 62% for all children (6-23 months) being 

17% in breastfed and 26% in no breastfed (DHS 

Jordan, 2019).  

The explanation for the decline in MAD from 

33% in 2012 to 23% in 2017-18 could be due to 

the effect of influx of Syrian immigrants. It is 

clear that the low MAD was mainly due to the 

low MDD, since MAD is a combination of 

MMF and MDD, as MDD showed a steep 

decline from 2007 to 2018. Children living in 

refugee camps have little access to fresh foods 

and are usually exposed to donations of packed 

foods of low quality and low diversity.  In 

addition low EBF practices and the increasing 

reliance on poor quality marketed foods for 

children increase the magnitude of the problem. 

Hence educational messages for improving CF 

should focus in encouraging mothers to feed 

their infants a variety of foods that are high in 

nutritious components as fresh fruits and 

vegetables rather than readymade marketed 

baby foods that many poorly educated urban 

mothers resort to giving as a substitute to home 

prepared foods.   

Mothers of higher education and higher wealth 

quintiles can be used as models and educators 

for teaching other mothers adequate CF 

practices. However the economic situation and 

pressures from immigrant populations must be 

taken into perspective and focus on the poor 

camping conditions should be considered within 

the context of the country‟s economic situation.  

Maternity support  

Employed women are granted 10 weeks of fully 

paid leave. They are more likely not to practice 

full breastfeeding compared to unemployed 

women (odds ratio 3.34, 95% CI 1.60, .98). 

They had a positive attitude but workplace and 

short maternity leaves had a negative impact on 

breastfeeding (Khassawneh  et al., 2006). 
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III.3. LEBANON 

 

 

Country Prophile 

In Lebanon under-five mortality rates have been 

decreasing steadily from 1990 to 2015 from 26 

per 1000 to 8 in females and 9 in males per 1000 

live births in the year 2015. Neonatal mortality 

is 5/1000 and infant mortality rate is 7/1000.  

Trends in Infant & Young Child 

Nutritional Status 

Recent estimates show that moderate and severe 

stunting rates have decreased from 17.2% in 

1996 to 16.5% in 2004.  

 

Status and Trends in Infant Young Child Feeding in Lebanon

Exclusive breastfeeding (EBF)  

Breastfeeding rates in Lebanon are not 

encouraging. Low EBF rates of 27% have been 

reported on several occasions in nationwide and 

local surveys. This is unfortunately 

accompanied by low EIBF at 41% and result in 

only one third of women in Lebanon who 

continue breastfeeding at 9-12 months (35%). 

(UNICEF MICS, 2015) 

Data from a longitudinal nested study in Beirut 

showed that the overall breastfeeding rate at 8–

12 weeks postpartum was 67%. The EBF was 

27.4%.  

Another study showed that more than half 

(55.9%) of the mothers report that they initiated 

breastfeeding their babies within a few hours of 

birth, 18.3% within half an hour, and 21.2% a 

few days after birth; 4.6% of the sample did not 

breastfeed. By six months of age, 41% of these 

mothers stopped breastfeeding and the 

remainder by 9 months. Over 13% of the 

mothers gave their infants other liquids such as 

water, sweetened water and herbal teas before 

the 4-month, which undermines the benefits 

received from breast milk or formula alone.  

More of the mothers who are EBF at 6 months 

of life were from rural than urban regions 

(57.1% versus 30.0% P<0.05) (Batal, 2010). 

Overall Breastfeeding practices in Lebanon fall 

short of UNICEF and WHO recommendations 

as 40% of infants aged one month EBF. At 4-5 

months of age 2% are EBF. In fact, over 40% of 

Lebanese infants are given infant formula in 

addition to breast milk in the first month of life 

(CAS and UNICEF, 2010). 

Baby-friendly Practices  

The latest estimate of EIBF in 2004 was 41.3%. 

Data on percent of births reported in hospitals 

designated as Baby-friendly was 4.2(GNPR2-

WHO, 2017). Implementation started in 1993. 
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Some steps were integrated into the national 

policies, strategies and plans. Eighteen percent 

of the country facilities were ever designated as 

Baby-friendly and 10 percent of facilities were 

designated in the past 5 years. The BFHI has not 

being evaluated until 2017.  The paucity of 

efforts in promoting BFHI explains the 

declining EIBF rates and shows that there is a 

need to strengthen implementation of BFHI in 

Lebanon. 

Causes of early discontinuation 

of breastfeeding  
Factors associated with EBF included 

maternal work (OR=3.92; p-value<0.001), 

planned pregnancy (OR=2.42, p-value=0.010), 

intention to breastfeed (OR=3.28; p-

value=0.043), source of maternal emotional 

support (OR = 1.87, p-value=0.039) and the use 

the postpartum support video, the hotline service 

or both (OR=2.55, p-value=0.044; OR=3.87, p-

value=0.004 and OR=4.13, p-value=0.003). 

The authors concluded that the proportion of 

healthy first-time mothers who exclusively 

breastfeed in Beirut is extremely low  (Hamade  

et al., 2014). 

A qualitative study for causes of the low EBF 

rates in Lebanon through serial interviews over 

one year identified insufficient milk, fear of 

weight gain or breast sagging, pain, sleep 

deprivation, exhaustion, or maternal 

employment, as reasons for early breastfeeding 

discontinuation. Women who continued 

breastfeeding for one year were more 

determined to succeed and overcome any 

barrier, relying mostly on family support and 

proper time management (Nabulsi  et al., 2011)  

Despite their knowledge of its advantages, some 

mothers expressed fears pertaining to the 

negative effects of breastfeeding on their breasts 

and figure (Nabulsi  et al., 2011). 

There were beliefs that maternal illness, stress, 

drug intake, or even pregnancy would cause bad 

or harmful milk. A mother exposed to the stress 

of violence stated: “.a frightened or stressed 

mother's milk is bad.. I stopped breastfeeding at 

4 months..I was very frightened then [war] and 

they told me I should not breastfeed..bad luck: .. 

(Mother of two who breastfed her first baby for 

2 years)”. 

Some mothers mentioned it was tiring and 

painful, indicating lack of support and 

guidance: “You are told about all the positives 

of breastfeeding! No one tells you about the 

severe pain, or the struggle to make her latch on 

your breast...as you are unable to breastfeed, 

the baby cries more and more, and you become 

frustrated!.. it is very distressing! (First-time 

mother) 

It is difficult and tiring..Feeding every 2 hours... 

you're worried and lost.I.don't know if he is 

satiated, or if positioning is correct...(Mother of 

two) 

Breastfeeding is tiring, waking up at night! I 

don't know how mothers do it but it is really 

very exhausting.. from 10:30 pm till 12:30 am 

and she barely took a little!...it takes a lot from 

the mother...all the time it has to be me, no one 

can replace me except when she's asleep... Yes, 

sleep deprivation is a barrier! (First-time 

mother) 

I'm tired, not eating well, and don't have time .. 

My milk decreased. I  have to work at home but 

prefer to take care of her..it is unreasonable to 

leave her and go eat..My mother in law helps 

with house work but no one helps with the baby! 

(First-time mother) 

Mastitis, or sore nipples, resulting in painful 

breastfeeding may force a mother to stop 

breastfeeding: 

I had sore nipples and my breast bled with 

pieces of nipple coming off. It started soon after 

breastfeeding initiation and continued 

thereafter.. I insisted on breastfeeding so that 

my baby will have good immunity..pain was so 

severe I cried loudly! My doctor prescribed 

different creams...finally I became very sad, 

depressed..it was God's will.. I had twins 

previously who breastfed for 1 year..this baby!.I 

am very sad to stop despite my will..(Mother of 

three; stopped at one month due to lack of 

appropriate professional advice) 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Hamade%20H%5BAuthor%5D&cauthor=true&cauthor_uid=23902627
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Mother's milk is insufficient 

Insufficient milk was reported by 15 mothers 

who had to supplement their babies with 

artificial milk:  “I am breastfeeding and 

supplementing with formula because I feel he is 

still hungry..he continues to cry so I give the 

bottle to make him sleep.. bottle is easier...a 

mother's milk may be insufficient or non-

nutritious..(Mother of three)” 

One mother described how routine hospital 

practices interfered with breastfeeding her 

hospitalized baby: “They put him in intensive 

care for 12 days and was bottle-fed...then they 

allowed me to breastfeed but my milk decreased 

and he refused my breast...he got used to the 

bottle!” 

Perceptions of family and society 

Half of the participants were concerned that 

breastfeeding may cause excessive weight gain 

or breast sagging. Whereas some were explicit 

about this personal concern, others stated that it 

was the perception of society, friends or family: 

Many of my friends do not breastfeed.. they're 

concerned it makes their breasts bigger or 

causes weight gain..my sister, like my friends, 

believes it too...they believe there is no 

difference between breast milk and artificial 

milk (First-time mother) 

The belief that breast milk was insufficient to 

achieve satiety in the baby, and that a bottle is 

necessary to ensure satiety and a good night 

sleep seemed to be transmitted from one 

generation to another: 

My mother did not have milk and none of my 

siblings were breastfed. My mother-in-law too, 

none of her four children were breastfed..and 

my sister also did not have milk to breastfeed 

her 2 boys.. it is familial.. some families are like 

that... (Mother of two) 

Family perceptions of breastfeeding can 

influence a mother's decision to breastfeed: 

..my husband liked the idea of breastfeeding, but 

grandparents prefer the bottle because baby 

remains hungry with breast milk..they think I 

don't have enough milk because my breasts are 

small..that my milk is dilute and not 

nutritious..(Mother of two) 

Maternal will and unselfishness 

Despite the negative experiences, some women 

continued breastfeeding for one year. The theme 

recurring in most interviews with those 

participants was their preparedness for 

breastfeeding, and determination to face any 

difficulty. They showed deep conviction of the 

importance of breastfeeding and its benefits to 

mother and baby. Whether they faced pain, 

sleep deprivation, tiredness, house work or job, 

they overcame obstacles through proper time 

management, family support and determination. 

They often identified maternal will and 

unselfishness as being key factors for successful 

breastfeeding: 

A mother should not think of herself, her 

comfort or sleep. She needs to think of the baby 

before herself. I moved my job to a location next 

to where my baby is so that I can teach for 2 

hours and then breastfeed. He never took the 

bottle. I also minimized my working schedule..(A 

working mother of 3 children) 

Initially, she didn't know how to take the breast. 

For 1 month, I kept trying without sleeping... I 

pumped even if I had to throw milk away, so that 

my breasts continue giving milk. After a month, 

her mouth grew bigger and she could breastfeed 

directly..at the end, there has to be a way! (A 

mother of two children; left her job to be with 

her children) 

A mother needs to be aware that she has a new 

life now, that the baby will need time and will 

change her daily routine.. she should be ready 

to make that sacrifice.. some don't accept the 

change and feel that breastfeeding is restrictive, 

so they don't breastfeed. (A mother who 

breastfed all four children, pumped breast milk 

for her hospitalized newborn) 

Being a working mother should not be a 

barrier..one can store breast milk or support 

with additional formula, but not stop 

breastfeeding completely...”. 
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Family support 

On the other hand, family support of a 

breastfeeding mother is expected in our culture 

and acts as an important promoter: 

Our eastern society encourages breastfeeding 

because it is nutritious and results in bonding 

with baby..when family members see you 

breastfeeding they become happy, and you will 

be happy too: your mother, sister, husband 

..they're all happy because you're breastfeeding 

(Mother of four) 

When I go back to work, I will not be able to 

breastfeed..you cannot concentrate on the baby 

100%..you need to take care of your work, your 

home or find someone you can leave the baby 

with. Thanks God I have my mother! (A recently 

divorced mother of three) 

Morbidity and infant feeding practices 

A study  conducted in Makassed General 

Hospital in Beirut, Lebanon, between April to 

September, 2008 for 121 sick infants and 100 

healthy children showed that Breastfeeding has 

a significant protective role against 

gastroenteritis and lower respiratory tract 

infection in infancy especially in the early 

months of life(P<0.05). Odds ratio revealed that 

formula fed infants are twice more likely to 

acquire disease leading to hospitalization than 

the breastfed and mixed fed group. Any 

additional protection offered by exclusive 

breastfeeding versus partial breastfeeding was 

not found significant  (Ammar and Koleilat, 

2010). 

Maternity support  

Currently maternity leave in Lebanon is 10 

week fully paid leave. Paternity leave of 

three days post delivery is also given to 

employed fathers. It was finally published 

in the Official Gazette Number 17 of April 

22 2014 pages 1119 and 1120. (Law 226 

modified from the article 38 in the law 1959 

for organization of labor). 

A cross sectional study of 802 working 

mothers with babies who were breastfed 

showed that the average length of 

breastfeeding was 4.7 months compared to 

the intended duration of 10.9 months. 

Duration of maternity leave was not 

sufficient for 72.8% of women (Saadé et 

al., 2010). 

Maternal employment status significantly 

influences the introduction of solid foods. 

Mothers in employment outside the home 

introduce complementary foods at 

significantly younger ages than did 

housewives. Mothers who were employed 

were 1.78 times more likely to introduce 

solid foods at < age 4 months (Batal et al., 

2010). 

Stopping breastfeeding because of work 

A qualitative research (Nabulsi, 2011) showed 

that maternal employment constituted an 

important barrier for many mothers; especially 

because maternity leave in Lebanon is only 40 

days. The job barrier is best described by this 

second-time mother and teacher who stopped 

breastfeeding her first child at two months to 

return to work. This time, determined to 

breastfeed for a longer time, she took an 

additional two-month leave to pump and store 

her breastmilk for later. Despite having a 

supportive husband and family, she became very 

tired, could not cope and finally stopped at three 

months: It is very difficult..I'm like a robot! I 

have a 4-year old who goes to school, plus my 

work at home, and my job... I stopped 

breastfeeding because of work...”. 

Despite all these working mothers face during 

breastfeeding, legislations to support the 

working breastfeeding women in Lebanon are 

lacking.  

Complementary feeding  

In a study of 1000 mothers with infants less than 

24 months of age, who were recruited from 30 

primary health care centers all over the country, 

the practices of complementary feeding showed 

that a large number of mothers reported that 

physicians (42.8%) or their own mothers 
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(22.0%) influenced their decision to breastfeed. 

Other sources of influence included: relatives 

(11.0%), mother-in-law (10.0%), the media 

(7.0%) and books (7.1%). 

The majority of infants in the study received 

solid foods at or beyond 4 months of age. The 

proportion of infants introduced to solid foods 

below the recommended age was not large; the 

largest proportion were given cereals (9.1%), 

followed by fruits(7.8%). 

However a large number had been given other 

fluids such as sweetened water and herbal teas. 

Over 5% of infants were given dairy and 

desserts below the recommended age. Mothers 

who initiated breastfeeding early did not differ 

from those who initiated later with regard to age 

of weaning. However, those who breastfed 

longer, i.e. for more than 6 months, introduced 

cereals at a significantly later age [mean 6.7 (SD 

5.5) months] than those who breastfed less than 

5 months (mean 5.9). Weaning onto other food 

groups was similar when comparing the two 

breastfeeding groups. Mean age of weaning was 

significantly different for all food groups when 

analyzed by place of residence. Interestingly, for 

all food groups, mothers residing in urban areas 

initiated complementary foods earlier than those 

in rural areas.  

The mean age of weaning to solid foods was 

also lower for mothers with higher levels of 

education. Most of the mothers in the study 

(64.5%) gave their children baby foods every 

day; only 15.4% said that they never gave their 

children baby food. More than half the children 

were eating fruit (55.4%), bread (57.1%) and 

biscuits (52.0%) every day. Other foods given 

every day were "kaak" (a kind of cracker-bread 

that is readily available in Lebanon) (28.5%), 

desserts (17.8%) and honey (13.3%).  

The frequency of consumption of meats was 

relatively low, with 32.1% of the children who 

had never been offered beef, 21.8% never had 

chicken, 61.5% never had lamb, and 50.8% 

never had fish. In rural versus urban regions, 

children from urban areas consumed more of the 

following foods: fruit, potatoes, carrots, peas, 

spinach, squash, green beans, rice, baby food, 

beef, chicken, muhalabiyeh (a Lebanese milk-

based dessert) and mughli (a rice powder-based 

dessert. Children residing in rural areas 

consumed more bulgur (cracked wheat), yogurt 

and other dairy products  (Batal et al.,  2010). 

Protecting Breastfeeding  
A briefing note was issued by the American 

University in Beirut (AUB) to shed light on 

current breastfeeding practices in Lebanon and 

the implementation of law 47/2008 entitled 

“Organizing the Marketing of Infant and Young 

Child Feeding Products and Tools”, as well as to 

clarify problems and offer recommendations. It 

stated that Lebanon enacted this law in 2008 

following a legislative decree first issued in 

1983, thus becoming one of seven countries 

only in the EMR to have adopted all provisions 

of the International Code for Marketing of 

Breast Milk Substitutes (also known as the 

Code), issued by the WHO to regulate the 

marketing of breast milk substitutes (World 

Health Organization, 2013).  

Law 47/2008 is even considered to be stricter 

than the Code itself (Darjani and Berbari, 

2015) given that the marketing is banned for 

products targeted to infants and young children 

between 0 to 3 years compared to up to 6 

months of age in the Code (Personal 

communication with Ms. Berbari, 13/07/2015). 

On March 31st, 2015, the Ministry of Public 

Health referred Bellevue Medical Center and 

Philips Avent to public prosecution following a 

violation of law 47/2008 that regulates the 

marketing of breast milk substitutes. The issue 

received extensive coverage in the most widely 

read newspapers (The Daily Star, 2015, An-

nahar, 2015c, An-nahar, 2015a, An-nahar, 

2015b, ALJoumhouriyah, 2015a, 

ALJoumhouriyah, 2015b, Al-Safir, 2015a, 

AlSafir, 2015b, Al-Mustaqbal, 2015b, Al-

Mustaqbal, 2015a, Al-Akhbar, 2015) as well as 

television channels (LBCI, 2015). 
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III.4. STATE OF PALESTINE 

 

 

 

Trends and Status of Infant and Young Child Nutritional Status 

Trends and Status of 

Breastfeeding  

Exclusive breastfeeding (EBF) rate (up to 6 

months of age) increased from 24.8% in 2006 to 

28.7% in 2010 to the most recent status of 

38.1% in 2014. 

EBF was similar in both males and females 

(38.4% and 37.8% respectively). It was higher 

in rural than in urban communities (40.7 % and 

37.7% respectively). It decreased progressively 

by wealth (WQ1= 37.2 and WQ5=41.8). It also 

decreased by level of education being 43.2 % in 

illiterate mothers and mothers with primary 

education and 26.5 % among mothers with 

secondary and higher education (UNICEF-

MICS, 2014 ). 

Predominant breastfeeding (PBF) increased 

from 48.6% in 2010 to 49.5% in 2014. It was 

similar in both males and females (49.8% and 

49.1% respectively). It was higher in rural 

(52.2%) than in urban communities (49.5%). It 

was minimally affected by wealth (WQ1=49.2% 

vs.   WQ5= 50%). It also decreased by level of 

education from 56.4% in illiterate mothers and 

mothers with primary education   and 47.3% 

among mothers with higher education 

(UNICEF, 2014 ). 

Baby-friendly Practices 

Initiation of breastfeeding within the first hour 

(EIBF) has decreased from 64.6% and 61.5% in 

2010 in 2006 to 40.8% (UNICEF, 2014) in the 

State of Palestine. EIBF was higher in rural (58 

in 2006 and 44.9 in 2014) than in urban (62.1 in 

2006 and 39.8 in 2014). It was not influenced by 

wealth index. It was higher among women with 

higher education (42.6%) than among women 

with primary education (40.1%) and secondary 

education (39.4%). However there is no mention 

of indicators about initiation through skin-to-

skin or the duration of skin to skin contact 

before the first breastfeed. There are no 

designated Baby-friendly Hospitals in the State 

of Palestine. 
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Breastfeeding continuity 

CBF at 12-15 months is 52.9% and 11.5% at 20-

23 months (MICS, 2014). It was 13.2% in 2011 

indicating that it has not changed during this 

period. Males tend to have higher continuity 

rates (14.1%) than females (8.6%). Women in 

rural areas breastfeed longer (17.8%) than urban 

areas (9.4%). 

CBF into the second year (12 to 23 months) 

increased very little from 30.7% in 2006 to 

31.7% in 2014. It was higher in males than in 

females (34.7% and 27.4% respectively). It was 

also higher in rural than in urban communities 

(30.3% and 33.3% respectively). CBF into the 

second year decreased progressively by 

increasing wealth index (WQ1= 32.5% to 

WQ5= 28.7%) and by level of education.  

Complementary Feeding  

There was an increase in ISSS at 6-8 months 

from 78.2% in 2010 to 89.6% in 2014. The ISSS 

was higher in males 90.6% and lower in females 

88.6% and in Urban (90.1%) and lower in rural 

(88.1%). ISSS increased with increasing wealth 

index from 88.3% in WQ1and 88.1% in WQ5 

progressively. ISSS increased with level of 

education from 88.4% in the illiterate and 

primary education to 90.0% children of women 

with secondary and higher education (DHS, 

2014). 

The minimum meal frequency (MMF): 

MMF increased from 58.4% in 2010 to 78.8% 

in 2014. It was similar in males (78.9%) and 

females (78.7%). It was lower in urban (78.2%) 

than in rural (81.5%) areas. MMF was lowest 

between 6 to 11 months (72.6%)  and increased 

to a peak of (84.5%) at 20-23 months. MMF 

increased by wealth quintile from 74% in WQ1 

to 84% in WQ5. MMF was higher in the highly 

educated (81%) and lower in those whose 

mothers had primary education or no education 

(73%). 

The minimum dietary diversity (MDD) is 

percent of children aged 6 to 23 months 

receiving 5-8 of the recommended 10 food 

groups. National levels decreased from 50.3% in 

2010 to 24% in 2014.  It was higher in males 

(52.1%) than females (48.4%) and in urban 

(47.6%) than in rural (61.3%). MDD was lowest 

between 6 to 11 months (34.3%)  and increased 

to a peak of (64.3.%) at 20 to 23 months. It 

increased with wealth from 38.6% in WQ1 and 

64.3% in WQ5. It was highest in the highly 

educated (54.3%) and lowest in those whose 

mothers had primary education or no education 

(39.9%). 

The minimum acceptable diet (MAD) 

decreased from 39% in 2010 to 14.7% in 2014. 

It was similar in both males and females (41% 

and 36.9% respectively). MAD was higher in 

urban (37.5%) than rural communities (46.4%). 

MAD increased by age from 28.9% in second 

half of the first year increasing to 47% at 12-15 

months of age decreasing over the second year 

to 42.4% at 20-23 months. MAD increased with 

wealth from 28.6% in WQ1 to 53.9% in WQ5. 

MAD increased with education from 29.3% in 

mothers who were illiterate or had primary 

education to 42.7% in mothers with secondary 

or higher education.  

Conclusions: Overall dietary practices of 

mothers and continued breastfeeding are 
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declining in the State of Palestine over the past 

decade which calls for action to improve such 

practices guided by indices which show good 

practices as higher education and improving 

poverty status. The road to optimal infant and 

young child feeding is paved by ways to achieve 

the SDGs in these countries. 

III.5 SYRIAN ARAB REPUBLIC 

 

Trends and Status of Infant and Young Child Nutritional Status 

 
Malnutrition in Syria has remained a problem 

across the two decades that preceded the current 

one. Unfortunately there are no global data for 

the past decade (2009-2019) due to the 

persistent conflicts and immigration that has 

torn the country apart. However the trends show 

that problems of the Syrians are those of 

stunting and overweight, a feature that has 

emerged in many countries that have been 

driven away from breastfeeding and into feeding 

industrial products that have invaded markets all 

over the world. The highest stunting rates were 

reported in 1993 (32.9%) and ten years later in 

2001 was 31.1%. This indicates that this is a 

chronic ongoing problem and correlates with the 

ongoing low rates of breastfeeding continuity 

and low EBF and early introduction of foods. 

Overweight is another problem that was highest 

in 2001 (19.7%) and has remained high in the 

surveys of 2006 and 2009 (18.7% and 17.9% 

respectively).   Wasting and severe wasting have 

remained the same throughout the decades. 

Underweight decreased temporarily after the 

mid-decade of the 1990s but rose again with the 

turn of the new millennium.  

Trends and Status of Infant and 

Young Child Feeding in Syria: 

Breastfeeding 
EBF rate has increased from 28.5% in 2006 to 

42.6% in 2011. Predominant breastfeeding 

(PBF) is 58.9% in Syria.   

Less than one quarter of males and one third 

females are EBF (26.9% and 30.3% 

respectively). EBF is somewhat lower in urban 

than rural communities, but still very similar 

(27.3% and 29.8% respectively). Almost one 

half of babies are EBF in the first months of life 

(47.2%)  but this decreases significantly to one 

quarter in the second and third month of life and 

to one fifth (19.3%) by 4-5 months of age.  

On the other hand PBF is the same in both 

males and females (58.5% and 59.4% 

respectively). Almost two thirds of women in 

rural areas PBF (63.9%) compared to over one 
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half of mothers living in urban areas (54.4%). 

Three quarters of children in the first month of 

life PBF (75.4%) but PBF decreases to 58.6 in 

the second to the third month of life and to one 

half by 4-5 months (50.6%).   

EBF decreases progressively by increasing 

wealth from one third in WQ1 (35.1%) to one 

quarter in WQ5 (23.2%). It also decreases by 

level of education being 31.4% in illiterate 

mothers and 29.1% among mothers with 

primary education decreasing to 27.7% in 

mothers with secondary education and 22.2% in 

those with higher education. Hence one third of 

mothers with lower levels of education versus 

one quarter in those with higher education 

exclusively breastfeed. PBF is double EBF, but 

follows the same pattern being highest in the 

lowest WQ (69.8%) and lowest in the highest 

WQ (48.6%). Almost two thirds of illiterate 

mothers and those with primary education tend 

to PBF (61.7% and 62.1%) versus one half of 

mothers with secondary and higher education 

(55.6% and 50.6% respectively).  

The interpretation of the differences in infant 

feeding patterns in Syria among mothers could 

be attributed to different factors. Syrian mothers 

with higher education are usually in higher 

wealth quintiles and are exposed to the pressures 

of work or study associated with the urban life. 

They are also exposed to marketing of industrial 

baby foods in the city. This makes their EBF 

low and ISSS inadequate predisposing them to 

obesity and early cessation of breastfeeding.  

While mothers of lower education are not doing 

paid work and live in rural areas away from the 

effects of marketing of industrial products for 

feeding babies and have lower incomes and are 

thereby not inclined to purchase marketed baby 

foods. Hence they breastfeed longer but are 

more inclined to offer herbal drinks as shown by 

their higher PBF. 

Baby-friendly Practices in Syria 

EIBF, ideally within the first hour of birth, 

showed an increasing trend before the break 

of conflicts, from 32.4% in 2006 to 45.5% 

in 2009. Rural areas (33.1%) were higher 

than urban areas (31.8%). Increasing wealth 

index was associated with some decrease in 

EIBF from 33.6% in WQ1 to 30.5% in 

WQ5, but decreasing by level of education 

from 35.5% in the illiterate to 32.9% in 

those with primary education, to 31.6% in 

those with secondary education and 29% in 

those with higher or tertiary education. 

EIBF seems to be more influenced by the 

type of birth and birthing facility. The 

illiterate mothers usually deliver at home 

which explains the higher EIBF rates, while 

the mothers with higher education usually 

deliver in private facilities which carry out 

cesarean deliveries or give sedation to the 

mothers and thus delaying the first 

breastfeed, which explains the lower EIBF 

in this group.  

The BFHI was started in 2016. All the Ten 

steps are integrated in the quality standards 

but not in the policies, strategies or plans. 

There is no evaluation for BFHI. The Baby-

friendly Hospitals have increased from 20 in 

2004 to 35 in 2007, 2010 and 2015 but 

decreased to 25 in 2016.  

 

Breastfeeding continuity Over the first two years of life (0-23 months) 

breastfeeding continuity was 64.6% and remains 
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high throughout the first year then declines more 

steeply. At 12 to 15 months CBF was 63.9% and 

at 22-23 months it was 12.1%. This steep 

decline correlates with the adherence of these 

communities to religious teachings. But the 

irony is that in a country where over 90% are 

Moslems only 12% are actually abiding by the 

recommendations coming from their religion, 

which indicates how misinformation and 

pressures from marketing can dismantle 

practices of faith. 

CBF is similar among both males and females 

(64.5% and 64.8% respectively). Two thirds of 

both urban and rural mothers continue 

breastfeeding for two years. CBF is slightly 

higher in rural (66.2%) vs. urban areas (63.1%).  

 

 

By wealth: CBF showed minimal 

differences across the wealth quintiles it was 

mostly highest in the lowest wealth quintile 

WQ1=72.2%) but then ranged from 62.8% 

WQ2 to 63.4% in WQ4 to a low of 60.2% in 

WQ5.  

By level of education: CBF decreased 

from a score of 75% in the illiterate to 56.7% in 

those with secondary education and 58% to 

those with higher education. There was a 

difference between illiterate and primary 

education score (69.8%) vs. secondary and 

higher education scored 58.6%. The positive 

effect of education on breastfeeding comes by 

the increasing level of quality of education as 

shown by the difference between secondary and 

higher education, but not in education per se. 

 

 

 

Complementary Feeding  

Introduction of solids, semi-solid and soft 

foods (ISSS) at 6-8 months was 43.8% in 

2006. The ISSS was similar in both males 

43.4% and females 44.3%. ISSS practice was 

slightly more timely in rural areas 45.3% than in 

Urban areas 42.2%. ISSS increased with 

increasing wealth index from 31.5% in WQ1 

and 49.5% in WQ2 to 52% in WQ4 and 43.3 

inWQ5. ISSS rose also with level of education 

from 28.6% in the illiterate to 41.3% in those 

with primary education and 50.8% and 46.3% in 

those with secondary and higher education 

respectively according to the UNICEF MICS 

survey of 2006. 

Maternity protection in Syria 

Working breastfeeding women are entitled to 75 

days of fully (100%) paid maternity leave. The 

leave is paid by the employer (ILO, 2012).  
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II.6 Summary and Conclusions 

The West Asian countries of the EMR include 

Iraq, Jordan, Lebanon, State of Palestine and 

Syria. These countries live amidst devastating 

conflicts that have infested this region for 

decades and where the mother and child have 

been the helpless victims to this very day.  

In Iraq, trends in malnutrition are decreasing, 

stunting is 22.6%. EBF has decreased to 19.4% 

in 2011 and was lowest in those with high 

wealth index. EIBF was 42.8% and was higher 

in illiterate mothers (48%). There are Baby-

friendly hospitals but progress is slow. CBF to 

two years in less than 5%. ISSS at 6-8 months is 

85.1%. MMF was 76% and MDD was 45% 

resulting in a MAD of 34%. Maternity leave is 

14 weeks and is fully paid.  

Jordan has recently been upgraded by the 

World Bank from an Upper Middle income 

country to an Upper Income country. Stunting 

has decreased steeply to 7.8%.  EBF are 

reported as 22.7% in 2012/13. EIBF in 2012 

was 18.6%. CBF into the second year does not 

exceed one third of the population. ISSS is 

85.6% and MAD is 33.3% mainly due to low 

MDD which has shown a recent decline by 

almost one half between 2007 and 2012 from 

67.2% to 38.8%. Maternity leave is fully paid 

for 10 weeks.  

In Lebanon EBF rates are low at 27%. EBF at 

4-5 months is 2%. EIBF is 41%. CBF for 12 

months is 39%. They have 18% of their 

maternity facilities that were ever designated as 

Baby-friendly hospitals and 10% in the past 10 

years. Mothers, especially in urban areas, who 

were not breastfeeding, tend to introduce foods 

earlier than 4 months in Lebanon. Intake of 

meats is low, but fruits and cereals are high.  

Women are entitled to 10 weeks fully paid 

maternity leave. 

In the State of Palestine stunting has decreased 

to 7.4% in 2014. EBF is 38.1% in 2014. PBF is 

49.5%. EIBF is 40.8% and is higher in rural 

areas but not influenced by wealth index. CBF 

into the second year is 31.7% but reached 11.5% 

at 20-23 months. ISSS is 78.2%, MMF is 58.4% 

and MDD is 24% so that MAD (14.7%) is far 

below the recommended international level. 

There are no designated BFH. Working mothers 

are entitled to 10 weeks paid maternity leave. 

In Syria recent data is lacking since the last 

PAPFAM survey in 2009. It is expected that the 

rate of stunting of 27.9% will double by the 

effect of political instability.  EBF was 42.6% 

and PBF 58.9%, while breastfeeding continuity 

at 12 to 15 months was 63.9% but at 22-23 

months fell steeply to 12.1%. EIBF was 32.4% 

in 2006 and 45.5% in 2009. The Baby-friendly 

hospitals have increased from 20 in 2004 to 35 

in 2007, 2010 and 2015 but decreased to 25 in 

2016. Working mothers are entitled to 10 weeks 

paid maternity leave. 
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 انمخىطظ قهيم شزقلإ خابعتانغزب أطيا بهذان : أوماط انزضاعت انطبيعيت فى نثانثا انمقال

 انمهخص و الاطخىخاخاث

اٌّزٛعىىؾ ٌّٕظّىىخ اٌظىىؾخ اٌؼب١ٌّىىخ اٌؼىىشاق ٚالأسدْ  لٍىى١ُ شىىشقلإ زبثؼىىخاٌ ابهددذان غددزب قددارة أطدديرزؼىىّٓ 

ِىٓ اٌظىشاػبد ٚاٌ ىٛاسا اٌّضِٕىخ  ٌٚجٕبْ ٚ دٌٚخ ىٍغ ١ٓ ٚعٛس٠ب و إْ ثٍذاْ ٘ىزٖ إٌّ مىخ رشىٙذ اٌؼذ٠ىذ

اٌزىىىٝ رٙىىىذد طىىىؾخ ٚ راز٠ىىىخ الأِٙىىىبد ٚالأؽفىىىبي ٌٚىىىزا ٠ز ٍىىىت ٘ىىىزا اٌّض٠ىىىذ ِىىىٓ ٚاٌذساعىىىخ  ٠غىىىبد ؽٍىىىٛي 

 ٚاعزشار١غ١بد ٌؾّب٠خ ٘زٖ اٌفئبد اٌٙبِخ ثبٌّغزّغو

ِىٓ  ىىٟ اٌّبئىخ 6و22، ىٕٙىبن زىذٟٔثؼذ ىزشح ؽ٠ٍٛىخ ِىٓ  اٌرؾغٓ ىٟ اٌزاز٠خ  مظٙشد ِؤششاد انعزاق ىٟ

ىىٟ  2و72ٌٚىىٓ ثشٔبِظ ٌٍّغزشف١بد اٌظىذ٠مخ ٌٍ فىً ىىٝ اٌؼىشاق  وّب مْ ٕ٘بنؽفبي رؼبٔٝ ِٓ اٌزمضَ و الأ

ىٝ اٌغبػخ الأٌٚٝ ثؼذ اٌٛ دح ٚ ٔغجخ الأِٙبد اٌلارٟ رّبسعىٓ اٌشػىبػخ اٌ ج١ؼ١ىخ    الإسػبع٠جذمْ  اٌّبئخ

اٌشػبػخ اٌ ج١ؼ١خ  ٠ٛاطٍٓبد ِٓ الأِٙ ىٟ اٌّبئخ 24ٕٚ٘بن  ىٟ اٌّبئخ 7و.5 إٌٝ اٌّ ٍمخ ٌّذح عزخ مشٙش

 5و21ِغ ص٠بدح اٌذخً ٚاٌزؼ١ٍُو  مِب ثبٌٕغىجخ  ٌلأةز٠ىخ اٌزى١ٍ١ّىخ ىىئْ  رزخصش عٍج١ب  ٘زٖ اٌّّبسعبد ٌٚؼب١ِٓ و 

 اٌّمجىٛي ثٍىغ ٌٍٕظىبَ اٌاىزائٝ الأدٔىٟ ِؤشىش اٌؾىذ شٙٛس ٌٚىىٓ 2 إٌٝ 6ػٕذ ػّش٠ذخٍٓ اٌٛعجبد  ىٟ اٌّبئخ

رّىٕؼ الأِٙىبد وّىب و ىىٟ اٌّبئىخ 46 ء وىبْزٕىٛع اٌاىزاٌاٌؾذ الأدٔىٝ ِؤشىش ػٍٝ اٌشةُ ِٓ مْ ىٟ اٌّبئخ 7.

 معبث١غ معبصح  ِذىٛػخ الأعش ثؼذ اٌٛ دحو  52اٌؼبِلاد 

ػب١ٌىخ ٌّزٛع خ اٌذخً إٌىٝ ِغّٛػىخ اٌىذٚي ىمذ اسرمذ اٌذٌٚخ ِٓ ِغزٜٛ اٌذٚي ا انممهكت الأردويتمِب ىٝ 

وّب و  ىٟ اٌّبئخ 2و4 إٌٝجخ اٌزمضَ ىٝ الأؽفبي ٔغ ذٚلذ أخفؼ واٌذخً ؽغت رظ١ٕف ِٕظّخ اٌجٕه اٌذٌٚٝ

ثذا٠ىخ اٌزىخخش ىىٝ  إٌىٝٚلذ ٠شعغ ٘ىزا  ىٟ اٌّبئخ 4و22 مشٙش 6ٌّذح  ِّبسعخ اٌشػبػخ اٌ ج١ؼ١خ اٌّ ٍمخمْ 

 ِؤشش ِٛاطٍخ%ل ، ٠ٚلاصَ رٌه أخفبع  ىٝ 6و52لالإسػبع  ِٓ اٌضذٞ ىٝ اٌغبػخ الأٌٚٝ ثؼذ اٌٛ دح 

 ىمىذ ثٍىغ ِؼىذيملىً ِىٓ اٌضٍىش و مِىب ثبٌٕغىجخ ٌلأةز٠ىخ اٌزى١ٍ١ّىخ  إٌىٝاٌزٜ ٠ظً اٌشػبػخ اٌ ج١ؼ١خ ٌؼب١ِٓ ٚ

و ٚرّٕؼ الأِٙبد ءاٌؾذ الأدٔٝ ٌزٕٛع اٌازاٚرٌه ثغجت أخفبع ىٝ  ىٟ اٌّبئخ .و.. إٌظبَ اٌازائٟ اٌّمجٛي

 معبث١غ معبصح  ِذىٛػخ الأعش ثؼذ اٌٛ دحو  52اٌؼبِلاد ىٝ الأسدْ  

ىمىؾ  ىىٟ اٌّبئىخ 2ٌٚىىٓ ٕ٘ىبن  ىٟ اٌّبئىخ 24شػبػخ اٌ ج١ؼ١خ اٌّ ٍمخ ثٛعٗ ػبَ ِّبسعخ اٌ رجٍغ نبىانىٝ 

ىىٟ  75شٙٛس ِٓ ػّش اٌ فىً ػٍىٝ اٌىشةُ ِىٓ مْ  1 إٌٝ 7اٌشػبػخ اٌّ ٍمخ ػٕذ  ٠ٛاطٍِْٛٓ الأؽفبي 

اٌشػىىبػخ  ِٛاطىىٍخ ىىىِٟىىٓ الأِٙىىبد رجىىذمْ ثبٌشػىىبػخ اٌ ج١ؼ١ىىخ ِجىىىشا  ، ٠ٚظىىبؽت ٘ىىزا أخفىىبع  اٌّبئىىخ

ىٝ اٌغٕخ الأٌٚٝ ِٓ اٌؼّشو ٚرذخً الأِٙبد الأةز٠خ اٌزى١ٍ١ّخ ىٝ ٚلذ ِجىىش  ىٟ اٌّبئخ .. غجخثٕاٌ ج١ؼ١خ 

ِىٓ اٌّغزشىف١بد لىذ رىُ اػزّبد٘ىب  ىىٟ اٌّبئىخ 52ٚرىْٛ ِٓ اٌفبوٙخ ٚاٌؾجٛة ِغ ل١ٍىً ِىٓ اٌٍؾىَٛو ٕٚ٘ىبن 

ِذىٛػىخ  مِِٛىخمعىبث١غ معىبصح  52وّغزشفٝ طذ٠ك اٌ فً خلاي اٌؼمذ اٌغىبثكو ٚرّىٕؼ الأِٙىبد اٌؼىبِلاد 

 و ثبٌىبًِالأعش 

ٚلذ ٠شعىغ رٌىه  2257ىٝ  ىٟ اٌّبئخ 7و4 إٌٝاٌزمضَ إر أخفغ  لذ رؾغٕذ ِؤششاد اٌزاز٠خ  فهظطيهىٝ 

ىٝ  ىٟ اٌّبئخ 5و2. إٌٝ 2226ىٝ  ىٟ اٌّبئخ 4و22اٌشػبػخ اٌّ ٍمخ ِٓ  ِؼذ د ِّبسعخ ٟاسرفبع ى إٌٝ

 جٍىغٌؼىبَ راٌشػىبػخ اٌ ج١ؼ١ىخ  ِٛاطىٍخٌٚىىٓ  اٌّبئىخ ىىٟ 1و.7 إٌٝٚاسرفبع ٔغجخ اٌشػبػخ اٌابٌجخ  2257

شىف١بد ز  رٛعىذ ِغٚشىٙش ِىٓ اٌؼّىش و  .2-22ػٕىذ مٜ  ىىٟ اٌّبئىخ 1و55ٌٚؼىب١ِٓ رجٍىغ  ىىٟ اٌّبئىخ 4و5.

  رجٍىىغثبلإسػىىبع  خىىلاي اٌغىىبػخ الأٌٚىىٝ ثؼىىذ اٌىىٛ دح ٔغىىجخ اٌجذا٠ىىخ اٌّجىىىشح  وّىىب مْ وظىىذ٠مخ ٌٍ فىىً ِؼزّىىذح

 وىٟ اٌّبئخ 2و72

 مظٙىىشد مْ .222ٚ 2226اٌزىٝ رّىذ ىىٝ اٌذساعىبد  ىىئْ إٌضاػىبداٌشىم١مخ اٌزىٝ رؼىبٔٝ ِىٓ  طدىرياىىٝ 

اٌىّٕؾ اٌغىبئذ ثٕغىجخ وبٔىذ ٚاٌشػىبػخ اٌ ج١ؼ١ىخ اٌابٌجىخ  ىىٟ اٌّبئىخ 6و72 رجٍىغ اٌشػبػخ اٌ ج١ؼ١ىخ اٌّ ٍمىخ

ٔخفىغ ٌٕٙب٠ىخ اٌغىٕخ الأٌٚىٝ ٌٚىىٓ ا ا سػىبعِىٓ الأِٙىبد  ىٟ اٌّبئخ .و.6 ٚاطٍذ وّب ىٟ اٌّبئخ .و12

ٔظىىف الأؽفىىبي رجىىذم  إٌٝمْ ؽىىٛ وّىىبىىىٝ اٌشىىٙٛس الأخ١ىىشح ِىىٓ اٌغىىٕخ اٌضب١ٔىىخو  ىىىٟ اٌّبئىىخ 5و52 إٌىىٝرٌىىه 

ِغزشىفٝ ىىٝ ػىبَ  1.ػىذد اٌّغزشىف١بد اٌظىذ٠مخ ٌٍ فىً ِىٓ  ٚلذ أخفؼذو اٌشػبػخ ىٝ اٌغبػخ الأٌٚٝ 

  ٌٛ دح ٌشػب٠خ ؽفٍٙبومعبث١غ ِذىٛػخ الأعش ثؼذ ا 52و وّب رّٕؼ الأَ اٌؼبٍِخ 2256ىٝ ػبَ  21 إٌٝ 2224

 إْ ٘زٖ اٌذٚي رغزؾك اٌزمذ٠ش ٚاٌؼشىبْ ٌّغٙٛداد اٌٛصاساد ػٍٝ اٌشةُ ِّب رّش ثٗ ِٓ مػبط١ش ع١بع١خو
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Article IV 

Status of Breastfeeding in Arabian Peninsula and Gulf 

Countries of the Eastern Mediterranean Region 

Ayoub Al-Jawaldeh, Azza M. Abul-Fadl, Mona Al-Sumaie M, AlBandri AbuNyayan, 

Samia Al Ghannami 

 

Overview: 

These countries include Bahrain, Qatar, Kuwait, United Arab Emirates (UAE), Sultanate of Oman and 

Yemen. They are mostly high income countries that have shared common values and traditions that 

were different from the rest of the region. They have been influenced by the immigrants from the Far 

East Asia and many of them have Indian, Pakistani or Iranian origins. They retain the common 

language and Islamic traditions in their culture. Their economic growth and development relied 

mostly on the discovery of oil in their region and they became one of the major exporters in the 

region.  However, they have been able to build on their economic growth by using other assets as 

religious tourism and growth in industry and agriculture to expand their resources for surviving in 

their competition with other high income countries. The poorest of these countries is Yemen that is 

facing severe and detrimental emergencies from ongoing and escalating conflicts. 

The major nutritional problem in this region is overweight and obesity. The prevalence of obesity is 

38% in Kuwait, 35% in Saudi Arabia and Qatar, 32% in UAE, 30% in Bahrain and 28% in Oman. 

This is associated with a high prevalence of hypertension, pre-diabetes, metabolic abnormalities, and 

cardiovascular risk. Low exclusive breastfeeding rates, shortened duration of breastfeeding with high 

rates of early introduction of formula and feeding marketed baby foods predominate the infant feeding 

patterns and are linked with obesity and its related health consequences (Al-Kohji et al., 2012, 

Radwan et al., 2013, Farrag et al., 2017, Hendaus et al., 2018).   

 

IV.1. Bahrain 

 

Background 

Bahrain is an island in the gulf with a 

population of around one and half million 

people. Under-five mortality rate is 6 per 

thousand live births. Prevalence of moderate 

and severe stunting is 14%.  All mothers are 

exposed to antenatal care and all mothers 

giving birth are attended by professional 

birth attendants. Gross enrollment in 

preprimary education is 53%. Proportion of 

out of school children from primary 

education is 14%, net attendance in 

secondary education is 81% and literacy rate 

of the 15 to 24 years of age is 98%. The 

proportion of women who achieve 

secondary education was 74.4% in 2010. 
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Trends in Infant & Young Child 

Nutritional Status 

Nutritional status in Bahrain: The nutritional 

status of Bahrini children in 1989 showed that 

13.9% of children under-five years of age were 

stunted. Underweight was 6.3%, wasting was 

6.8% and overweight was 7.6%. In 1995 

according to the WHO growth standards, 7.6% 

of children under-five years of age were 

underweight, 13.6% were stunted and 6.6% 

were wasted.  Using the National Child Health 

Standards (NCHS), stunting was estimated as 

10%, underweight (9%) and wasting (5%). 

Anemia in children under two years was 25%.  

Trends in Infant & Young Child 

Feeding: 

Exclusive breastfeeding  

Only one third of children in Bahrain are 

exclusively breastfed (0-5 months) according to 

the national survey conducted in 1995 (34%). 

No data has been reported since tis survey.  

Continued breastfeeding (CBF) for two years is 

41%. 

Baby-friendly Hospital Practices 

The data for early initiation of breastfeeding in 

Bahrain comes from a local study conducted in 

2000 that showed that 39.8% of mothers 

initiated breastfeeding before one hour and 

39.3% within the first 6 hours of delivery and 

another 20% after 6 hours. Prelacteals and 

supplements were given to 39% of newborns. 

Milks and formula were introduced at a mean 

age of 1.3±0.7 months by high educated mothers 

and at 2.2±2.1 months by mothers with some 

education and 2.2±2.1 months by mothers with 

low levels of education (Musaiger and 

AbdulKhalek, 2000). 

 In 2002 six hospitals out of a total of 28 were 

certified as Baby-friendly hospitals (UNICEF, 

2011).  

 

 

 

Complementary feeding 

Timely complementary feeding with continued 

breastfeeding (ISSS) at 6-8 months of age is 

65%.  

The International Code of Marketing of 

Breastmilk Substitutes (ICMBMS) and 

subsequent relevant World health Assembly 

(WHA) resolutions.  

According to the IBFAN report of the situation 

of IYCF in Bahrain (IBFAN, 2011) in 2006 the 

Breastfeeding committee in Bahrain monitors 

the Code through the national Decree no. 4 

issued in 1995 which covers all the articles of 

the International Code of marketing of 

breastmilk substitutes 

Maternity Support:  

Although women in Bahrain are generally more 

publicly active than in other Arab countries and 

one-quarter have jobs, still maternity leave in 

Bahrain is only 45 days with full payment. This 

interferes with continuity of breastfeeding 

despite the enlightened status of women in 

Bahrain and their unique identity among other 

women of the GCC countries.   

Most Bahraini women are highly educated, even 

more than men and they are well represented in 

all of the major professions, women‟s societies, 

and women‟s organizations (mostly public 

rather than private). They have the right to vote 

and 18% are represented in the parliament. They 

achieve careers in the fields of education, 

medicine, nursing practice and other health-

related jobs, financing, clerical jobs, light 

manufacturing and banking among others. The 

women of Bahrain became 

“enfranchised women” after the revisions in 

the constitution of Bahrain were ratified in 

2002.   

Maternity leave is paid by the employer. In 

accordance with the ILO, women on maternity 

leave cannot be dismissed while on maternity 

leave. They should return to the same position 

they were in before going away for maternity 

leave.    

https://en.wikipedia.org/wiki/Enfranchised
https://en.wikipedia.org/wiki/Constitution_of_Bahrain
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IV.2. KUWAIT 

 

Country Prophile 

Census population in Kuwait is 4,184 in 2016. It 

is classified by the World Bank as one of six 

countries of the higher economies. Hence it is a 

target for the profit seeking infant milk formula 

companies and thereby a victim of their 

aggressive marketing practices despite all the 

control efforts of the government.  

Trends in Infant and Young Child 

Nutritional Status 

Kuwait has low rates for stunting and wasting in 

the region (4.9% and 3.1% respectively) and the 

lowest rate for maternal mortality ratio 

(4/100,000) and under-five mortality rates 

(8.4/1000 live births), IMR and NMR (7 and 

3/1000 live births) which reflects the efficiency 

of MCH services. However overweight and 

obesity are a particular problem among Kuwaiti 

children under-five years of age (6% and 2.2%) 

although lower than the average estimate of the 

region. Still overweight and obesity are 

considerably high in adults (75.4% and 39.7%). 

It is the second highest estimate just after Qatar. 

It also has the second highest percent raised 

blood glucose for adults (18+ years) in the 

region (20.1%), coming only after Qatar (23%). 

These alarming risk factors for 

noncommunicable disease (NCD) can be closely 

linked to the low exclusive breastfeeding and 

continuity rates shown in figure (IV.2) (WHO, 

2017 and UNICEF, 2016).   
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According to the latest UNICEF MICS surveys 

EBF in Kuwait is 12% and continued 

breastfeeding at 12-15 months is 21%.  

Only 30% of mothers in Kuwait are fully 

breastfeeding (Dashti, et al., 2010).  

The majority 55.4% of mothers were shown to 

delay their first attempt to breastfeed until 24 

hours or more after delivery. However, 92.5% of 

mothers initiate breastfeeding before discharge 

from hospital. Delayed initiation of 

breastfeeding was shown to contribute to early 

discontinuation of breastfeeding among Kuwaiti 

mothers (Nassar et al., 2014).  

 The majority of mothers in Kuwait are initially 

partially breastfeeding (55%) (Dashti, et al., 

2010).  

Prelacteal feeding has been the norm (81.8%) 

and less than 1 in 5 infants (18.2%) received 

colostrum as their first feed (Dashti, et al., 

2010).  

Only 10.5% of infants were exclusively 

breastfed since birth, the remainder of the 

breastfed infants had received either prelacteal 

or supplementary infant formula feeds at some 

time during their hospital stay (Dashti, et al., 

2010).  

At six months, 39% of all infants were receiving 

some breast milk and only 2% of infants had 

been fully breastfed to 26 weeks (Dashti, et al., 

2010). 

According to the findings of the Kuwait WBTi 

assessment report for IYCF breastfeeding 

initiation is 12.5%, exclusive breastfeeding for 6 

months was 19.5%, the median duration of 

breastfeeding is 3.5 months, bottle feeding rate 

was 55.1% and timely complementary feeding 

81.8% (MoH and IBFAN, 2015).  

Complementary feeding 

By six months 100% of women have introduced 

foods to their babies, 30.4% received 

complementary foods before 17 weeks of age. 

Women born in other Arab countries were less 

likely to introduce complementary foods before 

17 weeks compared to local Kuwaiti women. 

Formula fed infants at 6 weeks postpartum are 

less likely to be introduced foods before 17 

weeks compared to breastfeeding babies (Scott 

et al, 2015). 

Baby-friendly Practices 

There is one designated Baby-friendly hospital 

(BFH) in Kuwait. Adan Hospital was 

recognized as Baby-friendly by WHO and 

UNICEF in February 14, 2014 and will be due 

for re-designation after 2 years. It was the first 

BFH Kuwait 

(http://adan.alyatalat.com/breastfeeding).  

Challenges to breastfeeding  

Mothers who attempted to breastfeed were 

positively associated with paternal support for 

breastfeeding. Breastfeeding was negatively 

associated with delivery by caesarean section 

and with the infant having spent time in the 

Special Care Nursery (Dashti, et al., 2010). 

Other factors positively associated with 

breastfeeding duration were level of maternal 

education, higher parity, infant being demand 

fed in hospital and a preference for 

breastfeeding on the part of the infant‟s father 

and maternal grandmother. The introduction of a 

pacifier before four weeks of age and the mother 

intending to return to work by six months were 

negatively associated with duration (Dashti, et 

al., 2010). 

Maternity support  

The labor law states that women who are 

pregnant are now allowed paid leave up to 70 

days provided they will give birth within this 

period. New mothers can also request leave for 

4 months but it is unpaid (By Law Article 24, 

2016). 

 In the private sector women can take leave for 

30 days before delivery and 40 days after 

delivery and can request up to 100 days of 

unpaid leave during pregnancy, continuous or 

not (Sept 8, 2014).  

http://adan.alyatalat.com/breastfeeding
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IV.3. OMAN 

 

Country Prophile 

As for the current 2018 fiscal year, Oman is one 

of six countries in the region that fall in the high 

income category of countries classified by the 

World Bank with GNI per capita over 12,236$. 

Epidemiological and health 

status 

Prevalence of anemia in children under five 

years of age is 38.4%. Prevalence of anemia in 

pregnant women is 41.8% and non-pregnant 

woman is 38%. Cause of death by 

communicable disease and maternal, prenatal 

and nutrition conditions is 12.3%. While cause 

of death from noncommunicable disease (% of 

total) is 70%. Mortality rate for the under-5 of 

age is 10.7 per 1000 live births (9.7 for females 

and 11.7 for males). Pregnant women receiving 

prenatal care for at least 4 visits is 93.8% and 

birth attended by skilled birth attendant is 

99.1%. Smoking prevalence is 21%.  

Infant and young child nutrition:  

The survey in 2014 showed that prevalence of 

underweight is 8.3% in females and 9.7% in 

males. Prevalence of overweight is (W/L) is 

4.4% and stunting is 8.5% in females is 11.3% 

in males (with 14.1% prevalence overall) 

(WHO, 2017). Trends in nutritional status show 

considerable improvements as shown in the 

figure IV.3. 
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EBF in Oman was 32.8% in 2014, according to 

the World Bank collection of development 

indicators based on the MICS UNICEF survey 

in the year 2014.  

Early initiation of breastfeeding in the first 

hour after birth (EIBF) was 71.1%. 

Continued breastfeeding: Percent babies and 

mothers who continue to breastfeed between 9 

to 11 months is 72.8%. 

Percent babies and mothers who continue to 

breastfeed between 21 to 23 months is 48.4%. 

Percent babies who are exposed to any bottle-

feeding is 50.7%. 

Al-Nuaimi et al., (2017) highlights the benefits 

of optimal breastfeeding as well as trends and 

determinants associated with breastfeeding both 

worldwide and in GCC countries. Strategies to 

optimise breastfeeding and overcome 

breastfeeding barriers in the GCC region are 

recommended, including community health and 

education programmes and the „Baby-friendly 

Hospital Initiative‟ (BFHI). Advocates of 

breastfeeding are needed at the national, 

community and family levels. In addition, more 

systematic research should be conducted. 

Al-Sinani (2008) discusses the importance of 

breastfeeding for child health and survival. 

Oman has taken leaps in the BFHI, expanding 

with it to all its health facilities in primary 

health care since it was launched in the 1990‟s. 

The Ministry of Health in Oman has taken lead 

to make all hospitals and health centers in Oman 

become certified as Baby-friendly in 1999. 

Maternity Support 

Maternity leave is 50 days for the private sector 

and 60 days for the public sector. It is fully paid 

for both locals and expats and is fully paid by 

the employer.  

IV.4. QATAR 

 

Country Prophile 

Qatar is categorized among the high 

income economies (GNI per capita is more 

than 12,236$) according to the World 

Bank. Qatar population census is 2,618. 

Under-five mortality rate is 4/1000 live 

births, infant mortality rate is 7/1000 and 

neonatal mortality rate is 8/1000. 

Nutritional status of Infants and 

Young Children  

Stunting in children under-five years of age is 

11.6% and wasting is 10.1%. Low birth weight 

is 10.3%. A systemic analysis of the prevalence 

of anemia in children and pregnant women from 

1995 to the present show that anemia is on the 

rise.  

Status of Infant Feeding 

Breastfeeding in Qatar:  

Children ever breastfed comprised 97.9%.  

EBF under 6 months was 29.3%. Predominant 

breastfeeding was 38.1% (MICS, 2012).  
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 (Source: UNICEF-MICS, 2012). 

 

Continued breastfeeding at one year (12-15 

months) was 65.0% (63.7% in females and 

66.1% in males). At 2 years (20-23 months it 

was 31.9% (31.3% in females and 32.5% in 

males) (MICS, 2012).  

Factors influencing early cessation 

of breastfeeding  

Receiving breast milk substitutes, exposure to 

advertisements for artificial teats, and 

employment status showed a significant relation 

with both early initiation and exclusive 

breastfeeding. On demand feeding was related 

to EBF, and `rooming in` and mode of delivery 

was related to early initiation. 

Baby-friendly Practices 

Early initiation of breastfeeding (EIBF) was 

practiced by 33.5% of mothers at birth. 

Rooming in` rate was 43.9% (2012). 

There are five main maternity hospitals in Qatar 

that have been trained and prepared to become 

Baby-friendly hospitals in Qatar. 

Maternity support 

Qatari working breastfeeding women are 

entitled to 40 to 60 days of maternity leave that 

is fully paid from the Agency of Civil servants. 

 

IV.5. SAUDI ARABIA 

 

Country Prophile 

Saudi Arabia is categorized among the high 

income economies (GNI per capita is more 

than 12,236$) according to the World 

Bank. Saudi Arabia population census is 

31,742.  

Birth rate is   births/1000 (2016). Fertility 

rate is 2 children born/woman. Under-five 

mortality rate is 4/1000 live births, infant 

mortality rate is 7/1000 and neonatal 

mortality rate is 8/1000. 

Nutritional status of children 

under five years of age 

Data from the EMR framework for health 

information systems and core indicators for 

monitoring health situation and health system 

performance (WHO-EMR, 2017) report that 

stunting in children under-five years of age is 

97.9 
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9.3% and wasting is 11.8% and overweight is 

1.5%. Low birth weight is 9%. 

Breastfeeding Patterns:  

EBF (0-5mo) is variable and inconsistent and 

ranges from 68.7% (WHO-EMR, 2017) to 

13.6% by local studies.  

Review from local studies:  

EBF at birth was reported in 76.1%, which 

declined to 32.9% and 12.2% at the age of 2 and 

6 months, respectively. 

A quantitative cross sectional study including 

250 mothers with infant under 2 years of age 

selected from Tuwal PHC center in Jazan region 

in Saudi Arabia showed that 87.6% of the 250 

Saudi mothers had initiated breastfeeding in the 

first 8 hours of delivery, only 13.6% infants 

were exclusively breastfeeding at 4 months of 

age (Adam, 2017). 

A systematic review showed the decline in 

breastfeeding practices in Saudi Arabia. In this 

review one national child health survey  showed 

that EBF was 55% for children at one month 

and under, and 36% at 2-3 months old. In 

another national survey, 90% of infants were 

EBF initially, this figure dropped to 50% at 

three months and 10% at one year. A survey in 

Riyhad showed that initially 72% of mothers 

were EBF but at 3 months only 42% were EBF. 

Another survey from Taif reported that 68% of 

infants at the age of one month were exclusively 

breastfed; 55% by the age of three months; and 

to 38% at six months. (Jassim et al, 2003). 

Breastfeeding Continuity  

In the early 1990s over 57% of the mothers 

breastfed their children for more than a year, 

and the mean duration of breastfeeding was 

14.61±3.53 months (Kordy et al., 1993). 

The sudden drop occurred in the late 1990s and 

early 2000. Mohammed et al., (2009) conducted 

a nationwide household survey (2004-2005) of a 

sample of 5339 children who were less than 3 

years. Ever breastfed constituted 91.6%. 

Formula feeding was introduced very early in 

life and breastfeeding steeply declined from 

birth to 12 months reaching 1.8% at 12 months 

of age.  

Continued breastfeeding at 6 months was 10% 

and at 12 months was 1.8%.  

Complementary foods were introduced to 

infants at 6 months by 81.5% of mothers 

(Mohammed et al., 2009). 

Suboptimal breastfeeding in Saudi Arabia is 

characteristic and seems to be related to many 

factors. However no one factor can be identified 

as the real underlying cause for these suboptimal 

practices. So many studies have explored the 

patterns of breastfeeding and although variations 

have been seen between regions, the overall 

prevalence of breastfeeding for the nation is 

low.  

The only explanation that can be provided to the 

deterioration which is evident in the situation 

analysis of breastfeeding is that women 

themselves are refusing to breastfeed from the 

long periods of suppression and oppression they 

have faced over the past decades. They give up 

on the one thing they can control, their own 

body and its ability to nurture, this, they can 

control and this is the one thing they forbid it to 

do what nature bids it to do, because it is their 

own choice. It is as if they are rebelling against 

the culture that forbade them the rights to have 

their own choices and live the life they would 

choose to live. In sociological terms, families 

living and doing such practices are said to be in 

the adolescent phase of their development.   
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Initiation of breastfeeding  

Only 23.2% of newborns initiated breastfeeding 

within the first hour after birth, and 

breastfeeding was delayed beyond 6 hours after 

birth in 28.1%. Nearly 80% and 90% of the 

infants were bottle feeding (formula milk) at 4 

and 6 months, respectively (Mohamed et al., 

2009).  

Amin et al (2011) studied feeding practices 

among 641 mothers in AlHassa, Breastfeeding 

was initiated by 77.8% of mothers within the 

first 24 hours of childbirth.  

Causes for early discontinuation of breastfeeding in Saudi Arabia 

The commonest reasons for not EBF were milk 

insufficiency (65.6%), refusing to feed after 

taking the bottle and return to work (Adam, 

2017). While rural residence, illiteracy, low-

income and multiparous mothers were more 

likely to continue EBF their infants (Amin et al., 

2011).  

In another study in 2009 the commonest cause 

given for early cessation was insufficient milk in 

(45.5%), followed by illness of the mother, 

breast problems and illness of the baby 

(Mohammed et al., 2009). 

Shawky and Abalkhail (2003) attributed the 

early cessation of breastfeeding to the high 

cesarean rates, and those using contraceptives as 

these groups were at higher risk of stopping 

breastfeeding before 12 months. 

Kordy  et al., (1993) showed that a considerable 

proportion of the mothers (42.3%) stopped 

breastfeeding during the first year. The most 

common reason for terminating breastfeeding 

during the first year was insufficient milk 

(30.9%), and recurrence of pregnancy (27.3%). 

A minority of the mothers (6.5%) were given 

advice about breastfeeding by their health care 

providers (physicians and nurses).  

Fida and Aama (2003) reported that 

breastfeeding rates were 90% for infants in the 

first 6 months of life, but dropped to 72% 

afterwards. These were comparatively high 

breastfeeding rates that were linked to short stay 

in the hospital and early discharge. The reasons 

given for switching to formula feeding, in the 

order of frequency included: inadequate milk 

supply (50%), working mothers (12.7%) and life 

style (10%). Mothers who were breastfeeding 

were significantly more satisfied with their 

feeding practice than those whom were bottle 

feeding (p<0.05). It seems that the longer the 

duration of stay in the hospital (which is usually 

associated with cesarean delivery) the greater 

the chance of exposure and lending off to bottle 

feeding.  

Early introduction of bottle feeding and the 

culture of mixed feeding appear to be the most 

popular method among mothers, this in turn 

accounts for the low breastfeeding rates. Early 

bottle feeding has been found to be detrimental 

to breastfeeding (Jassim et al., 2003).  

Early bottle feeding is the factor that increases 

the profit of many infant milk formula 

companies and has been the driving force for 

companies to promote its use throughout 

pediatric practices and maternity hospitals.  

Early milk feeding and early use of bottles were 

associated with the low breastfeeding rates in 

Saudi Arabia.  
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Figure IV.7. Breastfeeding continuity from birth to 12 months in Saudi Arabia 
(Mohammed et al., 2009)  
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Makki et al., (2013) in her dissertation to 

evaluate the potential impact of the Baby-

friendly Hospital initiative (BFHI) in Saudi 

Arabia, emphasized that the BFHI is a valuable 

framework for Saudi Arabia to create a set of 

best practices to improve breastfeeding rates and 

increase the duration of breastfeeding. However, 

BFHI knowledge must be increased and 

professional practices and attitudes changed to 

support breastfeeding.  

On the other hand another study (Fida and 

AlAama, 2003) showed that only 72 (56%) 

mothers had some form of education about 

infant feeding and most of the education came 

from relatives. Fourteen (10.9%) mothers 

reported being guided to breastfeed by medical 

personnel. Early discharge from the newborn 

nursery before 24 hours age was significantly 

associated with success in establishing 

breastfeeding (p<0.047).  

The highest prevalence rate of diarrhea in Saudi 

children was present among children exposed to 

mixed breast and formula feeding. This supports 

the findings that mixed feeding is dangerous for 

these babies as it interferes with the proper 

nutrition and optimal feeding practices required 

for these infants to build their immune system in 

this critical period of their life (Al-Mazrou et 

al., 1995).   

Another study showed that many of the mothers 

whose babies contracted diarrhea stopped 

breastfeeding. This is one of the underlying 

causes for the poor breastfeeding rates and could 

explain the decline in breastfeeding rates at 12 

months, as diarrhea was commonest after 6 

months of age (Bani et al., 2002). 

Al-Makoshi et al., (2011) showed that both 

early EBF and duration of breastfeeding were 

significant factors in reducing the rates of chest 

infections with a wheeze presenting to the 

hospital in children less than 3 years of age. 

They examined 600 children and reported that 

children who had been exclusively breastfed 

were less likely to have 'wheezed' in the last 12 

months. In their sample 75% of children were 

ever breastfed, and 36% of children were fully 

breastfed, with 20% of children being fully 

breastfed for ≥3 months. Also increasing 

duration of full breastfeeding was associated 

with a reduced likelihood of maternal reporting 

of her child having "ever wheezed," "wheezed' 

in the last 12 months," and "ever having 

asthma," with adjusted odds ratio for full 

breastfeeding ≥ 12 months versus never 

breastfed of 0.51 (Al-Makoshi et al., 2011). 

Maternity support  

Saudi Arabia grants 10 weeks of maternity leave 

for working breastfeeding women. They are 

paid in full or 50% depending on the employer.  

In recent years, Saudi Arabia has made 

significant strides in increasing the percentage 

of women in the workforce up to 20.2%. There 

are also significant advancements in the 

education of women. Saudi women are taking 

leadership in higher education as more women 

than men apply to higher education. There are 

37 universities in Saudi which are all opened to 

women to join. Current statistics indicate that 

5165 women undertake a PHD which is 41.9% 

of Saudi women who study abroad. It is now 

widely agreed that Saudi women have made 

phenomenal advancements in education. 

Studies in Saudi Arabia have shown that 

policies that support breastfeeding employees to 

breastfeed or express milk in their workplace are 

needed to support breastfeeding continuity.  A 

local study reported that when women know 

about a policy supporting breastfeeding for 

employees to breastfeed or express milk in their 

workplace, this was associated with a 

significantly higher rate of breastfeeding 

continuity 2 months after return to work and up 

to one year. Work status and early initiation of 

formula feeding after baby‟s birth were all 

significant factors associated with not having 

such policies in the workplace. The study 

emphasizes the importance of supporting 

women workforce, who are breastfeeding, in 

achieving their dual role in supporting economic 

development (Alhabas, 2016).  
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IV.6. YEMEN 

 

Trends in Infant and Young Child Nutrition 

 

Trends and Status of Infant Feeding: 

Breastfeeding 

EBF up to 6 months of age (0-5mo) have shown 

decreasing trends from 17.8% in 1997 to 11.5% 

in 2003 and recently 9.7% in 2013. The trends 

were associated with increase in predominant 

breastfeeding (PBF) from 34.1% in 2003 to 40% 

in 2013.  

EBF was similar in both males and females (9% 

and 10.4% respectively). It was higher in rural 

than in urban communities (10.2% and 8.2% 

respectively).  

EBF was 19.9% during the first months, 7.4% at 

3-4 months and 4.1% at 4-5 months.  

It did not change across wealth quintiles 

(WQ1=10%, WQ5= 9.8%). PBF was 62.1% at 

one month then increased to 37.3% at 2-3 

months and 25.4% at 4-5 months. 

PBF was similar in both males and females 

(37.5% and 42.5% respectively) and in both 

urban rural communities (41.1% and 39.6% 

respectively). It decreased progressively by 

wealth (WQ1= 42.7%,   WQ4 = 39.4% and 

WQ5=33.7%).  

Baby-friendly Practices  

Initiation of breastfeeding within the first hour 

was 52.7% in 2013.It was similar in both males 

and females (52.2% and 53.2% respectively). It 

was higher in urban (55.2%) than in rural areas 

(51.2%). No mention of indicators was 

mentioned about initiation through skin-to-skin 

or the duration of skin-to-skin contact before the 

first breastfeed.  
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Figure IV.8. Trends in malnutrition in Yemen (1991-2013) 
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There are  no data reported over the past two 

decades for the Baby-friendly Hospital Initiative 

(BFHI) in Yemen. DHS, 2015 showed that only 

34% have a skilled birth attendant at birth and 

23% deliver in a health facility. The scarcity of 

deliveries carried out in hospitals and requires 

urgent interventions for ensuring community 

based outreach BFHI programs to be tailored to 

the needs of such communities and to be 

integrated with reproductive programs. Maternal 

mortality is one of the highest in the world 

(365/100,000  live births (Family Health 

survey, 2003).  

Breastfeeding continuity 

Continued for 12 to 23 months was 33.9% in 

2012/13. It was higher in males (37%) 

compared to females (30.1%). It was higher in 

rural than in urban communities (39.7% and 

30.5% respectively). By wealth, it decreased by 

increasing wealth index from WQ1 (46.9%) 

progressively to WQ5 (29.8%). It also decreased 

by level of education being 52.7% in the 

illiterate mothers, 33.5% in mothers with 

primary education, 36.4% in mothers with 

secondary education  and 22.7% among mothers 

with higher education. Education seems to have 

the highest effect on breastfeeding continuity as 

it decreased by one half among educated 

mothers which indicates the high levels of 

ignorance, disempowerment, and lack of support 

by workplaces or extended family members in 

such mothers.  

Complementary Feeding  

ISSS at 6-8 months was 69.2% in 2012. The 

ISSS was higher in females 71% than males 

67.2% and in urban (81.8%) and lower in rural 

(65.5%). ISSS increased with increasing wealth 

index from 60.7% in WQ1, 63% in WQ2, 67% 

in WQ3, 80.5% in WQ4 and 83 in WQ5 (DHS, 

2013). 

The minimum meal frequency (MMF) was 

58.5%. MMF was higher in females (57.1%) 

than in males (60.0%) and in urban (67.3%) 

than in rural areas (55.4%). MMF was lowest 

between 6 to 11 months 52.4%, 60.2% at 12-15 

months, 66.2% at 16-19 months and 60% at 20-

23 months of age with a mean of 62% over 12 to 

23 months. MMF increased by wealth quintile 

from 50% in WQ1 to 52.5% in WQ2, 62.4% 

in WQ3, 63.3% in WQ4 and 67.7% in 

WQ5.  

The minimum dietary diversity (MDD) is 

percent of children aged 6 to 23 months 

receiving 5-8 of the recommended food groups. 

National levels were 21.3% being lower in 

males (17.6%) than in females (22.9) and higher 

in urban (36.7%) than in rural (15.8). MDD rose 

from 14.4% at 6 to 11 months to 22% at 12-15 

months and 27.6% at 16-19 months and 28.2% 

at 20-23 months with a mean of 25.2% over the 

second year from 12 to 23 months of age. It 

increased with wealth from 11.8% in WQ1, 

12.2% in WQ2, 19.2% in WQ3, 30.5% in WQ4 

and 38.3% in WQ5.  Hence the MDD increased 

by wealth quintile showing that affordability 

and accessibility to food variety could have been 

the problem.  

The minimum acceptable diet (MAD) was 

15.4%. This is very low for the minimum 

acceptable dietary index and can explain the 

high rates of stunting and wasting and highest 

rates of anemia in children under-five years of 

age the region and in the world. It was even 

lower in males than females (14 and 17 

respectively). MAD was higher in urban 

(26.6%) than rural communities (11.5%). MAD 

was lowest at 6-11 months (10.5%) and 

increased somewhat at 12-15 months to 17.3% 

and to 19.7% at 16-19 months of age but 

decreased at 20-23 months to 17.9% with an 

overall mean of 18.2% over the second year. It 

increased with wealth from 8.8% in WQ1 to 

8.9% in WQ2, 15.2% in WQ3, 20.2% in WQ4 

and 28% in WQ5.  

Maternity support in Yemen 

A pregnant woman is entitled to fully paid leave 

up to 70 days. It is paid by the employer. She 

can be granted an extra 20 days if her labour is 

difficult or she had twins. The working women 

shall not be dismissed from her work during her 
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maternity leave. After delivery she is entitled to 

60 days of fully paid leave, to be paid by the 

employer. 

IV.7 Summary and Conclusions 
The countries in this region include Bahrain, Kuwait, 

Qatar, Saudi Arabia, Sultanate of Oman and Yemen. 

United Arab Emirates has not been included due to 

scarcity of data in this field. Most of these countries 

are high income countries except for Yemen which is 

a low income country and facing challenging 

conflicts. The major problems are related to high 

prevalence of obesity and its health outcomes. 

In Bahrain adult obesity is 30% (2016) and one in 

every five youth are obese. EBF is 34%. EIBF is 

39.3% Feeding prelacteals is common practice at 

39.1%. CBF is reported to be 41% at one year. There 

are 6 Baby-friendly hospitals. 30.4% of children 

receive foods before 17 weeks of age, but by 27 

weeks all babies have been introduced foods. 

Maternity leave is 45 days, fully paid by employer. 

Women in Bahrain have a strong status and are 

highly educated. 

In Kuwait adult obesity is the highest in the region 

38% (2016) and 8.7% and 6% in the under-fives in 

2014 and 2015 surveys. EBF has increased from 2% 

in 2010 to 12% in 2015. EIBF is 10.5% and 55% are 

discharged from hospital on partial breastfeeding. 

CBF is reported as 21% at one year. Adnan hospital 

is the first and only designated Baby-friendly 

hospital in Kuwait. ISSS at 6-8 months is 65%. 

Maternity leave is 70 days, fully paid by employer in 

the public sector and 40 days in the private sector. 

In Oman adult obesity is 28% (2016). EBF is 32.8%. 

EIBF is 71.1%. CBF for two years (20-23 months) is 

48.5%. All hospitals and health centers in Oman 

were certified as Baby-friendly in 1999. Timely 

complementary feeding is 89.5%. Maternity leave is 

14 weeks, fully paid by employer 

In Qatar adult obesity is 35% (2016). EBF is 29.3% 

and PBF is 38.1%. EIBF is 33.5%. CBF at 12-15 

months is 65.0% and 31.9% at 20-23 months of age. 

Maternity leave is 40-60 days, fully paid by 

employer.   

In Saudi Arabia adult obesity is 35% (2016). EBF is 

are variable and inconsistent varying between 68.7% 

and 13.4%. EIBF is 23.2%. CBF is reported at one 

year is 1.8%. Formula feeding was introduced very 

early in life and was the cause for the steep decline in 

breastfeeding. Complementary foods were 

introduced to infants at 6 months by 81.5% of 

mothers. Maternity leave is 10 weeks paid in full or 

50% depending on the employer. 

In Yemen EBF is 9.7%. EIBF is 52.7%. CBF into 

the second year (12-23 months) is 33.9% and 

decreased by increasing level of education and 

wealth index. Complementary feeding practice are 

poor as shown by the low MAD is 15.4% caused by 

the low MDD of 21.3% and MMF of 58.5%. 

Maternity leave is 60 days, fully paid by employer. 
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.

 انمخىطظ ئقهيم شزقب انحداس و انخهيحبهذان انزضاعت انطبيعيت فى  اط: أومانزابع انمقال

 انمهخص و الاطخىخاخاث

اٌّزٛعىؾ ٌّٕظّىىخ اٌظىىؾخ اٌؼب١ٌّىىخ اٌىىذٚي ا٢ر١ىىخ:اٌجؾش٠ٓ ٚاٌى٠ٛىىذ ٚل ىىش  لٍىى١ُ شىىشقاٌزبثؼىىخ لإاٌخٍىى١ظ عض٠ىىشح اٌؼىىشة ٚرزؼىّٓ ثٍىىذاْ 

الإِبساد اٌّزؾذحو إْ ِؼظُ ٘زٖ اٌجٍذاْ رخؼغ ٌّغّٛػخ دٚي اٌذخً اٌؼبي ِىب ػىذا  ٚٚا١ٌّٓ اٌغؼٛد٠خ ٚعٍ ٕخ ػّبْ اٌٍّّىخ اٌؼشث١خ ٚ

ػفبد با١ٌّٓ اٌزٝ رؼبٔٝ ِٓ اٌفمش ٚاٌظشاػبد اٌذاخ١ٍخو ٚمُ٘ اٌّشبوً اٌظؾ١خ اٌزٝ رٛاعٗ ٘زٖ اٌجٍذاْ ٘ٝ اٌجذأخ ِٚىب ٠زبثؼٙىب ِىٓ ِؼى

 طؾ١خو

ِّبسعىخ اٌشػىبػخ رجٍىغ ٔغىجخ ِىٓ اٌجذأىخو  ةاٌىجبس وّب ٠ؼبٔٝ ٚاؽذ ِٓ وىً خّىظ شىجب ىٝ ىٟ اٌّبئخ 2. رجٍغ ٔغجخ اٌجذأخ فى انبحزيه

جذمْ اٌشػىبػخ ٠ ىٟ اٌّبئخ .و.. ، وّب مْ ىٟ اٌّبئخ 5و.. ثٕغ١خ ذخً عٛائً ٚمةز٠خ لجً اٌشػبػخرٚ،  ىٟ اٌّبئخ 7.اٌ ج١ؼ١خ اٌّ ٍمخ 

 6ػٕىذ ٠ىذخٍٓ اٌٛعجىبد  ىىٟ اٌّبئىخ 7و2.اٌشػىبػخ ٌّىذح ػىبَ ٚ ٠ٍْٛٛاطىِىٓ الأؽفىبي   ىٟ اٌّبئىخ 75ىٛس اٌٛ دح ٌٚىٓ ٕ٘بناٌ ج١ؼ١خ 

٠َٛ معبصح  ِذىٛػخ وبِىً الأعىش  71ِغزشفٝ رُ اػزّبد٘ب  وّغٕشفٝ طذ٠ك ٌٍ فً ٚرّٕؼ الأِٙبد اٌؼبِلاد  22ِٓ  6و ٕٚ٘بن شٙٛس

 ثؼذ اٌٛ دحو 

اٌجذأىخ ىىٝ الأؽفىبي دْٚ اٌخبِغىخ وّب ثٍاىذ ىٝ إٌّ مخ ٚ مػٍٝ ِؼذي ٌٍجذأخ٘ٝ ىٝ اٌىجبس ٚ ىٟ اٌّبئخ2.رجٍغ ٔغجخ اٌجذأخ  فى انكىيج

ٌٚىٕٙىب ّبسعىخ اٌشػىبػخ اٌ ج١ؼ١ىخ اٌّ ٍمىخ ِ ٕٚ٘بن رذٟٔ ثٛعىٗ ػىبَ ىىٟو 2251ىٝ  ىٟ اٌّبئخ  6ٚ 2257ىٝ  ىٟ اٌّبئخ 4و2ِٓ اٌؼّش

و وّىب مْ ىىٟ اٌّبئىخ 25 ٌؼىبَاٌشػىبػخ ٚثٍاىذ ٔغىجخ ِٛاطىٍخ  2251ىٝ ػبَ  ىٟ اٌّبئخ 52 إٌٝ 2252ىٝ ػبَ  ىٟ اٌّبئخ 2اسرفؼذ ِٓ

ِىٓ اٌشػىغ ٠زؼشػىْٛ ٌلأةز٠ىخ  ىىٟ اٌّبئىخ 11 مْ ، ثبلإػىبىخ  ىىٟ اٌّبئىخ 1و52 ٚ رجٍىغاٌشػبػخ اٌّجىشح ىىٛس اٌىٛ دح  ِزذ١ٔىخ ٌٍاب٠ىخ 

ّغزشىفٝ ػىذٔبْ وِغزشىفٝ و ٚلىذ رىُ اػزّىبد اٌٛلذ اٌغى١ٍُِٓ الأِٙبد رذخٍٓ اٌٛعجبد ىٝ  ىٟ اٌّبئخ 61 ا ػبى١خ ػٕذ اٌٛ دحو ٚ ٕ٘بن

 و٠َٛ معبصح  ِذىٛػخ وبًِ الأعش ثؼذ اٌٛ دح 71طذ٠ك ٌٍ فً و ٚرّٕؼ الأِٙبد اٌؼبِلاد 

اٌشػىىبػخ ِٛاطىىٍخ  ىىىٟ اٌّبئىىخ 2و2. ىىىٝ اٌىجىىبس ٚ ِّبسعىىخ اٌشػىىبػخ اٌ ج١ؼ١ىىخ اٌّ ٍمىىخ   ىىىٟ اٌّبئىىخ 22رجٍىىغ ٔغىىجخ اٌجذأىىخ  فددى عمددان

ِىٓ الأِٙىبد  ىىٟ اٌّبئىخ 1و.2و ٕٚ٘ىبن ىىٟ اٌّبئىخ 5و45رجٍىغ  ح ىىٛس اٌىٛ دح و وّب مْ اٌشػبػخ اٌّجىشىٟ اٌّبئخ 1و72ٌؼب١ِٓ اٌ ج١ؼ١خ 

و ٚلىىذ رىىُ اػزّىىبد ع١ّىىغ اٌّغزشىىف١بد ٚاٌّشاوىىض اٌظىىؾ١خ وّٕشىى د طىىذ٠مخ ٌٍ فىىً و ٚرّىىٕؼ الأِٙىىبد اٌٛلىىذ اٌغىى١ٍُرىىذخٍٓ اٌٛعجىىبد ىىىٝ 

 ثؼذ اٌٛ دحوثبٌىبًِ معجٛع معبصح  ِذىٛػخ الأعش  57اٌؼبِلاد 

ٚاٌشػىبػخ اٌ ج١ؼ١ىخ ،  ىىٟ اٌّبئىخ .و.2ِّبسعىخ اٌشػىبػخ اٌ ج١ؼ١ىخ اٌّ ٍمىخ  ٔغجخىٝ اٌىجبس ٚ ىٟ اٌّبئخ 1.اٌجذأخ رجٍغ ٔغجخ  فى قطز

و ٌٚىىٓ اٌشػىبػخ اٌّجىىشح ىٟ اٌّبئخ .و5.ٌٚؼب١ِٓ ، ىٟ اٌّبئخ 61 اٌشػبػخ اٌ ج١ؼ١خ ٌٍغٕخ الأٌٚٝ، ِٚٛاطٍخ  ىٟ اٌّبئخ 5و2.اٌابٌجخ 

 ٠َٛ معبصح  ِذىٛػخ وبًِ الأعش ثؼذ اٌٛ دحو 62 إٌٝ 72 ِٓو ٚرّٕؼ الأِٙبد اٌؼبِلاد ىٟ اٌّبئخ 1و..ِزذ١ٔخ ٚرجٍغ ىٛس اٌٛ دح 

  رزىشاٚػ ِىٓ ىٟ اٌّبئخ ىٝ اٌىجبس ٚٔغجخ ِّبسعخ اٌشػبػخ اٌ ج١ؼ١ىخ اٌّ ٍمىخ 1و1.رجٍغ ٔغجخ اٌجذأخ  فى انممهكت انعزبيت انظعىديت 

ىٟ اٌّبئخ ، ِٚٛاطٍخ اٌشػبػخ اٌ ج١ؼ١ىخ ٌٍغىٕخ  2و.2بٌشػبػخ اٌ ج١ؼ١خ ٠خ اٌّجىشح ثاٌجذا ، ٚىٟ اٌّبئخ .5اٌٝ ؽٛاٌٟ ىٟ اٌّبئخ  4و62

اٌؼىبِلاد ثٕغىجخ ػب١ٌىخ ٚطىٍذ إٌىٝ لىذ رضا٠ىذد و ٚىىٟ اٌّبئىخ 1و25شٙٛس ثٕغىجخ  6ىٍّخ ػٕذ ّٚرذخً الأةز٠خ اٌىٟ اٌّبئخ،  2و5الأٌٚٝ 

رّٕؼ الأِٙبد غ اٌغ١ذاد ػٍٝ ِٛاطٍخ اٌشػبػخ اٌ ج١ؼ١خ ، ٚ% ٚلذ ٚعذ اٌجبؽضْٛ مْ ٚعٛد ع١بعبد ٌذػُ اٌشػبػخ اٌ ج١ؼ١خ رشغ22

 و% ِٓ الأعش رجؼب  ٌغ١بعخ طبؽت اٌؼ12ًّمٚ ِذىٛػخ وبًِ الأعشػششح معبث١غ اٌؼبِلاد 

ىىٟ اٌّبئىخ ٚاٌجذا٠ىخ  4و. اٌّ ٍمىخ مْ ٔغىجخ اٌشػىبػخ اٌ ج١ؼ١ىخ وّىبٔغىجخ عىٛء اٌزاز٠ىخ ٚىمىش اٌىذَ ىىٟ اسرفىبع  ٕ٘ىبن في انديمهٚمخ١شا  

ىٟ اٌّبئخ ٚاٌزٝ رٕخفغ ِىغ اسرفىبع ٔغىجخ  .و..% ِٚٛاطٍخ اٌشػبػخ اٌ ج١ؼ١خ خلاي اٌغٕخ اٌضب١ٔخ 4و12ىشح ثبٌشػبػخ اٌ ج١ؼ١خ اٌّج

ىىٟ اٌّبئىخ  .و٠25جٍىغ ٔغىجخ اٌؾىذ الأدٔىٝ ٌٍزٕىٛع ىىٟ اٌاىزاء ىٟ اٌّبئخ ؽ١ىش  7و51اٌزؼ١ٍُ ٚ اٌذخًو ٚرجٍغ ٔغجخ اٌزاز٠خ اٌزى١ٍ١ّخ اٌّمجٌٛخ 

 ش ِٓ لجً طبؽت اٌؼًّو ِذىٛػخ وبًِ الأع٠َٛ  62ىٟ اٌّبئخو ٚرّٕؼ الأَ اٌؼبٍِخ ىٟ ا١ٌّٓ  1و12دٔٝ ٌزٛارش اٌزاز٠خ ٚٔغجخ اٌؾذ الأ
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Article V 

Status of Breastfeeding in Central Asian Countries of the 

Eastern Mediterranean Region 

Azza Abul-Fadl, Noureen Aleem Nishtar, Samaah Al-Yassin, Ayoub Al-Jawaldeh 
 

Overview 

These countries include: Afghanistan, Pakistan and Iran. These countries are not Arab states, but share 

cross-cutting cultural values by the common long history of Islamic influence. These countries are 

categorized by World Health Organization (WHO) under the Eastern Mediterranean region (EMR). 

The countries will be reviewed by their nutritional status and infant feeding status with a focus on 

breastfeeding and complementary feeding based on the latest global effort by UNICEF for re-

analyzing the national surveys linked to Infant and Young Child Feeding (IYCF). Other advocacy 

issues linked to breastfeeding promotion and support included are the status and trends in the Baby-

friendly Hospital Initiative (BFHI) and maternity support for breastfeeding working mothers for each 

country. 

V.1. AFGHANISTAN 

 

Epidemiological and Health 

status  

Afghanistan has a population of 34,124,811. 

Birth rate is 37,90/1000 live births.  Some 1.2 

million children are already malnourished and 

41 per cent of children under five years of age 

(CU5) are stunted. Poor sanitation (i.e. access to 

clean water) is 56.7% and hygiene (i.e. access to 

a place for hand washing) is 70.8%, these 

indices compound its health problems.   

Nutritional Status of Infant and 

Young Children 

The decreasing trends in wasting from 18.2% in 

1997 to 8.6% in 2004 and to 9.5% in 2013 are 

encouraging. Stunting has decreased from 

53.2% in 1997 and 59.3% in 2004 to 40.9% in 

2013. However stunting is still very high. 

Overweight is an emerging problem in CU5 and 

has increased from 4.6% in 2004 to 5.4% in 

2013. While underweight has also decreased 

from 41.9% in 1997 and 32.9% in 2004 to 25% 

in 2013. This double burden of both overweight 

and underweight among the poorest of countries 

in the region is an indication of poor feeding 

practices.  

Children, in such situations are more susceptible 

to repeated infections as diarrhea, which in turn 

worsens malnutrition. Diarrhea-related deaths, 

total 9,500 and account for around 12 per cent of 

the 80,000 deaths of CU5 that occur annually in 

Afghanistan (UNICEF, 2017). 
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Breastfeeding Patterns in Afghanistan:  

 
Although children ever breastfed in Afghanistan 

is high (93.4%), EBF shows declining trends. 

Most of the decline happens in the first 6 

months of life.  

Trends in EBF decreased from 54.3% in 2011 to 

43.1% in 2014 (DHS, 2015) being even lower in 

the urban (40.9%) than in rural areas (43.8%). It 

was highest in the central highlands (64.9%) and 

lowest in the West, North and East regions 

(47.8%, 48.1% and 49.1% respectively). It was 

lowest among mothers with higher education 

(36.4%) compared to those with primary or no 

education (58.8% and 55.4% respectively). 

Rural mothers tend to practice EBF (55.2%) 

more than urban mothers (50.9%).     

EBF rate in Afghanistan increased by increasing 

wealth index from 40.3% in the poorest (WQ1), 

and 48.1% in the richest (WQ5). It decreased by 

increasing level of education; being 44% in the 

illiterate and 23.9% in the highly educated. 

Predominant breastfeeding (PBF): Offering 

herbal drinks with breastfeeding to infants 

below 6 months was 69.2%. PBF was higher in 

females (781.7%) than males (66.8%) in 2011 

and has decreased to 54.2% in 2015.  Rural 

mothers tend to practice PBF more than urban 

mothers (70.5% vs. 64.4%). Hence there was a 

higher tendency of PBF. Bottle feeding rate is 

28.2% in the 2011 survey. The high PBF could 

explain the high bottle feeding rate. 

Continued breastfeeding (CBF) for 12 

months (12-15 months) is 87.8% and continued 

breastfeeding for 24 months (21-23 months) was 

69.2%.  This may appear to be high but when 

combined with the suboptimal complementary 

feeding practices and high bottle feeding rate, it 

can explain why problems of communicable 

disease and malnutrition prevail in this country. 

Mean duration of breastfeeding is 23.7 

months which reflects the important role 

breastmilk plays in supporting nutrition in these 

underprivileged communities. This is 

substantiated by the finding that underweight, 

stunting and wasting are highest among the poor 

and at ages 24-35 and 36- 48 months i.e. in the 3 

and 4 years old children, which is after they stop 

breastfeeding.  

In the DHS (2015) breastfeeding continuation to 

23 months was 58.6% with no difference 

between sexes but it was higher in urban 

(60.9%) than in rural communities (57.7%). 

However it decreased by increasing wealth 

status being 62.4% and 63.7% in the poor (WQ1 

& WQ2) and lowest in the richest (WQ5) 
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(55.1%). CBF decreased by increasing level of 

education. It was 59% in the illiterate and 54.4% 

in the secondary & highly educated mothers. 

These patterns of infant feeding indicate that the 

major portion of nutritional intake of the poor 

comes from breastfeeding in the second year of 

life and that once they stop breastfeeding they 

become at risk of malnutrition through low 

intake and increased exposure to infection in the 

challenging environments they live in. 

Early initiation of breastfeeding 

(EIBF) within the first hour of life was 53.6% 

in 2011 (UNICEF, 2011). It was highest in the 

North East region (70.8%) and West (63.5%) 

and lowest in the South and South East (24.1% 

and 37.4% respectively). EIBF decreased to 

40.9% in DHS, 2015. The survey showed that 

EIBF was higher in the rural population (41.9%) 

compared to the urban (37.7%) and in females 

(41%) more than males (38.3%).  

Increasing wealth was associated with a decline 

in EIBF. EIBF was 45% in the poorest (WQ1) 

and 35.4% in the richest (WQ5). Mothers who 

are rich deliver in private hospitals, while the 

poor women have home deliveries or deliver in 

facilities that use less medication during labour 

and perform less separation and medicalization 

procedures.  

Prelacteals are offered to 29.8% of newborns 

being highest among the poorest (32.2%) and 

least among the middle and fourth wealth 

quintile index (28% and 28% respectively). It is 

highest in the south region (50%) and also in the 

North and North East regions (33.9% and 33.9% 

respectively (UNICEF, 2011).  

Prelacteal feeding is particularly high in the 

private sector (40.0%) compared to the public 

sector (28%). It is also more common among 

deliveries attended by a traditional birth 

attendant (TBA) (34%) (UNICEF, 2011).  

All the Ministry of health maternity facilities are 

certified as Baby-friendly. 

 

 

Complementary Feeding Practices (DHS, 

2015): 

Poor complementary feeding (CF) practices 

prevail and accentuate the risk of children to 

malnutrition. Timely introduction of solids and 

semi-solids at 6-8 months (ISSS) was 20.1% in 

2011 and increased to 61% in 2015 (DHS, 

2015), being higher in females (62.1%) than 

males (60.0%). It is higher in rural (61.5%) than 

in urban areas (59.6%).  

Effect of level of wealth and level of 

education on complementary feeding 

practices ISSS:  

Highest values of timely ISSS were seen among 

mothers with high wealth index (WQ4) (71.4%) 

and lower education primary education (72.8%) 

compared to women with secondary and high 

level of education (52% and 64.8% 

respectively). The lowest ISSS were seen in the 

WQ5 (49.5%) and highest in WQ1 (60.4%). 

Such findings probably indicate that richer 

mothers are introducing foods earlier and the 

poorer mothers introduce foods later and rely on 

breastfeeding, probably due to food scarcity. 

Minimum meal frequency (MMF) was 

inadequate at 17.8% in 2011 but increased to 

51.8% in 2015 DHS survey. The latter was 

higher in males (51.5%) than in females (50.9%) 

with no difference between rural and urban 

communities (51 & 51.8% respectively). It was 

lowest in the second half of the first year 

(45.7%) and increased in the second year from 

53.6% to 55% which was still poor showing that 

just over one half of the children receive an 

acceptable MMF.  

Minimum dietary diversity (MDD) (DHS, 

2015) was also low at 22.1% both in males 

(21.2%) and females (22.9%). However it is 

higher in the urban than in rural communities 

(32.5% vs. 18.6% respectively). Poverty and 

ignorance are associated with low MDD as it 

was 18.1% in WQ1 and 34.5% in WQ5. MDD 

was 20.5% in the illiterate and primary 

education groups and 46.1% in the highly 

educated. Meal diversity remained low 

throughout the first year (14.1%) and well into 
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the second year increasing only to a peak of 

26.9% in the second year.  

Minimum acceptable diet (MAD) was 15.5% 

(DHS, 2015) with no difference between males 

and females but was much lower in rural than in 

urban communities (18.7% vs. 21.8% 

respectively). MAD was lowest in the lowest 

quintile and illiterate (12.4% and 18.3% 

respectively, compared to the highest quintiles 

(WQ5) (23.1%) and the highly educated (24%). 

Baby-friendly Hospital Practices  

Childbirth practices are traditional. Skilled birth 

attendant at delivery is 38.6%. Institutional 

deliveries are 32.6% and Cesarean section 

deliveries are only 3.6%. Hence Baby-friendly 

practices need to be promoted in the community 

since most of the deliveries are carried out at 

home. 

Maternity support  

In Afghanistan most women do not work in the 

sense of going to a disciplined governmental or 

private sector. However they carry the burden of 

an unpaid fulltime working housewife that has 

no breaks, no special privileges and no career 

promotion, other than watching her family grow 

and move away from her after a life-long 

desperate struggle to make them grow, learn, 

develop and become independent individuals. 

Governments do not recognize this important 

workforce for economic development and 

although the religion that presides in this 

country is Islam which calls for giving these 

women rights including payment and other 

privileges, this is not the case for these mothers. 

Few countries allow special places for 

breastfeeding in public or give mothers food 

stamps or welfare payments. However this 

country is not capable of providing any such 

advantages for women, who are mostly 

marginalized and prevented from appearing in 

public or sharing a social life. Dysfunctional 

families prevail and father support is 61.8%.  

Marriage before the age of 15 years is 15.2%. 

Hence one to two females get married while still 

in their early teens and before full maturity is 

achieved. Marriage before 18 years is 46.3%. 

Illiteracy rates are high especially among 

females and access to media is limited. 

Antenatal coverage (at least 4 times) is low 

(14.6%), hence access to health care is limited 

especially in the vulnerable period of pregnancy.  

The isolated Afghani woman thus places herself 

and her child at risk of poor health and feeding 

practices because of lack of correct information, 

and in the same time she becomes easy bait to 

misinformation from the marketing practices of 

products that interfere with breastfeeding.   

 

V.2. Iran (Islamic Republic of Iran) 

 

Trends in Nutritional status of infant and young children (IYC) 
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Iran is showing evidence of improving trends in 

nutritional status of children under the age of 

five years. Trends in stunting have decreased by 

one third from 24.4% in 1995 to 6.8% in 2010, 

undernutrition also decreased by one third from 

13.8% to 4.1% and wasting has decreased by 

one half. This goes hand in hand with the 

increasing rates of breastfeeding since the 

launching of the Baby-friendly Hospital 

Initiative (BFHI) in the early 1990s with the 

majority of hospitals becoming Baby-friendly. 

There are also high scores of complementary 

feeding practices and this is supported and 

augmented by the high rates of women 

education and social and political support to 

enable them to breastfeed. Iran is one of the first 

countries in the region that has extended paid 

maternity leave to six months. Women 

empowerment to successfully breastfeed is a key 

issue to sound nutrition and optimum growth 

and development of children.   

Trends and Status of IYCF: Breastfeeding in Iran  

 

National studies 

National studies conducted by UNICEF are 

shown the figure displayed above.  

Local studies 

A number of national studies were conducted to 

assess breastfeeding patterns in Iran as follows: 

Zareai et al., (2007) reported that exclusive 

breastfeeding rates (EBF) in Iran in 2001 was 

67.1 at 3 months and 56% at 6 months.  

Aghabababai et al., (2014) conducted a study to 

assess breastfeeding practices in Hamdan city 

through a cross sectional study comprising 1200 

infants aged one to 12 months of age. They 

found the following: 

EBF at one month was 93% and 75% at 4 

months and 68% at 6 months of age. On demand 

feeding was practiced by 72.3% of mothers. 

Education, parity, gender and education in 

breastfeeding was associated with longer 

duration of EBF. 

The prevalence of EBF in Iran was 70% in 1991 

and 44.1% in 2000. Hence EBF in Iran declined 

from 70% in 1991 to 27% in 2004. Moreover in 

2005, this prevalence was 23.1% and varied 

from 22.7% in urban to 24% in rural areas, 
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respectively. The data was retrieved from the 

framework of National Health Survey in Iran.  

(Khabazkhoob et al., 2007, Rashidan, 2010, 

Kelishadi et al., 2016). 

In the years 2005/2006 a retrospective study of 

63,071 infants below 24 months in 30 urban and 

rural provinces in Iran (2005-2006) was 

conducted by the Ministry of Health. It revealed 

EBF to be 56.8% at 4-6 months and 27.7% at 6 

months (Olang et al., 2009).  

A more recent nationwide cross-sectional study 

was conducted in the framework of a national 

survey: Iran Multiple Indicator Demographic 

and Health Survey (IrMIDHS). It was conducted 

in 31 provinces of Iran. Participants were 

selected by multistage cluster sampling. The 

target sample was 3,096 clusters consisting of 

2,187 urban and 909 rural families. Data were 

collected using a questionnaire through face-to-

face interviews. (Kelishadi et al., 2016). The 

study showed a significant rise in the EBF and 

overall breastfeeding rates. 

In  2016, the rate of EBF in the latter study, was 

53.13% with higher prevalence in rural 

(67.76%) than in urban areas (47.79%) (P = 

0.04), and among girls (56.35%) compared to 

boys (50.60%).  The prevalence of breastfeeding 

as the main diet for Iranian infants under six 

months old was 70.72%.  

Continued Breastfeeding (CBF) (12-15 

months):  In 1998 breastfeeding was 87% in 

urban areas and 89% in rural areas (Hajian-

Tilaki, 2005).  In 2016 it is reported as 84.2%. 

In rural areas women tended to breastfeed 

longer (88.74%) compared to mothers living in 

urban areas (81.39%).   

CBF at 2 years (20-23 months): In 1998 

breastfeeding was 53% at 24 months (Hajian-

Tilaki, 2005). In 2016 CBF was 51%. It was 

52.2% in males and 49.7% in females. By 

residence, mothers in rural areas tended to 

breastfeed longer (53.3%) compared to mothers 

living in urban areas (50.48%)  (Kelishadi et al., 

2016).  

Bottle feeding below 23 months was 31.15%. It 

was higher in urban communities (33.9%) than 

rural ones (26.32%). But was it was the same in 

females (31.24%) and males (31.03%).  

Causes of early breastfeeding 

cessation in Iran 

Mirandi et al., (1993) studied the causes for 

early weaning among mothers in Tehran. They 

performed a cross-sectional study of 600 

randomly selected mothers with infants 12-24 

months old in the north of Iran in 1998. 

Breastfeeding was 87% and 89% at 12 months 

in urban and rural areas and 18% and 53% at 24 

months, respectively (Hajian-Tilaki, 2005). 

Women with high education appeared to have 

shorter duration of breastfeeding in comparison 

with illiterate mothers. After controlling the 

effect of mother's working status and other 

variables using the Cox regression model, high 

level of education had a positive association 

with longer duration of breastfeeding, i.e. the 

risk of weaning was decreased in comparison 

with illiterate women. Also, the risk of shorter 

duration of breastfeeding was increased 

significantly among mothers with a high level of 

stress (Hajian-Tilaki, 2005). The main causes 

of early cessation of breastfeeding and shorter 

EBF was related in the high social economic 

standard (SES) and return to work and this was 

noticed in the districts with women with higher 

SES as in the districts of North Khorasan and 

District of Yazd. In the former it has the highest 

EBF at 4 months but falls at 6 months because 

women return to work. In Yazed they have the 

lowest EBF and lowest Baby-friendly hospitals, 

despite the high SES. In a Qom district EBF at 4 

months is 54.4% and yet it falls to 26% because 

women return to work.  

A cross-sectional study was done in 2012 to 

identify the factors related to breastfeeding and 

its perceived health benefits among Iranian 

mothers. They studied 240 postpartum women 

who were selected randomly from eight public 

health care centers in Hamadan, Iran. The mean 

length of breastfeeding was 11.6± 12.5 weeks. 

Mothers‟ perception of the severity of child 

illness was significantly higher in those who 
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breastfed than those who never breastfed. In 

contrast, breastfeeding mothers had a 

significantly higher perceived confidence of 

medical care to prevent diseases and a higher 

perception of reverse parent-child roles than non 

breastfeeding mothers (p<0.050) (Parisa et al., 

2015).  

Nayeri et al., (2015) studied breastfeeding 

practices of 400 Iranian mothers with infants 

aged 21-27 months. Mean breastfeeding 

duration was 19.66±6.4 months and median 

duration was 22 months. Causes of cessation of 

breastfeeding included insufficient milk 

(77.9%), infant restlessness (77.1%) and mother 

reluctance to breastfeed (75.6%). Gestational 

age, birth trauma, health staff skills in 

breastfeeding and early skin to skin contact had 

a significant effect on the duration of 

breastfeeding (P<0.03, P<0.04, P<0.05 and 

P<0.001 respectively). The authors concluded 

that lots of efforts are needed to improve 

breastfeeding status in Iran.  

Baby-friendly Hospital Practices 

Early initiation of breastfeeding (EIBF) (up to 

the first hour after delivery) was 68.7% in the 

2016 national survey. It was higher in urban 

(70.64%) than in rural communities (67.59%) 

and in females (66.64%) than in males 

(63.59%).  

The primary reasons for delayed initiation were 

lack of milk and cesarean section delivery (62% 

were delivered vaginally).  

A national board set standards and certified pre-

service education at MoH. For the first time the 

national coordinator for the Baby-friendly was 

the first International Board Certified lactation 

Consultant (IBCLC) in 2007. Baby-friendly 

hospitals (BFH) that became certified were 466 

out of a total 566 hospitals. Total hospitals to 

Baby-friendly hospitals per 100,000 population 

(TH:BFH) varied from one district to another. In 

Ilam district the TH:BFH was 0.71 to 0.91, In 

North Khorasan it was 1 to 0.61, In Sustanbalo 

Chestan it was 0.88 to 0.33 and in Yazd district 

it was 0.92 and 1.31. Qom had the lowest BFH.   

Complementary Feeding 

Timely complementary feeding was assessed 

by the age of introduction of soft, semi-solid and 

solid foods (ISSS). Foods were introduced from 

6-8 months in 75.9% of infants. It was earlier in 

rural (72.97%) than urban inhabitants (77.65%) 

and in males (71.46%) than in females (80.6%). 

Complementary foods included solid, semisolid 

and mashed foods (INS, 2012). The data of the 

survey were not reanalyzed for assessing MMF, 

MDD and hence the percent of children 

receiving MAD was not available to the moment 

of presenting our data.  

Maternity support  

The maternity paid leave for Iranian working 

breastfeeding women has been extended from 

16 to 24 weeks in 2007 (120 days) in the public 

sector.  This had a big effect on increasing EBF 

in 2015; which doubled from 23% in 2005 to 

53% in 2010. However in the private sector, 

maternity leave is only 90 days instead of 120 

days as in the public sector. Maternity leave is 

partially paid as 66.7% of the wages by the 

Social Security fund. Iran is the first country in 

the region to extend maternity leave to six 

months or 120 days in order to encourage 

women to exclusively breastfeed for six months. 

However this needs to be extended to two years 

in order the to support breastfeeding mothers to 

continue breastfeeding for two years as urged in 

the holy texts of the Quran (Surat AlBakara, 

verse 233). 

Governments need to provide these women with 

extra support as they represent an economic 

asset to the country. 
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V.3. PAKISTAN 

 

Country Prophile 

According to the World Bank country 

categorization by income, Pakistan is among the 

lower middle income economies (GNI per capita 

is $1006 to 3,955). It consists of five provinces 

(Balochistan, Khyber Pakhunkhwa, Punjab, 

Sindh and Gilgit-Balastan), 2 autonomous 

territories and one federal territory. Punjab 

province has the highest populous and Gilgit-

Balastan is lowest. While Punjab has the highest 

GDP and Gilgit-Balastan has the lowest GDP. 

The latest population census in 15
th
 May, 2019 

has increased to 204,078,794 being the fifth 

most populous country in the world (2.65% of 

the world) and rapidly rising. Birth rate is 2.9 

births/1000 (in 2016). Fertility rate is 2.68 

children born/woman.  

Overall, under-five mortality has decreased 

from 104/1000 live births in 2011 to 75/1000 

live births in 2014. However infant mortality 

rates (IMR) have increased from 82/1000 live 

births in 2011 to 93/1000 live births in 2014. It 

must be mentioned that in the latest survey of 

2017 the IMR in the Gilgit-Balstan region of 

Pakistan was reported as 74/1000 live births and 

under-five mortality rate was 92/1000 being 47 

in urban and 101 in rural and low birth weight 

rate is 30% (UNICEF 2016-17). This is in 

comparison with a country of the GCC as Oman 

where IMR is reported as 8/1000 and U5MR is 

11/1000 (UNICEF, 2015). 

Malnutrition is the commonest cause of infant 

mortality mostly due to poor feeding practices. 

Hence it is important to study infant feeding 

practices especially with regards to optimal 

breastfeeding practices.  

Trends and Status of IYCF: 

Nutritional status of infants and 

young children 

 

Mild to moderate underweight (33%) and 

severe underweight (11%) in children under-five 

years of age have not changed from the early 

1990s. However the recent survey has shown an 

increase in underweight to 23% (DHS, 2019). 

Stunting in children under-five years of age is 

45%. Mild to moderate stunting has decreased 

slightly from 2011 to 2014 (36% to 33.4% 

respectively) and severe stunting (15% to 13.3% 

respectively). In the most recent survey in 2017-

18 stunting has decreased again to 38% (DHS, 

2019). 

Wasting has decreased from 11% to 7% in the 

most recent survey in 2017-18. Mild to 

moderate wasting has increased slightly from 

2011 to 2014 (16% to 17.5%) and severe 

wasting was 4.4% and has not changed from 

2011 to 2014. Low birth weight is 11% (2014). 

Anemia in children under-five years of age is 

58.8% and anemia in non-pregnant it is 52.2% 

and has not changed.  
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Breastfeeding in Pakistan  

 
In Pakistan prevalence of breastfeeding has 

decreased from 96% in 1983 to 31% in 2008 

(Hirani and Karmaliani, 2013).  

EBF: The 2017-18 national survey reported that 

EBF under 6 months is 48%. At 0-1 months 

55% are EBF and at 4-5 months 34.8% are EBF  

Regional differences show that EBF ranges 

from 17% in Punjab (UNICEF, 2014) to 63% in 

Gilgit-Balistan region of Pakistan in 2016-17.  

Predominant breastfeeding (PBF) has 

increased from 47.8% in previous surveys to 

57% in 2017-2018. Median duration of PBF is 

3.5 months.  

Bottle-feeding: In the first month one third are 

offering bottles and at 9-11 months one half are 

offering bottles (DHS, 2019). 

Breastfeeding continuity:  

Continued Breastfeeding (CBF) (12-15mo) is 

65.6% (MICS, 2011 and 2014) and increased to 

70% in 2017-2018 (DHS, 2019). 

CBF (20-23mo) is 34.5% (MICS, 2011 and 

2014) and increased to 53% in 2017-18. The 

main reasons for stopping breastfeeding are 

maternal causes in 42% and new pregnancy in 

22% (16% in urban and 22% in rural areas) 

(DHS, 2019).  

Regional differences show that CBF (12-15mo) 

in the Gilgit-Balistan province is 80.7% vs. 66% 

in the Punjab province. While CBF at age 20-23 

months is 50.8% in Gilgit-Balistan and 35% 

Punjab (UNICEF, 2018). 

 
  Source: MICS UNICEF survey in 2011 and 2014, DHS in 2019 

Bottle feeding appears to be one of the main 

barriers to CBF. Although bottle-feeding 

appears to be declining, however, these are 

really due to regional disparities. Bottle-feeding 

rates were high in Pakistan in the UNICEF 

surveys of 2011 and 2017-2018. Regionally 
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27.5% had received a bottle in the previous day 

in Gilgit-Balastan (UNICEF MICS, 2016-17) 

and 57.7% in the Punjab survey (2014). A study 

by Tibash showed that factors that increased the 

likelihood of a woman to bottle-feed her child 

included higher education, nuclear family, 

education about breastfeeding after rather than 

before delivery, delayed initiation and exposure 

to marketing. Husband support had a positive 

influence on continuation of breastfeeding.  

Baby-Friendly Practices in 

Pakistan  
Early initiation of breastfeeding in the first 

hour after birth (EIBF) has increased to 20% in 

2017-18 (DHS) from 15% in 2011 and 10.6% in 

2014 (MICS). However there are regional 

disparities show it to be higher  in Gilgit-

Balistan province (34%) (MICS, 2016-17)  

In Pakistan there are 75 Baby-friendly hospitals 

(BFHs). The highest number of BFHs are in 

Sindh province where 52 hospitals were 

declared as Baby-friendly. Local studies show 

that breastfeeding rates are much higher in the 

BFHs compared to the non-BFHs and 

recommend that BFHI should be expanded to all 

hospitals in Pakistan (Khan et al., 2013).  

Complementary Feeding: 
There was an increase in timely introduction of 

solids, semi solids and soft foods (ISSS) at 6-8 

months from 39.2% in 2006 to 66.9% in 2012. 

In 2017-18, 65% of breastfed and 67% of non-

breastfed received solids or semi-solid foods 

(DHS, 2019).  

The ISSS was higher in males 71% and lower in 

females (62.3%). It was higher in urban (81.6%) 

than in rural (59.7%). ISSS increased with 

increasing wealth index from 52% and 49% in 

poorest mothers (WQ1 and WQ2) to 85.5% and 

83.2%  in the richest mothers (WQ4 and WQ5) 

respectively. ISSS increased with level of 

education from 54.3% in the illiterate to 81.9% 

and 81.2% in the children of women with 

secondary and higher education (PDHS, 2013). 

The minimum meal frequency (MMF) is 63% 

in all children being 52% in breastfed and 85% 

in non-breastfed (DHS, 2019). The previous 

survey showed it to be 62.7% being higher in 

males (61.5%) than females (63.9%) and in 

urban (70.6%) than in rural (59.2%). MMF 

tends to be lowest at 6 to 11 months (53.0%) 

and increases to 73.6% at 20-23 months. MMF 

increases by wealth quintile (57% in WQ1 and 

77.4% in WQ5) by level of education being 

75.8% in the highly educated and 61.9% in 

those with primary education and 58.7% in the 

illiterate (UNICEF, 2018). 

The minimum dietary diversity (MDD) is 

percent of children aged 6 to 23 months 

receiving 5-8 of the recommended food groups. 

National level is 21% in all children 6-23 

months (18% in breastfed and 27% in non-

breastfed) (DHS, 2019). MDD tends to be 

higher in males (18.7%) than females (16.9%) 

and in urban (22.7%) than in rural (15.7%). 

MDD was lowest between 6 to 11 months 

(10.6%) and increased to a peak of (27.2%) at 

20 to 23 months. MDD increases with wealth 

from 10.6% in WQ1 to 28.6% in WQ5. It also 

doubles by level of education from 17.4% in the 

illiterate to 34.3% in the highly educated. 

The minimum acceptable diet (MAD) is 15% 

in breastfed and 8% in non-breastfed being 13% 

in all children 6-23 months (DHS, 2019). This is 

below the acceptable levels by international 

standards. It was similar in both males and 

females (14.9% and 14.7% respectively). MAD 

was higher in urban (20.2%) than rural 

communities (12.4%). MAD increased by age 

from 9.4% in second half of the first year 

increasing to 22.0% in the second year at 20-23 

months. MAD increased with wealth from 8.6% 

in WQ1 to 26% in WQ5. MAD increased with 

education from 10.7% and 14.4% among 

mothers who were illiterate or had primary 

education to 19.2% in mothers with secondary 

education and 22.7% in mothers with higher 

education.  

Regional disparities are present as ISSS at 6-8 

months is 61% in Pakistan (Punjab) compared to 

89.3% in Oman. MMF (4 times/24 hours) is 

75% in Iraq and 69.7% in Pakistan compared to 
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89.5% in Oman. In Pakistan only 26% of 

children aged (6-23) received the recommended 

MDD i.e. five types of developmental food 

aggregates compared to 67.2% in Oman. While 

MAD is 21.2% and is higher than national 

levels. The proportion of children receiving the 

MDD increases with the increase in the 

educational level and the wealth index and as 

children get older, especially at 18 months and 

above, as well as in urban compared with rural 

children (UNICEF, 2018, UNICEF, 2016-17). 

Knowledge about breastfeeding  

A study conducted to assess the knowledge of 

mothers about the benefits of breastfeeding 

showed that women‟s knowledge about EBF 

duration was known to only 40(40%), and only 

54(54%). Ninety percent of women knew 

breastfeeding reduces child‟s infections and 

80(80%) knew the contraceptive benefit of 

breastfeeding. Knowledge of prevention of 

breast cancer, post-partum bleeding and 

osteoporosis were found to be deficient (<50%). 

Breastfeeding knowledge in medication and 

Hepatitis- B was 58 (58%) and 59 (59%) 

respectively. However, deficient knowledge was 

demonstrated in tuberculosis and HIV/AIDS 

(<50%). Although 50% of the women were 

illiterate the effects of literacy upon knowledge, 

duration and benefits of breast feeding were 

non- significant among the study population 

(Rehman et al., 2017). 

Another study examined the practices of 

mothers towards breastfeeding and 

complementary feeding. They found that only 

18% introduced complementary feeding at the 

recommended age, while 72% introduced solids 

before 6 months. The use of commercially 

advertised (readymade baby foods) was offered 

to babies by 19.6% of mothers and in 

combination with local foods by 24.2% of 

Pakistani mothers. The workers concluded that 

complementary feeding practices are far from 

adequate in Pakistan and could account for the 

low nutritional status in the country (Arif et al., 

2015). 

Maternity Support 

According to the Mines Maternity Benefits Act 

1981 and The West Pakistan Maternity Benefit 

Ordinance 1958, every employed woman is 

entitled to 12 weeks of fully paid maternity 

leave in Pakistan. She can take 6 weeks before 

delivery and 6 weeks after delivery. The six 

week postpartum leave is compulsory. The 

maternity leave in public sector is 90 days (fully 

paid leave). The law does not place any limits 

on the number of times. However in the public 

sector she is only allowed leave for three times 

in her entire career except for those employed in 

the vacation department.  

In Pakistani workplaces little attention is paid 

for working breastfeeding mothers. An 

extensive literature review showed that working 

mothers would be supported to breastfeed if 

they are educated on how to maintain lactation. 

Also employers need to be made aware of the 

benefits of breastfeeding for their workplace and 

thereby provide these mothers with places and 

facilities where they can pump or breastfeed 

their child and store their expressed milk. Also 

working mothers need be granted flexible hours 

for breastfeeding. The initiation of mother 

friendly policies at workplaces cam encourage 

breastfeeding and impact the economy (Hirani 

and Karmaliani, 2013).  

V.4 Summary and Conclusions 

The countries discussed in this section were 

Afghanistan, Pakistan and Iran. These countries 

have highest population density in the EMR. 

Pakistan alone is the fifth most populous 

country in the world, with an ominous growth 

rate. They are distinguished from their other 

Asian EMR neighboring countries by having 

different languages but they are all influenced 

by the predominant Islamic culture. 

In Afghanistan EBF is 43.3%, it was highest in 

illiterate (44%) and in those with highest wealth 

index 48.1%. EBF increased by increasing 

wealth index. PBF was 69.2% and CBF for one 

year 87.8% and for two years 69.2%. EIBF is 

53.6%. Prelacteals are offered to one third 

(29.8%) of the newborns. ISSS at 6-8 months 

increased to 61% in 2015. Also MMF and MDD 

increased to 50.9% and 22.1% this explains the 
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high rates of stunting (40.9%) and wasting 

(9.5%) despite the high CBF rates.  

In Iran EBF is 53.1% in 2016 and CBF at one 

year is 84.2% and at 2 years is 51%. These rates 

have remained unchanged over the past two 

decades. EIBF is 68.7% while Baby-friendly 

hospitals that were accredited were 466 out of a 

total 566 hospitals. The low EIBF rates are 

mainly due to lack of control over the private 

sector. ISSS at 6-8 months is 75.9%. Maternity 

leave has increased to 24 weeks (6 months), 

paid leave. 

In Pakistan 45% of children aged under-five 

are stunted and 58.8% suffer from anemia. EIBF 

is on the decline (10.6%) and CBF for one year 

is 65.6% and for two years is 34.5%. One third 

of infants are offered bottle feeds, higher 

education and marketing are predisposing 

factors. In a country with the highest population 

in the region there are only 75 BFH of which 52 

are present in Sindh which is the third largest 

province in Pakistan but ranks second by GDP 

second to Punjab. Maternity leave is 12 weeks 

fully paid leave in the public sector, with six 

weeks of compulsory maternity leave in all 

workplaces. This leave is offered to mothers and 

not to breastfeeding babies. There are no rights 

to breastfeeding babies although Islam is the 

predominant belief. The Quran repeatedly 

emphasized that breastfeeding for 2 two years is 

the norm standard for feeding babies, and that 

she needs to be adequately supported by those 

who are responsible for the child during 

breastfeeding financially, morally and tangibly.  

Complementary feeding in Pakistan is poor and 

can explain the high rates of stunting and 

wasting despite a breastfeeding mean duration 

of 17 months. ISSS is 66.9%. MAD is low at 

14.8% mostly due to the very low MDD 

(17.8%) compared to the MMF (62.7%). These 

are lower in rural, illiterate and poor 

populations. Disparities between provinces can 

be used as models for success stories in IYCF 

practices.  
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 انمخىطظ ئقهيم شزقوطظ أطيا ببهذان انزضاعت انطبيعيت فى  اط: أومانخامض انمقال

 انمهخص و الاطخىخاخاث

بٔغىزبْ ٚا٠ىشاْ ااٌّزٛعىؾ ٌّٕظّىخ اٌظىؾخ اٌؼب١ٌّىخ اٌىذٚي ا٢ر١خ:مى لٍى١ُ شىشقرزؼّٓ ثٍىذاْ ٚعىؾ معى١ب لإ

ٙب ٘ٝ خبِظ دٚي اٌؼبٌُ وضبىخ ىٝ ثخػٍٝ وضبىخ عىب١ٔخ إر مْ ثبوغزبْ ثؾذ رار٘زٖ إٌّ مخ ٚثبوغزبْ ٚرٕفشد 

ثىبلأخض ػذد اٌغىبْ ٌٚٙزا ىئٔٙب رّضً ػجخ  وج١شا  ػٍٝ إٌّ مخ ػٕذ ٚػغ اعزشار١غ١بد رؾغ١ٓ اٌزاز٠ىخ ، ٚ

٠خزٍف ػٓ ِٕ مخ اٌجؾش اٌّزٛعؾ ٚاٌذٚي الإىش٠م١خ ٠ٚظؼت ٚ٘ٛ  بثغ الأع١ٜٛ ٠اٍت ػ١ٍٙب إٌّ مخ مْ اٌ

ٙب ذ٠صمبى١خ وج١شح ث١ٓ اٌذٚي ىٝ إٌّ مخ ٚخبطخ مْ ٘زٖ اٌىذٚي ٌى رٛؽ١ذ ا عزشار١غ١بد ػٕذ ٚعٛد ِفبسلبد

ىٝ ةبٌج١خ دٚي إٌّ مخ ٌٚىٓ ٌؾغٓ اٌؾى  مْ ع١ّىغ ٘ىزٖ اٌىذٚي ٘ٛ اٌؾبي ٌابد ِخزٍفخ ١ٌٚغذ ػشث١خ وّب 

ٚعى١ذٔب  صلى الله عليه وسلمعى١ذٔب    عىٕخ رجىبعٚارزٛؽذ رؾىذ ٌىٛاء صمبىىخ اٌىزىت اٌغىّب٠ٚخ ٚثىبلأخض الإعىلاَ ٚاٌّغى١ؾ١خ 

ٌغىلاَ ٌٚٙىزا ٠غىت مْ رىىْٛ ٘ىزٖ اٌىزىت اٌغىّب٠ٚخ عىضءا    ٠زغىضم ِىٓ اعىزشار١غ١بد اٌزاز٠ىخ ػ١غٝ ػ١ٍىٗ ا

 ٚاٌظؾخ ىٝ ؽ١بح ِٓ ٠ؼ١شْٛ ىٝ ٘زٖ إٌّ مخ اٌ ب٘شح اٌمذع١خو

ٚرىىىْٛ مػٍىىٝ ىىىٝ الأِٙىىبد اٌّبئىىخ  ىىىٟ .و.7 ِّبسعىىخ اٌشػىىبػخ اٌ ج١ؼ١ىىخ اٌّ ٍمىىخرجٍىىغ  فددى أفغاوظددخان

٘ذٔبٖ ىٝ اٌذٚي الأخشٜ ثبٌّٕ مىخ ، وّىب مْ بةش٠جخ رخزٍف ػٓ وً ِب شٚالأ١ِبد ٚ٘زٖ ِفبسلخ  اٌّز١غشاد

ىىٟ  2و24 ثٍاىذِىٓ اٌؼّىش اٌشػىبػخ اٌ ج١ؼ١ىخ ٌؼىبَ ِٛاطىٍخ ٚ  ىىٟ اٌّبئىخ 2و.6اٌشػبػخ اٌابٌجىخ وبٔىذ 

%ل ٠زؼشػْٛ ٌٍىذػُ ىىٝ 6و.1مْ ٔظف اٌّٛا١ٌذ ىمؾ ل إٌٝ، ٠ٚشعغ رٌه  ىٟ اٌّبئخ 2و.6ٌٚؼب١ِٓ  اٌّبئخ

  مةز٠خ ٚعٛائً لجً اٌجذء ثبٌشػبػخو إٌٝٚمْ اٌضٍش ٠زؼشػْٛ  الإسػبع ِٓ اٌضذٞشح ىٝ اٌجذا٠خ اٌّجى
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شىٙٛس  2-6مٜ ػٕىذ ػّىش ِىٓ ىىٝ اٌّٛػىذ اٌغى١ٍُ ةز٠ىخ اٌزى١ٍ١ّىخ ِؼذي إدخبي الأٔغجخ رجٍغ  أفغاوظخانىٝ 

 .و12وىبْ  اٌٛعجىبد زٛارشاٌؾذ الأدٟٔ ٌِؤشش ٌٚىٓ   2251ىٝ  اٌمِٟٛ ؽغت اٌّغؼٚرٌه  ىٟ اٌّبئخ 65

ٚ٘ىزا ٠زغىجت ىىٝ اسرفىبع اٌزمىضَ  ىىٟ اٌّبئىخ 5و22 ىىبْى اٌاىزاءاٌؾذ الأدٔىٟ ٌزٕىٛع ِؤشش  ِٚٚٓ  ىٟ اٌّبئخ

 اٌشػبػخ اٌ ج١ؼ١خ ػب١ٌخو ِٛاطٍخ ِؼذ د مْ ػٍٝ اٌشةُ ِٓ  ىٟ اٌّبئخ .و72ثٕغجخ 

وّب  2256ىٝ  ىٝ اٌّغؼ اٌمِٛٝ ىٟ اٌّبئخ 5و.1 ِّبسعخ اٌشػبػخ اٌ ج١ؼ١خ اٌّ ٍمخ رجٍغ ٔغجخ ايزانىٝ 

ىٟ  15ٌٚؼب١ِٓ  ىٟ اٌّبئخ 2و27 رجٍغوبًِ  ػبٌَّذح اٌ ج١ؼ١خ اٌشػبػخ   ٓرٛاطٍ ٔغجخ الأِٙبد اٌلارٟ مْ

ثبٌشػىبػخ  حاٌّجىىش ا٠ىخاٌجذ ِؤشىش ٌُٚ رزا١ش ٘زٖ اٌّؤششاد ػٍٝ ِىذاس ػمىذ٠ٓ ِىٓ اٌىضِٓ و وّىب مْ اٌّبئخ

 166ِغزشىىفٝ ِىىٓ ِغّىىٛع  766ً ثٍاىىذ ٚاٌّغزشىىف١بد اٌظىىذ٠مخ ٌٍ فىى،  ىىىٟ اٌّبئىىخ 4و62اٌ ج١ؼ١ىىخ وىىبْ 

٠ىذخٍٓ اٌٛعجىبد  ىىٟ اٌّبئىخ .و41ِغزشفٝ ٚ دح و مِب ثبٌٕغجخ ٌّّبسعبد اٌزاز٠خ اٌزى١ٍ١ّخ ىىٝ ا٠ىشاْ  ىىئْ 

شىٙٛس معىبصح ٚػىغ   6شٙٛسو ٚرّٕؼ الأِٙىبد اٌؼىبِلاد ىىٝ ا٠ىشاْ  2-6ػٕذ ػّش  اٌغ١ٍُ مٜ ىٝ اٌّٛػذ 

 خ اٌزٝ رّىٕذ ِٓ ٚػغ ٘زا اٌزشش٠غ ٚرفؼ١ٍٗوِذىٛػخ الأعشٚ٘ٝ ِٓ مٌٚٝ اٌذٚي ىٝ إٌّ م

رغٛد ظب٘شح عٛء اٌزاز٠خ ىٝ الأؽفبي دْٚ اٌخبِغىخ ِىٓ اٌؼّىش ثشىىً ٚاػىؼ إر ٠جٍىغ اٌزمىضَ  باكظخانىٝ 

رىذٟٔ ىىٝ ِّبسعىبد راز٠ىخ  إٌىٝو ٠ٚشعغ رٌه اٌؼّش٠خ ىٟ ٘زٖ اٌفئخ ىٟ اٌّبئخ 2و12ٚالأ١ّ١ٔب  ىٟ اٌّبئخ 71

خّىىظ شىىٙٛس ِىىٓ اٌؼّىىش لىىذ ٔٙب٠ىىخ  إٌىىٌٝ ج١ؼ١ىىخ اٌّ ٍمىىخ ِىىٓ اٌىىٛ دح اٌشػىىغ إر مْ ِؼىىذ د اٌشػىىبػخ ا

، ٚ ٠غىٛد  2251ىىٟ  ىىٟ اٌّبئىخ 6و52 إٌىٝ 2255ىٝ اٌّغؼ اٌمِٟٛ ىىٝ عىٕخ  ىٟ اٌّبئخ 51أخفؼذ ِٓ 

ىٟ اٌشػبػخ اٌ ج١ؼ١خ  ِٛاطٍخٔظف الأؽفبي اٌشػغ ، وّب مْ ؽٛاٌٟ ّٔؾ اٌشػبػخ اٌ ج١ؼ١خ اٌابٌجخ ىٝ 

، وّب رضداد  ىٟ اٌّبئخ 1و7. إٌٝزذٔٝ ىٙٝ ر ىٟ اٌغٕخ اٌضب١ٔخ ِٓ اٌؼّشمِب   ىٟ اٌّبئخ 61 جٍغراٌغٕخ الأٌٚٝ 

اٌزؼىشع ٔز١غىخ ٚاٌؾ١ىبح اٌّذ١ٔىخ اٌّىشمح رؼٍى١ُ ِغزٜٛ ٘زٖ اٌّؤششاد  عٛءا   ِغ اسرفبع ِغزٜٛ اٌّؼ١شخ ٚ

ا سػىبعو  صعبعىبد إٌىٝمْ موضىش ِىٓ صٍىش الأؽفىبي رزؼىشع  وّىب ،اٌزغى٠ٛك ٌّٕزغىبد مٌجىبْ الأؽفىبي إٌٝ

ىىٝ ِٕ مىخ عىٕذ٘بٜو وّىب مْ الأعىبصح اٌزىٝ  12ِغزشىفٝ طىذ٠مخ ٌٍ فىً ِىُٕٙ  41ٌٚلأعف ىئْ ٕ٘بن ىمىؾ 

ىٛػىخ الأعىش ثبٌىبِىً ٌٚىٕٙىب   رّىٕؼ  سػىبع اٌ فىً ذشىٙٛس ِ .رّٕؼ ٌلأَ اٌؾبًِ ٚاٌّشػىغ   رزؼىذٜ 

اٌزشىش٠ؼبد  ِىٓمٔىٗ  سػبع اٌ فً سػىبػخ ؽج١ؼ١ىخ ػٍىٝ اٌىشةُ ِىٌٓٚىٓ ٌشاؽخ الأَ ى١ٍظ ٕ٘بن ؽمٛق لإ

ِشاسا  ٚرىشاسا  ػٍٝ ؽك اٌ فً ىىٟ اٌشػىبػخ ِىٓ اٌذ٠ٓ ؽش  لذٚ  معبط ٚلٛاَ ٘زٖ اٌذٌٚخ رّضًالإعلا١ِخ 

ٌىلأَ ِىٓ لجىً اٌّغىؤ١ٌٓ ػٕٙىب لاٌؾىِٛىخ ِٚىىبْ اٌىذػُ إٌّبعىت ٚاٌىبِىً ٠غت رٛى١ش  ٌٗجٓ الأَ ٌؼب١ِٓ ٚمٔ

 شاس ثبٌشػبػخ اٌ ج١ؼ١خ ٌؼب١ِٓوّاٌؼًّ ٚالأً٘ل ٌلاعز

ىٟ  .و66رذٟٔ ىٟ ِؤششاد اٌزاز٠خ اٌزى١ٍ١ّخ ٚػٍٝ اٌشةُ ِٓ  باكظخانٚىٝ ٚلذ مظٙشد اٌّغٛػ اٌم١ِٛخ 

ىٟ ٚ ٌىٓ ٕ٘بن رذٟٔ  ، لشٙٛس 2 إٌٝ 6ِٓ لاٌٛعجبد اٌزى١ٍ١ّخ ىٟ اٌّٛػذ اٌغ١ٍُ ػٕذ ػّش ٠ذخٍْٛ  اٌّبئخ

مجٌٛىخ د١ٌٚىب  ّاٌّغىز٠ٛبد اٌ ِىٓ ملىً ٚ٘ىٛ ىٟ اٌّبئىخ 2و57اٌؾذ الأدٔٝ ٌٍٕظبَ اٌازائٝ اٌّمجٛي ثٕغجخ ِؤشش 

اٌؾذ الأدٔىٝ ٌزٕىٛع اٌاىزاء ٚاٌىزٜ ِؤشش رذٟٔ ىٝ  إ٠ٌٚٝشعغ رٌه  ىٟ اٌّبئخ 22ٚاٌزٝ ٠غت مْ   رمً ػٓ 

و  ىىىٟ اٌّبئىىخ 4و62جٍىىغ ٠ زٜٚاٌىى اٌٛعجىىبد زىىٛارشِؤشىىش اٌؾىىذ الأدٔىىٝ ٌ إٌىىٝثبٌّمبسٔىىخ  ىىىٟ اٌّبئىىخ 2و54 ٠جٍىىغ

ؼٛاِىىً اٌّىىؤصشح ىىىٟ أخفىىبع ٘ىىزٖ اٌّؤشىىشاد ، ة١ىىش مْ ٕ٘ىىبن ٠ٚؼزجىىش أزشىىبس اٌفمىىش ٚالأ١ِىىخ ِىىٓ موضىىش اٌ

ىىئْ ا عىزفبدح ِىٓ لظىض إٌغىبػ ٠ّىىٓ مْ رىىْٛ ثّضبثىخ ِفبسلبد وج١شح ث١ٓ إٌّبؽك ىٝ ثبوغزبْ ٌٚىزٌه 

  ِؤششاد ِزذ١ٔخو الأخشٜ اٌزٝ ٌذ٠ٙبٌٍّٕبؽك  مٚ ّٔٛرط لذٚح
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Article VI 

Status of Breastfeeding in Countries with Cross-cutting 

Cultures with the Eastern Mediterranean Region 

Azza Abul-Fadl, Samaah Al-Yassin, Ayoub Al-Jawaldeh 
 

Overview 

In this article we review infant feeding status of countries that do not belong to the Eastern 

Mediterranean  region (EMR) but share some common cultural backgrounds with the EMR countries.  

They include Algeria, Mauritania, Bangladesh and Indonesia. These countries have cross cutting 

cultures with the EMR countries and can be used to gain a deeper perspective of the status and trends 

on the nutritional and feeding practices of infants and young children from the cultural perspective. 

Algeria is included as an Arab state and shares the same culture as the other North African countries, 

but it belongs to the AFRO region of the WHO and the Middle East (MENA) region of the UNICEF. 

Mauritania is another country with common similarities to the North African countries but it belongs 

to the AFRO region of WHO and West African region of UNICEF.  

Bangladesh and Indonesia are included from the Asian side as Bangladesh borders with central Asian 

countries of EMRO and the Indonesia is influenced by the Islamic beliefs as the EMR countries and 

their success stories that can be used for extrapolation purposes.  

  

VI.1. Algeria 

Background 

 Algeria is the largest country in Africa and is 

estimated to have a population of around 40 

million. The public health care system is Algeria 

is freely accessible to all citizens and is financed 

by the government. Algeria is emerging from 

decades of internal conflict that have left the 

country in deep poverty and unemployment 

particularly in the rural areas. The World Food 

programme (WFP) has played an important role 

in providing food subsidies to the deprived areas 

in Algeria. Life expectancy in Algeria in males 

is 70.3 years and in females is 73.5 years. Non-

communicable disease (NCD) is a rising priority 

with over 1.6 million cases of Diabetes mellitus 

(DM) in 2014 and 14,044 adult deaths. DM has 

risen from 6.8% in 1990 to 13.8% in 2010. 

Obesity is a major risk factor of NCD and has 

increased to 21.2% and is accompanied by low 

consumption of fruits and vegetables and high 

consumption of sugars and fat.  

However infant mortality rates have decreased 

from 60/1000 live births in the previous decade 

to 22.6 in 2012 and 15.5 in 2015. 

Trends and status of Infant and Young Child Nutritional Status  

The remarkable feature in the trends of 

malnutrition in Algeria is the sustained high 

stunting rates from 1987 to 2002 that have 

shown a marked decrease from 2002 to 2013. 

Underweight and wasting have also declined.
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Source: UNICEF Global data base, 2018 

However, this was accompanied by an increase 

in overweight over the entire period, which can 

explain the increasing rates of DM in the 

country. Moreover, from our previous review 

we can deduce that stunting in countries affected 

by depression from poverty or conflicts or 

chronic emergencies are due to hunger and 

chronic starvation, while stunting in countries 

recovering from conflict and undergoing 

development is due to overweight and obesity. 

This can explain why these countries stagger in 

their recovery from stunting and stunting rates 

tend to plateau once the overweight takes over 

as shown in figure VI.1.  

Trends and Status of Infant & Young Child Feeding:  

1. Breastfeeding 

 
Source: UNICEF Global database, 2018. 

 

Exclusive (EBF) and predominant 

breastfeeding (PBF): Trends in both EBF and 

PBF have increased from 2006 to 2012. 

National point estimates of EBF in 2012 was 

25.4%. Both EBF and PBF are particularly low 

in the early months of life with EBF being 2.2% 

at 2-3 months is shown in figure (VI.3).  

In the 2012 national surveys EBF and PBF were 

highest in the richest (30.3% and 53.3% 

respectively). However, EBF increased by level 

of education as it was highest in the highly 

educated (26.5%), whereas PBF was highest in 

the illiterate (54.2%) and lowest in the rural 

(46.7%), poorest (46.7%) and highly educated 

(45.3%). These paradoxical findings between 

EBF and PBF by education may be due to 

traditional misbeliefs and misinformation from 

marketing and poor medical practices in the 
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Figure VI.1. Trends in nutritional status and malnutrition in Algeria (1987-2013)    
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field of lactation management. Such findings are 

different from the pattern seen in the EMR 

countries and indicate that the AFRO region 

may be influencing these practices by more 

effective interventions. On the other hand, the 

high EBF in the highly educated may be related 

to the increased female enrollment in secondary 

education (56.7%) and in universities (53%), 

indicating that the trends to increase maternal 

education could be the underlying cause for 

improved infant feeding practices. Empowering 

women through education and integration of 

health awareness programs in their educational 

programs could be a key factor for such findings   

(Algeria report presented to 23 General 

Assembly in Beijing, 2000). 

 

 

Breastfeeding continuity 

The national survey in 2012 showed that the 

national rates for continued breastfeeding (CBF) 

for 0-23 months was 53.4% being higher in 

females (55.6%) than in males (51.6%). There 

was no difference in continuity rates between 

mothers living in urban and rural areas (53.4% 

vs. 53.3% respectively).  

Continuity was highest the early months 

decreasing by one half at one year. By two years 

(22-24 months) only 22.7% were still 

breastfeeding.  

Baby-friendly Hospital practices  

The national rates of early initiation of 

breastfeeding (EIBF) have decreased from 

49.5% in 2006 to 35.7% in 2012. The latter may 

represent methodological interpretation as the 

recommendation for EIBF changed from direct 

initiation on breast before 2006 to initiation 

through skin-to-skin after 2006. It was higher in 

rural (36.4%) than in urban areas (35.4%). It 

decreased with higher wealth quintiles from 

37.2% in the poorest (WQ1) to 30% among the 

richest  mothers in WQ5, indicating the 

possibility that those in higher wealth quintiles 

seek private practice that delays their EIBF 

rates.  

By education level the highest EIBF was among 

the illiterate mothers (43.3%) and lowest was in 

the highly educated mothers (29.9%). This may 

probably reflect the tendency for illiterate 

women to have home deliveries that permit 

EIBF.  It was 35.0% and 34.8% in those with 

primary and secondary education. The latter and 

former probably reflect hospital practices and 

may be related to high cesarean section 

deliveries, medicated deliveries and hospital 

routines that separate mothers from babies. 

According to the IBFAN report of on the 

situation of infant and young child feeding in 

Algeria prepared by GIFA in May 2012, there 

are currently only 2 hospitals designated as 

Baby-friendly. According to the African Charter 

on the rights and welfare of the child for 

Algeria, that was ratified in July, 2003, the 

initial report has announced that it is targeting 

104 maternity hospitals to become Baby-

friendly. 

(https://acerwc.africa.uploads.2018/04). 
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Complementary Feeding  

The timely ISSS at 6-8 months was 77.2% in 

2012. ISSS was lower in urban (76.5%) vs. rural 

(78.2%). ISSS decreased with increasing wealth 

index from 71.5% in WQ1 to 81.5% in WQ4 

and 84.8% in WQ5. ISSS was higher among 

mothers with primary education (80.7%) and 

lowest in the illiterate (66.4%), while it was 

78.1% and 77% among women with secondary 

and higher education respectively (UNICEF, 

2018). 

The minimum meal frequency (MMF) was 

52.0%. MMF was lower in females (50.9%) 

than males (53.2%). MMF was higher in urban 

(54.1%) than in rural areas (48.8%).  

MMF was lowest between 6 to 11 months 

(39.8%) and increased to a peak of 65.7% at 20-

23 months of age as shown in figure below. This 

was the same pattern seen in all the EMR 

countries indicating that low MMF is what 

maintains the high CBF for one year. Thereafter 

when MMF increases the CBF falls steeply. 

 
By wealth quintile MMF was highest in those in 

WQ5 56.1% and lowest at WQ1 (48%). The 

latter are those who have high CBF at one year. 

By education MMF was lowest in the illiterate 

47.4%, being 51.4% in those with primary 

education, 52.3% in those with secondary 

education and 61.5% in those with higher 

education.  

 

 

Maternity support in Algeria: 

In Algeria maternity leave is granted for 14 

weeks and women are entitled to 100% of their 

regular wage during their maternity leave. 

Pregnant employees are also eligible to get a 14 

day paid maternity leave prior to delivery. 

Fathers are eligible to three days of paternity 

paid leave. This is the general trend in all EMR 

countries too. 
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VI.2. BANGLADESH 

Overall population in Bangladesh is 166, 368 million, 

with 35.9% living in urban areas. Poverty is estimated 

at 18.5 (ppp< $1.9 per day). Access to basic sanitation 

is 47%. Child immunization is 97% and care seeking 

behavior for suspected pneumonia is 42%. Prevalence 

of high blood pressure is 25% and tobacco use is 

35%. Access to essential medicine is 65%. Maternal 

mortality ratio has decreased from 399 in the year 

2000 to 176 per 100,000 live births. Births attended 

by skilled personnel have increased from 18% in 2007 

to 42% in 2014. Mortality of children under-five 

(CU5)  has decreased by one third, from 88/ 1000 live 

births in 34/1000 live births in 2016, while infant 

mortality decreased by one half, from 43 to 20 per 

1000 live births.  

Trends and status of Infant and Young Child Nutritional Status 

 

Trends and Status of Infant & Young Child Feeding:  

1. Breastfeeding patterns 

 

Predominant breastfeeding (PBF):  

PBF rates decreased from 76.7% in 2011 to 

69.7% in 2014. The decrease was consistently 

more in the males (75.6%) vs. females (77.5%), 

(MICS, 2011) and 68.8% in males vs. 71.2% in 

females (MICS, 2014). Again the decrease in 

2011 and 2014 was more in urban (75.5% and 

68.8%) vs. rural (77.0% and 70.0%) respectively.   

Trends by age group showed that at 0-1 months 

PBF was 90.3% and 87.1% in 2011 and 2014 

respectively, decreasing to 83.5% and 76.6% at 

2-3 months and reaching 53.8% and 51.8% at 4-5 

months in the years 2011 and 2014 respectively. 

There were no differences in the practice of PBF 

by level of education being 71% in the illiterate, 

65.7% in those with primary education, 71.8% in 

those with secondary education and 69.9% in the 

highly educated. The gap between EBF and PBF 

was very narrow indicating that efforts for 

promoting EBF were working effectively and 

reaching out to the community.  
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Figure VI.6. Trends in Nutritional Status and Malnutrition in Bangladesh  

Severe Wasting

Wasting

Overweight

Stunting

Underweight

37.2 35.8 38.8 
35.1 37.5 

55.3 55.1 55.5 54.1 55.7 

46.1 

60.6 
55.4 56.2 53.7 55.4 57.9 

0

10

20

30

40

50

60

70

80

90 Figure VI.7. Patterns and trends of Breastfeeding in Bangladesh (2006-2014) 

EBF 2006

EBF 2007

PBF 2011

EBF 2012

EBF 2014



 

 

94 

 

MCFC-Egyptian Journal of Breastfeeding (EJB) 

 
Volume (15) May, 2019 

Baby-friendly Hospital practices: Early Initiation of breastfeeding (EIBF)  

EIBF trends have increased from 47.1% in 2011 

to 57.4% in 2012 and then decreased to 50.8% in 

2014. It was similar in both males (50.7%) and 

females (50.9%). But it was higher in rural 

(52.8%) than in urban areas (54.3%). There was 

also a decreasing trend with wealth quintiles 

being 56.9% in the poorest (WQ1) decreasing to 

44% in WQ5. Also it decreased with increasing 

level of education from 55.6% in the illiterate 

(reflecting home deliveries) and decreasing to 

54.3% in those with primary education, 49% in 

those with secondary education and 43.3% in 

those with higher education.  Hence both WQ 

and level of education had a negative effect on 

EIBF indicating that these mothers are exposed 

to medicalized hospital services during labor that 

interfere with EIBF. 

There are currently 499 Baby-friendly hospitals 

in Bangladesh out of the 600 maternity services. 

These include 14 medical colleges, 54 district 

hospitals, 40 private and specialized hospitals 

and 330 Upazila Health Complexes, 61 other 

maternity facilities. BFHI evaluations were 

carried out in 1999 and again in 2003 and 2004. 

In 2006 the situation of BFHI was deteriorating. 

Efforts for revitalization are ongoing. 

 
 (Source: Online presentation by Soofia Khatoon, Bangladesh Breastfeeding Foundation: Revitalization of BFHI in Bangladesh)  

 

Breastfeeding continuity 

Breastfeeding continuity rates in Bangladesh are 

the highest in the region and probably in the 

world at 94.7% being higher in males (95.2%) 

vs. females (95.2%) and in rural (95.5%) vs. 

urban (92.4%). At 22-24 months of age 85% are 

still breastfeeding.    

 

Complementary Feeding  

The timely introduction of solid, semi-solid 

and soft foods (ISSS) at 6-8 months was 64.7% 

in 2014. ISSS was lower in urban (62.6%) vs.  

rural (65.5%). ISSS was lowest in WQ1 (61.7%) 

and WQ5 (58.6%) vs. 66.5% in WQ4. ISSS was 

lowest in the highly educated (58.2%) and 

illiterate (61.2%) and secondary education 

(62.1%) compared to those with primary 

education (74.1%).   
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Figure VI.8 Designated Baby-friendly hospitals (BFHs) in Bangladesh 

from 1992 to 2011 
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The minimum meal frequency (MMF) was 

63.6%. MMF was lower in females (62.5%) than 

males (64.6%). MMF was higher in urban 

(53.1%) than in rural areas (39.9%). By wealth 

quintiles and education it was lowest in the 

poorest and illiterate (55.2% and 54.5% 

respectively) and highest in WQ5 and highly 

educated (68.9% and 72.8% respectively). 

Minimum dietary diversity (MDD) and 

Minimum acceptable diet (MAD) were low 

(26.6% and 22.8% respectively) (MICS, 2016). 

MDD and MAD paralleled one another. This was 

also seen in all the previous EMR countries. 

MDD and MAD were not different in males or 

females but were higher in urban (32.6% and 

28.6% respectively) vs. rural communities 

(24.5% and 20.8% respectively). This is probably 

related to poverty as shown by the lowest rates of 

MDD and MAD in the WQ1 (16.9% and 14.3% 

respectively) and the illiterate mothers (14.1% 

and 15.6% respectively) compared to rich 

mothers in WQ5 (36.2% and 32.9%) and highly 

educated (45.6% and 41.7% respectively), 

(MICS, 2016).  

Figure VI.10 shows the trends in MMF, MDD 

and MAD by age group in Bangladesh. Although 

MMF remains high throughout the first 2 years 

of life, MDD does not increase except late in the 

second year of life at 20 to 23 months, which 

could explain the persistent stunting in this 

population despite the high breastfeeding rates of 

continuity.  

We believe that focus on MDD will be the future 

trend in improving infant and young child 

nutrition. However its link with CBF needs to 

investigated as the latter may play a role in the 

uptake and utilization of component in the diet 

and enhance diet diversity and reduce the side 

effects of newly introduced foods or food 

incompatible with the age of the infant. 

 

Maternity support in Bangladesh

The maternity leave policy for women in 

Bangladesh is 16 weeks with full payment. 

Recently the government has declared that it 

should be increased to 6 months. The law on 

maternity benefit is regulated by the Bangladesh 

Labour Act, 2006 under chapter IV called 

Maternity Benefit. A study by Faroque et al., 

(2013) showed that female employees working in 

NGOs got 3-4 months but many of them were 

not paid during their leave (27%) and many of 

them were expelled due to maternity leave 

(19%).  

 

VI.3. Indonesia 

Indonesia is a country of the region of South East 

Asia. It is challenged by its high population 

density of over 260 million. Life expectance is 

around 70 years which is lower than in countries 

as Egypt, Tunisia and Turkey. Chronic diseases 

mostly cardiovascular diseases (26%) and 

cancers (16%) are the fastest growing causes of 

death in the country. Diseases such as 

Tuberculosis, HIV-AIDS and Malaria are still 

high on the list. 
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Infant mortality is around 23 per thousand. 

Diverse local beliefs strongly affect maternal and 

newborn care practices.  Some religious 

communities are opposed to vaccinations. 

Smoking prevalence is high at 35%. While 

overweight is 27% and obesity 7%. There are 10 

million cases of diabetes representing 6.5% of 

the population.  

There are increases in the growth in expenditure 

in health to meet the challenge of health care 

coverage of such a huge population. Costs in 

health care have tripled over the past five years 

from seven billion in 2014 to 21 billion in 2019. 

Government expenditure has increased from 

2.9% of GDP in 2014 to 3.6%, but it is still the 

lowest in the region.  

Despite such challenges Indonesia has managed 

to struggle to improve its infant and young child 

feeding practices. 

Trends and status of Infant and Young Child Nutritional Status 

 
UNICEF Global database, 2018 

Trends and Status of Infant & Young Child Feeding:  

Exclusive (EBF) and Predominant breastfeeding (PBF) 

A study by WHO (WHO Bulletin, 2014 volume 

92(4):229-308) reported that the holistic 

approach of a combination of voluntary 

workers, traditional birth attendants, Muslim 

scholars and heads of villages, involved through 

advocacy, training, in media promotion, home 

visits, were effective in improving breastfeeding 

rates. They showed that this approach increased 

breastfeeding from 28% to 75.3% and from 

14.6% to 24.2% and from 8.5% to 50.6% and 

from 3.7% to 37% in intervention cases vs. 

controls at 1, 8, 16 and 24 weeks.  
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Baby-friendly Hospital Practices

There are no Baby-friendly hospitals in 

Indonesia. The influence of marketing of 

breastmilk substitutes is high. Indonesia calls the 

BFHI “Mother and Baby-friendly Hospitals 

Initiative” and awards hospitals that do not deal 

with infant milk formula companies.  

Early Initiation of breastfeeding  

 

 

Breastfeeding continuity: 

CBF as shown in figure VI.15 remains high 

throughout the first two years of life. CBF is vital 

for food security to a country with such high 

poverty rates. The means by which such high 

rates are maintained deserve to be investigated 

and indicate the commitment of its population to 

meet its obligations by its Islamic teachings. 

However, lessons learnt from control of 

marketing and abidance to the Code could be 

useful to replicate. 

46.9 

33.7 

55 

33.7 

47.5 

57.5 

16.2 

27.1 

35.8 

0

10

20

30

40

50

60

70

EBF 2007 EBF 2012 PBF 2012

Figure VI.12 Trends in exclusive and predominant breastfeeding by age 

group in Indonesia (2007-2012) 

0-1 mo

2-3 mo

4-5 mo

7.4 7.6 

36.5 
40 

49.3 

0

10

20

30

40

50

60

EIBF 1994 EIBF 1997 EIBF 2002 EIBF 2007 EIBF 2012

Figure VI.13  Trends in early initation of breastfeeding in Indonesia 

(1994-2012) 

National EIBF

0

10

20

30

40

50

60

70

Figure VI.14 Patterns of early initation of breastfeeding (EIBF) in Indonesia 
(MICS, 2012) 

EIBF 2012



 

 

98 

 

MCFC-Egyptian Journal of Breastfeeding (EJB) 

 
Volume (15) May, 2019 

 

Complementary Feeding  

The timely ISSS at 6-8 months was 91.1% in 

2012. ISSS was lower in urban communities 

(94.5%) vs. rural ones (87.4%). It was highest in 

those in the highest wealth levels (WQ5= 

81.6%) somewhat lower in the poorest of 

populations (WQ1=81.6%). Mothers with no 

education were more timely in introducing 

solids and semi-solids (95.2%) compared to 

those with primary, secondary of higher 

education (87.9%, 93% and 91.2% 

respectively). 

The minimum meal frequency (MMF) was 

66.1%. MMF was lower in males (65.8%) than 

females (66.4%). MMF was higher in urban 

(70.6%) than in rural mothers (61.7%).  

MMF increased by wealth quintile from 59.4% 

in WQ1 to 66.0% WQ4 and 73.4% in WQ5. 

MMF was highest in the highly educated 

(74.3%) and 67.4% in those with secondary 

education but lowest in those whose mothers 

had primary education (60.2%) or no education 

(62.1%).  

Minimal diet diversity (MDD) in Indonesia 

was 52.6% at national level. MDD was lower in 

males (51.4%) than females (53.9%). MDD was 

higher in urban (59.5%) than in rural mothers 

(46.0%).  

MDD increased by wealth quintile from 35% in 

WQ1 to 58.30% WQ4 and 69.5% in WQ5.  

MDD was highest in the highly educated 

(66.5%) decreasing to 55.4% in those with 

secondary education and primary education 

(43.4%) but lowest in the illiterate mothers 

(18.9%). 

Minimal Acceptable diet (MAD) was 33.6% at 

national level. MAD was lower in males 

(35.1%) than females (38.2%). MMF was higher 

in urban (42.7%) and much lower in the rural 

mothers (30.7%).  

MAD increased by wealth quintile from 23.2% 

in WQ1 to 39.4% WQ4 and 51.7% in WQ5. 

This shows that poverty influences optimal 

complementary feeding practices.  

MAD was highest in the highly educated 

(50.3%) and 38.5% in those with secondary 

education decreasing to 28.6% among mothers 

with primary education but being much lower in 

those whose mothers were illiterate (10.5%), 

indicating that education plays an extremely 

important role in empowering women living in 

countries with emerging stages of development.  

Education of women combined with awareness 

and social support are the most effective 

strategies for improving the health and 

nutritional status of our children. Problems in 

our region can be summed up by lack of 

education. The strength of the “Umma” comes 

from literacy as stated repeatedly in Quranic 

texts. As from literacy comes knowledge and 

with knowledge comes conviction and change in 

behavior, attitude from analytical thinking and 

the ability to make sound decisions that 

influence health, nutrition and survival of 

communities. 
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Maternity support in Indonesia:  

Working mothers in Indonesia are entitled to 45 

days of antenatal leave (estimated by an 

obstetrician or a midwife) and another 45 days 

after birth or a total of 90 days. Maternity leave 

can be extended in case of complications or 

medical reasons. Indonesian law mandates that 

businesses give three months fully paid 

maternity leave and medical reimbursement 

during maternity leave. Fathers are entitled to 

two days of paternity leave. Female employees 

can breastfeed their baby any time during office 

hours if necessary.  

VI.4. Mauritania 

Mauritania is in West Africa and borders the 

North Atlantic and has a small population of 4.3 

million in 2016 with a life expectancy of 63 in 

males and 65 in females. Despite its small 

population it is challenged by its high morbidity 

and mortality rates. Infant mortality has 

decreased from 82 in 1990 to 65 per 1000 live 

birth in MICS of 2012 and is down to 51.9 per 

1000 in 2017.  HIV prevalence is 0.4% in 2012. 

Immunization coverage is high is lowest for 

MMR (75%) and highest for BCG and DPT1 

(95%). Youth literacy rates for males are 71.6% 

and for females is 66.2%. Primary school 

survival to last grade is 78%. Secondary school 

attendance is 26% for males and 22% for females 

in 2008-2012. (UNICEF State of the World‟s 

Children, 2015) .  

Trends and status of Infant and Young Child Nutritional Status 

 

Trends and Status of Infant & Young Child Feeding:  

Exclusive breastfeeding (EBF): 

EBF increased from 11.1% in 2007 to 41.1% in 

2015 (MICS, 2015). The increase was much 

higher in rural areas (from 12.2% in 2007 to 

49.4% in 2015) compared to urban areas (from 

9.2% in 2007 to 28.1% in 2015).  
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Source: Global data reanalyzed from national surveys by UNICEF in 2018 

Predominant breastfeeding (PBF) 

PBF in 2015 was higher than EBF (60.6%). It 

was much lower in males than females (60.0% 

vs. 60.0% respectively). It was much higher in 

rural than in urban communities (69.1% vs. 

47.1% respectively).  

 

Baby-friendly Hospital Practices: Early Initiation of breastfeeding (EIBF)  
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Breastfeeding continuity 

 

Complementary Feeding 

Percentage of children receiving solid, semi-solid 

or soft foods (ISSS) at 6-8 months was 66% in 

2015. ISSS was lower in urban communities 

(78.5%) vs. rural ones (54.6%). It was highest in 

those in the highest wealth index (WQ4= 86.7%, 

WQ5= 74.3%) and much lower in the poorest of 

populations (WQ1=54.5%). Mothers with some 

education (primary) were more timely in 

introducing foods at 6-8 months (73.4%) 

compared to those with no education (49.5%). 

The minimum meal frequency (MMF) was 

38.9%. MMF was lower in males (38.5%) than 

females (39.4%). MMF was higher in urban 

(44.3%) than in rural (34.2%). MMF was 

influenced by wealth and education: it increased 

by wealth quintile of mother from 36.7% in the 

poorest (WQ1) to 44.9% among WQ4 and 44.4% 

in WQ5. Also MMF was 31.2% among mothers 

with no education and 42.6% in those with 

primary education.  

Minimal diet diversity (MDD) in Mauritania 

was 28.3% at national level. MDD was lower in 

males (26.7%) than females (29.8%). MDD was 

higher in urban (38.5%) and decreased by almost 

one half in rural areas (19.4%).  

Minimum diet diversity (MDD) decreased by 

wealth quintile from a high of 45.4% in WQ5 

and 35.1% in WQ4 to a very low of 14.1% in 

WQ1.  

MDD was somewhat higher in mothers with 

primary education (27.8%) than in the illiterate 

mothers (23.5%). 

Minimal Acceptable diet (MAD) was below the 

acceptable global values of MAD being 14.3% at 

national level. MAD was even lower in males 

(13.2%) than females (15.4%). MMF was higher 

in urban (21.2%) (Just above the acceptable 

global levels of 20%) and exceedingly low in the 

rural mothers (8.3%).  

MAD increased by wealth quintile from 7.2% in  

WQ1 to 21.3% WQ4 and 22% in WQ5. This 

indicates that improving the standard of living 

can influence infant feeding practices.  

MAD was higher in those with some education 

(primary=15.1%) and but much lower in those 

whose with no education (9.7%), indicating that 

education plays an important role in empowering 

women living in countries with in emerging 

stages of development.  
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Maternity support in Mauritania 

Mothers are granted 16 weeks of maternity leave 

and fathers ten days paternity leave under 

Mauritanian Law. Maternity leave is fully paid 

by government. 

V1.5 Summary and Conclusions 

The countries discussed in this article were 

Algeria and Mauritania in Africa and 

Bangladesh and Indonesia in Far East Asia. 

These countries are not EMR countries and have 

different languages but share similar cultural 

backgrounds in language and beliefs as the 

EMR countries. 

In Algeria EBF showed rising trends from 6.9% 

in 2006 to 47% in 2013. PBF was 47.6% in 

2013. According to the latest national survey 

EBF was highest in the richest and highly 

educated. But PBF was highest in the illiterate 

mothers. CBF at two years was 22.7%. EIBF 

have decreased from 49.5% to 36.4%. The latter 

may represent methodological interpretation as 

the recommendation for EIBF changed from 

direct initiation on breast before 2006 to 

initiation through skin-to-skin after 2006. ISSS 

at 6-8 months was 77.2% in 2013. Also MMF 

was 52%. Maternity leave is granted for 14 

weeks fully paid leave.  

Bangladesh has shown a marked improvement 

in the rates of stunting and underweight over the 

past two and half decades. This could be 

attributed to the increasing rates of EBF from 

37.2% in 1995 to 55.3% in 2014. Also CBF for 

two years are the highest among developing 

countries being 85% at age 22-24 months. One 

half of newborns initiate breastfeeding in a 

timely fashion. There are currently 499 Baby-

friendly hospitals in Bangladesh out of 600 

maternity services, although the rate of 

designated hospitals has decreased over the 

recent years, but there appears to be remarkable 

efforts by the government to support this 

initiative. Complementary feeding shows that 

although ISSS is 64.7% and MMF is 63.6% yet 

MDD and MAD were 26.6% and 22.8% 

respectively in 2016), being lowest in the poor 

and uneducated. The maternity leave policy for 

women in Bangladesh is 16 weeks with full 

payment and efforts are in progress to increase it 

to six months. 

Indonesia has shown rising trends in both EBF 

and PBF to 40.9% and 48.8% respectively being 

unaffected by gender or residence, but EBF 

showed lower trends in the richer and more 

educated. CBF is 55.3% at two years. EIBF is 

49.3% and has shown remarkable increase over 

time. ISSS at 6-8 months was 91.1% in 2012 

with the MDD 52.6%, MMF 66.1% and MAD 

33.6%. Working mothers in Indonesia are 

entitled to 45 days of antenatal leave (estimated 

by an obstetrician or a midwife) and another 45 

days or the total 90 days after birth. 

Mauritania has shown a recent rise in stunting 

rates to 27.9% which is accompanied by an 

increase in underweight to 24.9%, the high rates 

of illiteracy could be contributing factors. EBF 

has increased from (11.1%) in 2007 to 41% in 

2015. Although 95% initiate breastfeeding yet 

CBF at 22-24 months is 33.1%. ISSS at 6-8 

months is 66%, MMF 38.9%, MDD 28.3% and 

MAD 14.3% which is far below the acceptable 

global recommendations. These CF indices 

improve with education, wealth index and urban 

living. By law mothers are granted 16 weeks of 

fully paid maternity leave and fathers ten days 

paternity leave.  

By contrasting and extrapolating between 

country experiences, we can see that 

intervention programs for improving 

breastfeeding are more effective when women 

are empowered by education and become worse 

or poorly effective with illiteracy and poor 

living standards. Hence eradication of illiteracy 

and poverty are mainstay for the effectiveness of 

interventions or programs for promotion, 

protection and support of breastfeeding. 

However with highly educated women this may 

result in paradoxical results unless working 

women are granted support to breastfeed 

exclusively for six months and continue for two 

years with adequate support by legislations and 

facilitations from their workplace. 
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 انمخىطظ إقهيم شزقخارج بهذان انزضاعت انطبيعيت فى  اط: أومانظادص انمقال

 انمهخص و الاطخىخاخاث

، ٚاٌزىٝ اٌّزٛعىؾ  إلٍى١ُ شىشق، خىبسط ٔ ىبق جٍىذاْ ثؼىغ اٌرُ ػشع ِٛعض ػٓ ٚػغ راز٠خ اٌشػغ ىٝ 

شىىشق اٌّزٛعىىؾ ىىىٝ اٌضمبىىىخ ا عىىلا١ِخ ٚ ثؼىىغ ا ؽ١ىىبْ اٌٍاىىخ ٚاٌزىىبس٠  ٚ ا ػزمىىبداد  إلٍىى١ُ رشىىبسن ثٍىىذاْ

 إلٍىى١ُ شىىشقىىىٝ  ا عىىزفبدح ِٕٙىىبٚاٌّفىىب١ُ٘ ِٚىىٓ صىىُ ى١ّىٕٕىىب اوزغىىبة ثؼىىغ اٌزغىىبسة إٌبعؾىىخ اٌزىىٝ ٠ّىىىٓ 

اٌشىشق داػ ٚأذ١ٔٚغى١ب ِىٓ اٌّزٛعؾ و ٚرزؼّٓ ٘زٖ اٌجٍذاْ اٌغضائش ٚ ِٛس٠زب١ٔب ِٓ لبسح اىش٠م١ىب ٚ ثىٕغلا

الألظٝ لثمبسح مع١بل ٚثبلأخض مْ ٘زٖ اٌجٍذاْ رز١ّض ثؼًّ ػذد وج١ش ِٓ اٌّغىٛػ اٌذ٠ّٛعشاى١ىخ اٌّزمبسثىخ 

ّمبسٔخ ٚا عىزذ ي ثبٌثّٕٙغ١خ ِٛؽذح رغّؼ ِٓ لجً ا١ٔٛ١ٌغف ػجش اٌؼمٛد اٌّبػ١خ ٚاٌزٝ رُ اػبدح رؾ١ٍٍٙب 

 ثٕزبئغٙب و

% ىىٝ عىٕخ .و6ذ الأٌٚىٝ ِىٓ اٌؼّىش لىذ اسرفؼىذ ِىٓ ىئْ اٌشػبػخ اٌّ ٍمخ ىٝ اٌشٙٛس اٌغى اندشائزىفٝ 

ٙىزا ٌح ِؤصشح ضو ٚ٘زٖ لف ا١ٌّغٛسادٚ بدٚثبلأخض ىٝ الأِٙبد اٌّزؼٍّ .225% ىٟ عٕخ 74 إٌٝ 2226

 إٌىٝاٌّؤشش ٌُ ٔشب٘ذ٘ب ىٟ مٞ ِٓ اٌجٍذاْ الأخشٜ ٚرذي ػٍىٝ مٔىٗ ٠ّىٕٕىب ا عىزذ ي ثبٌزىذخلاد اٌزىٝ مدد 

ب ِىٓ ٔبؽ١ىخ ٚاٌّاىشة ِىٓ ١ى ج١مٙىب ىىٝ اٌجٍىذاْ اٌّؾ١ ىخ وىذٚي رىٛٔظ ١ٌٚج٘زٖ اٌظب٘شح ٚا عىزفبدح ِٕٙىب ٌز

ٌٍششق اٌّزٛعؾ ٚرشبسن ٔفظ اٌ جبع ٚاٌضمبىخ ٚاٌٍاخو  وّب مظٙىشد إٌزىبئظ  ربثؼخٔبؽ١خ مخشٜ ٚ٘ٝ ثٍذاْ 

 مْ اٌمىبئ١ّٓ ػٍىٝ اٌجشٔىبِظػٍٝ مْ اٌشػبػخ اٌابٌجخ وبٔذ موضش أزشبسا  ِب ث١ٓ الأِٙبد الأ١ِبد ٚ٘زا ٠ذي 

ِٛاطىىٍخ سػىىبػخ ؽج١ؼ١ىىخ ِ ٍمىىخو ٌٚىٕٕىىب ٔغىىذ مْ  إٌىىٝاعىىزاٍٛا صمبىىىخ اٌشػىىبػخ اٌ ج١ؼ١ىىخ اٌابٌجىىخ ٌزؾ٠ٍٛٙىىب 

%و 4و22اٌشػبػخ ٌؼب١ِٓ ثّؼىذي ٠ٛاطٍْٛ اٌشػبػخ ٌؼب١ِٓ وبْ ِزذ١ٔب   إر مْ ٚاؽذ ِٓ وً مسثغ مؽفبي 

لىىذ أخفىىغ ِىىٓ اٌىىٛ دح  ِىىٓ اٌضىىذٞ خىلاي اٌغىىبػخ الأٌٚىىٝ ثؼىىذ ثبلإسػىىبع حاٌّجىىىش اٌجذا٠ىىخوّىب مْ ِؼىىذ د 

ثىذء  رشىغ١غ % ٚلذ ٠ؼىظ رٌه اٌزا١١ش اٌزٜ ؽذس ىٝ رٛط١بد إٌّظّبد اٌؼب١ٌّخ ِى7ٓو6. إٌٝ% 1و.7

ؽزٝ ٠زّىٓ ِٓ الإسػىبع  خ الأٌٚٝػاٌغبػ١ٍّخ ٚػغ اٌٌّٛٛد ِلاِظ اٌغٍذ ٌٍغٍذ ىٟ خلاي ِٓ  اٌشػبػخ

 و عبػز١ٓ مٚ موضش إًٌٝ ثزارٗ ٚثذْٚ رذخً ِٓ ا٢خش٠ٓ ٚاٌزٜ لذ ٠غزاشق ٚلذ ؽ٠ًٛ لذ ٠ظ



 

 

104 

 

MCFC-Egyptian Journal of Breastfeeding (EJB) 

 
Volume (15) May, 2019 

 ِٓ اٌؼّىىششىىٙٛس 2 إٌىىٝ 6% ٠ىىذخٍٓ اٌٛعجىىبد اٌزى١ٍ١ّىىخ ِىىٓ 2و44اٌزاز٠ىىخ اٌزى١ٍ١ّىىخ ىىىئْ  إٌىىٝمِىىب ثبٌٕغىىجخ 

معىجٛع ِذىٛػىخ  57و وّىب مْ الأَ اٌؼبٍِىخ رّىٕؼ اٌٛعجىبد  ٌزىٛارشثبٌؾىذ الأدٔىٝ ٠ٍزىضِٓ  % 12ٚلأؽفبٌٙٓ 

 وثؼذ اٌٛ دحالأعش ثبٌىبًِ 

ىئْ ٕ٘بن رؾغٓ ٍِؾٛظ ىٟ ِؤشىشاد اٌزمىضَ ٚ ٔمىض اٌىٛصْ خىلاي اٌؼمىذ٠ٓ  داعلابىدذونت نمِب ثبٌٕغجخ 

 1..5% ىٟ 2و4.اسرفبع ِؼذ د اٌشػبػخ اٌ ج١ؼ١خ اٌّ ٍمخ ِٓ  إٌٝٚإٌظف اٌغبثم١ٓ ٚ لذ ٠شعغ رٌه 

اٌشػىبػخ اٌ ج١ؼ١ىخ ٌؼىب١ِٓ ِٛاطىٍخ ٚثىبلأخض اٌؾفىبظ ػٍىٝ ِؼىذ د ػب١ٌىخ ىىٝ  2257% ىٟ .و11 إٌٝ

ِجىشا  ىٕٙبن ِٓ اٌضذٞ  الإسػبع ْٚجذم٠مػٍٝ اٌّؼذ د ىٝ اٌؼبٌُو وّب مْ ٔظف الأؽفبي  ٚاٌزٝ رؼزجش ِٓ

ػٍىىٝ ا ػزّىىبد وّغزشىىف١بد  ذ ىىىٟ ٚلىىذ عىبثكِغزشىىفٝ لىذ ؽظىىٍ 622ِغزشىفٟ ٚ دح ِىىٓ ِغّىىٛع  ..7

 رؼزجش ِٓ اٌزغبسة اٌشائؼخ ٚاٌّؤصشح ٙبطذ٠مخ ٌٍ فً ٚػٍٝ اٌشةُ ِٓ مْ مػذاد اٌّغزشف١بد ىٟ رذٟٔ ٌٚىٕ

 ششق اٌّزٛعؾ اٌزٝ رؼبٟٔ ِٓ رذٟٔ ىٟ ٘زا اٌّؤششو إل١ٍُ  اٌزٝ ٠ّىٓ ا عزفبدح ِٕٙب ٌز ج١مٙب ىٝ ثٍذاْ

اٌؾىذ ِؤشىش ٚ مْ   ِٓ اٌؼّش شٙٛس 2 إٌٝ 6% ٠ذخٍٓ اٌٛعجبد ِٓ 4و67مِب ثبٌٕغجخ ٌٍزاز٠خ اٌزى١ٍ١ّخ ىئْ 

%ل 6و26ل ٌزٕىٛع اٌاىزاء لأدٔىٝ ٌٚىٓ ٕ٘بن رذٟٔ ىٝ ِؤشىش اٌؾىذ ا%   6و.6 اٌٛعجبد ٠جٍغ زٛارشالأدٔٝ ٌ

%ل ، ٚ٘ىىزٖ اٌظىىب٘شح رىىضداد ِٚىىغ اٌفمىىش ٚالأ١ِىىخو وّىىب مْ  2و22ل إٌظىىبَ اٌاىىزائٝ اٌّمجىىٛيِؤشىىش  ئٌٝثبٌزىىٚ

 معجٛع معبصح سػب٠خ ؽفً ِذىٛػخ الأعش ثبٌىبًِو 56داػ رّٕؼ الأِٙبد اٌؼبِلاد ىٝ ثٕغلا

% ٚاٌشػىبػخ اٌ ج١ؼ١ىخ اٌابٌجىخ .و72 إٌىٝ مّٔىبؽ اٌشػىبػخ اٌ ج١ؼ١ىخ اٌّ ٍمىخاوذووظديا اسرفؼذ ىىٟ ٚلذ  

اٌشػىبػخ ٠ٛاطىٍٓ  ِٓ الأِٙىبد %.و11% ٚثبلأخض ِب ث١ٓ اٌفمشاء ٚ الأِٙبد الأ١١ِبدو وّب مْ 2و72

 %و .و.7 إٌٝثبٌشػبػخ اٌ ج١ؼ١خ  اٌّجىشح اٌ ج١ؼ١خ ٌؼب١ِٓ و ٕٚ٘بن اسرفبع ىٟ ّٔؾ اٌجذا٠خ 

مْ ٚ  ِٓ اٌؼّششٙٛس 2 إٌٝ 6% ٠ذخٍٓ اٌٛعجبد ِٓ 5و5. ىئْ اوذووظيا ىٟ مِب ثبٌٕغجخ ٌٍزاز٠خ اٌزى١ٍ١ّخ 

% ، ٚػٍٝ اٌشةُ 6و٠12جٍغ  ٌزٕٛع اٌازاء اٌؾذ الأدٔٝ ٚ%  5و66 ٠جٍغ اٌٛعجبد ٌزٛارشاٌؾذ الأدٔٝ ِؤشش 

% ، ٚ٘ىزٖ اٌظىب٘شح 6و.. إٌىٝاٌّمجىٛي ٠ظىً  ٍٕظىبَ اٌاىزائٝذ الأدٔىٝ ٌؾىآٌِ رٌه ىٕٙبن رذٟٔ ىٟ ِؤشىش 

٠َٛ معبصح سػب٠خ ؽفىً ِذىٛػىخ  2.خو وّب مْ  الأِٙبد اٌؼبِلاد ىٝ أذ١ٔٚغ١ب رّٕؼ رضداد ِغ اٌفمش ٚالأ١ِ

 ٠َٛ ثؼذ اٌٛ دحلو ٠71َٛ لجً ٚ  71الأعش ثبٌىبًِ ل

% ٠ٚظىبؽت رٌىه اسرفىبع .و24ىىٟ اٌزمىضَ ثٕغىجخ  ب  ىمذ مظٙشد اٌّغٛؽبد اٌؾذ٠ضخ اسرفبػ مىريخاوياٚىٝ 

ح ٔغجخ الأ١ِخ ىٟ ٘زٖ اٌجٍذ ِٓ الأعجبة اٌّؤصشح ػٍٝ رٌىهو % ٚلذ ٠ىْٛ ص٠بد.و27 إٌٝىٝ ٔغجخ لٍخ اٌٛصْ 

 2251% ىٝ 75 إٌٝ 2224% ىٝ 5و55مِب ثبٌٕغجخ ٌّّبسعخ اٌشػبػخ اٌ ج١ؼ١خ اٌّ ٍمخ ىمذ اسرفؼذ ِٓ 

% ٠جىىذمْ ثبٌشػىىبػخ 1. مْ اٌشػىىبػخ اٌ ج١ؼ١ىىخ ٌؼىىب١ِٓ ػٍىىٝ اٌىىشةُ ِىىٓالأِٙىىبد ٠ٛاطىىٍٓ ٌٚىىىٓ صٍىىش 

 و ثؼذ اٌٛ دح اٌ ج١ؼ١خ

 ِؤشش مْشٙٛس ٚ 2 إٌٝ 6ػّش % ٠ذخٍٓ اٌٛعجبد ِٓ 66ىئْ  في مىريخاويإٌغجخ ٌٍزاز٠خ اٌزى١ٍ١ّخ مِب ثب

%ل  .و22ل ٌٚىٓ ٕ٘بن رذٟٔ ىٟ ِؤشش اٌؾذ الأدٔٝ ٌزٕٛع اٌازاء%  .و2. اٌٛعجبد ثٍغ زٛارشاٌؾذ الأدٔٝ ٌ

ي ػب١ٌّىب  ، ٚ٘ىزٖ ٌّمجٛ% ، ٚ٘زا اٌّؼذي ملً ِٓ ا.و57 إ٠ٌٝظً إٌظبَ اٌازائٝ اٌّمجٛي ِّب ٠غؼً ِؤشش 

معىبصح سػب٠ىخ ؽفىً  بمعىجٛػ 56 فى مىريخاويداِغ اٌفمش ٚالأ١ِخو ٚرّٕؼ  الأِٙبد اٌؼبِلاد اٌظب٘شح رضداد 

 ِذىٛػخ الأعش ثبٌىبًِ ٌٚلأثبء ػششح م٠بَو

الإسرمىبء ثٕغىجخ  ٚٔغزٕزظ ِّب عجك مْ معبط ٔغبػ رذخلاد رشغ١غ ٚؽّب٠خ اٌشػبػخ اٌ ج١ؼ١ىخ رؼزّىذ ػٍىٝ

اعىزغبثخ ِىؤصشح  ٚمْ رٌىه ٠ىؤدٞ إٌىٍّٝىشمح ٚاٌزٛػ١خ ٚاٌذػُ ٚاٌّغبٔذح اٌّبد٠خ ٚاٌّؼ٠ٕٛىخ ٌٌزؼ١ٍُ ِغزٜٛ اٚ

ٌزؾغ١ٓ ِؤششاد عٛء اٌزاز٠خ ٚاٌزاٍت ػٍٝ ِشىٍخ  خاٌذٌٚ رمذِٙباٌزٝ اٌظؾخ ٚاٌزاز٠خ ثشاِظ  ٌٍٚزذخلاد 

دػىُ ٌٍّىشمح اٌؼبٍِىخ  ب  م٠ؼى اٌزمضَ إٌبرغخ ِٓ مّٔبؽ راز٠ىخ اٌشػىغ اٌّزذ١ٔىخ ، ٌٚىىٓ ٠غىت مْ ٠ظىبؽت رٌىه

 .١ٌزّبشٝ رٌه ِغ اٌز١ّٕخ اٌّغزذاِخاٌّؼ١شخ اٌزؼ١ٍُ ٚٚرؾغ١ٓ ىٟ ِغزٜٛ  اٌّشػغ

 و
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Article VII 

Social Determinants that Influence Infant Feeding 

Practices 
Azza Abul-Fadl, Ayah Sarhan, Samaah Al-Yassin, Ayoub Al-Jawaldeh 

 

Overview 

In this article we used data from the UNICEF Global database for infant feeding status to 

focus on the relationship between the indices of infant feeding with education, wealth index and 

income level of the country. The infant feeding indices included early initiation of breastfeeding 

(EIBF), exclusive breastfeeding (EBF), predominant breastfeeding PBF), continued breastfeeding 

(CBF) at 12-15 months and 20-23 months and complementary feeding (CF) indices which included 

minimum meal frequency (MMF) and minimum diet diversity (MDD) and minimum acceptable diet 

(MAD). The database included all the previous and current national surveys for countries from the 

different regions of the world that were reanalyzed by UNICEF. Subanalysis of infant feeding indices 

was done in relation to sex, residence, level of education and wealth quintiles (UNICEF, 2018).  

A comparative analysis between different countries was made using the World Bank 

classification by level of income. The low income countries (LIC) include Afghanistan, Niger, 

Somalia, Syria and Yemen. The low middle income countries (LMIC) include Bangladesh, Egypt, 

Indonesia, Mauritania, Pakistan, Sudan, Tunisia and State of Palestine. Upper middle income 

countries (UMIC) include Algeria, Iran, Iraq, and Jordan. However Jordan has recently been upgraded 

to become an upper income country, but the national surveys were done when it was in the UMIC 

category. 

Countries studied included those whose global data where reanalyzed in relation to level of 

education and wealth quintiles. By region, the countries that were included from North Africa 

included Egypt, Tunisia, Algeria and Morocco. Countries from Central and West Africa included 

Sudan, Mauritania, Niger and Somalia. Countries included from West side of the Eastern 

Mediterranean included State of Palestine, Jordan, Syria, Iraq and Yemen. Countries included from 

Central and East Asia included Afghanistan, Pakistan, Bangladesh and Indonesia.  

According to the World Health Organization (WHO), countries that are included in the 

Eastern Mediterranean region (EMR) include Afghanistan, Egypt, Jordan, Iraq, Pakistan, Palestine, 

Somalia, Syria, Sudan, Morocco, Tunisia and Yemen. The remaining countries in Africa belong to the 

Afro region and in Asia belong to the South East Asia region (SEAR).  

The data is presented in percent frequency distribution and compiled into excel sheets. The 

mean and standard deviation (SD) was estimated for the country groups. The data is presented in 

tables and figures.  

VII.1 Maternal Education and Infant Feeding 

Introduction 

Maternal education has been shown to be 

strongly associated with young child nutritional 

outcomes. The level of maternal education was 

also found to be associated with the degree and 

severity of malnutrition as higher levels of 

maternal education reduced the odds of child 

stunting, underweight and wasting. (Makoka 

and Kinya, 2015). In addition, improving 

maternal education can also increase child 

survival (Cleland and Van Ginneken, 1988) 

and child health (Desai and Alva, 1998).  
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However the extent to which maternal education 

influences early infant feeding practices is 

controversial. It is argued that higher education 

may be associated with higher levels of income, 

urban dwellings and paid support in childcare 

and this may encourage mothers to breastfeed. 

Also that the highly educated mothers tend to 

get married to highly educated men and thereby 

have better access to health and medical care. 

While on the other hand, higher levels of 

education may be associated with poor feeding 

practices as mothers tend to be working mothers 

or have access to delivery in private hospitals 

that do not provide support to mothers in 

breastfeeding and give early formula feeds to 

the baby that lead to breastfeeding difficulties 

and early discontinuation of breastfeeding. Also, 

these same mothers can afford to leave their 

children to child care takers who are not 

educated and expose them to suboptimal feeding 

practices. Based on such contradictory 

arguments, it is not clear how much maternal 

education influences infant feeding practices. 

Hence the aim of this review is to highlight the 

relationships between the level of education and 

the various patterns of breastfeeding and 

complementary feeding practices in the 

countries of the Eastern Mediterranean region 

(EMR) and the neighboring countries that were 

included in this study.  

Trends and Status of Infant & Young Child Feeding by education  

1. Exclusive Breastfeeding 

 

We compared EBF rates by level of education of 

10 EMR countries vs. global estimates (111 to 

209 countries). Our findings showed that the 

mean EBF in the EMR countries tended to be 

lower among illiterate mothers, mothers with 

primary education and highly educated mothers 

than their counterparts of the global rates. This 

may indicate that factors other than education 

maybe responsible for such differences in the 

EMR. One half of the EMR countries are facing 

chronic conflict with superimposed natural 

disasters. Furthermore, the health care system in 

these countries is influenced by the state of 

political instability which makes them 

vulnerable to the marketing practices of infant 

milk formula companies, since there is no strong 

regulatory system to control them. Moreover the 

weakened economy by the conflicts and chronic 

emergencies makes them vulnerable to seek 

support from these companies. These small 

businesses, as private clinics of doctors, private 

medical practices and pharmacies, respond and 

believe the claims and false pretenses these 

companies about their products being a 

substitute to mother‟s milk when mothers have 

difficulties with breastfeeding. They influence 

politicians, decision makers as well as media 

personnel with their false claims about their 

products. They thereby gain political support to 

disseminate these products as part of the 

emergency subsidy food supplies needed for the 
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vulnerable populations, increasing the toll of 

morbidity, rather than saving lives.  

Marketing practices of infant milk formula 

companies and non-Baby-friendly health facility 

practices not only reduce EBF but also CBF 

rates and increase short term deaths from 

communicable diseases and long term morbidity 

from non-communicable diseases (NCD). They 

reduce the potential breastfeeding can have on 

increasing cognitive, intellectual and 

psychological wellbeing and thereby influence 

the country‟s economy on the long-term. 

Artificial feeding is like replacing an arm or leg 

by an artificial arm or leg. This is because 

difficulties in breastfeeding can be remedied like 

any ailment and when breastfeeding is not 

possible it should be replaced by milk from 

another mother similar to replacement of organ 

failure by transplantation. Hence, breastfeeding 

is not food that can be replaced by another type 

of food or milk from another animal, it is a 

living tissue that is needed by the growing child 

to achieve their potential for optimum growth 

and development in order to become a complete 

human being. 

 

Table VII.1. Exclusive breastfeeding rates in the developing countries of the Eastern Mediterranean, West and North 

Africa, East and Central Asia by level of education  
Countries WB Classif Year Source Illiterate Sample 

size 

Primary Sample 

size 

Secondary Sample 

size 

High Sample 

size 

Afghanistan 

 

LIC 2015 DHS 

          

44.0  

     

2,473.3  

          

43.4  

        

275.0            38.6  

        

266.9            23.9  

          

56.2  

Algeria UMIC 2012 MICS 23.2 295.3 26.5 823.1 23.9 372.6 26.5 223.7 

Bangladesh LMIC 2014 DHS 56.2 815 53.7 197.2 55.4 283.2 57.9 88.8 

Egypt 
LMIC 

2014 DHS 

          

42.7  

        

250.8  

          

34.0  

        

120.3            39.5  

        

844.9            39.2  

        

244.0  

Indonesia LMIC 2012 DHS 25.1 37.1 41.6 436.0 40.7 914.0 43.6 205.9 

Iraq UMIC 2011 MICS 22.7 655.1 20.5 1838.7 - - - - 

Jordan 

UMIC/ 

HIC 2012 DHS - 

             

8.2  

          

15.0  

          

42.5            26.3  

        

475.5            17.4  

        

304.5  

Mauritania LMIC 2015 MICS 48.4 250.6 38.5 322.3 - - - - 

Niger LIC 2012 DHS 22.5 1285.9 28.7 135.2 28.8 52.9 - - 

Pakistan 
LMIC 

2013 DHS 

          

39.7  

        

595.8  

          

38.4  

        

221.2            33.5  

        

234.7            34.3  

          

99.6  

Somalia 
LIC 

2006 MICS 

             

9.3  

        

429.0  

          

11.9  

          

79.0  - 

          

17.6  - - 

State of 

Palestine 
LMIC 

2010 MICS 

          

13.4  

          

39.9  

          

27.9  

        

417.0  - - - - 

State of 

Palestine 
LMIC 

2014 MICS - 

             

5.3  

          

42.6  

        

156.5            38.1  

        

234.8            35.2  

        

271.6  

Sudan 
LMIC 

2014 MICS 

          

51.1  

        

648.2  

          

56.1  

        

581.3            61.3  

        

193.1            55.7  

          

91.9  

Syria 
LIC 

2006 MICS 

          

31.4  

        

187.9  

          

29.1  

        

478.0            27.7  

        

408.0            22.5  

          

89.0  

Tunisia 
LMIC 

2011 MICS 

          

15.5  

          

32.6  

          

14.0  

          

72.7  

             

3.9  

        

126.0  

             

7.8  

          

64.3  

Mean±SD 

   31.8 

±14.6 

 29.1±14.0  34.8±14.3  33.1±14.8  

 

Approximately less than one third of the 

populations of the countries under study were 

EBF with a slight tendency to be higher in those 

with secondary and higher education than in 

those with primary or no education as shown in 

table (VII.1.). However this tendency 

disappeared when analyzed in relation to 

country income level, as LIC and UMIC 

(extremes of wealth) showed a significant 

decrease in EBF among mothers with higher 

education compared to those with illiterate, 

primary or secondary education. However the 

LMIC countries showed no differences among 

the different groups of mothers with different 

levels of education as shown in figure VII.2. 

EBF was highest in the LMIC and lowest in 

UMIC. The explanation for these findings is 

probably related to community awareness and 

the effect of national campaigns for 

breastfeeding promotion in these countries and 
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the effect of the Baby-Friendly Hospital 

Initiative (BFHI) in promoting EBF through 

hospitals from birth. The decline in EBF in the 

UMIC probably reflects the higher percentage of 

highly educated mothers in these countries. 

Hence a more mothers in these countries are 

working mothers, and are thereby inclined to 

introduce supplements when they go back to 

work. In addition, these mothers tend to deliver 

in private hospitals, which rarely abide by the 

BFHI practices; this places them at risk of early 

discontinuation of breastfeeding. 

 
LIC: Lower income countries include Afghanistan, Somalia, Syria and Niger. 

LMIC: Lower middle income countries include Bangladesh, Egypt, Indonesia, Mauritania, Pakistan, Palestine, Sudan and Tunisia.  

UMIC: Upper Middle income countries include Algeria, Jordan and Iraq. 

 

EBF was lowest in the UMIC, with little 

difference between educational levels, being 

highest in women with secondary education. 

These mothers are probably not working 

mothers, but in the same time their higher level 

of education permits them to be more 

empowered as decision makers, unlike those 

mothers with lower levels of education who are 

under the influence of their mothers or mother-

in-law.  

EBF was highest in LIC and again with no 

marked differences between educational levels 

but the highest values were among the more 

educated mothers compared to the illiterate 

mothers as shown in figure (VII.2). The LMIC 

showed a marked decrease in EBF among the 

highly educated mothers. These countries are 

struggling with their economy and women in 

such an economy are mostly working mothers 

whose short maternity leave, whether in the 

public sector (12 to 16 weeks) or the private 

sector (6 weeks),  force them to introduce other 

foods or drinks before six months. This explains 

the lower EBF rates in these countries. 

Moreover, the overall trends in the countries 

under study and globally showed that the lowest 

scores of EBF was among the highly educated 

mothers.  

Exclusive Breastfeeding (EBF) versus 

Predominant Breastfeeding (PBF):  

PBF usually runs in parallel with EBF, but is 

more commonly practiced than EBF. Many 

mothers are inclined to give supplements to their 

babies, driven by fears or worries that their milk 

is scanty or not meeting the demands of the 

baby. Disempowered mothers are under pressure 

from their surrounding social network especially 

when the baby cries or gives the mother and 

family sleepless nights. Many parents think that 

babies need extra water in hot climates or that 

the baby needs drinks or remedies to relieve 

their colic. Working mothers, who are unaware 

of how to express breastmilk and leave it with a 

caretaker to feed the baby during their absence, 

make them use supplements other than their 

own milk.  

Unfortunately, many doctors prescribe formula 

to mothers who present with breast or nipple 

conditions or baby is sick or has a congenital 

anomaly or is admitted to the special baby care 

unit or if mothers are sick. Most of these 

conditions are remediable by professionals 

trained in lactation or breastfeeding 

management and usually can continue 

breastfeeding once the condition is treated and 

breastfeeding is managed. Such conditions make 

PBF a common practice and place CBF at risk. 
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Figure VII.2. Exclusive Breastfeeding patterns in countries by level of 
education in the different income groups 
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PBF was highest among illiterate mothers and 

decreased with increasing level of education. 

This was more commonly seen in countries with 

low income as Afghanistan and Somalia where 

PBF may be attributed to traditional practices or 

misbeliefs rather than medical conditions or 

working mothers. While in countries with higher 

economies differences in PBF by level of 

education were much smaller indicating that 

other factors may be involved. 

 

Table VII.2 Predominant breastfeeding rates by level of education in Eastern Mediterranean countries (2006 – 2015) 

Country Survey Illiterate Primary Secondary High 

Afghanistan DHS, 2015 55.3 52.0 50.6 34.2 

Egypt DHS, 2014 70.8 61.5 67.2 68.2 

Iraq MICS, 2011 51.3 48.1 - - 

Jordan DHS, 2012 - 26.6 40.4 30.7 

Pakistan DHS, 2013 61.7 52.7 45.8 43.6 

Somalia MICS,  2006 25.9 18.8 - - 

State of Palestine MICS, 2014 - 56.2 49.4 45.5 

Sudan MICS, 2014 79.6 80.3 87.2 66.3 

Syrian Arab Republic MICS, 2006 61.7 62.1 55.6 50.6 

Tunisia MICS, 2011 49.3 35.9 31.1 29.6 

Mean ±SD 

 

56.9±15.0 49.4±17.2 53.4±16.2 46.1±14.0 

Global database UNICEF, 2018 

2- Early Initiation of breastfeeding (EIBF) 

EIBF is defined as the percentage of newborns 

put to the breast within one hour of birth. It is 

closely linked with the type and place of 

delivery and practices of birth attendants and 

whether they were trained in the BFHI or in 

childbirth mother friendly practices that 

encourage natural child birth, no mother infant 

separation and early initiation through skin-to-

skin contact for one hour or up to the first suckle 

at the breast. Table VII.3 shows that EIBF was 

highest in Sudan, Mauritania and Sudan where 

home deliveries are more common. It was 

lowest in Iraq and Pakistan. There were marked 

differences by level of education in countries 

like Egypt, Jordan, Syria and Tunisia as shown 

in the table VII.3. 
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Figure VII.3. Patterns of exclusive versus predominant breastfeeding by level of 
education  

Exclusive BF
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Table VII.3. Early initiation of breastfeeding by level of education in the countries under study (2006 – 2015) 

Country Survey Illiterate Primary Secondary High 

Afghanistan DHS, 2015 40.2 45.2 42.7 42.9 

Djibouti PAPFAM, 2012 53.7 49.8 - - 

Egypt DHS, 2014 30.7 29.3 27.1 22.8 

Indonesia DHS, 2012 65.3 54.0 47.1 45.8 

Iraq MICS, 2000 16.9 16.2 15.7 - 

Iraq MICS, 2006 34.5 30.5 - - 

Iraq MICS, 2011 48.0 42.4   

Jordan DHS, 2012 24.9 25.0 19.4 15.6 

Mauritania MICS, 2015 66.7 59.3 - - 

Pakistan DHS, 2013 18.8 12.3 18.3 23.8 

State of Palestine MICS, 2014 - 40.1 39.4 42.6 

Sudan MICS, 2014 68.0 67.5 73.1 68.8 

Syria MICS, 2006 35.5 32.9 31.6 29.0 

Tunisia MICS, 2011 48.3 43.4 38.9 32.9 

Mean±SD 

 

42.4±16.9 38.7±15.7 33.8±18.5 35.4±17.04 

 

 
LIC: Lower income countries include Afghanistan, Niger, Syria and Yemen. LMIC: Lower middle income countries include Djibouti, Egypt, Indonesia, 

Mauritania, Pakistan, Palestine, Sudan and Tunisia. UMIC: Upper Middle income countries include Algeria, Iraq and Jordan. 

Analysis by income group showed that EIBF 

was lowest in the UMIC and particularly among 

mothers with higher levels of education  as it 

was 22.7% in the highly educated vs. 33.5% in 

the illiterate mothers. EIBF was highest in the 

illiterate mothers of the LIC but decreased 

progressively with increasing level of education 

from 50.2% in the illiterate to 39.4% in the 

highly educated. The latter was still higher than 

the illiterate mothers of the UMIC and mothers 

with higher education of LMIC.  Figure (VII.4) 

shows that EIBF decreased with increasing 

country income level and increasing level of 

maternal education. Since EIBF is a practice that 

depends on the mode and place of delivery, it 

appears that with higher income level and higher 

education there is probably a higher tendency 

for these mothers to be exposed to medicalized 

births in non-Baby-friendly hospitals. These 

births are probably influenced by the marketing 

practices of infant milk formula companies or 

health staff that are not trained in the state of art 

early infant feeding and birth practices that 

encourage breastfeeding. 
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Figure VII.4. Early initiation of breastfeeding by level of education in low, lower 
middle and upper middle income countries (2006 – 2015) 
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3- Breastfeeding continuity

WHO and UNICEF recommend that 

breastfeeding should be continued for at least 

two years or more. This is supported by 

evidence based benefits for both the mother and 

the child. Despite the evidence supporting 

reduced breast and ovarian cancer for the 

mother, and increased intellectual, cognitive and 

psychological benefits for the child, this practice 

is increasingly decreasing around the world. 

CBF in the second year decreases by one third 

or less as shown in tables VII.4 and VII.5 

respectively. Hence there are two peaks of steep 

decline in CBF, the first at 3-6 months and the 

second from 15 to 18 months. The first decline 

is more related to infant causes, but the second 

decline is related to maternal causes, mainly due 

to lack of social support that encourage her to 

continue to breastfeed. 

Table VII.4. Breastfeeding continuity to 12-15 months by level of education in countries of the Eastern Mediterranean region  

Country Survey Illiterate Primary Secondary High 

Afghanistan DHS 2015 77.1 85.2 81.8 83.7 

Egypt DHS 2012 80.8 75.6 80.9 78.0 

Iraq DHS 2012 62.8 51.3   

Jordan MICS 2000  44.8 49.6 31.8 

Pakistan MICS 2012 85.7 78.7 76.7 64.5 

State of Palestine MICS 2014  53.2 54.9 51.2 

Somalia MICS 2006 53.2 41.9   

Sudan MICS 2014 85.2 90.6 95.2 95.0 

Syria MICS 2006 76.4 65.0 55.9 63.4 

Tunisia MICS 2011  47.1 49.1 39.7 

Mean±SD  74.46±11.21 63.34±17.1 68.01±16.5 63.4±20.4 

Table VII 5. Breastfeeding continuity to 20-23 months by level of education in countries of the Eastern Mediterranean region  

Country Survey Illiterate Primary Secondary High 

Afghanistan DHS, 2015           58.5            64.7            59.9  - 

Egypt DHS, 2014           34.1            27.4            19.2            10.1  

Iraq MICS, 2011           27.1            23.1  - - 

Jordan DHS, 2012           16.2            26.3               9.1            16.5  

Pakistan DHS, 2013           58.5            68.4            43.6            50.3  

Somalia MICS, 2006           38.5            30.9  - - 

State of Palestine MICS, 2014 - -              9.4            10.6  

Sudan MICS, 2014           55.2            42.5            54.2            41.0  

Tunisia MICS, 2011           31.1            17.3            24.8               8.9  

Mean±SD  39.9±14.8 35.13±18.4 30. 5±18.5 22.9±16.5 

CBF for one year (12-15 months) was highest in 

the illiterate mothers (74.5±11.2) and decreased 

progressively by increasing level of education to 

63.4±20.4 in the highly educated. However the 

standard deviation increased with increased 

level of education indicating that there was 

considerable variation in the continuity pattern 

in mothers with increasing level of education 

and that some mothers prefer to continue while 

others are driven by other factors to discontinue 

breastfeeding. The latter mothers are those who 

are either working or can afford to either buy 

readymade marketed foods or take their child to 

private clinics that are influenced by the 

marketing of infant milk formula. This is more 

evident in CBF at 20-23 months that decreased 

by one half with increasing level of education 

from almost 40% in the illiterate to 22% in the 

highly educated mothers. 
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LIC: Lower income countries include Afghanistan, Niger, Syria and Yemen. 

LMIC: Lower middle income countries include Djibouti, Egypt, Indonesia, Mauritania, Pakistan, Palestine, Sudan and Tunisia. 

UMIC: Upper Middle income countries include Algeria, Iraq and Jordan. 

 
LIC: Lower income countries include Afghanistan, Niger, Syria and Yemen. 

LMIC: Lower middle income countries include Bangladesh, Egypt, Indonesia, Mauritania, Pakistan, Palestine, Sudan and Tunisia. 

UMIC: Upper Middle income countries include Algeria, Iraq and Jordan. 

 

 
LIC: Lower income countries include Afghanistan, Niger, and Somalia. 

LMIC: Lower middle income countries include Bangladesh, Egypt, Indonesia, Pakistan, Palestine, Sudan and Tunisia. 

UMIC: Upper Middle income countries include Algeria, Iraq and Jordan. 

The level of economic status of the country also 

influenced continuity rates of breastfeeding. 

Countries of the UMIC group tended to have 

considerably shorter CBF rates at one and two 

years compared to mothers of LIC and LMIC 

countries as shown in figures VII.6 and VII.7. In 

the LIC there was no difference in the continuity 

rates in mothers with different levels of 
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Figure VII.5. Continued breastfeeding to 12-15 months by level of education 
in EMR countries 
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Figure VII.6. Continued breastfeeding to 12-15 months by level of education in low, 
lower middle and upper middle income countries 
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Figure VII.7. Breastfeeding continuity to 20 to 23 months by level of 
education in low, lower middle income and upper income countries  
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education in the second year. However in the 

LMIC there was increasing tendency for CBF to 

decrease with increasing level of education.  The 

latter may reflect the tendency for mothers in 

LIC to have access to more social network 

support than mothers of LMIC who tend to live 

in nuclear families and do not have access to 

encouragement to continue breastfeeding to two 

years. 

4- Complementary Feeding  

Complementary feeding (CF) is assessed by 

three main indicators, timely introduction of 

foods at 6-8 months (ISSS), mimium meal 

frequency (MMF) and minimum diet diversity 

(MDD), among many other indicators for 

assessing iron consumption and other 

micronutrient intakes. Other additional 

indicators include correct amount of food, meal 

consistency, hygiene practices, responsive 

feeding and correct feeding during illness. All of 

these different variables under complementary 

feeding are important to indicate adequate or 

inadequate practice respectively. In the coming 

section we examine the relationship between 

these indicators and maternal level of education 

in the countries under study by level of income. 

Minimal Meal Frequency (MMF)  

MMF is an indicator used to assess the 

adequacy of the practice of complementary 

feeding. It is defined as the percentage of 

children 6-23 months of age who were fed solid, 

semi-solid or soft foods the minimum number of 

times or more during the previous day AND the 

number of non-breastfed children 6–23 months 

of age who received solid, semi-solid or soft 

foods or milk feeds the minimum number of 

times or more during the previous day to all 

children (breastfed and non-breastfed) aged 6-23 

months at the time of the survey.  

MMF is defined as: 2 times solid, semi-solid or 

soft foods for breastfed infants 6–8 months of 

age; 3 times solid, semi-solid or soft foods for 

breastfed children 9–23 months of age; and 4 

times solid, semi-solid or soft foods and/or milk 

feeds for non-breastfed children 6–23 months of 

age.  

Table VII.6. Minimum meal frequency (MMF)  by level of education in countries of the Eastern Mediterranean 

region 
Country Survey MMF Illiterate Primary Secondary High 

Afghanistan DHS 2015           51.4            50.5            51.1            48.9  

Egypt DHS 2014           54.3            52.2            60.7            67.8  

Iraq MICS 2011           47.0            54.8    

Jordan DHS 2012           75.5            63.5            79.5            86.9  

Pakistan DHS 2013           58.7            61.9            68.2            75.8  

State of Palestine MICS 2010           54.7            56.0    

State of Palestine MICS 2014            73.4            78.1            83.4  

Sudan MICS 2010           29.8            32.9            26.6   

Sudan MICS 2014           37.2            42.1            47.5            53.5  

Tunisia MICS 2011           34.3            42.3            51.2            57.9  

Yemen DHS 2013           46.7            50.6    

Mean± SD  37±6.2 41.9±6.3 41.8±10.8 55.7±2.2 
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LIC: Lower income countries include Afghanistan, Niger and Yemen. 

LMIC: Lower middle income countries include Egypt, Indonesia, Mauritania, Pakistan, Palestine, Sudan and Tunisia. 

UMIC: Upper Middle income countries include Algeria, Iraq and Jordan. 

Minimum Dietary Diversity (MDD) 

MDD is an important indicator used to assess 

the adequacy of the quality of complementary 

feeding practices. It is defined as the percentage 

of children 6-23 months of age who received a 

minimum diet diversity of at least >5 food 

groups (out of 8) in the previous day of the 

survey to all children (breastfed and non-

breastfed) aged 6-23 months at the time of the 

survey. The eight food groups are: (i) 

breastmilk; (ii) grains, roots and tubers; (iii) 

legumes and nuts; (iv) dairy products (infant 

formula, milk, yogurt, cheese); (v) flesh foods 

(meat, fish, poultry and liver/organ meats); (vi) 

eggs; (vii) vitamin-A rich fruits and vegetables; 

(viii) other fruits and vegetables. 

 

Table VII.7. Minimum Diet Diversity (MDD) by level of education in countries of the Eastern Mediterranean region  

Country/ 

MDD Survey 

National 

MDD Illiterate Primary Secondary High 

Afghanistan DHS, 2015           22.1            20.5            21.9            30.3            46.1  

Egypt DHS 2005           56.2            54.0            48.9            58.0            61.9  

Egypt DHS 2008           47.1            38.4            47.6            48.2            56.6  

Egypt DHS, 2014           34.7            33.6            26.1            34.8            39.4  

Jordan DHS, 2007           67.2            56.3            62.5            64.3            74.6  

Jordan DHS, 2012           38.8            21.0            37.5            36.7            43.9  

Pakistan DHS 2013           17.8            13.4            17.4            22.7            34.3  

State of 

Palestine MICS, 2014           50.3             39.8            47.0            60.9  

Sudan MICS, 2014           24.0            15.3            19.8            41.1            46.2  

Yemen DHS, 2013           21.3            26.7            33.1            41.4            51.9  

 37.95±16.0 31.02±14.9 35.46±13.9 42.45±11.8 51.58±11.5 37.95±16.0 
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Figure VII.8. Minimum meal frequency by level of education in low, lower 
middle and upper middle income countries 
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LIC: Lower income countries include Afghanistan, Niger and Yemen. LMIC: Lower middle income countries include Bangladesh, Egypt, 

Indonesia, Mauritania, Pakistan, Palestine, Sudan. UMIC: Upper Middle income countries include Jordan. 

Minimum Acceptable Diet (MAD)  

MAD is defined as the percentage of children 6-

23 months of age who received a minimum 

acceptable diet i.e. who had at least the MDD 

and the MMF during the previous day AND 

Non-breastfed children 6-23 months of age who 

received at least two milk feedings and had at 

least the MDD not including milk feeds and the 

MMF during the previous day to all breastfed 

and non-breastfed children aged 6-23 months at 

the time of the survey. Figures VII.8, 9 and 10 

demonstrate the trends in MMF, MDD and 

MAD by income group.  MMF was lowest in 

the LMIC in the illiterate and mothers with 

primary education, but the LIC were lowest in 

the secondary and higher education groups. 

MDD was lowest in the LIC. MAC was highest 

in the UMIC. Tables VII.6, 7 and 8 present the 

MMF, MDD and MAD for each country by 

level of education. 

Table VII.8. Percent minimum acceptable Diet (MAD) by level of education in the Eastern Mediterranean countries  

Country Illiterate Primary Secondary High 

Afghanistan           14.3            15.5            22.9            28.7  

Egypt           23.5            16.7            22.6            28.7  

Jordan           16.9            25.7            31.2            39.5  

Pakistan           10.7            14.4            19.2            29.8  

State of Palestine                          -           29.3            35.0            49.7  

Sudan           10.5            11.4            23.6            30.1  

MAD in mean±SD           15.2±4.8           18.8±6.4           25.8±5.5           34.4±7.8 
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Figure VII.9. Minimum diet diversity (MDD) by level of education in low, lower 
middle and upper middle income countries  
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Figure VII.10. Minimum acceptable diet by level of education in low, lower middle 
and upper middle income countries 
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LIC: Lower income countries include Afghanistan and Niger. LMIC: Lower middle income countries include Egypt, Indonesia, Pakistan, 

Palestine and, Sudan. UMIC: Upper Middle income countries include Jordan. 

 

 
MMF: Minimum meal frequency, MDD: Minimal dietary diversity, MAD: Minimum acceptable diet 

  

CONCLUSIONS  

EBF and CBF for two years continue to 

represent challenges and threats for achieving 

global targets for adequate early infant feeding 

practices in countries of the upper middle and 

high income particularly in the highly educated 

mothers. On the other hand many of the 

developing countries have not reached targets 

for empowering women to continue their 

education to higher levels. The study revealed 

that sampled mothers were predominantly 

women with primary education. Mothers with 

high education were much less in the sample 

studied, indicating that many women fail to 

reach higher levels of education.  

Also many of those mothers from lower levels 

of education come from low income groups. 

Hence the educational gap between the income 

groups is one of the reasons impeding 

development. However we have to bear in mind 

that encouraging women to achieve higher 

levels of education should be accompanied by 

increasing maternity support to the working 

highly educated mothers. This is done by 

enacting laws for protecting maternity rights to 

exclusively breastfeed for six months and 

having Breastfeeding friendly workplaces that 

encourage women to continue breastfeeding for 

two years. This necessitates the conduction of 

studies that illustrate the profits gained on short 

and long term at company and national level 

from providing extended maternity support to 

breastfeeding working mothers. For instance the 

return on investment from retaining experienced 

women versus the cost of absenteeism and sick 

leaves for their children who were not breastfed 

(at short term) and the cost of medical insurance 

and absenteeism from chronic diseases as 

diabetes and cancer in the women or their 

children on the long term.  Also the cost of 

hiring men who were not breastfed and who are 

inclined to develop diseases linked with early 

formula feeding as diabetes and obesity and its 

consequences on the cardiovascular system vs. 

the cost of hiring men who were breastfed and 

thereby have higher cognitive development and 

can generate profit to the company and increase 

its assets.  

However in this review we found that women 

with higher levels of education (secondary and 

high) had better CF practices than illiterate 

mothers or mothers with primary education. 

This is possibly related to their having a higher 

income that permits them to buy more expensive 

foods especially meats and other costly food 

items. However this paradoxical finding 

indicates that education is linked with  improved 

CF practices but does not have the same effect 

on breastfeeding practices especially EBF and 

CBF for one and two years, except in response 

to intensive awareness campaigns.  
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VII.2 Wealth Status and Infant Feeding 

Introduction 

The effect of socioeconomic status on early 

infant feeding practices has not been extensively 

studied. Socioeconomic status should not 

influence breastfeeding as breast-milk is freely 

available to children and mothers do not need 

special foods to make enough milk for their 

children.   However the effect of socioeconomic 

status inside a country and by economic status 

of country needs to be studied. UNICEF has 

recently reanalyzed national surveys and 

developed a global database that includes the 

wealth quintiles by country in relation to early 

infant feeding practices and complementary 

feeding indicators (UNICEF, 2018). This is a 

very good opportunity that allows further 

investigation of this issue that could allow a 

better understanding of infant and young child 

feeding practices. 

Gewa and Leslie, (2015) showed that 

geographically, Kenya displayed clear division 

of children‟s diet diversity scores across its 

regions, unlike Uganda and Tanzania in relation 

to breastfeeding, minimum daily recommended 

levels and consumption of diets with adequate 

diversity. Children‟s age, breastfeeding status, 

mother‟s education level and working status, 

household wealth index, prenatal care visits, 

receiving vitamin A supplements, using modern 

contraceptives and meal frequencies were 

significantly associated with adequate 

complementary food diversity in at least one of 

the three countries included in the current 

analyses. They concluded that the reanalysis of 

global data was very useful for a better 

understanding of the current infant and young 

child feeding of countries (Gewa and Leslie, 

2015). 

Studies about the relationship between wealth 

and infant feeding practices are scarce. A study 

in London showed that infant mortality was 

initially higher in wealthier families. This is 

because wealthier families gave their babies to 

rural wet nurses. These mothers had shorter 

birth intervals and their babies died early. 

Mortality declined in all groups over the period 

1752–1812. They concluded that increases in 

maternal breastfeeding were probably important 

in improving survival of infants from wealthier 

families. However, changes in breastfeeding 

patterns were insufficient to account for the 

ubiquitous improvements in mortality of urban-

born infants in this period (Davenport, 2019). 

In this review we intend to present the patterns 

and trends in breastfeeding in relation to wealth 

status of different regions taking into 

consideration income status and geographic 

entities. Also we intend to present differences in 

infant feeding patterns from the geographic and 

income status point of view in order to identify 

differences that could be attributed to factors 

other than regional differences i.e. related to 

geographical, climatic, emergencies, conflict in 

addition to income status.  Hence the aim of this 

review article is to gain a better understanding 

of how wealth and national income influence to 

infant feeding practices and thereby influence 

malnutrition, morbidity and mortality. 
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Trends and Status of Infant & Young Child Feeding by wealth  

1. Exclusive Breastfeeding 

 
EBF<40 included Algeria, Egypt, Iraq, Jordan, Pakistan, Somalia, State of Palestine, Syria, Tunisia and Yemen.   

EBF>40 included Afghanistan, Bangladesh, Mauritania and Sudan. 

 

EBF appeared not to be significantly influenced 

by wealth quintiles. Still countries in the lower 

quintiles of wealth tended to have higher EBF 

scores but the differences between the upper and 

lower quintiles was small and tended to waiver 

between the different levels of wealth quintile. 

Most of the countries with upper scores of EBF 

(>40%) were in the low and low middle income, 

while those with lower scores (<40%) were 

mostly among the middle income countries. 

Syria, Yemen and Somalia were among the LIC 

with lowest scores in EBF. This shows that the 

decrease in EBF is a common problem in all 

countries irrespective of their economic 

development. However, EBF decreased with 

increasing wealth quintiles in countries with 

EBF >40% and those <40% as shown in figure 

VII.12 but slightly more among those with 

EBF>40%. Hence EBF tends to fall with 

increasing wealth status. But this is influenced 

by other factors as the presence of conflict, 

natural disasters, influencing access to foods and 

shelter can influence the status of infant feeding.  

 

Exclusive Breastfeeding (EBF) vs. Predominant Breastfeeding (PBF):  

Predominant breastfeeding (PBF) is defined as 

the percentage of children who received 

breastmilk as their predominant source of 

nourishment during the previous day. 

Predominantly breastfed infants may have been 

fed water-based liquids (e.g. plain water, juice 

and juice drinks, sugar water, etc.) in addition to 

breastmilk but not milk based-liquids or food. 

Many women in developing countries tend to 

give other fluids or drinks, especially traditional 

herbal decoctions, known to decrease colic and 

make the baby sleep. This is a traditional 

practice and has been driven by the normal 

developmental pattern of increased crying in the 

first three months of life. Crying is the language 

of children in the first 3-4 months of life and is 

replaced thereafter by wooing followed by 

giggling and later babbling sounds at 6 months. 

Mothers need to be made aware that crying is 

the norm for children at this age and that feeding 

cues are the signs of hunger at this age. 

Increasing awareness among women 

irrespective of their wealth index from a family 

oriented perspective and involving all family 

members can change cultural beliefs and 

improve feeding practices of mothers. 
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Table VII.9. Exclusive breastfeeding rates by wealth quintiles of countries under study  

Country EBF Survey *WQ1 WQ2 WQ3 WQ4 *WQ5 

Afghanistan DHS 2015 41.1 40.3 45.6 48.1 40.2 

Algeria MICS 2012 25.7 22.1 28.7 21.4 30.3 

Bangladesh DHS 2014 46.1 68.8 52.5 57.8 53.4 

Egypt DHS 2014 39.4 44.6 37.1 41.4 35.1 

Iraq MICS 2011 22.6 23.3 16.5 16.8 16.4 

Jordan DHS 2012 19.6 25.7 23.7 23.4 20.5 

Mauritania MICS 2015 57.5 46.1 41.6 24.1 25.6 

Pakistan DHS 2013 34.7 40.1 44.0 32.8 37.7 

Somalia MICS 2006 17.7 14.2 8.8 1.6 3.7 

State of Palestine MICS 2014 37.2 37.2 40.6 35.6 41.8 

Sudan MICS 2014 57.3 55.4 51.6 53.1 55.3 

Syria MICS 2006 35.1 28.2 29.6 23.8 23.2 

Tunisia MICS 2011 15.7 9.2 1.4 9.1 7.1 

Yemen DHS 2013 10.0 10.7 10.4 9.8 6.6 

Mean±SD  32.8±14.4 33.3±16.7 30.9±15.9 28.5±16.4 28.3±15.9 

*WQ: wealth quintile. WQ1 represents the lowest fifth poorest sector of the population and WQ5 represents the fifth richest 

sector of the population. 

 
Figure VII.13 shows that PBF showed a higher 

tendency than EBF to decrease with increasing 

wealth quintile since PBF decreased from 55.3% 

in WQ1 to 45.9% in WQ5, compared to EBF 

that decreased minimally from 32.8% in WQ1 

to 28.3% in WQ5. This probably indicates that 

PBF is more common in the lower wealth 

quintiles. While it could also indicate, in case of 

EBF, that the absence of significant differences 

between wealth quintiles reflects the effect of 

national campaigns for promotion of EBF. The 

lower levels in the richest reflect the lack of 

empowerment for the highly educated women in 

this wealth index who are not supported in their 

workplaces to exclusively breastfeed.  

Table VII.10 presents the PBF rates by country 

in relation to wealth. All countries demonstrated 

a decrease in PBF in the highest WQ except for 

Afghanistan, Bangladesh and Indonesia. The 

explanation for such findings requires more in-

depth studies. 

Table VII.10 Predominant breastfeeding rates wealth quintiles in countries under study (2006 – 2015) 

Country PBF Survey WQ1 WQ2 WQ3 WQ4 WQ5 

Somalia MICS, 2006 34.6 34.3 23.0 21.1 11.9 

Syrian Arab Republic MICS, 2006 69.8 61.3 56.1 55.9 48.6 

Iraq MICS, 2011 55.3 47.3 45.1 42.0 34.3 

Tunisia MICS, 2011 43.4 38.8 26.0 37.3 23.3 
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Algeria MICS, 2012 66.1 

 

66.2 47.5 64.5 

Jordan DHS, 2012 34.5 45.8 33.4 37.4 28.6 

Pakistan DHS, 2013 64.2 56.3 59.5 47.3 46.3 

Yemen DHS, 2013 43.8 42.2 38.9 39.4 33.7 

Egypt DHS, 2014 69.5 75.8 64.2 68.5 59.2 

State of Palestine MICS 2014 49.2 46.5 52.3 49.9 50.0 

Sudan MICS 2014 80.9 77.3 84.4 83.8 70.4 

Bangladesh DHS 2014 59.0 82.3 70.9 72.0 66.2 

Afghanistan DHS 2015 50.9 52.3 55.5 58.9 53.1 

Indonesia DHS 2012 52.9 48.6 49.4 40.8 52.8 

Mean±SD  55.3±13.3 54.5±14.8 51.8±16.8 50.1±15.8 45.9±16.7 

Global database UNICEF, 2018 

Early Initiation of breastfeeding  

Early initiation of breastfeeding is defined as the 

percentage of newborns put to the breast within 

one hour of birth. It is closely associated with 

the type and place of delivery and practices of 

birth attendants and whether they were trained 

in the BFHI or in child birth mother friendly 

practices that encourage natural child birth, no 

mother infant separation and early initiation 

through skin-to-skin contact for one hour or up 

to the first suckle at the breast. 

 

Table VII.11. Early initiation of breastfeeding by wealth quintile in countries under study (2006 – 2015) 

Country Survey WQ1 WQ2 WQ3 WQ4 WQ5 

Afghanistan DHS 2015 45.0 40.7 41.0 42.5 35.4 

Egypt DHS 2014 27.9 28.5 30.9 24.8 22.3 

Indonesia DHS 2012 52.6 49.3 47.2 48.8 48.5 

Iraq MICS 2000 17.2 16.1 15.1 10.6 24.4 

Iraq MICS 2011 48.8 41.5 43.3 40.5 37.6 

Jordan DHS 2012 21.2 24.5 16.6 14.4 13.8 

Mauritania MICS 2015 64.9 65.8 63.8 55.4 58.5 

Pakistan DHS 2013 21.7 17.1 17.2 12.8 21.9 

State of Palestine MICS 2014 40.7 40.1 42.3 40.5 40.6 

Sudan MICS 2014 62.1 69.8 73.1 68.2 71.3 

Syrian Arab Republic MICS 2006 33.6 29.3 36.2 32.6 30.5 

Tunisia MICS 2011 45.5 45.3 38.6 37.4 32.1 

Yemen DHS 2013 55.2 49.1 52.8 52.4 54.5 

Mean±SD  41.3±15.2 39.8±16.0 39.8±16.8 36.9±16.9 37.8±15.9 
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LIC: Low Income countries included Afghanistan, Somalia, Syria and Yemen. LMIC: Low middle income countries included Algeria, 

Egypt, Mauritania, Sudan and Tunisia.HIC & UMIC: High & Upper middle Income countries included Jordan and Iraq. 

 

EIBF was highest in the LMIC and lowest in the 

HIC & UMIC countries. The LMIC showed 

initiation rates that were parallel with the LIC 

and were not influenced by quintile level. 

However EIBF in the UMIC decreased 

progressively with increasing quintile level 

indicating that the quintile level did influence 

EIBF. This is probably because those in higher 

quintiles of wealth are more inclined to give 

birth in private costly health services that 

practice more medicated births especially 

cesarean section and separate baby from mother. 

Also formula feeding and non Baby-friendly 

practices are more common in the private sector. 

This indicates that governments should be 

working on both the public and private sector in 

making all services abide by the ten Steps of the 

Baby-Friendly Hospital Initiative (BFHI). 

Particular attention should be given to university 

hospitals that play the double role of providing 

services and shaping the practices of the future 

health care force of the country (Abul-Fadl et 

al., 2018). 

Breastfeeding continuity 

The relationship between wealth, socioeconomic 

status and breastfeeding duration was studied by 

a team of research workers in Sweden who 

found that all socioeconomic factors; maternal 

educational level, maternal unemployment 

benefit, social welfare and equivalent disposable 

income, were strongly associated with 

breastfeeding when examined individually in 

mothers of preterm and term infants. They found 

that despite all the social welfare and support 

given to unemployed mothers, mothers of 

preterm babies weaned earlier than those with 

full term babies (Flaking et al., 2007).  

 

Table VII.12. Breastfeeding continuity to 12-15 months by wealth quintiles in the countries under study  

Country Survey National  WQ1 WQ2 WQ3 WQ4 WQ5 

Afghanistan DHS, 2015           78.4            86.1            75.1            79.6            77.5            74.5  

Algeria MICS 2012           46.7            45.1            47.0            46.4            50.7            44.2  

Bangladesh DHS 2014           96.0            97.8            98.4            95.1            93.3            95.7  

Egypt DHS 2014           80.0            86.4            77.9            85.0            76.5            72.7  

Indonesia DHS 2012           77.2            86.6            79.5            80.1            69.5            69.2  

Iraq MICS 2011           51.5            61.3            52.5            52.0            43.3            42.0  

Jordan DHS 2012           43.5            55.2            43.0            36.7            40.8            37.7  

Mauritania MICS 2015           85.6            81.7            90.5            86.6            92.0            76.1  

Pakistan DHS 2013           80.6            88.6            84.2            77.0            76.0            73.6  

Somalia MICS 2006           50.2            71.0            64.5            52.4            36.7            25.5  

State of 

Palestine MICS 2014           52.9            65.6            60.1            48.0            41.8            47.2  

Sudan MICS 2014           89.4            84.7            90.5            91.6            86.7            94.5  
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Syrian Arab 

Republic MICS 2006           63.9            73.2            63.3            57.9            62.7            60.9  

Tunisia MICS 2011           49.2            61.3            46.0            45.0            57.4            40.0  

Yemen DHS 2013           71.2            76.3            69.3            74.1            67.1            67.3  

Mean±SD 

           

67.3±16.4 

          

74.7±14.1 

          

69.5±16.9 

          

67.2±18.8 

          

64.8±18.4 

          61.4±20.3 

 

 
CBF for one year (12-15 months) was highest in 

the LMIC (81% to 71.4%) compared to LIC 

(68% to 57%) and UMIC (54% to 41%) from 

WQ1 to WQ5 respectively (Figure VIII.4). 

However it was much lower among UMIC. All 

three categories showed a progressive decline 

with increasing socioeconomic class. However, 

breastfeeding continuity in the richest mothers 

(WQ5) in the LIC were almost one half that in 

UMIC and HIC. The decline by wealth status 

was double that in the LMIC and UMIC (i.e. 

CBF showed a decline by approx. 20 points in 

LIC vs. a decline of approx. 10 points in the 

UMIC and LMIC) as shown in figure VIII.4. 

Hence both wealth and developmental class of 

the country influenced this practice and not only 

the wealth per se of individuals. 

 
North African & East Mediterranean countries include Egypt, Algeria, Tunisia, Syria, State of Palestine and Jordan. 

West & Central African countries include Sudan, Somalia, Mauritania, Niger and Nigeria.  

East and Central Asia include Iraq, Afghanistan, Pakistan, Bangladesh and Indonesia.  
 

The discrepancy in CBF at two years between 

income groups and across quintile groups was 

even significantly greater. We noticed that 

countries in the EMR had the lowest CBF rates 

at 20-23 months. These countries differed from 

other countries in other regions particularly 

Central and West Africa and also Central and 

East Asia where CBF at this age was much 

higher as it doubled and tripled respectively, 

across the wealth quintiles. This may be related 

to limited access to other foods and reliance on 

breastfeeding as the main source of 
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nourishment. Hence the longer duration of 

breastfeeding is linked to its nutritional value as 

a food resource and its protective value against 

disease for these highly vulnerable children at 

this age. Their traditional experience and 

historical memory that was transferred from one 

generation to another showed them that children 

survive better, in their environment, when they 

are breastfed. Nature has been their teacher and 

guide in feeding their offspring and the 

marketing of industrialized foods did not alter 

this, but did influence the higher classes that 

could afford expensive foods and this explains 

the shorter duration of breastfeeding in the 

upper classes of wealth.  

Complementary Feeding 

Complementary feeding (CF) is assessed by 

three main indicators, timely introduction of 

foods at 6-8 months, meal frequency and meal 

diversity, among many other indicators for 

assessing iron consumption and other 

micronutrient intakes.  

Adherence to optimum CF practices is very 

important for child survival together with 

breastfeeding. A study in Uganda showed that 

only 40.1% (140/349) of all study respondents 

were adherent to CF guidelines. The odds of 

adherence to CF were higher among caregivers 

with children aged 6-8 months, children whose 

fathers had attained 8 or more years of formal 

education, caregivers with two children under 

five years, those living in the poorest 

households and those who showed willingness 

to recommend initiation of complementary 

feeding at six months to another mother (Aber et 

al., 2018). Al-Shookri (2011) in Oman showed 

that mothers play a pivotal role in providing 

adequate CF to their children. They showed that 

mothers with higher education but who were not 

working achieved high scores of adequate CF. 

However in countries of low income status 

which are prevalent in Central and West African 

countries, adherence to adequate CF is low 

especially in rural areas. Hence, this necessitates 

urgent interventions such as health education 

and raising awareness through social media and 

other communication strategies.  

Minimal Meal Frequency (MMF) 

MMF is defined as the percentage of children 6-

23 months of age who were fed solid, semi-solid 

or soft foods the minimum number of times or 

more during the previous day AND the number 

of non-breastfed children 6–23 months of age 

who received solid, semi-solid or soft foods or 

milk feeds the minimum number of times or 

more during the previous day in relation to all 

children (breastfed and non-breastfed) aged 6-23 

months at the time of the survey. Minimum is 

defined as: 2 times solid, semi-solid or soft 

foods for breastfed infants 6–8 months of age; 3 

times solid, semi-solid or soft foods for 

breastfed children 9–23 months of age; and 4 

times solid, semi-solid or soft foods and/or milk 

feeds for non-breastfed children 6–23 months of 

age.  

Table VII. 13.  Minimal Meal Frequency (MMF) by wealth quintiles in the countries under study

Country Survey WQ1 WQ2 WQ3 WQ4 WQ5 

Afghanistan DHS, 2015 54.1 53.3 49.5 51.4 48.2 

Algeria MICS, 2012 48.0 52.2 51.5 53.5 56.1 

Bangladesh DHS, 2014 55.2 61.8 65.3 67.8 68.9 

Egypt DHS, 2014 57.8 54.7 59.7 59.2 70.8 

Indonesia DHS, 2012 59.4 66.0 65.9 66.0 73.5 

Iraq MICS, 2011 50.2 52.4 53.7 59.7 60.9 

Jordan DHS, 2012 78.5 74.7 84.4 82.6 87.3 

Mauritania MICS, 2011 16.6 14.7 13.2 20.7 30.1 

Mauritania MICS, 2015 36.7 34.7 34.4 44.9 44.4 

Pakistan DHS, 2013 57.0 56.8 60.4 65.8 77.4 
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Niger DHS, 2006 38.3 42.0 42.4 42.5 45.2 

Niger DHS, 2012 44.9 50.3 51.7 56.6 51.7 

State of 

Palestine MICS, 2010 54.9 58.7 57.7 59.8 62.8 

State of 

Palestine MICS, 2014 74.0 79.0 75.8 83.9 83.6 

Sudan MICS, 2010 24.2 30.6 35.6 27.8 34.5 

Sudan MICS, 2014 34.3 35.3 45.3 47.5 49.8 

Tunisia MICS, 2011 29.5 49.2 44.1 56.9 60.8 

MMF in 

Mean±SD 

 

43.4± 18.5 50.6± 17.4 51.7± 13.9 55.2±18.2 58.3±16.1 

 
Eastern Mediterranean countries are represented in Egypt, Algeria, Tunisia, State of Palestine and Jordan. Central and West African 

countries are represented in Sudan, Niger, and Mauritania. Central and East Asia are represented in Afghanistan, Bangladesh, Iraq, 

Indonesia and Pakistan. 

The concept that foods can replace breastmilk 

and breastfeeding is a common and dangerous 

misconception that is unfortunately very 

common in many communities. Breastmilk 

contributes as a source for energy, proteins, 

vitamins and minerals, meeting up to 30% or 

more of the needs of children at this age. 

However its value is not limited to nutrition and 

its value goes beyond providing nutrients and 

energy to providing other immunological, 

metabolic and psychological and developmental 

benefits to both the child and the mother.  Hence 

it is important to make mothers aware of the 

importance of continuing breastfeeding while 

ensuring adequate food frequency and diversity 

given to the child.  

Another important misconception that always 

worries mothers is the quantity of foods given to 

the child. Weaning foods do not have to be in 

big quantities, rather it is important to 

emphasize frequency and diversity rather than 

quantity to these mothers. When big portions are 

given to children especially when it is diluted or 

forced to them by bottles and other forced 

feeding methods, this interferes with food 

uptake, utilization and digestion and has 

negative effects on breastfeeding and on thereby 

on the growth and development of children. 

Forced feeding has been shown to be linked 

with behavioural disorders and shortened 

duration of breastfeeding (. 

Minimum Dietary Diversity (MDD) 

MDD is defined as the percentage of children 6-

23 months of age who received a minimum diet 

diversity of at least >5 food groups (out of 8) in 

the previous day of the survey in relation to all 

children (breastfed and non-breastfed) aged 6-23 

months at the time of the survey. The eight food 

groups are: (i) breastmilk; (ii) grains, roots and 

tubers; (iii) legumes and nuts; (iv) dairy 

products (infant formula, milk, yogurt, cheese); 

(v) flesh foods (meat, fish, poultry and 

liver/organ meats); (vi) eggs; (vii) vitamin-A 

rich fruits and vegetables; (viii) other fruits and 

vegetables. 

Dietary diversity is one of the most important 

features of optimal complementary feeding. 

Dietary diversity refers to receiving foods from 
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at least four out of seven food groups. These 

seven food groups included grains, legumes and 

nuts; flesh foods; eggs; dairy products; roots and 

tubers; Vitamin A-rich fruits and vegetables; 

and other fruits and vegetables. MDD includes 

consumption of at least one fruit or vegetable, 

one animal-source food, and a staple food. 

Consuming a variety of foods has a critical role 

in responding to essential nutrient requirements 

needed to promote growth (Karimi-

Shahanjarini et al., 2017). 

Table VII.14.   Minimal Dietary Diversity (MDD) by wealth quintiles in the countries under study 

Country Survey WQ1 WQ2 Q3 WQ4 WQ5 

Afghanistan DHS, 2015           18.1            25.2            15.1            17.8            34.5  

Bangladesh DHS, 2011           12.6            17.1            25.8            31.6            34.8  

Bangladesh DHS, 2014           16.9            22.6            27.2            31.1            36.2  

Egypt DHS, 2005           45.6            55.0            59.1            56.2            66.3  

Egypt DHS, 2008           39.8            44.3            48.0            47.6            55.4  

Egypt DHS, 2014           37.2            32.1            34.9            34.1            35.7  

Indonesia DHS, 2012           35.0            47.1            55.0            58.3            69.5  

Jordan DHS, 2007           60.3            63.6            73.6            71.1            74.1  

Jordan DHS, 2012           27.0            36.7            38.0            46.0            53.0  

Mauritania MICS, 2015           14.1            20.3            28.4            35.1            45.4  

Pakistan DHS, 2013           10.6            13.7            16.7            22.6            28.6  

State of Palestine MICS, 2014           38.6            45.2            52.0            57.8            64.3  

Sudan MICS 2014              9.3            15.9            22.7            26.8            51.5  

Yemen DHS, 2013           11.8            12.2            19.2            30.5            38.3  

Niger DHS, 2012 10.0 13.5 8.0 10.5 3.5 

MDD in Mean±SD  25.8±15.4 31.0± 16.1 34.9±18.2 38.5±16.5 46.1± 18.0 

 
Eastern Mediterranean countries are represented in Egypt (2005, 2008, 20014), State of Palestine and Jordan (2007, 2012). Central West 

African and gulf countries are represented in Sudan, Niger, Mauritania and Yemen. Central and East Asia are represented in Afghanistan, 

Bangladesh, Indonesia and Pakistan. 

Minimum Acceptable Diet (MAD) and Wealth Quintiles (WQ)

MAD is defined as the percentage of children 6-

23 months of age who received a minimum 

acceptable diet i.e. who had at least the 

minimum dietary diversity and the minimum 

meal frequency during the previous day AND 

Non-breastfed children 6-23 months of age who 

received at least two milk feedings and had at 

least the minimum dietary diversity not 

including milk feeds and the minimum meal 

frequency during the previous day to all children 

(breastfed and non-breastfed) aged 6-23 months 

at the time of the survey. This is demonstrated 

in the table below by wealth quintile in the latest 

national survey for each country. 
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Table VII. 15.  Minimal acceptable diet (MAD) in percent by wealth quintiles  

Country  Survey WQ1 WQ2 WQ3 WQ4 WQ5 

Niger DHS 2012              2.7               3.1               3.5               5.5            12.9  

Afghanistan DHS 2015           12.4            17.9            10.9            13.1            23.3  

Bangladesh DHS 2014           14.3            17.8            22.3            27.7            32.9  

Egypt DHS 2014           25.0            21.3            22.7            22.5            25.8  

Indonesia DHS 2012           23.2            32.5            37.6            39.4            51.7  

Jordan DHS 2012           21.2            30.5            32.4            41.6            47.8  

Mauritania MICS 2015              7.2            10.9            10.9            21.3            22.0  

Pakistan DHS 2013              8.6               9.7            13.7            19.0            26.0  

State of 

Palestine MICS 2014           28.6            33.4            38.0            47.2            53.9  

Sudan MICS 2014              5.8            10.7            14.0            16.9            29.6  

Yemen DHS 2013              8.8               8.9            15.1            20.2            28.0  

MAD  Mean±SD    14.4± 8.4           17.9±9.9          20.1± 11.03           24.9±12.2            32.2±12.6  

 

 
Group I include Afghanistan, Bangladesh, Pakistan and Indonesia (mostly Central and East Asia, notice MAD doubled by 

increasing wealth). Group II include Egypt, State of Palestine and Jordan (These are mostly East Mediterranean and North 

Africa countries, notice MAD increased by less than double by increasing wealth). Group III include Mauritania, Sudan, 

Niger and Yemen (These countries are mostly in Central Africa and the adjoining gulf region, notice that MAD increased by 

3-4 times by increasing wealth). 

Wealth and regional differences related to 

feeding patterns are linked with environmental, 

traditional and climate factors that allow for 

growth and availability of different foods that 

are suitable for feeding children at this age. In 

the figure (VII.8) we notice that some regions 

were influenced by the level of wealth; as foods 

may be costly and beyond the affordability of 

communities in lower wealth quintiles. For 

instance in the rainy seasons in Central and 

West Africa draughts are common, whereas in 

the Mediterranean region foods are available all 

the year round. The latter countries may still be 

influenced by wealth as is the case of the EMR, 

where although Mediterranean foods as staples, 

tuber or root plants and legumes are accessible 

and affordable to all levels of the population yet 

the chronic emergencies and conflicts interfere 

with the growth of the economy and make such 

products scarce. While in regions which are 

mostly mountainous or where forests or deserts 

prevail and draughts or heavy rain are common, 

these natural disasters cause foods scarcity 

thereby only the wealthy can access them. This 

is shown clearly in group III countries and to a 

less extent in group I countries presented by 
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geographic location in figure VII.19. 

Unfortunately many LIC and LMIC rely on 

imported food products from upper income 

countries increasing the debt of these former 

countries and making living costly and 

unaffordable especially for poor people and 

thereby increasing the toll of poverty in the 

world. Hence it is important to consider means 

for encouraging populations to access means for 

producing their own foods and using their 

natural resources in their homes and encourage 

local production and consumption and 

commercial activities of exchanging products 

between neighboring countries. Moreover, food 

preparation classes are useful in teaching 

communities how to use local foods to their best 

possible potential for providing a diversified 

meal. In Egypt the Teaching kitchen program 

was very useful in changing food preparation 

practices by communities. Today the wide 

availability of online videos and social media 

can allow the dissemination of such information 

on awide scale with little cost.  

Conclusions 

Our review showed that the socioeconomic 

status of a country does influence breastfeeding 

patterns. EBF in countries with relatively higher 

EBF (>40%) decreased more by increasing WQ 

than countries with EBF<40%. The decline in 

PBF (19 points) by wealth was more evident 

than EBF (5 points). CBF for one year was 

highest in LMIC and decreased as the WQ 

increased from WQ1 to WQ5. CBF to one year 

was highest in the LMICs and decreased less 

across quintiles compared to other income 

groups. The decline between WQ1 and WQ5 

was especially high in LIC (76.6% to 57.1%) 

than in LMIC (81% to 71.4%) and UMIC 

(53.9% to 41.3%).  

There were more significant findings by region 

in relation to wealth quintiles and breastfeeding 

continuity. By region, CBF for two years 

between was lowest in the North Africa and East 

Mediterranean strip of countries decreasing 

from 26.7% in WQ1 to 16% in WQ5 compared 

to 56.6% and 67.1% in WQ1 for the West & 

Central Africa and the East and Central Asian 

countries. The decrease across the WQs was 

more significant for the West & Central African 

countries from 56.6% to 29.4% (26 points) 

compared to 8 points decrease from WQ1 to 

WQ5 in the East and Central Asian countries. 

These findings indicate that the problems of 

CBF for two years are highest in African 

countries particularly in North Africa and in 

particular among the high socioeconomic groups 

(WQ5).  

Women in Central & West African countries 

had the lowest practices in MMF and MDD and 

consequently in MAD. MMF and MDD was 

slightly higher in the countries of central and 

East Asia. However MMF and MDD and 

thereby MAD was highest in countries of North 

Africa and the East Mediterranean. All these 

complementary feeding practices increased by 

wealth level but the increase was highest –three 

fold (from 11.3% in WQ1 to 34.7% in WQ5) 

and two folds- from 18.7% to 40.7% in WQ5 in 

countries of Central and East Asia, and by 7 

points only – from 41.4% in WQ1 to 58.1% in 

WQ5. Hence the wealth difference was also 

lowest in the North African and East 

Mediterranean countries. This indicates that 

there is a high accessibility of a variety of foods 

in this region.   

In conclusion there is a high threat to 

Breastfeeding continuity to years as the 

economic standard of countries continues to 

improve. Breastmilk contributes as a source for 

energy, proteins and vitamins and minerals, 

meeting up to 30% or more of the needs of 

children at this age. However its value is not 

limited to nutrition and its value goes beyond 

providing nutrients and energy to providing 

other immunological, metabolic and 

psychological and developmental benefits to 

both the child and the mother.  Hence it is 

important to make mothers aware of the 

importance of continuing breastfeeding while 

ensuring adequate food frequency and diversity 

given to the child.  
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The success stories of North African and East 

Mediterranean countries in CF reflected by their 

high MMF, MDD and MAD should be used as 

lessons learnt to be disseminated to other 

countries with less privileged indicators in CF.  

 

 

V11.3 Summary and Conclusions 
Our review showed that the socioeconomic 

status and level of education of the mother can 

influence breastfeeding patterns.  

EBF was lowest in the UMIC with no 

significant differences between educational 

levels except for showing a slight trend to 

increase among women with secondary 

education. LMIC showed a marked decrease in 

EBF among the highly educated mothers. EBF 

tended to be decrease with increasing wealth in 

countries with relatively higher EBF (>40%) 

more than in countries with EBF<40%.  

PBF was highest among illiterate mothers and 

decreased with increasing level of education. 

The decline in PBF (19 points) by wealth was 

more evident than EBF (5 points). CBF for one 

year was highest in LMIC and decreased as the 

WQ increased from WQ1 to WQ5.  

EIBF was highest in Sudan, Mauritania and 

Sudan where natural and home deliveries are 

more common. It was lowest in Iraq and 

Pakistan. EIBF was lowest in the UMIC and 

particularly among mothers with higher levels 

of education (22.7% in the highly educated vs. 

33.5% in the illiterate mothers). It was mostly 

influenced by place of delivery being lowest in 

those in the highest wealth quintile and vice 

versa. 

CBF for one year (12 to 15 months) was highest 

in the illiterate mothers (74.46±11.21) and 

decreased progressively by increasing level of 

education to 63.4±20.4 in the highly educated. 

CBF to one year was highest in the LMICs and 

decreased less across quintiles compared to 

other income groups. The decline between WQ1 

and WQ5 was especially high in LIC (76.6% to 

57.1%) than in LMIC (81% to 71.4%) and 

UMIC (53.9% to 41.3%). CBF at 20-23 months 

that decreased by one half with increasing level 

of education from almost 40% in the illiterate to 

22% in the highly educated mothers. 

There were more significant findings by region 

in relation to wealth quintiles and breastfeeding 

continuity. By region, CBF for two years was 

lowest in the North Africa and East 

Mediterranean strip of countries decreasing 

from 26.7% in WQ1 to 16% in WQ5 compared 

to 56.6% and 67.1% in WQ1 for the West & 

Central Africa and the East and Central Asian 

countries. The decrease across the WQs was 

more significant for the West & Central African 

countries from 56.6% to 29.4% (26 points) 

compared to 8 points decrease from WQ1 to 

WQ5 in the East and Central Asian countries. 

These findings indicate that the problems of 

CBF for two years are highest in African 

countries particularly in North Africa and in 

particular among the high socioeconomic groups 

(WQ5).  

Women with higher levels of education 

(secondary and high) showed better 

complementary feeding practices than illiterate 

mothers or mothers with primary education. 

Women practices in countries of Central & West 

African showed the lowest practices in 

minimum meal frequency (MMF) and minimum 

dietary diversity (MDD) and consequently in 

minimum acceptable diet (MAD). MMF and 

MDD was slightly higher in the countries of 

central and East Asia. However MMF and MDD 

and thereby MAD were highest in countries of 

North Africa and the East Mediterranean with 

no differences between wealth quintiles  

indicating a high accessibility of a variety of 

foods in this region. However these indices were 

influenced by wealth status as they increased by 

wealth index in countries of Central Africa and 

East Asia indicating lack of accessibility to food 

variety in these regions.  
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In conclusion there is a high threat to 

Breastfeeding continuity to two years as the 

economic standard of countries continues to 

improve unless action is taken to support career 

women with higher levels of education to 

exclusively breastfeed and continue 

breastfeeding for two years.  

Governments seeking to boost their economy 

need to realize that breastfeeding working 

women are an important asset to the country that 

can boost its economy if policies and awareness 

campaigns are made to favour and support 

working breastfeeding women in breastfeeding 

for two years in public and in workplaces. 

The success stories of North African and East 

Mediterranean countries in complementary 

feeding practices reflected by their high MMF, 

MDD and MAD should be used as lessons 

learnt to be disseminated to other countries with 

less privileged indicators in complementary 

feeding. 
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A New Trend in Demographic Health Surveys with  

Integrated Data about Baby-Friendly Pracfices: 

The Pakistan Demographic Health Survey (2017-2018) of 2019 

 

For the first time the Demographic Health surveys have included extended data about Baby 

friendly practices at national and regional level. This was done by Pakistan. The chart shows 

the percentage of compliance of health staff with breastfeeding education, counseling and 

support provided to pregnant and breastfeeding mothers in maternity facilities before, during 

and after birth at national and regional level by EIBF. This trend can pave the way to a new 

vision to sustaining and comparing progress in Baby-friendly Hospital Initiative between 

regions and countries for reinforcement of the continuity of the warm chain of breastfeeding 

support. 

 
Ur: urban, Ru: Rural, Kh. Pakht.: Khyber Pakhtunkhwa Baloch.: Balochistan Az Ja&Kashm: Azad Jammu 

&Kashmir, ANC: antenatal care, BF: breastfeeding, EBF: exclusive breastfeeding, EIBF: early initiation of BF, 

STS: skin-to-skin. 
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 انخي حؤثز عهى أوماط حغذيت انزضعانمحذداث الاخخماعيت : انظابع  انمقال

 انمهخص و الاطخىخاخاث

مظٙىىشد اٌذساعىىخ مْ اٌؾبٌىىخ ا عزّبػ١ىىخ ٚا لزظىىبد٠خ ِٚغىىزٜٛ رؼٍىى١ُ الأَ ٠ٍؼجىىْٛ دٚسا  ٘بِىىب  ػٍىىٝ مّٔىىبؽ 

 راز٠خ اٌشػغو

اْ اٌىذخً اٌّزٛعىؾ الأػٍىٝ ِىغ ػىذَ ىٟ اٌشػىبػخ اٌ ج١ؼ١ىخ اٌّ ٍمىخ ىىٟ ِغّٛػىخ ثٍىذ ب  ىمذ ٚعذٔب إٔخفبػ

   مٔٙب وبٔذ ِبئٍخ ٌٍض٠بدح ِغ اٌؾبطلاد ػٍٝ رؼ١ٍُ صىبٔٛٞوإث١ٓ اٌّغز٠ٛبد اٌزؼ١ّ١ٍخ  حق ِؤصشٚٚعٛد ىش

ىٝ ِؼذ د اٌشػبػخ اٌ ج١ؼ١خ اٌّ ٍمخ ث١ٓ  ب  ٍِؾٛظ ب  مِب ثٍذاْ اٌذخً اٌّزٛعؾ الأدٔٝ ىمذ مظٙشد أخفبػ

و وّب ٚعذٔب أخفبع ىىٝ اٌشػىبػخ اٌّ ٍمىخ ِىغ ص٠ىبدح اٌضىشٚح ىىٟ اٌجٍىذاْ  الأِٙبد اٌّزؼٍّبد رؼ١ٍّب  ػب١ٌب  

اٌجٍىىذاْ اٌزىىٝ رمىىً ى١ٙىىب  إٌىىٝثبٌّمبسٔىىخ  ىىىٟ اٌّبئىىخ 72ٔغىىجخ اٌشػىىبػخ اٌّ ٍمىىخ موضىىش ِىىٓ  ٙىىبى١ اٌزىىٝ رشرفىىغ

 وىٟ اٌّبئخ 72اٌشػبػخ اٌّ ٍمخ ػٓ 

بد الأ١ِبد ٚ وبٔىذ رمىً ِىغ اسرفىبع ىىٝ الأِٙ ىٝ ىئخ ىمذ وبٔذ مػٍٝٚثبٌٕغجخ ٌٍشػبػخ اٌ ج١ؼ١خ اٌابٌجخ   

ِغزٜٛ اٌّؼ١شخ ىمذ أخفؼذ أخفبػب  شذ٠ذا  ِغ أخفبع ىٟ ِغزٜٛ  إٌٝ ٚػٕذِب لٛسٔذِغزٜٛ اٌزؼ١ٍُو 

ٔمبؽ ىمؾ ِىغ أخفىبع ىىٟ ِغىزٜٛ  1اٌشػبػخ اٌّ ٍمخ اٌزٝ أخفؼذ  إٌٝٔف خل ثبٌّمبسٔخ  .5اٌّؼ١شخ ل

 اٌّؼ١شخو

ٌ ج١ؼ١خ مػٍىٝ ىىٟ اٌغىٛداْ ِٚٛس٠زب١ٔىب ٚاٌغىٛداْ ؽ١ىش اٌىٛ دح اٌ ج١ؼ١ىخ اٌجذء اٌّجىش ثبٌشػبػخ امْ وبْ 

راد ثٍذاْ ىٟ  ِٕخفؼخىٟ اٌؼشاق ٚثبوغزبْو ٚوّب وبٔذ  ، ث١ّٕب وبْ مدٔٝ ِغز٠ٛبرٙبإٌّض١ٌخ موضش ش١ٛػب 

ٌٟ ىىٟ اٌزؼٍى١ُ اٌؼىب ىٟ اٌّبئخ 4و22ٚخبطخ ث١ٓ الأِٙبد ثّغز٠ٛبد اٌزؼ١ٍُ اٌؼبٌٟ ل الأػٍٝاٌذخً اٌّزٛعؾ 

ىىٟ الأِٙىبد الأ١ِىبدل ؽ١ىش رىزُ ِؼظىُ اٌىٛ داد ىىٟ اٌّغزشىف١بد ٚثىبلأخض ىىٟ  ىىٟ اٌّبئىخ 1و..ِمبثً 

اٌّغزشف١بد اٌخبطخ اٌزٟ   رٙزُ ثز ج١ك اٌّّبسعبد اٌزىٟ رغىبػذ ػٍىٝ ٔغىبػ اٌشػىبػخ اٌ ج١ؼ١ىخ ٠ٚىضداد 

 خو رٌه ِغ  الأِٙبد اٌّمزذساد اٌلارٟ ٠فؼٍٓ اٌشػب٠خ اٌخظٛط١خ ثّغزشفٟ ٚ دح خبط

ال مػٍىٝ ىىٟ الأِٙىبد الأ١ِىبد  51 إٌىٝ 52وبٔذ اٌشػبػخ اٌ ج١ؼ١خ اٌّغىزّشح ٌّىذح ػىبَ ٚاؽىذ لِىٓ  شىٙش 

ىٟ اٌّزؼٍّبد رؼ١ٍّب   7و22±  7و.6 إٌٝص٠بدح ِغزٜٛ اٌزؼ١ٍُ  ِغل ٚأخفؼذ رذس٠غ١ب  25و55±  76و47ل

اٌجٍىذاْ ِٕخفؼىخ ِٚزٛعى خ  ػٍىٝ ىىٟمؼبَ ٚاؽىذ ٌبٌشػبػخ اٌ ج١ؼ١خ ِؼذ د ا عزّشاس ثوبٔذ وّب ػب١ٌب و 

اٌذخً ٚأخفؼذ ثٕغجخ ملً ػجش اٌخُّظ ِمبسٔخ ثفئبد اٌذخً الأخشٜو وبْ ا ٔخفىبع ثى١ٓ خُّىظ اٌضىشٚح 

 6و46ل اٌّىٕخفغاٌىذخً ثٍذاْ ِشرفؼ ب ثشىً خبص ىٟ لالأة١ٕبءل  اٌخبِظٚخُّظ اٌضشٚح لاٌفمشاءل  الأٚي

ىىٟ  7و45 إٌىٝ ىىٟ اٌّبئىخ 25لاٌّزٛعىؾ اٌّىٕخفغ ذخً ل ِمبسٔخ ثبٌجٍىذاْ اٌىىٟ اٌّبئخ 5و14 إٌٝ ىٟ اٌّبئخ

اٌشػىبػخ  مِىب اعىزّشاسلو ىىٟ اٌّبئىخ .و75 إٌىٝ ىىٟ اٌّبئىخ .و.1ل الأػٍىٝاٌىذخً  خل ٚثٍىذاْ ِزٛعى اٌّبئخ

ا  .2 إٌٝ 22ِٓ ػّش ٌؼب١ِٓ مٜ اٌ ج١ؼ١خ  إٌظف ِىغ ص٠ىبدح ِغىزٜٛ اٌزؼٍى١ُ ِىٓ  إٌٝأخفؼذ ، ىمذ شٙش 

 ىٟ الأِٙبد اٌّزؼٍّبد رؼ١ٍّب  ػب١ٌب و ىٟ اٌّبئخ 22 إٌٝ بدىٟ الأ١ِ ىٟ اٌّبئخ 72ؽٛاٌٟ 

وبٔذ ٕ٘بن ٔزبئظ موضش م١ّ٘خ ؽغت إٌّ مخ ى١ّب ٠زؼٍىك ثخّبعىٟ اٌضىشٚح ٚاعىزّشاس٠خ اٌشػىبػخ اٌ ج١ؼ١ىخو 

ىىٟ ِٕ مىخ شىّبي  ِزذ١ٔىخاٌشػىبػخ اٌ ج١ؼ١ىخ ٌّىذح ػىب١ِٓ ىٟ عزّشاس ذ ِؼذ د ا ىبٔىؾغت إٌّ مخ ، ى

ىىٟ اٌشثىغ الأٚي  ىىٟ اٌّبئىخ 4و26ِىٓ  ذؽ١ش أخفؼ الأخشٞ ، ِٓ اٌجٍذاْؾش اٌّزٛعؾ إىش٠م١ب ٚششق اٌج

ىىٟ خُّىظ اٌضىشٚح  ىىٟ اٌّبئىخ 5و64ٚ  ىىٟ اٌّبئىخ 6و16 إٌىِٝمبسٔخ  اٌخّغٟ الأػٍٝ ىٟ  ىٟ اٌّبئخ 56 إٌٝ

 ِغىىز٠ٛبدةىىشة ٚٚعىىؾ مىش٠م١ىىب ٚ دٚي شىىشق ٚٚعىىؾ اعىى١بو وىىبْ ا ٔخفىىبع ىىىٟ ع١ّىىغ الأدٔىىٝ ىىىٝ ثٍىىذاْ 
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 26ل ىىٟ اٌّبئىخ 7و.2 إٌىٝ ىىٟ اٌّبئىخ 6و16موضش م١ّ٘خ ثبٌٕغجخ ٌذٚي ةشة ٚٚعؾ مىش٠م١ب ِىٓ  ّبع١بداٌخ

ىٟ ثٍذاْ  ل1ل الأػٍٝ خّبعٟ اٌضشٚح إٌٝ ل5الأدٔٝ لاٌضشٚح  خّبعٟٔمبؽ ِٓ  2ٔم خل ِمبسٔخ ِغ أخفبع 

ح ػىب١ِٓ ٘ىٟ الأػٍىٝ مْ ِشبوً اعزّشاس اٌشػىبػخ اٌ ج١ؼ١ىخ ٌّىذ إٌٝششق ٚٚعؾ اع١بو رش١ش ٘زٖ إٌزبئظ 

ىىىٟ اٌجٍىىذاْ الأىش٠م١ىىخ ، ٚ  عىى١ّب ىىىٟ شىىّبي إىش٠م١ىىب ، ٚخبطىىخ ثىى١ٓ اٌّغّٛػىىبد ا عزّبػ١ىىخ ٚا لزظىىبد٠خ 

 وؽ١ش ٠ٛعذ ىٛسق الزظبد٠خ وج١شح ث١ٓ اٌّغز٠ٛبد الإعزّبػ١خ ل1اٌؼب١ٌخ لخُّظ اٌضشٚح 

١ٍ١ّىخ مىؼىً ِىٓ الأِٙىبد الأ١ِىبد لاٌضبٔٛٞ ٚاٌؼبٌٟل ِّبسعبد راز٠خ رى ب  ػٍٝ رؼ١ٍّالأإٌغبء  ٚلذ مظٙشْ

ِّبسعبد إٌغىبء ىىٟ ثٍىذاْ ٚعىؾ ٚةىشة إىش٠م١ىب مدٔىٝ  عغٍذمٚ الأِٙبد اٌؾبطلاد ػٍٝ رؼ١ٍُ اثزذائٟو 

اٌّّبسعبد ىٟ اٌؾىذ الأدٔىٝ ٌزىٛارش اٌٛعجىبد ٚاٌؾىذ الأدٔىٝ ِىٓ اٌزٕىٛع اٌاىزائٟ ٚثبٌزىبٌٟ ىىٟ اٌؾىذ الأدٔىٝ 

ٝ ٌزٛارش اٌٛعجبد ٚاٌؾذ الأدٔىٝ ٌٍزٕىٛع اٌاىزائٟ مػٍىٝ لٍى١لا  ىىٟ اٌّمجٛي ِٓ إٌظبَ اٌازائٟو وبْ اٌؾذ الأدٔ

ثٍىذاْ ٚعىؾ ٚشىشق اعى١بو ِٚىغ رٌىىه ، وىبْ اٌؾىذ الأدٔىٝ ٌزىٛارش اٌٛعجىىخ ٚاٌؾىذ الأدٔىٝ ِىٓ اٌزٕىٛع اٌاىىزائٟ 

ٚثبٌزبٌٟ اٌؾذ الأدٔٝ ِٓ إٌظبَ اٌازائٟ اٌّمجٛي ٘ٛ الأػٍٝ ىٟ ثٍذاْ شىّبي إىش٠م١ىب ٚشىشق اٌجؾىش الأثى١غ 

 الأؽؼّىخ اٌؾظىٛي ػٍىٝإِىب١ٔىخ رىٛاىش ِٚغ ػذَ ٚعٛد ىشٚق ث١ٓ خّبعٟ اٌضشٚح ِّب ٠ىذي ػٍىٝ  اٌّزٛعؾ

لأٔٙىب صادد ثّؤشىش اٌضىشٚح ىىٟ ثٍىذاْ  ثبٌفمشىٟ ٘زٖ إٌّ مخو ِٚغ رٌه ، رخصشد ٘زٖ اٌّؤششاد  ّزٕٛػخ اٌ

زٕٛػىخ ِىٓ اٌّىٛاد ّػٍىٝ الأةز٠ىخ اٌ اٌؾظٛيإِىب١ٔخ رٛاىش مٚ ػذَ  إٌٝٚعؾ إىش٠م١ب ٚششق اع١ب ِّب ٠ش١ش 

 وٌغ١ّغ اٌّغز٠ٛبد ا عزّبػ١خ اٌازائ١خ ىٟ ٘زٖ إٌّبؽك

ٌٍغىٕز١ٓ اٌؾىشعز١ٓ ِىٓ ؽ١ىبح اٌ فىً ٚرٌىه ىٟ اٌخزبَ ، ٕ٘بن رٙذ٠ذ وج١ش  عىزّشاس٠خ اٌشػىبػخ اٌ ج١ؼ١ىخ ٚ

ة١ىش ِزؼٍّىبد مِىب الأِٙىبد  ىبٌٕغبء اٌفمشاء ِؼظّٙٓاٌّغزٜٛ ا لزظبدٞ ٌٍجٍذاْ ىٛاسق وج١شح ىٟ  ٌٛعٛد

شىٙٛس  6ٌّىذح  ٌٍشػىبػخ اٌ ج١ؼ١ىخ اٌّ ٍمىخ ٌّٛاطىٍخػُ اٌىىبىٟ ذػٍىٝ اٌى ٌّٓزؼٍّبد ثزؼ١ٍُ ػبي   رؾظٍا

ؼض٠ىض الزظىبد٘ب اٌزٝ رغىؼٝ ٌز  اٌ ّٛؽخ رؾزبط اٌؾىِٛبدٌٚزا ٚاعزّشاس اٌشػبػخ اٌ ج١ؼ١خ ٌّذح ػب١ِٓو 

 ،غ ا لزظىبد اٌمىٌِٛٝشىى اعىزالاٌٌٍٗجٍىذ ٠ّىىٓ  ٘بَِٛسد  ٓاٌؼبِلاد ٘ الأِٙبد اٌّشػؼبدخْ ث اٌز١مٓ إٌٝ

اٌزٟ رٍجٟ  ٚؽّب٠زٙٓ ثغٓ اٌمٛا١ٔٓ ىٝ اٌشػبػخ اٌ ج١ؼ١خ  ٘ؤ ء الأِٙبد إرا رُ ٚػغ ع١بعبد ٌذػُ ٚرٌه

 ٌٕشىىش اٌىىٛػٟ ػىىٓؽّىىلاد ػّىىً ٚشىىٙٛس ٚا عىىزّشاسثٙب ٌؼىىب١ِٓ  6عىىبرٙٓ ٌٍشػىىبػخ اٌّ ٍمىىخ ٌّىىذح باؽز١

 ِّبسعبد اٌزاز٠خ اٌّضٍٝ ٌٍشػغ ىٟ مِبوٓ اٌؼًّو

 مّٔىبؽ ِّٚبسعىبد ىىٟلظض إٌغبػ ىٟ ثٍذاْ شىّبي إىش٠م١ىب ٚشىشق اٌجؾىش اٌّزٛعىؾ عزفبدح ِٓ ا  ّى٠ٓ

ِٓ خلاي اٌؾذ الأدٔٝ ٌزىشاس اٌٛعجبد ، ٚاٌؾذ الأدٔٝ ِٓ اٌزٕٛع اٌازائٟ ، ٚثبٌزىبٌٟ اٌؾىذ  اٌزاز٠خ اٌزى١ٍ١ّخ

ا الأدٔٝ ِٓ إٌظبَ اٌازائٟ اٌّمجٛي ، وذسٚط ِغزفبدح ٌٕشش٘ب ىىٟ ثٍىذاْ مخىشٜ را د ِؤشىشاد ملىً اِز١ىبص 

 اٌزاز٠خ اٌزى١ٍ١ّخ وىٟ 
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Article VIII  

Status of Breastfeeding Promotion in the Eastern Mediterranean 

Region 

Ayoub Al-Jawaldeh,  Ghada Sayed,  Mona A. Alsumaie,  AlBandri AbuNyayan, Khawaja M. Ahmed, Amira 

M.A. Ali, Leila Alouane, Esmat AlQassim, Wafaa Badawi, Mousa Al-Halaika, Laila ElAmmari, Pamela Z. 

Mansour, Mohammad Z. Rodwal, Nahla Roushdi, Hind K. Sabeeh, Azza M.A.M. Abul-Fadl. 

 

Overview 

Breastfeeding promotion is facing many challenges around the world. Unfortunately, in many 

countries of the Eastern Mediterranean region (EMR), exclusive breastfeeding (EBF) and 

continued breastfeeding rates are low and continue to decline. These rates are challenged by 

the complex emergency situations many countries in the region are facing.  

Breastfeeding saves lives and improves overall health and survival of children. However 

many international intervention programs have been implemented in the countries of the 

EMR over the past three decades. The countries in the region have had a chance to boost their 

breastfeeding promotion programs but the lack of sustainability due to withdrawal of funding 

or onset of unexpected emergency have left many of these interventions face demise. It is 

thereby important to understand the current status of breastfeeding promotion in order to 

identify effective strategies that can guide countries to improve their implementation and 

overcome the barriers and constraints for improving breastfeeding patterns in the region.  

A survey was conducted by the Nutrition Unit of the WHO-EMRO to assess the current 

status of breastfeeding promotion in the EMR countries. A regionally designed questionnaire 

was designed and sent out to the focal nutrition officers in the 22 countries of the Eastern 

Mediterranean region (EMR). The questionnaire addressed issues related to breastfeeding 

communication messages to mothers and influential groups, breastfeeding protection 

including labeling and counter messages and advocacy issues. Fourteen out of the 22 

countries from EMR, responded to the survey by completing the predesigned questionnaires. 

The countries included: Afghanistan, Egypt, Iraq, Jordon, Kuwait, Lebanon, Morocco, Saudi 

Arabia, Sudan, Syria, State of Palestine, Pakistan, Tunisia and the United Arab Emirates 

(UAE). The results were compiled, analyzed and presented in the illustrations in the coming 

text. Based on the findings, a number of communication strategies were proposed that could 

be used as guidance for countries, ministries, international agencies, academies and other 

sectors when implementing breastfeeding promotion programs.  

VIII.1. Breastfeeding Educational Messages  

A list of the various messages needed to 

promote optimum breastfeeding are presented in 

Figure VIII.1. The figure illustrates the 

percentage of countries in the region that are 

disseminating these messages. This is further 

illustrated in figure VIII.2 by country, whereby 
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the percent availability of these messages by 

country is presented. Messages that covered 

benefits of breastfeeding for mothers and babies 

and EBF were reported to be present by all 

countries (100%). Messages for promoting 

timely initiation, rooming-in, continued 

breastfeeding for two years were reported by 

92.9% of countries. Messages for promoting on-

demand (to the cue feeding) were reported by 

85.7% of countries. Messages that prohibit 

offering bottles and teats were absent in two 

countries (14.3%). Messages or information 

about mother friendly practices was not present 

in 3 countries (21.4%). 

 

 
EBF: exclusive breastfeeding, EIBF: Timely initiation of breastfeeding through full bodily skin to skin contact for one hour or 
more or up to first suckle, BF: breastfeeding. 

 

 

Breastfeeding education: This is intended to 

cover common problems in breastfeeding. It 

ranged from 92.9% for “not enough milk”, to 

42.9% for “managing breastfeeding in sick 

mothers”. This information is for the health 

professionals and should be simplified to reach 

mothers and the general public. Protocols need 

to be developed for health professionals in 

managing these disorders to assist mothers to 

continue breastfeeding or to maintain her milk 

supply by expressing her milk frequently when 

facing these special situations or medical 

conditions that require temporary or permanent 

cessation.   

Mothers or babies who are sick need extra help 

with breastfeeding. Also breastfeeding can 

unmask disease in babies. So for instance if the 

baby is reluctant to feed or not suckling 

effectively, this could be the first sign of 

sickness and the baby should be properly 

examined and evaluated. Unfortunately the baby 
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Figure VIII.1. Prevalence of selected important promotive breastfeeding messages in 
the EMR countries 
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Figure VIII.2. Percent availability of the promotive breastfeeding messages in 
each of the 14 EMR countries 
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is prescribed formula and presents later with 

complications from the disease. This happens 

often with sepsis, anomalies in the heart or in 

the urinary tract or other serious diseases, that 

managed in the early stages of the disease can 

prevent long term handicap or death. Hence 

effective breastfeeding is a sensitive tool for 

assessing and remedying health of children early 

in life. In Lebanon, Pakistan, Syria and Sudan 

there was a need to integrate this information in 

formal educational messages.  

 

 
LAM: lactational amenorrhea method of contraception, LM: lactation management, LBW: low birth weight, CS: 
cesarean section, BF: breastfeeding 

 

 
 

Breastfeeding promotion messages for advocacy 

purposes were highest for the Ten steps of the 

Baby-friendly Hospital Initiative (BFHI) 

(100%) and lowest for urging facilities to 

become Baby-friendly (57.1%).  Messages 

related to Code awareness, supporting working 

mothers, mother support groups, hazards of 

marketing were available in 85.7% of the 

reporting countries. While messages covering 

the global strategy of infant and young child 

feeding and cost of suboptimal feeding were 

available in 78.6% of countries. Messages for 

ending free supplies of milk formula were 

available in 64.3% of countries. 

0

50

100
92.9 85.7 85.6 85.7 85.7 85.7 

78.6 
71.4 

65.3 

42.9 
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Figure VIII.4. Information about management of common breastfeeding 
situations in mothers and babies 
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IYCF: infant and young child feeding. 

 

 
 

All countries shared in the annual breastfeeding 

national campaigns for the World Breastfeeding 

week. Over 70% of countries had printed matter 

and used radio and TV and social media to 

disseminate breastfeeding messages. Also 

messages were given on face-to-face basis 

during antenatal (ANC) and post natal care 

(PNC). Channels least used were hotlines, 

mobile apps, SMS, billboards, soap operas, 

songs, shows and other means of popular media 

entertainment. 

Printed matter is funded mostly by UN agencies 

and often by both government and UN agencies. 

They have the advantage of being easy to 

control, based on evidence and are subjected to 

testing to suit the needs of the audience. 

However they are quickly depleted and difficult 

to sustain. Social media play an important role 

and its role as one of the information technology 

tools is taking the lead. However they are 

difficult to monitor and control due to the lack 

of evidence and testing as well as the diversity 
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Figure VIII.5. Percent availability of Breastfeeding advocacy messages to political 
and decision makers in the EMR  
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of sources. Other tools that require massive 

production costs and time and effort are the 

videos, TV soap operas and mobile applications. 

Hence they are less popular channels of 

communication. Mobile messages and hotlines 

require agencies that are dedicated for the 

purpose and are mainly done by NGOs.  

Hence the availability of expert human 

resources, financial assistance, and accurate data 

are needed for encouraging successful 

breastfeeding campaigns. Carefully designed 

messages can be instrumental in making their 

dissemination through social media effective in 

changing practice. Monitoring and feedback are 

needed to strengthen the performance of these 

messages in changing behaviour. The public 

audience will disseminate the messages that is 

befitting to its culture, hence allowing 

individuality and tailoring messages to specific 

mother groups according to their needs and 

preferences, likes and dislikes and cultural 

background, is recommended for successful 

campaigns.  

Companies and audiences working with them 

are using the stone and ripple effect to divert 

attention from breastfeeding. Typical examples 

include the stories of one baby who died when 

the baby was "starved" on the breast. Messages 

such as "baby could have been saved if one 

bottle feed was given" and "if it was not for the 

health staff/doctor that pressured her not to give 

the bottle" create panic and fear in the 

community. In Egypt the one time strike where 

a few mothers "demonstrated" at a health center 

because of "presumed infant formula shortage" 

backed up by a media campaign that lasted for 

one month, presumably initiated by one local 

paper and spreading through a ripple effect to all 

papers. Such incidents can be used as case 

studies of what can be used effectively on the 

social media. Babies are dying every day in 

hospitals because of being formula fed, yet we 

make no case of each of them and simply report 

them as data for statistics. It appears that 

incidents and cases that are personalized can be 

more effective than numbers and percentages 

and we may need to be more innovative in how 

we can be effective in the use of the emerging 

channels of communication. 

 

VIII.2 Effectiveness of Communication 

Health communication is directed towards 

improving the health status of individuals and 

populations. Much of modern culture is 

transmitted by the mass and multimedia which 

has both positive and negative implications for 

health. Research shows that theory-driven 
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Figure VIII.7. Sources of messages for breastfeeding promotion in the 14 EMR countries. 
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mediated health promotion programming can 

put health on the public agenda, reinforce health 

messages, stimulate people to seek further 

information, and in some instances, bring about 

sustained healthy lifestyles. 

Health communication encompasses several 

areas including edutainment or enter-education, 

health journalism, interpersonal communication, 

media advocacy, organizational communication, 

risk communication, social communication and 

social marketing. It can take many forms from 

mass and multimedia communications to 

traditional and culture-specific communication 

such as storytelling, puppet shows and songs. It 

may take the form of discreet health messages 

or be incorporated into existing media for 

communication such as soap operas. 

Advances in communication media, especially 

in the multimedia and new information 

technology continue to improve access to health 

information. In this respect, health 

communication becomes an increasingly 

important element to achieving greater 

supporting individuals and communities make 

optimum infant feeding decisions in feeding 

their child. 

National campaigns as during the world 

breastfeeding week, which was a popular event 

used to intensify dissemination of these 

messages. The tools used for the dissemination 

of breastfeeding messages were mostly printed 

matter in 92.6% of the countries. Other popular 

dissemination channels included press and 

social media which were reported to be used to 

promote messages by 78.6% of the countries. 

Billboards were reported to be used by 50% of 

the countries. However, video clips and mobile 

applications were used by only 42.8% of the 

countries. The use of TV shows, soap operas, 

songs were rarely used (14.3%) as they are very 

costly and lack sustainability, as they are usually 

a one time show. But countries with 

governmental resources as GCC countries 

reported to use them. Also mobile messages and 

hotlines were less commonly used (28.6%) 

although these are not expensive.  
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Breastfeeding Promotion by Other National Programs: 

The commonest programs that shared in 

breastfeeding promotion were maternal and 

child health (MCH), growth monitoring, (GMP) 

and neonatal care programs (92.8%), integrated 

management of childhood illness (IMCI) 

(85.7%) and family planning (FP) (71.4%). 

Programs that were less involved in 

breastfeeding promotion were the non-

communicable diseases (NCDs) and HIV/AIDs 

programs and unfortunately the pre-service 

training. The latter is a very important program 

that should be involved in breastfeeding 

promotion as it can directly influence the 

success and sustainability of the program.  

NCDs can be very instrumental in influencing 

women and children as the greatest expenditure 

that can be saved by breastfeeding comes from 

preventing NCDs and handicapping conditions 

especially conditions such preventing cancer to 

Breastfeeding promotional messages both to the 

mothers and public as well as educational matter 

to professionals need to emphasize the 

important protective role breastfeeding has on 

preventing NCDs and the hazards of formula 

feeding and of marketing BMS on causing these 

diseases. Hence the need to revise our 

communication strategies in this regards 

 
BFHI: Baby-friendly Hospital Initiative, GMP: growth monitoring program, EPI: expanded program of 
immunization, MCH: maternal and child health, IMCI: integrated management of childhood illness, NCD: 
non communicable diseases. 

 

20 

33.3 

46.7 46.7 

60 60 
66.7 66.7 

73.3 73.3 
80 

86.7 86.7 
93.3 

0

20

40

60

80

100

Figure VIII.9 Percent utilization of communication channels for breastfeeding 
promotion in each of the countries under study  

Percent

0

100
100 

92.8 92.8 92.8 
85.7 

71.4 

57.1 57.1 
50 

Figure VIII.10. Breastfeeding promotion through other health programs  



 

 

140 

 

MCFC-Egyptian Journal of Breastfeeding (EJB) 

 
Volume (15) May, 2019 

The populations targeted by Breastfeeding Messages  

The countries reported that messages their 

main target was the mother. Messages to 

health professionals came next in order 

(92.8%). However their content, as shown in 

the analysis above was defective. 

Populations that need were not sufficiently 

targeted on more regular basis are family 

members especially the grandmothers 

(42.8%). Also policy makers were targeted 

in less than one half of the countries 

(42.8%). The least targeted were the fathers 

(35.7%). In Egypt and Iraq it was mentioned 

that community leaders and religious leaders 

are also targeted by Breastfeeding promotion 

messages. 

Many studies have shown that targeting 

fathers can support breastfeeding continuity 

and decrease difficulties, as shown in the 

evidence below, although effectiveness of 

these interventions were poorly 

disseminated. Teaching fathers how to 

prevent and to manage the most common 

lactation difficulties is associated with 

higher rates of full breastfeeding at 6 months 

(Pisacane et al., 2005, Sharma et al., 1997, 

Odom et al., 2014). 

 

VIII.3. Conclusions and recommendations 

We conclude that many countries are making 

considerable efforts to produce Breastfeeding 

promotion messages. Many of the messages 

target mainly mothers few target her direct 

support or social network of family, friends, 

employers or others who may influence her 

decision or ability to continue to breastfeed. 

The messages are formulated and 

disseminated by the ministries of health of 

almost all the countries who participated in 

the survey and are printed by UN agencies. 

Contribution by other local governmental or 

non-governmental or international agencies 

are present but to a lesser extent.  

There was an abundance of information 

covering special situations that present 
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Figure VIII.11.  Types of population targeted by Breastfeeding promotional 
messages in the 10 EMR countries. 
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difficulties to mothers and their babies, 

including misconception and medical 

conditions. However there is a high need for 

messages formulated to government agencies 

and influential groups that can affect the 

success of breastfeeding or interfere with it.  

Channels for promotion are limited to printed 

matter. Other channels particularly those 

linked to the innovative and emerging 

technologies as social media, mobile phones 

messages, internet, web sites, applications on 

android and ipad ect.. are those that are highly 

used by the industry but are not reported to be 

used to high extent for promoting BFP 

messaged formulated by the governments. 

Protective messages including those messages 

that counter the health claims of industry are 

needed. Labeling messages are poorly adhered 

to especially those included by the guidance 

released in 2016 for the inappropriate 

marketing of baby foods and beverages.  

However the study showed that there is high 

commitment by the governments to work on 

widening its scope of dissemination and 

variety of channels and scope of market 

utilizing and targeted by breastfeeding 

promotion. Many countries have very well 

prepared documents and handouts for 

breastfeeding promotion and education. 

VIII.4. Summary 

Messages that covered benefits of breastfeeding for mothers and babies and exclusive breastfeeding 

were reported to be present by all countries (100%). Messages for promoting timely initiation, 

rooming-in, continued breastfeeding for two years were reported by 92.9% of countries. Messages for 

promoting on-demand (to the cue feeding) were reported by 85.7% of countries. Messages that 

prohibit offering bottles and teats were absent in two countries (14.3%). Messages for mother friendly 

were not present in 3 countries (21.4%).  

Breastfeeding promotion messages targeting common problems in breastfeeding in both mother and 

baby ranged from 92.9% for not enough milk, to 42.9% for mothers with medical problems. The lack 

of messages in these conditions can explain the decrease in continuation despite the high initiation 

rates in most countries. Hence the importance of formulation of messages for these special groups of 

mothers having a medical problem or having a baby with a medical condition to encourage continuity 

of breastfeeding. These messages should address both mothers and health professionals.  

Breastfeeding promotion messages for advocacy purposes were highest for policies covering the Ten 

steps of the Baby-friendly Hospital Initiative (BFHI) and lowest for urging facilities to become 

designated as Baby-friendly (57.1%).  Messages related to ending free supplies were reported by 

64.3% of countries. Code awareness, supporting working breastfeeding mothers, mother support 

groups and hazards of marketing were available in 85.7% of the surveyed countries. While messages 
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concerning, the global strategy of infant and young child feeding (GSIYCF) and the cost of 

suboptimal infant feeding were reported to be present in 78.6% of countries. 

The sources of breastfeeding messages were mainly from Ministries of health (MoH) in collaborated 

or supported by united nation (UN) agencies as UNICEF as reported by 12 countries (85.7%). 

However nine countries (64.3%) also mentioned that it came from hospitals, 8 (57.1%) from ministry 

of media and non-governmental organizations (NGOs). While 28.6% of the countries reported that 

academic institutions also contributed to the formulation of these messages. The messages were 

supported by evidence based medicine in 85.7% of the countries and were reported to undergo testing 

by 57.1% of the countries. 

The channels used for the promotion of the BFP messages were mostly printed matter in 92.6% of the 

countries and also through national campaigns (100%). Press and social media were also popular 

dissemination channels to promote messages in 78.6% of the countries. Billboards were used by 50% 

of the countries, while video clips and mobile application were used by only 42.8% of the countries. 

The use of TV shows, soap operas, songs were rarely used (14.3%), mostly by countries with 

governmental resources as GCC countries. Also mobile messages and hotlines were less commonly 

used (28.6%).  

Promotion of communication messages for breastfeeding by national programs, other than the Baby-

friendly Hospital Initiative, are reported to be was highest for growth monitoring programs, neonatal 

care programs and MCH (92.8%) followed by the Integrated management of childhood illness (IMCI) 

(85.7%) and family planning (71.4%). Other programs as noncommunicable diseases (NCD), HIV 

AIDS were less involved in breastfeeding messages (50% and 57% respectively). While the pre-

service training included breastfeeding messages in only 57.1% of countries.  

The population most often targeted by the messages produced by the country was the mother in 100% 

and health professional in 92.8%. Other influential groups that were less commonly targeted included 

the grandmother in 42.8% and the father in 35.7% of countries. The policy maker was also least 

targeted by the breastfeeding messages (42.8%).  

Recommended Communication strategies that emerged from the study are summarized as follows: 

Strategy #1:  Promoting the protection and support of exclusive breastfeeding for the first six months 

of life and continued breastfeeding up to the completion of two years of age or more is a fundamental 

strategy for child health and survival. 

Strategy #2: Supporting the continuity of breastfeeding support throughout pregnancy, birth and 

breastfeeding through the designation of Baby-friendly districts or communities (Health facility + 

community based). 
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Strategy #3: Developing communication messages that support the Ten Steps that form the basis of 

the Baby-friendly Hospital Initiative, reinforced by mother friendly practices, making mothers aware 

of marketing tactics by companies and professionals aware of the Code and sensitive to issues related 

to conflict of interest. 

Strategy #4: Education in breastfeeding and lactation management needs to be integrated in 

undergraduate and postgraduate curricula in universities and formal education, pre-service and in-

service training. 

Strategy #5: Advocacy is an important tool for strengthening implementation, enforcing and 

sustaining change in practices. Advocacy messages need to stimulate health facilities to become 

Baby-friendly, implementing and monitoring the Code and the Global Strategy of infant and young 

child feeding including emergencies and protecting the rights of working breastfeeding women. 

Strategy #6: Involving multidisciplinary teams from different professional bodies in the formulation 

of Breastfeeding messages to develop ownership and build on partnerships and prevent antagonist 

counter messages to emerge. 

Strategy #7: Using a variety of channels for dissemination of breastfeeding messages which can 

allow for increasing the frequency and scope of dissemination and reaching various groups of mothers 

and influential groups. 

Strategy #8: Strengthening coordination between health programs within the Ministry of Health and 

other ministries and governmental and nongovernmental organizations for disseminating consistent 

breastfeeding promotion messages and to allow for scaling up with breastfeeding promotion 

messages. 

Strategy #9: Strengthening monitoring and evaluation of breastfeeding messages by developing 

consistent and unified input, process and output indicators for promotion, protection and support of 

breastfeeding and Baby-friendly Hospitals, which are continuously evaluated and updated. 

Strategy #10: Formulating breastfeeding promotion messages that meet the needs of various groups 

and in a suitable language to meet the changing needs of mothers, their family members as fathers, 

grandmothers and health professionals. 

Strategy #11: Identifying and targeting the sources of oppositional messages that can minimize the 

effects of breastfeeding educational awareness campaigns. Also, formulating counter messages, using 

counterpropaganda, in order to support mothers to continue breastfeeding and not to give in to those 

oppositional messages.  

Strategy #12: Preparing educational material specifically targeting the gaps in the information that 

should reach the public and the mothers about products under the scope of the Code to support 
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legislation measures to make mothers, professionals and policy makers aware of the hazards of these 

products and the marketing tactics used to promote them.  

Strategy #13: Strengthening the managerial components of the program including the planning, 

staffing, development of human resources, training, funding, coordination, information systems, 

monitoring and evaluation for program sustainability.   
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 شرق المدىططبقلٌم السامى : خشطٌع ودعم السضاعج الطةٌعٌج فى بلدان  المقال

 

 الملخص العسبى

حملاح خىعٌج مظدمسث لدؼٌٌس لدعسًف  اأف ب بإيمٌفج السضفاعج  بلىخشطٌع السضاعج الطةٌعٌج ًحداص 

الطةٌعٌففج وفٌةٌففج ممازطففداا بوطففاأ خ وقففد ؤدللففذ معمففم الففدول بففسامظ لدشففطٌع ودعففم السضففاعج 

ٌعٌفج ولنففى همففسار للمففسوي القاطففٌج الدففى خمففس باففا معمففم بلففدان الموطقففج فقففد خىقةففذ يففري الطة

شفرق المدىطفط لمممفج ال فحج العالمٌفج بعمفة دزاطفج عفى وضفع بقلٌم الةسامظ ولارا قاب مندت 

دولفج ففٍ يفري الدزاطفج  41الدىعٌج وخعصًص السضاعج الطةٌعٌفج ففى بلفدان الموطقفجخ وقفد  فازفذ 

و مصففر و العففساق واأفف زدن و النىًففذ ولةوففان والمؼففسا و المملنففج الظففعىدًج و ويففم : ؤفطاهظففدان 

 الظىدان و طىزًا و بافظدان و دولج فلظطٌى  و خىهع و اأإمازاح  العسبٌج خ

 لل مافاح الطةٌعٌفج السضفاعج فىاثفدعفى  خىعٌفج  زطفاثة ؤوضحذ الدزاطفج ؤن معمفم الةلفدان خوصفر

 خشفطٌع زطفاثة لفدًاا الةلفدان مفى٪  9خ.9 فمفا ؤن٪(خ  411) المطلقفج الطةٌعٌفج والسضفاعج والسضع

وخشطٌع عدب ف ة الطةفة عفى  ،بالسضاعج الطةٌعٌج  لةدءل وضع المىلىد على السدي فىز الىأادث 

ظاىز علامفاح ؤواًمفاءاح للسػةفج ففى ، ؤي عود ؤمه وملاشمده معاا لٌلار وهاازار للسضاعج عود الطلت 

 خقففدًم خحمففس الدففٍ السطففاثةؤمففا خ عففامٌى لمففدث الطةٌعٌففج اعجالسضفف واطففدمساز ، (٪ 8خ.7)السضففاعج

عففى الممازطففاح  زطففاثةيوففا    خنففى لففمو ٪(خ 1خ41) بلففدًى فففٍ ػاثةففج فاهففذ والحلمففاح الصضاضففاح

 ٪(خ1خ4.) دول 1 فٍ لل ب ال دًقج

فقفد  والطةفة اأف ب مفى لنفة الطةٌعٌج السضاعج فٍ الشاثعج المشنلاح خظدادي الدٍ سطاثةال ؤما

 اللفاخٍ لل مافاحوففان يوفا  خفدهٍ ففى السطفاثة المىضافج    ،٪  9خ.9 ففٍ اللةى فةاًج عدبخواولذ 

 اأاهخةفا  ًةسفر ؤن ًمنفى المفسوي يفري ففٍ السطفاثة قلفج بنخ (٪9خ.1) طةٌج مشافة مى ًعاهٌى

   فٍ ؤهماط اأاطدمسازًج فٍ السضاعج الطةٌعٌجخ  المظدمس

ضفجٌلج  افه لمدخفري ونفاهعٍ  القفساز واأاعلفاب المىض الطةٌعٌج لسضاعجا حماًج ودعم زطاثة فاهذ

 ومففى ؤيماففا زطففاثة عففى الممازطففاح الدففى ًطففت ؤن خلدففصب باففا الموشففأح ال ففحٌج والدففٍ خد ففمى

 السطفاثة عى اأإبلاغ خمفما ٪(خ 4خ8.)فى   لل طةال ال دًقج المظدشةٌاح لمةادزث العصر الخطىاح

  الدىعٌفجفمفا ؤن السطفاثة الخانفج بخ الةلفدان ىم٪ 1خ31 قةة مى المطاهٌج اأإمداداح بةهااء المدعلقج

عى ؤيمٌج المدوهج الدولٌج لموع الدظىًق لةداثة لةى اأ ب لم خنى مىضىدث  بالقفدز النفافٍ خ وؤلٌفسار 

 ومخففاطس اأفف ب دعففم ومطمىعففاح ، العاملففاح المسضففعاح اأ ماففاح دعمفففةن السطففاثة الخانففج بفف

 خ  اأاطدطلاع  ملاا الدٍ انالةلد فٍبالقدز النافٍ  مداحجلم خنى  الدظىًق

فا الدىعٌفج عفى السضفاعج الطةٌعٌفج زطفاثة م فادز فاهذ  قةفة مفى دعمبف  ال فحج وشازاح مفى ؤطاطر

 مففى ضففاءح ؤهاففا٪( 1خ31) دول 9 ذفففسح ، ذلفف  ومففع٪(خ 8خ.7) دولففج .4 فففى المدحففدث اأفف مم وفاأففاح

 مففى٪ 3خ7. ؤفففاد بٌومففاخ الحنىمٌففج ػٌففس والموممففاح اأإعلففاب وشازث مففى٪( 4خ8.) 7 و ، المظدشففةٌاح

 مدعىمفج السطفاثة فاهفذخ السطاثة يري نٌاػج فٍ ؤً را طايمذ اأ فادًمٌج الماطظاح ؤن الدول

 4خ8. قةفة مى للالدةاز ل ىعاا عى اأإبلاغ وخم ، الةلدان مى٪  8خ.7 فٍ اأ دلج على المةوٍ بالطت

 خالةلدان مى٪ 
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 ففٍ المطةىعفاح يفٍالسضاعج الطةٌعٌج خشطٌع  لسطاثة للدسوًظ المظدخدمج اأآلٌاح معمم فاهذ

 الدىانففة ووطفاثة ال فحافج فاهفذفمفا ٪(خ  411) الىطوٌفج الحملفاح للفال مفى الةلفدان مفى٪  3خ.9

 اللىحففاح اطففدخداب خففمخ الةلففدان مففى٪  3خ87 فففٍ للسطففاثة للدففسوًظ  ففعةٌج هصففر قوففىاح اأاضدمففاعٍ

 المحمىلفج والدطةٌقفاح الةٌفدًى مقفاطع اطفدخداب خفم حفٌى ففٍ ، الةلفدان مى٪  1. بوظةج اأإعلاهٌج

 واأ ػفاهٍ فالمظلظفلاح الدلةصًىهٌفج الةفسامظ اطفدخداب لفم ًنفىخ الةلفدان مفى فقفط٪  7خ.1 قةة مى

 الافاخ  زطفاثة فاهفذ فمفاخ الخلٌطفٍ الدعفاون مطلفع دول ولنوافا اطفدخدمذ ففٍ ،٪( 1خ41) اثعار 

 ٪(خ3خ7.) اطدخدامرا ؤقة الظالوج والخطىط المحمىل

مدابعفج  بفسامظ ففٍ اأف على ففان الطةٌعٌفج السضفاعجعفى  الخانفج الدىانفة لسطفاثة وًظالدفس  ؤن ذُفس

 أف مسا  المدناملفج بةسهفامظ السعاًفج مدةىعفج٪( 92.8 )الىأفادث حفدًسٍ اأ طةفال زعاًفج وبفسامظ الومى

 الظفازًج ػٌفس اأف مسا  مسة اأ لسي الةسامظ فاهذ٪(خ 1خ84) اأ سرث خومٌمفرل   و٪( 85.7) الطةىلج

خشففطٌع السضففاعج  زطففاثة فففٍ مشففازفج ؤقففة اأإًففدش/  المندظففت الةصففرًج المواعففج هقففص ضوفٌففسو

خشفطٌع السضفاعج  زطفاثة الخدمج قةة الددزًت خ مى بٌوما(خ الدىالٍ على٪  8. و٪  50 الطةٌعٌج)

 خالةلدان مى فقط٪  4خ8. فٍ الطةٌعٌج

 المطمىعففاحؤمففا ٪خ 7خ.9 بوظففةج ٌىال ففحٌالعففاملٌى و٪ 411 بوظففةج اأفف ب اديظففدخالسطففاثة  فففان

 بلفدانفقفد فاهفذ ضفجلج ففى معمفم   (٪8خ.1) ففٍ واأف ا (٪7خ.1) ففٍ الطدثف الدإزٌس ذاح اأ لسي

ا ؤقة ؤً را القساز ناهع فانخ الموطقج  ٪(خ42.8 )سطاثةيري ال  للال مى اطدادافر

 

اأاطففدساخٌطٌاح المقدسحففج لدعصًففص الدىعٌففج فففٍ السضففاعج الطةٌعٌففج لدحظففٌى خؼرًففج 

 ؼاز اأ طةالالسضع ون

 الظففدج أ  ففاسفففٍ ا مطلقففجال الطةٌعٌففج السضففاعج ودعففم حماًففج خعصًففص ًعدةففس: 4 زقففم اأإطففدساخٌطٌج

 اطففدساخٌطٌجؤو ؤفسففس مففع اأ ػرًففج المنملففج المواطففةج  عففامٌىل ياواطففدمساز  حٌففاث الطةففة مففى اأفف ولى

 خوبقاثه الطةة ل حج ؤطاطٌج

 و والىأفادث الحمفة فدفسثمفى بداًفج  لطةٌعٌفجا السضفاعج دعفم اطدمسازًج ضمان: . زقم اأإطدساخٌطٌج

زبط الخدماح العلاضٌج فٍ المظدشةٌاح بخدماح السعاًفج  للال مى الطةٌعٌج السضاعجطىال فدسث 

ال ففحٌج والمطدمعٌففج اأ ولٌففج بففالمطدمع المحففٌط ل ففمان الدنامففة ال ففحٍ واأاضدمففاعٍ لل ماففاح 

 واأ طةال وؤسريىخ

 ؤطففاض خشففنة الدففٍو العصففر الخطففىاح خففدعم الدففٍ دىانففةال زطففاثة خطففىًس: 1 زقففم اأإطففدساخٌطٌج

 اأ مافاح وخىعٌفج ، لل ب ال دًقج الممازطاح خعصشيا والدٍ ، للطةة ال دًقج المظدشةٌاح مةادزث

المودطفج لةفداثة لفةى اأف ب الدفٍ قفد خوقفة  الصفرفاح قةة مى الدظىًق بإطالٌت والعاملٌى ال حٌٌى

ح علففى اأاطففدمساز بالسضففاعج الطةٌعٌففج المطلقففج ؤو زطففاثة خدوففافٍ مففع قففٌم دعففم وخشففطٌع اأ ماففا

اأاطدمساز باا لعامٌى وذل  بالدسوًظ لمودطاخاا على ؤهاا مسٌلج للةى اأ ب وأا ًحرزون اأ ب ؤن ادلالافا 

 للطةة له ؤضراز على اطدمساز السضاعج و على نحج الطةةخ
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 موفايظ ففٍ السضفاعج بدازثو الطةٌعٌفج السضفاعج مطفال ففٍ الدىعٌفج دمظ ًطت: 1 زقم اأاطدساخٌطٌج

وباأف لص بنلٌفاح الطفت والدمفسً   المدخ  فج والدزاطاح الطامعٍ الدعلٌم و السطمٍ الدعلٌم

 والدفدزًت الخدمفج قةفة احخفدزًةووال ٌدلج  واأادازث ال حٌج و الدسبٌج واأال فاثٌٌى اأاضدمفاعٌٌى 

 خالخدمج ؤزواء

 ال ففحٌج المسافففق صخحةففؤن  بلففىري القففساز مدخفف بلففىالمىضاففه  سطففاثةال خحدففاص :. زقففم اأإطففدساخٌطٌج

 واأ طةفال السضفع لدؼرًفج العالمٌفج واأاطدساخٌطٌج المدوهج خطةٌقومساقةج  ، للطةة ندًقج لد ةح

ؤطالففج ؤضففاشث زعاًففج  فففٍ العاملفاح اأ ماففاح حقففىق وحماًففج الطففىازت حاأفاح ذلفف  فففٍ بمففا ال فؼاز

ح و الممٌفصاح اأف لسي فالسعاًفج ال فحٌج الطةة لعامٌى مفع اأاحدةفاب بحقىقافا ففى اأف ضس والدسقٌفا

 خواأاضدماعٌج والدعلٌمٌج

 زطففاثة نففٌاػج فففٍ الاٌجففاح مخدلفف  مففى الدخ  ففاح مدعففددث فففسق بشففرا  :3 زقففم اأاطففدساخٌطٌج

خدوفافٍ مفع  م فادث زطفاثة ظافىز وموفع الصرافاح على والةواء الملنٌج لدطىًس الطةٌعٌج السضاعج

 خؤيداي الدومٌج المظددامج وخناملار مع الؼس  مى خشطٌع ودعم وحماًج السضاعج الطةٌعٌج 

 زطففاثة لوصففرالدىانففة و اأاعلففاب  قوففىاح مففى مدوىعففج مطمىعففج اطففدخداب: 8 زقففم اأاطففدساخٌطٌج

 اأ ماففاح مففى مخدلةففج مطمىعففاح بلففى والىنففىل الوصففر وهطففاق خففىاخس صًففادثل الطةٌعٌففج السضففاعج

  علٌاففا مففى اأ يففة واأ قففازا واأ نففحاا و ؤنففحاا القففساز و علمففاء الففدًى و المففازسث ماعففاحوالط

 خالمس دًى ال حٌٌى و اأاعلامٌٌى والمطالع الشعةٌج والحقىقٌٌى

ولازضافا  والظفنان ال فحج احوشاز  دالفة ال فحٌج الةفسامظ بفٌى الدوظفٌق خعصًفص: 7 زقم اأاطدساخٌطٌج

 الدىعٌففج فففٍ زطففاثة لوصففر ٌففج اأفف لسي والطمعٌففاح اأ يلٌففجمففع الاٌجففاح الحنىمٌففج وػٌففس الحنىم

واخظفاع هصفر  صًفادثبحٌش خنىن مطابقج ومدىافقج مع بع اا الةع  وخظفمح ب الطةٌعٌج لسضاعجا

 خخطابقاا مع زئًج الىشازث والدولج أ ف ة نحج لل ضٌال المقةله سطاثةيري ال

لطةٌعٌففج ومةففادزث المظدشففةٌاح خحففدًش ماشففراح الدىعٌففج فففٍ السضففاعج ا: 9 زقففم اأاطففدساخٌطٌج

الةحفىر  للفال مفىوطفسق هصفريا  سطفاثةال دًقج للطةة ووضع آلٌاح للدقٌٌم المظدمس  لطىدث ال

المٌداهٌففج واأاضدماعٌففج للدعففسي علففى السطففاثة والقوففىاح المففازسث و قٌففاض خإزٌسيففا علففى ماشففراح 

 خالسضاعج الطةٌعٌج مى للال همم المعلىماح ال حٌج والطىدث الشاملج

مففى  احدٌاضففاح خلةففٍ الدففٍ الطةٌعٌففج لسضففاعجالدىعٌففج فففٍ ا زطففاثة نففٌاػج: 41 زقففم اأإطففدساخٌطٌج

ومظفدىايم العلمفٍ  لل مافاح المدؼٌفسث اأاحدٌاضاح لدلةٌج مواطةجوزطىماح  وبلؼج الةجاح مخدل 

 خج والدؼرًجال ح العاملٌى فٍو وضداح فإباء ؤسريم وؤفسادوالسقافٍ 

 آزفاز مفى خقلفة ؤن ًمنفى الدفٍ المعازضفج سطفاثةال م فادز واطفداداي دخحدًف: 44 زقفم اأاطدساخٌطٌج

 الدعاًففج باطففدخداب وذلفف  ، م ففادث زطففاثة نففٌاػج ، ؤً ففاخ الطةٌعٌففج بالسضففاعج الدىعٌففج حملففاح

 السطفاثة لدلف  اأاطدظلاب وعدب الطةٌعٌج السضاعج مىانلج على اأ مااح دعم ؤضة مى ، الم ادث

 خالمعازضج

 المىضفىدث السؼفساح الدحدًفد وضفه علفى خظدادي الدٍ الدعلٌمٌج المىاد بعداد: .4 زقم اأاطدساخٌطٌج

 فففٍ خففدلة الدففٍ المودطففاح بشففإن واأ ماففاح الطماففىز بلففى خ ففة ؤن ًوةؼففٍ الدففٍ المعلىمففاح فففٍ
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 دزاًفج علفى الظٌاطاح وواضعٍ والماوٌٌى اأ مااح لطعة الدصرًعٌج الددابٌس لدعم المدوهج هطاق

 خلاا للدسوًظ المظدخدمج الدظىًق ؤطالٌت و المودطاح يري بإلطاز

خشففطٌع السضففاعج الطةٌعٌففج فففى الففدول  لةسهففامظ اأإدازًففج المنىهففاح خعصًففص: 41 زقففم اأإطففدساخٌطٌج

 والدوظفٌق ، والدمىًفة ، والدفدزًت ، الةصفرًج المفىازد وخومٌج ، وضع الخطط ذل  فٍ بماالمخدلةج 

 والسنففد ، المعلىمففاح وهمففم ،ٌففاح اأ يلٌففج مففع الةففسامظ اأفف لسي والماطظففاح الدعلٌمٌففج والطمع

 خالةسهامظ أاطددامج والدقٌٌم
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