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SUMMARY FINDINGS AND RECOMMENDATIONS
Summary Findings 
1.
Breastfeeding though considered as natural, social and biological practice deeply rooted to culture, is now topical and has been brought on the agenda. Issues of breastfeeding are now  being discussed by hospital facilities and the community.

2.
All hospitals that were declared baby friendly are indeed baby friendly, some a year and more later. Key practices such as adoption of rooming in 87% , skin contact 24%,  and  exclusive breastfeeding 20%, Kangaroo Mother Care 5%, and the absence of well baby nurseries are some the positive changes since the BFHI. However, the practices still differ markedly in the facilities. Facilities such as Macha, Matero and Roan hospital had both staff and community appreciating breastfeeding whereas central facilities such as Kitwe and UTH had practices that are not optimal. Kanyama and Thomson hospital had the poorest practice of the Initiative.

3.
The Promotion, Protection and Support of breastfeeding in the successful facilities was closely associated with the attitude of the managers.  Where the facilities are performing poorly, attitude of staff was often negative from the highest level. In successful facilities all members of the staff were actively  involved. In poor practicing facilities, a "select few" were the owners of the program - you ask them was the common answer. This is unfortunate, these few who are trained should be seen as change agents who should train others and should be supported in their plans.

4.
Exclusive breastfeeding is the current emphasis of the BFHI in Zambia. Appropriate  complementary feeding and continued breastfeeding till 2 years is not often imparted with exclusive breastfeeding message. 

5.
Inappropriate breast feeding practices are widespread among both hospital staff and mothers in the community. The initiation and attachment skills crucial for successful  lactation  were rarely imparted by staff or known by mothers. Only 24% of the women reported skin contact and almost all (95%) of first time mothers had neither been shown to position nor latch their babies. In more that 50% cases, even though mothers were given babies within one hour of delivery, first time postnatal mothers will not have attempted to breasted in the past 3 - 6 hours after delivery.

6.
Insufficient milk was the commonly cited (30%) breast feeding problem by women The problem was commonest among women in urban areas who were not housewives.. 

7.
A high proportion of mothers 56% who come to facilities have heard of breast feeding and also correctly stated the benefits and usefulness of breast feeding.  This knowledge was not complimented by skills and hence the benefit of the application of what they knew was limited.
8.
The facility staff indicated an observed reduction in the prevalence of diarrhea especially before six months. However the study was unable to link morbidity patterns and nutrition status to the benefits of breast feeding. This was mainly due to the design of the evaluation.
9.
Mothers expressed lack of anxiety if they were near their babies, staff stated that  babies cried less. This they said aided recovery because of emotional support and lack of anxiety of separation. Most doctors felt that breast feeding gives the baby a healthier start in life and greatly reduces chances of diseases.

10.
The relationship between mothers and facility staff were said to have improved with the BFHI. Mothers noted that nurses appeared more caring whilst encouraging breastfeeding.

11.
None of all the surveyed facilities reported a referral system between clinics and mother support group (MSG) even though all of them reported having a mother support group. 

Recommendations
1.
Accreditation to the CBOH should require that all hospitals are Baby Friendly. This is based on the observed positive changes both to the communities and the facilities. The current post neonatal and infant mortality (Nsemukila/DHS 1996) can be averted by improving the nutritional status through breast feeding especially in the first year of life. 

2.
There is need to develop a BFHI monitoring system. This will ensure that the status is kept in check. This can routinely be done by respective DHMTS, CBOH and independent institutions such NFNC. Support is necessary to those hospitals that are doing well as well as those whose standards are falling.

 3. 

The concept of BFHI should include the "essential nutrition interventions" contained in the Minimum nutrition package
  so that it is not viewed in isolation of other important child survival messages. This will ensure that the approach is holistic.

4.

There is need to speed up the completion of a policy on breast feeding and HIV. The HIV can be passed to the baby through breast feeding
. However decisions on the policy must weigh the risks of death from HIV with risk of death from other common causes of infant and child mortality ( Kuhn and Stein 1997; Zimmer and Gazza 1997). The current UNAIDS emphasizes that breast feeding should continue because of its important role in child survival and maternal health (UNAIDS 1996). Where HIV counseling and testing exists, mothers should make an informed choice To facilitate development of firm policies and recommendations on breast feeding in light of HIV/AIDS, T.B., and other infections, there is an urgent need to widen discussions and include different professions (e.g. doctors, nurses, NGOs and Women’s Pressure Groups).

5.

There should be a more consistence effective Information, Education and Communication (IEC) system. The principles of exclusive breast feeding and breast feeding in general should not only be targeted at mothers.  The use of the mass media during breast feeding week proved to very effective.  Since this would be over a longer period more issues can be explicitly discussed and information outlets/contacts for further details should be provided to establish a feed back mechanism. 

6.
There is need to review the content and context of messages/ classes/visits with the aim of improving the profile of aspects of Protection, Promotion, Support (PPS)  of breast feeding and most importantly exclusive breast feeding as a new practice.  It is very important that every session allows time to discuss breast feeding; more so for the prima Gravida.  The underlying issues of the PPS need to be well appreciated by mothers in order to ensure effective and efficient breast feeding of babies.  The sharing of information on the relationship between frequency of feeds and positioning or attachment can not be over emphasised.

7.

Hospital Staff
Training in the 10 steps to PPS breast feeding should be targeted to all health workers including cleaners and orderlies.  This will ensure that all facility members of staff appreciate the PPS of breast feeding and aggressively support its implementation as a facility and to all clients.

8.

More emphasis should be given to on-the-job training in order to reduce costs and time away from the work-place. Exchange visits should also be encouraged. In addition Training should not be limited to those working in the maternity wards.

9.
Breast feeding Problems 
C
Positioning and Attachment of the baby during breast feeding
It is important to review training materials and employ participatory or visualized discussion on the relationship between attachment of the baby, flow of milk, positioning  and the common breastfeeding problems.

C
Insufficient Breast milk

Facility staff and community relates insufficient milk to poor mothers diet. Which is not the immediate case. If however, improved mothers diet is coupled with increased frequency of feeds or demand feeding then milk production would also improve.  This is not so well appreciated by mothers.  Participatory techniques and visualized discussions during antenatal will improve mothers appreciation of this relationship and ensure a change in practice.

C
Support to Breast feeding
The psycho - social influence on breastfeeding should also be discussed along side other messages. Fathers strongly stated that their direct role in supporting or facilitating breast feeding is to ensure that mothers have an appropriate diet which will enhance milk production.  This is the support most other members of the family would also provide.  Other important factors like emotional or psychological state of a mother were not associated by respondents as being directly related to breast feeding or breast milk production. 

10.
Breastfeeding Support
· Family support - The psycho - social influence on breast feeding should also be discussed along side other messages. Fathers strongly stated that their direct role in supporting or facilitating breast feeding is to ensure that mothers have an appropriate diet which will enhance milk production.  This is the support most other members of the family would also provide.  Other important factors like emotional or psychological state of a mother were not associated by respondents as being directly related to breast feeding or breast milk production. 

· Institutional support - Within the surveyed hospital facilities some facilities indicated that staff who had babies less than 6 months were not scheduled to work night duty. In others, babies were allowed to be brought to their mothers at tea breaks. This shows the commitment of managers to PPS.

· Community based Support - The potential of community was well demonstrated in the knowledge of Mother Support Groups (MSG). It is recommended that a MSG network and the referral system from the clinic be strengthened. Community based support is a manner of promoting breast feeding which focuses on identifying and strengthening those aspects of the community which uses own resources to promote child growth.  Currently even though MSG do peer counseling, none of the facilities made referrals to them. Lack of association with traditional sources of help by facilities may reduce positive breast feeding practices.

11.
Mother support group should not be clinic based. This was more evident in Matero. This weakens and institutionalises the support. 

12.
Based on the positive changes observed in baby friendly hospitals, Self Appraisal Forms for the BFHI should be sent to those hospitals that are not yet officially declared Baby Friendly to assess themselves and indicate which areas they need support in from National Level. This ofcourse should be done within the parameters of the Health Reforms and decentralisation policies in Zambia.

13.
Facilities like Chibombo which have not yet been officially designated as baby friendly, but are already implementing some of the Global Criteria will need urgent follow-up and assistance in developing their policies on breastfeeding to enable them to attain the official Baby Friendly status. Managers and staff at Chibombo already show a keen interest.

14.
Breast feeding messages need to be emphasized and re-emphasized at key stages when mothers are visiting facilities, such as during  the 10 days visit, the  6- weeks visit  and, thereafter  at the time of immunization.  In most cases mothers will have introduced water during the first month after delivery. Emphasizing messages will improve exclusive breastfeeding practices.

15.
There is need to integrate breastfeeding issues with other health services so that mothers from all corners of service provision are reached.

16.
Staff should receive more training in listening skills, how to encourage breastfeeding practices, how to incorporate views expressed by mothers and, how to engage in a participatory conversation.

17.
Information gathered in the evaluation clearly supports the view that promotion of breastfeeding is producing positive changes at both facility and community levels.  In order to further assist this process, studies on the health and economic benefits of breastfeeding are  recommended.

CHAPTER 1: INTRODUCTION, OBJECTIVES AND METHODOLOGY

1.0
Introduction
1.1
General Background
Zambia's infant and child morbidity and mortality rates are very high. Evidence from recent studies shows the situation is worsening.  Thus, the infant mortality rate and the under-five mortality rate have increased from 97 and 152 respectively in 1982/86 to 106 and 191 in 1989/92 (ZDHS, 1992).  The causes of this trend are many, among them a declining economy leading to rising poverty and poor access to health and utilisation as the implementation of the economic reforms take effect.  Equally implicated are rising malnutrition levels now reportedly responsible for up to 50% of all deaths in children under 5 years of age (Hambayi et-al, 1995).

Until recently, most child survival interventions in Zambia have focused on programs such as Universal Child Immunization, Control of Diarrhoeal Diseases (CDD) and Growth Monitoring and Promotion.  Little attention was paid to the role of breastfeeding, especially exclusively in reducing child infections, malnutrition and consequent deaths.  With increasing scientific evidence of a strong positive correlation between improved breastfeeding practices and a reduction in infant morbidity and mortality, Zambia has since the early 90's been implementing an aggressive breastfeeding promotion program.

1.2
Breastfeeding Situation
Breast feeding in Zambia is universal.  It is prolonged with a median duration of 18 months.  Since 1992, exclusive breast feeding has improved in Zambia. For example, where as in 1992 only 16% of the children under 2 months were fed on breast milk only, the proportion of children exclusively breast fed had increased to 35% in 1996. Even though this represents a significant increase of  50 %, breast feeding  practices are far from being optimal. There is early introduction of complementary foods to infants - nearly 50% were introduced to solid foods by the age of 3 months (ZDHS, 1996); the quality of complementary foods is poor and food preparation conditions are usually unhygienic.  As a result, there is a high incidence of childhood disease such as diarrhea, acute respiratory infections leading to  malnutrition.   These ailments are among the top ten cause of morbidity and mortality among children in Zambia (MoH, 1995).  In particular, the low rate of exclusive breast feeding has been attributed to;

(i)
lack of knowledge on exclusive breastfeeding among mothers and even health workers

(ii)
lack of knowledge among staff on lactation management

(iii)
modernization pressures and traditional and cultural practices widening the gap to successful breast feeding

(iv)
inadequacy of laws and regulations to protect and support breastfeeding for working women.

1.3  
The Zambia Baby Friendly Hospital Initiative

Breast feeding promotion was adopted worldwide following the Innocenti Declaration of 1992 as one of the strategies to reduce infant and childhood morbidity and mortality.  Support for the promotion of breastfeeding has been reiterated during other international fora including the World Summit for Children in 1990 and the World Health Assembly in 1994.  In 1992, the  WHO/UNICEF produced a set of guidelines called the Ten Steps aimed at changing practices in maternity facilities in support of breastfeeding.  These Ten Steps to Successful Breastfeeding constitute the core of the activities of the Baby Friendly Hospital Initiative (BFHI)

The BFHI activities in Zambia started soon after the Innocenti Declaration of 1992 to promote, protect and support breast feeding.  A team of local consultants from  the University Teaching Hospital (UTH) facilitated in the initiation of the activities. Initially the program was housed at the MoH  Maternal and Child Health Department until it was transferred to NFNC in 1994. The stages involved in the BFHI have been:

· Self appraisal by hospitals to see how many of the ten steps are being implemented

· Training in lactation management of the health staff to impart knowledge and skills necessary for successful breast feeding and to implement the ten steps. Staff trained include nurses, nutritionists, clinical officers and medical doctors.

· External assessment using the UNICEF/WHO guidelines of 1992 to ascertain whether they are implementing the ten steps.

The program has through lessons learnt adopted strategies to implement the program better and these include :

· Decentralisation of the training in lactation management so that the training is regional and autonomous 

· training of staff with management at a facility to build teamwork. All staff were targeted to be trained

· Initiative to review and integrate lactation management training in pre -service training to cut on costs of in service training.

· Exploration of a system of health facilities that are declared baby friendly  to assure sustainability.

 Development of the 10th step of community support through mother support as a key to community empowerment and sustainability for recommended optimal breast feeding practice
The objectives behind these activities have been;

(i)
To transform hospital and maternity facilities into Baby Friendly institutions through the implementation of the Ten Steps to Successful Breastfeeding.

(ii)
To establish in-service training in lactation management.

(iii)
To enact necessary laws, regulations and procedures to promote, protect and support breastfeeding as envisaged in the Innocenti Declaration.

These activities have been undertaken under the auspices of a National Breast feeding Program, formally established in 1993 to facilitate the attainment of the BFHI and to build up a resource center to sustain BFHI activities.  Based at the National Food and Nutrition Commission (NFNC) since 1994, the program has received and continues to receive tremendous financial, technical and other support from UNICEF. Some support was also received from WHO, IBFAN - Africa and USAID/BASICS as well as several local and international Non-governmental organizations (NGOs).  Among the programs notable successes have been the declaration of 40 health facilities (31 hospitals and 9 maternity units) as Baby Friendly, the drafting of a National Breast feeding Policy and the development of a National Code of Marketing of Breast milk Substitutes.

With this background, it was felt that there is need to evaluate the process of the implementation of the many activities that have been undertaken in implementing the BFHI.  The study was executed by a team of consultants contracted by the NFNC under the sponsorship of UNICEF.

1.4
Objectives
The broad aim of the evaluation was to assess the process of the implementation of the Baby Friendly Hospital Initiative program.  The specific objectives were:

(i)
To examine the breastfeeding situation for mothers and babies in selected health facilities designated Baby Friendly and non Baby Friendly.

(ii)
To assess changes in hospital practices in relation to breastfeeding

(iii)
To assess changes in attitudes of staff and parents regarding key messages on exclusive breastfeeding

(iv)
To examine changes in morbidity patterns of children under 6 months in selected health 
facilities.

(v)
To examine the institutional/policy framework for implementing the BFHI

1.5
METHODOLOGY
1.5.1
Study areas/sites
The evaluation study was conducted in 4 provinces and covered 8 health facilities in all with 3 from the Copperbelt, 2 each from Lusaka and Southern and 1 from the Central province.  The distribution of health facilities by type of ownership was Government - 5, Mission - 1 and Private (Mines) - 2.  Except for the Central province facility, all other had been declared Baby Friendly at least one year earlier.  The Central province facility was included as a control.  Table 1 shows the distribution of study areas.

Table 1: Distribution of Study Sites

	Province and  District
	Name of Health Facility
	Ownership

	CENTRAL
	Chibombo  (Liteta)
	Government

	COPPERBELT
	Kitwe Central 
	Government

	
	Roan Mine 
	Mine

	
	Thomson 
	Government

	LUSAKA
	UTH
	Referral

	
	Matero Reference Clinic
	Government

	SOUTHERN
	Choma  Hospital

Macha
	Government

Mission


1.5.2.
Sample Selection
The selection of the sample facilities was basically purposive and took account of each facility’s history as a baby friendly institution including the perceived commitment of its personnel to breastfeeding promotion.  The selection also considered available resources in terms of personnel and time and finances and recognised the need for comparison of the results not only within the facilities themselves but also between them geographically (district, rural/urban and province).

Thus Roan Mine Hospital was picked because it is reportedly one of the best in terms of BFHI implementation (i.e. a success story) Thomson is Government run as opposed to Roan; Kitwe Central as government hospital caters for the larger and most varied non-mining clientele from all over the Copperbelt; UTH is the nations largest and most specialised hospital and caters for the entire nation; Choma is a typical rural hospital; Macha in addition to being rural is run by Missionaries while Chibombo is a typical rural hospital yet to be initiated in Baby Friendly activities.

1.5.3
Sample Size
The number of respondents interviewed in each category (national, facility, community) were selected according to the following guidelines;

(i)
For all health facilities except the UTH and Kitwe Central Hospital, at least 10 mothers were to be interviewed in each of the subcategories; antenatal, postnatal, and mothers with children under 6 months of age.  For the UTH and Kitwe Central, sample size would be at least 20 for each subcategory because of the large scale of their operations.

(ii)  At least two health personnel at management level and five or more at operations level (professional/technical).

 (iii)
At least one focus group discussion each for mothers in the community, fathers in the community and where they exist, mother support groups in each health facility’s catchment area.

The actual sample sizes covered are presented in the findings.  Since it was not practical to have a sampling frame of mothers for example, individual level interviews were conducted until the required minimum sample was realized.

1.5.4
Study Instruments
Rapid assessment procedures were used to obtain data from respondents in selected health facilities and communities.  Quantitative data was collected through the use of structured and semi-structured interviews while qualitative information was obtained through key informant  interviews and focus group discussions using prepared checklists.  Additional information was collected through observations of facility practices and conditions.

Data collection instruments were designed to cover the following categories of respondents at various levels:

National level

-
Policy makers

Health facility

-
Management staff

Professional/technical staff

Antenatal mothers

Postnatal mothers

Mothers with children under 6 months

Community

-
Mothers

Fathers

Mother support groups

The study tools/instruments are presented in Appendix I

1.5.5
Evaluation Team
The study was designed by an 8-person multi disciplinary team of 3 nutritionists, 2 nurses/midwives, 2 sociologists and 1 statistician.  The fieldwork was conducted by a 4 person subteam between 17th and 29th August 1997 with the assistance of an external consultant.  Approximately one and half days were allocated for data collection per facility.  The team composition is  given in appendix II. 

2.0
 FINDINGS

CHAPTER 2:
BREAST FEEDING PRACTICES OF  MOTHERS ATTENDING HEALTH FACILITIES

2.1  
Demographic Characteristics  of Mothers in the Sample.

The Background  characteristics of women in the sample were similar across all 3 categories of mothers (Table 2). In general mothers were commonly from the age group 20 years and above. Of these 80% were married and over 60% were having their subsequent babies. Education attainment was minimal in the sample and only, nearly half the sample went only as far as primary level education. The majority (over 80%) of the women were married.

Table 2 : Demographic Characteristics Mothers in the Sample

	Background Characteristics
	Ante natal
	Postnatal
	Mothers with 0 - 6 Months Infants

	Age
	
	
	

	<14
	0
	0
	4

	15 - 19
	18
	20
	18

	19 -20
	30
	46
	40

	25+
	51
	33
	38

	Marital Status
	
	
	

	Single
	5
	16
	5

	Married
	95
	84
	92

	Widow/Separated
	0
	0
	3

	Parity
	
	
	

	0
	17
	10
	0

	First child
	22
	31
	33

	Not first child
	61
	69
	67

	Education
	
	
	

	None
	2
	5
	11

	Primary
	47
	52
	50

	Secondary
	51
	44
	38

	College
	0
	0
	1

	Occupation
	
	
	

	Formal
	14
	9
	5

	Informal
	24
	22
	18

	Housewife
	62
	64
	74

	Missing
	0
	4
	3

	Ante natal Care
	
	
	

	Central Hospital
	13
	2
	6

	District
	31
	30
	42

	Clinic
	38
	67
	47

	Place of Delivery
	
	
	

	Central
	n/a
	57
	38

	District
	-
	43
	17

	Clinic
	-
	0
	15

	Home
	-
	0
	23

	
	-
	
	


2.2   
Demographic Characteristics:: Ante natal Mothers

Table 3 shows the background characteristics of ante natal mothers . Overall, more than half of  respondents (51%) were 25 years old and above.  Nearly all ( 94%) married and has had  at least more than one delivery 61.7%.  Slightly over half attained secondary education 51%.  Only 15% were in formal employment.  It is encouraging to note that the Ministry of Health's vision of provision of health services as close to the family is yielding results.  The majority of the respondents  about 38% are seeking regular  ante natal care at clinics situated within their own locality as compared to only 14.2%  are opting  for hospitals.

2.3
 Knowledge

2.3.1
Information sources:

Respondents were asked if they received information on breast feeding from the facility, from whom and to mention at least two (2) most important information they could remember (Table 2).  Among the women sampled 53.1 % said yes to having received information and the other half said no.  Those who said no did not attend regular antenatal care at the  facility they were found in. It was clear that information on breastfeeding is only given routinely at antenatal clinics during a set aside "lesson time” after which those who are late and those admitted on the wards rarely received information on breastfeeding.

As might be anticipated the majority of the clients had received a message from the nurse especially in Matero 90%,  Roan 75%, and Thomson 71% and never ever from a doctor.  This was more in urban than in rural setting. This finding illustrates how roles within hospitals are divided and mostly left to midwives and  nurses creating gaps in the implementation .

2.4
Exclusive Breastfeeding
About 36% of the sample acknowledged having received information on exclusive  breast feeding, an overwhelming majority respondents both in urban and rural areas felt the need to give a little water . Under this circumstance, it is not difficult to understand the 
high level of reliance on traditional practices.  The giving of water during the first six months of life to the baby is not a baby's felt need but a mothers and society's perceived need.  Giving water as a traditional practices is considered as a norms and therefore has a strong influence on social practices of breastfeeding.  Most mothers who had breast fed before and those in any form of employment had a negative attitude on exclusive breastfeeding. First time mothers had no experience to relate to and were more positive and likely to exclusively breastfeed.

Table 3:  Background Characteristics of ANTENATAL Mothers (Percent)

Name of Hospital Facility

	Characteristics
	Kitwe
	Thomson
	Roan
	UTH
	Matero
	Macha
	Choma
	TOT.

	age
	
	
	
	
	
	
	
	

	<14
	0
	0
	0
	0
	0
	0
	0
	0

	15-19
	10
	43
	0
	32
	20
	0
	20
	18

	20-24
	20
	43
	13
	23
	60
	29
	20
	30

	25+
	70
	14
	88
	45
	20
	71
	50
	51

	Marital Status
	
	
	
	
	
	
	
	

	single
	5
	0
	0
	10
	0
	14
	10
	5

	Married
	95
	100
	100
	90
	100
	86
	90
	94

	Wid/dep
	0
	0
	0
	0
	0
	0
	0
	0

	Other
	0
	0
	0
	0
	0
	0
	0
	0

	Parity
	
	
	
	
	
	
	
	

	0
	15
	43
	13
	31
	0
	0
	20
	17

	First
	45
	14
	0
	10
	30
	43
	10
	21

	Not First
	40
	43
	88
	59
	70
	57
	70
	61

	Education
	
	
	
	
	
	
	
	

	None
	0
	0
	0
	14
	0
	0
	0
	2

	Primary
	35
	43
	38
	41
	70
	43
	60
	47

	Secondary
	65
	57
	63
	45
	30
	57
	40
	51

	College
	0
	0
	0
	0
	0
	0
	0
	0

	Occupation
	
	
	
	
	
	
	
	

	Formal
	35
	14
	13
	18
	0
	14
	10
	15

	Informal
	15
	0
	38
	18
	20
	29
	50
	24

	Hse wife
	50
	86
	30
	64
	80
	57
	40
	58

	Missing
	0
	0
	0
	0
	0
	0
	0
	0

	Antenatal Care
	
	
	
	
	
	
	
	

	Central
	45
	14
	0
	0
	0
	0
	20
	13

	District
	25
	0
	0
	55
	100
	29
	10
	31

	Clinic
	5
	86
	0
	32
	0
	71
	70
	38

	Mines
	0
	0
	100
	0
	0
	0
	0
	14

	Private
	25
	0
	0
	5
	0
	0
	0
	4

	Missing
	0
	0
	0
	0
	0
	0
	0
	


2.5.
Attitude on exclusive breastfeeding
Attitude was assessed by finding out from the mother if she felt the information received was useful and why she felt so. If two correct current actions were mentioned, attitude was said to be positive (Table 4).  For instance if the mother said she would follow what she was advised because it is best for her child, attitude was said to be good. 

Table  4: Attitude Towards Exclusive Breastfeeding: ANTENATAL Mothers

Name of Hospital Facility

	
	Kitwe
	Thomson
	Roan
	UTH
	Matero
	Macha
	Choma
	TOT.

	Heard of Excl. BF 

Attitude
	5
	10
	10
	68
	70
	50
	40
	36

	Positive
	40
	86
	88
	45
	30
	57
	40
	55

	Negative
	60
	14
	12
	55
	70
	14
	50
	39

	Don’t know
	-
	-
	0
	0
	0
	29
	10
	8


The majority of the ante natal women in Roan, Thomson  and Macha (88%; 86% and 57% respectively) had a positive attitude. Less than 45% of the women in Kitwe, UTH and Matero felt they could breast feed only till six months. More women in Matero (70%) did not exclusively breast feed.  Sixty percent were not likely to do so either in Kitwe. Most of these mothers had had an experience with the previous child.  Most of those who had a negative attitude were mothers with more than 4 children and above 25 years and those in formal employment.  This calls for health care providers to take time to explain the rationale and skill of breastfeeding to mothers in Antenantal clinics.  Some mothers may come late after organized group health talks, so individual Health Education (H/E) should be accorded to all mothers attending antenatal clinic and recorded on the antenatal card.

2.6
Infant  feeding Practices
2.6.1
Intended feeding method and duration
All mothers (100%) intended  to breast feed their babies once born as it was the most natural thing for Zambian mothers and the majority 60% intended to breast feed for at least two (2) years.  The most important perceived benefits were delayed pregnancy, healthier  babies and less illnesses.  When asked to give reasons for stopping earlier, pregnancy was on average most cited 34%, Illness 28% and baby refusing to suckle ranged from 10% in Thomson to 55% in UTH.(Table 5)

2.6.2
Complementary Feeding 

Complementary foods, usually thin porridge or mushy foods would be introduced at 2-4 months for 18% of children. On average 46% would introduce solids by 4 months  consistent with DHS 1996 findings, a poor practice given that the recommended period is six months. The introduction of solids in the later would be determined by insufficient breastmilk.  Mothers feel breast milk becomes insufficient as the baby grows older at about 4 months of age. The highest values of milk quantity are attained around 4 - 6 weeks and maintained for about for a year.(WHO 1985).  Some of the reasons for early introduction of solids are that the child is old enough (31%), Hungry (25%), and advised by nurses (20%). (Table 6)

Table 5:
Mother’s Intended Length of Breast feeding and Reasons for Stopping by 

ANTENATAL Mothers (Percent)

Name of Hospital Facility

	
	Kitwe
	Thomson
	Roan
	UTH
	Matero
	Kanyama
	Macha
	Choma
	TOT.

	Intended Length of Breast feeding

	<18
	5
	0
	25
	27
	20
	17
	0
	30
	16

	18-23
	35
	29
	13
	14
	20
	34
	14
	10
	21

	24+
	40
	71
	63
	59
	60
	50
	86
	50
	60

	No response
	0
	0
	0
	0
	0
	0
	0
	10
	1

	Reasons for STOPPING EARLIER 

	Pregnancy
	25
	43
	25
	32
	30
	33
	43
	40
	34

	Illness
	30
	14
	25
	55
	30
	17
	29
	20
	28

	Baby refuses
	10
	0
	13
	5
	0
	17
	14
	0
	7

	Others
	15
	43
	25
	9
	40
	14
	30
	0
	22.

	Don’t know
	20
	0
	13
	0
	0
	33
	0
	10
	10

	Reasons for not BREAST FEEDING AT ALL 

	Illness
	20
	29
	50
	0
	10
	17
	29
	40
	24

	Abortion
	0
	0
	0
	0
	10
	-
	-
	0
	2

	Don’t know
	0
	0
	0
	0
	80
	-
	71
	60
	30


2.6.3
Circumstances not to or to stop breast feeding

When asked about circumstances that will make a mother not to or to stop breast feeding, the reasons were due to illness of either mother or baby though mothers doubted circumstances that would make them not breast feed . Further probing revealed that mothers were unlikely to breast feed if they had TB or HIV/AIDS..  In the same vein some  mothers believed that if one had an abortion or an infant death preceding this particular pregnancy it would require a cleaning of the mothers breast (rubbing herbs on breast) before putting baby to the breast to prevent death of suckling baby.

Table 6:
Intended Solids Foods Introduction and Reasons: ANTENATAL Mothers 

(Percent) 

Name of Hospital Facility

	
	Kitwe
	Thomson
	Roan
	UTH
	Matero
	Macha
	Choma
	TOT.

	Age at Intended solids Introduction

	0-1
	5
	0
	0
	0
	0
	0
	0
	1

	2-3
	20
	0
	0
	25
	40
	14
	30
	18

	4-5
	40
	14
	13
	32
	20
	29
	50
	28

	5+
	30
	86
	87
	32
	40
	57
	20
	50

	Don’t Know
	5
	0
	0
	0
	0
	0
	0
	1

	Reasons for Introducing Solids

	Child old
	20
	43
	25
	18
	40
	43
	30
	31

	Used to foods
	0
	0
	0
	5
	0
	14
	10
	4

	Past exp’nce
	5
	0
	0
	5
	10
	14
	40
	11

	Nurse advice
	5
	57
	38
	0
	30
	29
	0
	23

	Show hunger
	55
	0
	38
	70
	20
	0
	20
	29

	Working
	10
	0
	0
	0
	0
	0
	0
	1

	Don’t know
	5
	0
	0
	0
	0
	0
	0
	1


2.7  
Demographic Characteristics: Postnatal Mothers

Table 8 shows the demographic characteristics of mothers who had delivered in the previous 2 - 48 hours preceding the survey.  On average less than half of mothers (46.4%) sampled were of age category 20-24 years. Teenage mothers of age 15 -19  constituted 20.3% of the sample.  UTH had the highest 60% category of older mothers of age 25 years and above.  No other major pattern emerged in the other hospitals.  Marriage was common and  over 80 % of the women were married.  The highest number of single women was in Roan (38%) and Macha 20%.  Most clients were pregnant for more than once 65.7% while 34.3% were pregnant for the first time.  The referral hospitals had the highest number of mothers with subsequent pregnancies, Macha Hospital with 80%, Roan 75%, Kitwe 75% and UTH 65%.

First time pregnancies (para 0) were more from Matero Reference Center (38%) in Lusaka while Thompson hospital had 33% each. 

 No first time pregnant mothers were apparently found in Central hospitals, an indication of good antenatal management of complications  as fewer 1st time pregnant mothers are requiring referrals.More than half of mothers had primary education. The rates of secondary educationattainment were similar to those of primary education and didnot differ by locality or residence. With regards to occupation,  64.4% of the mothers were housewives with only 9.4% in formal employment.  Mothers from around Macha hospital in the Southern Province were mostly farmers (60%).  In the sample 4.1% were single mother.

The majority of mothers 66.5% used clinics for antenatal checkups but all delivered at central hospitals of UTH and Kitwe as well as in Matero and Choma district hospital.   Kitwe was the only central hospital with 14% of the clients attending  antenatal care at the unit.
Table 7: Demographic  Characteristics of Respondents: POSTNATAL Mothers

Name of Hospital Facility

	Characteristics
	Kitwe
	Thomson
	Roan
	UTH
	Matero
	Kanyama
	Macha
	Choma
	TOT.

	Mother’s Age
	
	
	
	
	
	
	
	
	

	<14
	0
	0
	0
	0
	0
	0
	0
	0
	0

	15-19
	29
	17
	12.5
	20
	50
	0
	20
	14
	20

	20-24
	36
	67
	37.5
	20
	25
	75
	40
	71
	46

	25+
	36
	17
	50
	60
	25
	25
	40
	14
	33

	Marital Status

	single
	7
	0
	38
	10
	13
	0
	20
	29
	16

	Married
	93
	100
	63
	90
	88
	0
	80
	71
	84

	Wid/divorced
	0
	0
	0
	0
	0
	0
	0
	0
	0

	Parity

	0
	0
	33
	0
	0
	38
	0
	0
	0
	10

	First
	29
	0
	25
	35
	63
	0
	20
	43
	30

	Not First
	71
	67
	75
	65
	-
	0
	80
	57
	69

	Education

	None
	0
	0
	0
	20
	0
	0
	0
	14
	5

	Primary
	50
	67
	38
	45
	63
	0
	70
	29
	52

	Secondary
	50
	33
	63
	35
	38
	0
	30
	57
	44

	College
	0
	0
	0
	0
	0
	0
	0
	0
	0

	Occupation

	Formal
	7
	0
	25
	10
	0
	0
	10
	14
	9

	Informal
	21
	0
	25
	15
	0
	0
	80
	14
	22

	Hse wife
	71
	100
	38
	75
	100
	0
	10
	57
	64

	Others
	0
	0
	13
	0
	0
	0
	0
	14
	4

	Ante natal Care

	Central
	14
	0
	0
	
	0
	0
	0
	0
	2

	District
	21
	0
	0
	
	88
	0
	30
	29
	29

	Clinic
	57
	100
	100
	
	13
	0
	70
	71
	67

	Home
	7
	0
	0
	
	0
	0
	0
	0
	2

	Place of Delivery

	Central
	100
	100
	100
	100
	0
	0
	0
	0
	57

	District
	0
	0
	0
	0
	100
	0
	100
	100
	42

	Clinic
	0
	0
	0
	0
	0
	0
	0
	0
	0

	Home
	0
	0
	0
	0
	0
	0
	0
	0
	0


Both the Mine hospital and GRZ hospital in Luanshya has all (100%)  mothers using clinics for antenatal care.   Matero Health Centre in Lusaka with 88%. This is indicative of the utilization of nearby health facilities in line with Health Reforms. 

2. 8
Post delivery practices

2.8.1
Average Period of Stay in Postnatal Wards

More than half the facilities 54% will keep, a mother for 12 - 24 hours postnatally following  a normal vaginal delivery. However, at Thompson, UTH, Roan and Macha it was stated that there were occasions when mothers stayed for as long as 48 hours especially for  primi-gravida (e.g. at Roan).  Mothers were kept for less than 12 hours at Chibombo, Choma and Matero mothers were being kept on average for 2-6 hours due to a shortage of beds (e.g.  at Choma). Table 8

Table  8: Average Period of Stay in Postnatal Wards.
	Length of stay (Hours)
	Percent Hospitals (%)

	<12
	21

	12 - 24
	54

	25+
	21

	Don't Know
	3


 2.8.2
Bonding

Most mothers said that they needed to hold or breastfeed their infants at least within 30 minutes of birth.  Skin contact practice was highest in UTH 50% and Choma 43%. The high rate of skin contact practiced in UTH is highly commendable and may reflect the concentration of well trained group of midwives Elsewhere about 20% practiced skin contact (Table.10). There was no skin contact practiced in Matero and Thomson hospitals even though over 50 %  of the  mothers were given their babies within 1 hour of delivery with Macha Hospital 90% and Choma Hospital 71%.  UTH and Thompson hospital delay  rooming in (65% and 67% respectively).  UTH also delays the bonding in mothers who have had a Cesarean section up to about 3 days while Roan Hospital will give baby to mother as soon as the mother is fully conscious after a Cesarean section. Mothers expressed anxiety if they were not given the baby after coming round.  Of those babies born by cesarean or if they had other problems at birth 50% were kept in well baby nursery for observations at UTH.

 2.8.3
 Initiation of milk flow

Mothers were asked what they did before the ‘white milk’ flow (Table 9). The majority (83%) of mothers said they would breast feed only. This is good as most children will receive colostrum.  However 1 in every 10 babies will be given water and about twenty five (25%) in UTH and 14 % in Kitwe will receive formula.  Some mothers (14%) in Roan will give glucose (Table 8) to their babies.

Table 9:
Breast feeding Practices Among Postnatal Mothers in Hospitals

Name of Hospital Facility

	
	Kitwe
	Thomson
	Roan
	UTH
	Matero
	Kanyama
	Macha
	Choma
	TOT.

	Feeding before milk flow

	Breast only
	79
	83
	75
	60
	100
	67
	100
	100
	84

	Water
	7
	17
	133
	15
	0
	33
	0
	0
	11

	Formula
	14
	0
	0
	25
	0
	0
	0
	0
	4

	Glucose
	0
	0
	13
	0
	0
	0
	0
	0
	2

	Reasons for Feeding to assess ‘DEMAND”

	Baby cries
	50
	50
	38
	85
	88
	33
	100
	57
	64

	Breast is full
	0
	0
	0
	5
	0
	0
	0
	0
	1

	I wake up baby
	0
	33
	13
	5
	0
	0
	0
	0
	7

	Don’t know
	0
	0
	0
	0
	0
	17
	0
	43
	9

	Other
	0
	0
	17
	0
	5
	0
	0
	0
	3

	Demand
	0
	0
	0
	0
	5
	13
	0
	0
	3

	Allowed with Baby

	All the time
	79
	100
	38
	95
	0
	83
	100
	100
	88

	Other
	21
	0
	62
	5
	0
	17
	0
	0
	12


All mothers in the population sample were Zambians whose belief in and the practice  of breastfeeding is inherent.

Table 10 shows the information sources on breastfeeding and its known benefits among postnnatal women.

Discussion of breastfeeding issues differ by facility. Women are more likely to hear about breastfeeding in Thomson 83%, Macha 80% and Matero 65%. A third of the women will have heard in UTH while only about 20% have heard of breastfeeding in other facilities. Messages on exclusive breast feeding were more are emphasized than the breastfeeding in general. Exclusive breastfeeding is discussed more in Matero 75%, about 60% each in Roan and UTH an least discussed in Thomson. The common sources of this infomation was nurses and the media.

2.8.4
Rooming in 

Rooming in is putting the mother and her new baby in the same bed or same room. Rooming in allows the mother to feed the child as frequently as she desires. Almost all (88%) facilities practice rooming in. The practice was least at Roan hospital where only 38% of the mothers were allowed to be with their babies all the time (Table 10).

Table 10: 
Information Sources on Breastfeeding and its Known Benefits Among 


Postnatal Mothers in Hospitals (Percent)
Name of Hospital Facility

	
	Kitwe
	Thomson
	Roan
	UTH
	Matero
	Kanyama
	Macha
	Choma
	TOT.

	Heard Of B/F 
	21
	83
	25
	35
	63
	-
	80
	29
	48

	Benefits Of B/F 
	57
	17
	63
	64
	75
	-
	40
	100
	59

	Common Sources of the information

	Nurse
	21
	67
	8
	25
	63
	33
	90
	57
	46

	Doctor
	0
	33
	-
	0
	0
	-
	0
	0
	5

	Granny
	0
	0
	-
	0
	0
	-
	0
	0
	0

	Relatives
	0
	0
	-
	10
	0
	33
	10
	14
	10

	Media
	4
	0
	5
	10
	0
	33
	0
	14
	8

	MSG
	21
	0
	-
	0
	0
	-
	0
	0
	0

	Friends/Neighbour
	0
	0
	0
	10
	0
	0
	0
	0
	1

	Others
	0
	0
	5
	0
	38
	0
	0
	14
	7

	Missing
	8
	0
	0
	55
	0
	-
	0
	0
	9

	Nil
	36
	0
	0
	0
	0
	-
	0
	0
	5


2.8.5
Demand feeding

Reasons for feeding on demand varied from baby crying for over 75% of the mother, breasts full 5%,  wake baby up  about  33%. In almost all cases multiple responses were encountered as mothers would state more than one reason.
One other common observation was that the prim-para were found in bed with their infants and the baby had not been put to the breast since delivery, hours ranging between 2-6 hours.  On inquiry, the new mothers said the baby was continuously asleep.  This shows a breakdown in communication between client and health care provider. During the assessment, this was reported to be one of the weakest step by facility staff. This therefore signify little improvements.

Lwatula (1984) states that communications is imperative to all human interaction in whatever setting it might be.  This clearly indicates that the health care provider must develop a kind of interpersonal relationship that is therapeutic which will facilitate a holistic approach to patient care.  Nurse - patient communication can therefore be facilitated if there is maximum contact between the patient and the nurse, an aspect which Iluskakio (1970) identifies to be universally deficient in most hospitals. The approach of breast feeding counseling should be adopted when giving information to mothers.

2.9
Infant Feeding Practices

2.9.1  Intended age of solid introduction

Over 13% of the postnatal mothers all facilities previously or intended to introduced solids between 2-3 months.  Nearly 60 % said they would introduce at about 5 months.  Macha  in the rural setting reported the highest number of mothers intending to give solids at 5 months and above.  In the urban setting Roan and Matero ( 70% and 75% respectively).  

2.9.2
 Exclusive breast feeding
Women expressed desire to exclusively breastfeed (Table 11) especially Thomson 83%, Roan and over 70% each in Kitwe, Roan, Matero and Macha. The practice is however different for women in Kanyama 67%, UTH 60% and about 20% elsewhere who said they would not exclusively breast feed.   This key practice shows how staff attitude is related to mothers’ practices.

2.9.3
 Duration

In Zambia over 98% of mothers breastfeed their babies for a median duration of 19 months and longer in rural areas (DHS1992;1996).  Macha recorded the highest with 80% mothers breastfeeding at least up to 2 years.  Most mothers 59% said they would stop breast feeding at 2 years because the child is old enough.  The other mothers gave reasons ranging from baby used to food, past experience and follow advice.  In the sample 30% of mothers used breastfeeding as a Family Planning method. These mothers breastfeed for longer periods to delay pregnancy.

Table 11: 
 Breastfeeding Practices Among Children Born 2 Hours Before the Study: POSTNATAL Mothers ( Percent)

Name of Hospital Facility

	
	Kitwe
	Thomson
	Roan
	UTH
	Matero
	Kanyama
	Macha
	Choma
	TOT.

	Skin Contact
	29
	0
	25
	50
	0
	-
	20
	43
	21

	Given Baby
	
	
	
	
	
	
	
	
	

	In less than 1 hr
	50
	33
	50
	35
	63
	50
	90
	71
	55

	After one Hour
	50
	67
	60
	65
	38
	50
	10
	29
	45

	Intend to Exclude Breast feeding

	Yes
	71
	83
	75
	40
	75
	33
	80
	100
	70

	No
	22
	17
	25
	60
	25
	67
	0
	0
	27

	Missing
	7
	0
	0
	0
	0
	0
	0
	0
	1

	UNTIL
	
	
	
	
	
	
	
	
	

	0-1
	0
	0
	0
	0
	0
	-
	0
	0
	0

	2-3
	7
	17
	13
	0
	13
	-
	0
	14
	9

	4-5
	14
	0
	0
	25
	25
	-
	0
	14
	11

	+5
	21
	67
	75
	10
	25
	-
	70
	43
	44

	Don’t know
	0
	16
	13
	0
	0
	-
	30
	29
	13

	Stop Breastfeeding

	<18
	14
	0
	0
	25
	25
	16
	10
	14
	3

	18-23
	21
	33
	50
	10
	13
	34
	10
	29
	25

	24+
	64
	67
	50
	65
	63
	50
	80
	57
	62

	Why Stop

	Old enough
	64
	50
	75
	75
	63
	-
	30
	57
	59

	Used to Foods
	7
	0
	0
	0
	13
	-
	0
	0
	3

	Past Experience
	0
	17
	20
	0
	13
	-
	40
	29
	7

	Follow advice
	0
	17
	0
	0
	13
	-
	0
	0
	4

	Other
	29
	17
	5
	25
	0
	-
	10
	14
	14

	FP
	0
	0
	0
	0
	0
	-
	0
	0
	0

	Other Circumstances for stopping Breast feeding

	Pregnancy
	21
	33
	25
	40
	13
	17
	40
	43
	29

	Illness
	14
	33
	25
	0
	38
	33
	30
	43
	30

	Baby Refuse
	7
	0
	13
	0
	0
	17
	0
	0
	5

	Age to stop
	14
	17
	0
	0
	25
	17
	0
	14
	11

	Don’t know
	30
	17
	13
	40
	25
	16
	30
	0
	21

	Separation
	7
	0
	0
	0
	0
	0
	0
	0
	1

	Working
	7
	0
	0
	0
	0
	0
	0
	0
	1

	Others
	0
	0
	25
	0
	0
	0
	0
	0
	3


2.9.4
Why Stop Breastfeeding

Thirty percent (30%) of postnatal mothers reported illness as reason to stop breast feeding . The reasons given were that the baby will get infected in the case of mothers illness such as HIV/AIDS and TB. Pregnancy  is common reason to stop breastfeeding and the belief is that baby will suffer from diarrhea and eventually die.  This is a strong traditional belief  in the Zambian society locally known as Ukonkela (Bemba), Kunyosya (Tonga).This is a consistent belief among all mother groups of different educational and geographical background .

2.10
 Demographic Characteristics : Mothers with   children of age 0- 6 months

Most women in this category  were between the age of 20-24.  In Matero 60% were teenage mothers 60% between 15 -19 years.   In Roan 80% of mothers were of age 25 and above and were not having their first children.  The age distribution pattern is similar between provinces, and facilities even though rural hospitals tend to have older mothers.  Except for UTH where 21% of the mothers were single over 92% of mothers were married. This is similar to the national pattern (DHS; LCMU 1996) (Table 12)

Even though 60 % of the in Matero were teenage mothers, 67% had more than one child at the time of interview. At Roan all mothers were not having their first children and were older, similar to mothers at UTH. In all facilities except Roan, 1 in 10 mother was a teenager and 10% were less than 14 years old in Matero.

Overall a large number of women in Choma 80%, Macha and Thomson 70% each had only attained primary education.  Similarly 70% of mothers from Thomson attained only primary school level.  Almost all women are housewives (95%) except for Lusaka where 36% are in formal employment.  Sixty percent (60%) of mothers from Macha were engaged in farming.  This has implication for care. About 50% had similar attainment in both primary and secondary  in Kitwe, UTH and Matero. These facilities characteristically provide holistic services there by attracting all types of women.

In Roan, 40 % of the mothers were illiterate. The overall illiteracy rate was 11% . In general literate women were more likely to be found on the Copperbelt than elsewhere.

Except for UTH and Choma (21%, and 20% respectively) over 70% of the women go to clinics for their antenatal care.  However even though most women sought antenatal care at clinics, less than a third deliver there in urban areas.  In rural areas 80% of the deliver at home (Table 12). This similar to findings of DHS 1996 where 75% of the deliveries were found to be done at home.  Formal employment was defined as any salaried job, whereas informal employment included such activities such as marketeering, petty trading and farming. Housewifery was uniquely considered as an own type of activity.  In the sample, over 70% of the women were married.  In the urban areas, less than 15% of the women are involved in the informal sector. In the rural areas however, most women are farmers. This calls for targeted care messages.
2.11        Age of babies

Table 12 shows that the age groups were well distributed across the sample but mostly  60% of  the children were of age 0 -1 months.  This was especially so in Choma and Roan. Almost in all instances these children had been brought for the BCG vaccination and post partum reviews. About 24% of the age group 4 -5 months and above were captured because they had come to the facility because of some ailment.
Table 12:         Demographic Characteristics of Mothers with Infants 0-6 Months

Name of Hospital Facility

	
	Kitwe
	Thomson
	Roan
	UTH
	Matero
	Macha
	Choma
	TOT.

	age
	
	
	
	
	
	
	
	

	<14
	0
	10
	0
	7
	10
	0
	0
	4

	15-19
	10
	10
	0
	29
	60
	10
	10
	18

	20-24
	47
	50
	20
	64
	30
	30
	40
	40

	25+
	47
	30
	80
	0
	0
	60
	50
	38

	Marital Status

	single
	5
	0
	0
	21
	0
	10
	0
	5

	Married
	95
	90
	100
	79
	100
	90
	90
	92

	Wid/dep
	0
	10
	0
	0
	0
	0
	10
	3

	Other
	0
	0
	0
	0
	0
	0
	0
	0

	Parity

	0
	0
	0
	0
	0
	0
	0
	0
	0

	First
	25
	60
	0
	21
	50
	20
	40
	33

	Not First
	75
	40
	100
	79
	50
	80
	60
	67

	Education

	None
	5
	10
	40
	0
	0
	20
	0
	11

	Primary
	40
	70
	0
	43
	50
	70
	80
	50

	Secondary
	55
	20
	60
	50
	50
	10
	20
	38

	College
	0
	0
	0
	7
	0
	0
	0
	1

	Occupation

	Formal
	0
	0
	0
	36
	0
	0
	0
	5

	Informal
	10
	10
	0
	14
	0
	60
	30
	18

	Hse wife
	90
	80
	100
	50
	100
	30
	70
	74

	Missing
	0
	10
	0
	0
	0
	10
	0
	3

	Age of Baby

	0-1
	35
	30
	60
	21
	40
	30
	50
	38

	2-3
	40
	10
	10
	50
	30
	40
	30
	30

	4-5
	25
	40
	10
	21
	30
	20
	20
	24

	5+
	0
	20
	20
	7
	0
	10
	0
	8

	Antenatal Care

	Central
	0
	0
	0
	0
	40
	0
	0
	6

	District
	15
	20
	30
	79
	60
	10
	80
	42

	Clinic
	85
	70
	70
	21
	0
	60
	20
	47

	Mines
	0
	0
	0
	0
	0
	0
	0
	0

	Private
	0
	0
	0
	0
	0
	0
	0
	0

	Missing
	0
	10
	0
	0
	0
	30
	0
	6

	Place of Delivery

	Central
	10
	50
	70
	14
	30
	10
	80
	38

	District
	0
	0
	0
	71
	50
	0
	0
	17

	Clinic
	35
	0
	30
	0
	20
	10
	10
	15

	Home
	15
	40
	0
	14
	0
	80
	10
	23

	Missing
	0
	10
	0
	10
	10
	0
	0
	4


2.12
Infant feeding Practices 

This section discusses child feeding and special attention is paid to babies below the age of  6 months. Child feeding addresses breastfeeding practices, introduction of complementary foods and the use of formula.  Breastfeeding especially exclusive breastfeeding is an important determinant of the child's well being and in turn the risk of dying due to lack of antibodies from mothers and introduced pathogens.

With the declaration of hospitals as baby friendly one of the advantages would be the benefits of breastfeeding and particularly the benefits of exclusive breastfeeding to  both the child and mother. The full benefits of breastfeeding  requires that the  knowledge, practice and skill be imparted  to  the mother for maximum benefit for both mother and child.  The benefits of breastmilk and breastfeeding are well documented and were well expressed by those who breastfeed during focus group discussions. From the time breastfeeding is initiated that is, within thirty minutes after delivery, to the age at which complimentary foods are introduced at six months, and its continuation till the age of 2 years.   Breastfeeding assures a quality of life for the child.  In Zambia, almost all women (98%)  breast feed for a median duration of 19 months, more so in rural areas. (ZDHS 1992,1996).

2.13. 
Foods given
The results show that the ideal practices of breastfeeding are still need to be promoted. Table 12. shows that babies are introduced to water and solids, usually light porridge on average between 2 - 3 months. Further analysis was done to show percentage of mothers exclusively breastfeeding and age at introduction of solids by facility.  Exclusive breastfeeding practices did not differ between provinces, and between rural and urban facilities.  About 20% didnot give solids or water for the first one month.  The trend decreased with increasing age, but not conversely.

2.14.
Demand Feeding

This refers to the stimulation to want to breastfeed as demanded either by the mother or baby. Usually this is demonstrated by a mother waking up the baby to breast feed, feeding if breasts are full, if baby cries or when perceived by the mother that the baby is hungry and need to breastfeed , for example, when baby licks fingers. The results show that 50% of the women breast fed on demand. However even though demand feeding was common, sleepy babies were often not woken up to feed  especially by first time mothers. This contributes to less milk production and influences successful breast feeding.

2.15
Knowledge on Breast feeding and exclusive breast feeding
Over 48% of the mothers had heard about breastfeeding and nearly as many had heard of exclusive breastfeeding (Table 10). The benefits though known, most mothers were unwilling to practice exclusive breastfeeding . It was obvious that the mothers had strong beliefs that a child needs water. This was very evident in exemplary institutions of Matero and Roan where even though introduction of actual solids were delayed,  water is given within  0 -2 months. (See Table 13).  This was strongly expressed  by all mothers in the sample.  Mothers who were of non child bearing age  during the focus group discussions were more resistant to exclusive breastfeeding.  This could be attributed to their experiences which they so much believed in over time:

 Quote " is there someone who lives like a snake and has no water?"

In particular, working mothers felt it was  more difficult mainly because exclusive breast feeding messages were often taught without the accompanying required skill to express breastmilk while at work.  Infact about 30% of the health workers said it would be difficult to exclusively breast feed for working mothers.  This maybe an indication of inadequate information and poor attitudes.

2.16
Exclusive breast feeding

The proportion of women in the sample who are exclusively breastfeeding  for the first month of life is about 20 %  except for 70% of mothers in Matero who give water to babies very early.  All mothers from around Roan Hospital gave neither water nor children formula to their children during the first month.  Solid introduction was also generally low for mothers from Roan, unlike other facilities.  Strikingly even though 70% mother in Matero gave water, at age one month, 70% delayed solid introduction.  This may explain in part that water is considered to be a necessity, but not solids.  In less than half facilities solids are between  4 -5 months.

The results in Table 13 show that exclusive breastfeeding practices did not markedly differ by geographical location or facility.  

2.17     Complementary Foods
Complementary foods are recommended for all children above six months. This is to complement the breastmilk and the consequent depletion of  infant stores passed on from the mother to the baby at birth. The foods eaten by the family are usually modified for the baby. In most cases, the younger child  is given a thin porridge.  As the child grows the food is mushy and solid by about six months.

Tables 13 show that solids are given much later than water and mothers are more likely to introduce solids by  2- 3 months.   Mothers from Thomson, Matero and Kitwe introduced solids later than elsewhere. In Roan 1 in 10 children is  introduced to solids as early as one month of age.   In Matero and Roan, 70% of the mothers exclusively breast fed. In the sample none of the babies were given formula.
The most common cited reason for introducing solids was that the child is old enough.  Contrary to the high water introduction at early age, neither thirsty nor hunger was a major reason for introducing water or solid food.  Implicitly it is possible to redress the introduction of both water and solid since its not hunger related as mothers are unlikely to stop food if they feel their child is hungry for instance about 30% of the nurses still advise ante natal mothers  to introduce either fluid or solid to children below 6 months (Table 6). Similarly this reflects a consistent poor attitude and misinformation
Table 13:
Mothers Practising Exclusive Breast feeding and Age at Introduction of Solids by Facility (Percent)

Method of Feeding

	
	Breastmilk only
	Breastmilk and water
	Solids Giving
	TOTAL

	Kitwe
	
	
	
	

	0-1
	20
	15
	0
	9

	2-3
	15
	15
	0
	8

	4-5
	0
	0
	50
	13

	5+
	0
	0
	0
	0

	Thomson
	
	
	
	

	0-1
	20
	10
	0
	8

	2-3
	10
	0
	0
	3

	4-5
	10
	-
	20
	10

	5+
	-
	-
	20
	10

	Roan
	
	
	
	

	0-1
	30
	0
	0
	8

	2-3
	0
	0
	10
	3

	4-5
	10
	0
	0
	3

	5+
	10
	0
	10
	3

	UTH
	
	
	
	

	0-1
	21
	7
	0
	7

	2-3
	14
	7
	21
	11

	4-5
	0
	0
	21
	7

	5+
	0
	0
	0
	0

	Matero
	
	
	
	

	0-1
	20
	70
	0
	23

	2-3
	50
	30
	0
	20

	4-5
	30
	0
	30
	15

	5+
	0
	0
	70
	18

	Kanyama
	
	
	
	

	0-1
	
	
	0
	0

	2-3
	0
	50
	0
	13

	4-5
	0
	50
	0
	13

	5+
	0
	0
	0
	0

	Macha
	
	
	
	

	0-1
	10
	10
	0
	5

	2-3
	30
	10
	10
	13

	4-5
	0
	10
	10
	5

	5+
	0
	0
	10
	3

	Choma
	
	
	
	

	0-1
	40
	10
	0
	13

	2-3
	30
	0
	0
	8

	4-5
	20
	0
	0
	5

	5+
	0
	0
	0
	0


Note: Data not available for Chibombo


2.18.
Duration

Most women (90%) would breastfeed for 18 months and over. This is regardless of locality and type of facility. In this regard, breastmilk still continue to provide the rare source of nutrients to the child. Other researches have shown that breastfeeding at any age mitigates illness and hospitalisation is often shorter than non breastfed children (Hambayi et al 1994). This confirms the need for continuation of breastfeeding up to two years.  The quality of milk does not alter with increasing age of baby (WHO 1995).

2.19
Circumstance to stop breastfeeding.

Children were more likely to stop breast feeding if the mother got pregnant. This was a common belief for all mothers and some health workers.  This is believed to cause illness or death to the child. Most mothers didnot know any circumstance that would not make them not breastfeed.  The recommendation not to breastfeed often comes from health workers. This was echoed by the community during the Focus group Discussions.

2.20 
Breast feeding problems

Most problems in breastfeeding are related to initiation, attachment and frequency of breastfeeding.  Table 13 shows the perceived milk insufficiency as been more associate with urban than rural areas.  Other cited problems are sore and cracked nipples.  For the insufficient milk "syndrome", lactogoues such as opaque beer like Chibuku, Shake Shake, water, munkoyo are drunk as a solution.  However, these are indirect solutions. They have a psycho -social effect and tend to relax the mother thereby stimulating the milk production.  They donot directly increase the milk per se.  Milk insufficiency is caused by infrequent feeding, associated with separation such as in working mothers.  Other causes are poor breastfeeding skills such as latching and attachment. In  some cases mothers sort hospital advise  and received inappropriate advise. These findings are similar for all the different categories of mothers sampled. One would have expected that ante natal mothers would be better informed due to regularity of information dissemination during  ante natal  visits.

Table 14 :
Breast feeding Problems Experienced by Mothers During Breastfeeding (Percent)

Name of Hospital Facility

	
	Kitwe
	Thomson
	Roan
	UTH
	Matero
	Kanyama
	Macha
	Choma
	TOT.

	Problems
	

	Sore Nipple
	15
	0
	0
	7
	10
	0
	10
	10
	7

	Engorgement
	0
	10
	0
	7
	0
	10
	0
	0
	3

	Insuff. Milk
	5
	20
	0
	14
	0
	0
	0
	0
	6

	Baby Refusal
	0
	0
	0
	0
	0
	0
	10
	10
	1

	Abscess
	5
	0
	0
	0
	0
	0
	0
	0
	2

	None
	0
	0
	0
	0
	0
	0
	0
	80
	10


CHAPTER 3:
CHANGES OBSERVED SINCE IMPLEMENTATION OF BFHI BY FACILITIES.
3.0
Sample Characteristics: Managers
The number and categories of Managers interviewed in the selected facilities are summarised in Table 15.  A total of 28 Managers were interviewed. The majority 40% were  in the Senior Nursing Officers category.   Matron and Nurse Manager category. Twenty one percent  were in the category of Director of Nursing and another six in the District/ Executive Health Directors category. The rest were  Managers of Schools and tutors.

Table  15 :  Managers included in the Sample
	Manager
	Number 
	Percent (%)

	Matrons
	6
	21

	Senior Nursing Officer/s
	11
	40

	Directors
	6
	21

	Manager (school)
	2
	 7

	Tutor
	3
	11

	TOTAL
	28
	100


3.1
Sample Characteristics: Facility Staff 

Facility staff are any employees of the hospital that are in contact with the children.  A total of 42 Facility Staff were interviewed (Table 16). The majority 36% were nurses in children's ward, followed by nurses in maternity 29%, nurses in antenatal  wards 19%, and Doctors in Obstetrics and Pediatrics 17%.

Table 16 : Number by  Profession of Facility Staff in the Sample

	Profession
	Number
	Percent (%)

	Doctors (Pediatrics/Obstetrics)
	7
	17 

	Nurses (Maternity)
	12
	29

	Nurses (Children’s/Clinical Officer)
	15
	36

	Nurses (Ante natal)
	8
	19

	Total
	42
	100


3. 3
Changes Observed Since Hospitals Became Baby Friendly
3.3.1
Positive Changes at Facility Level: 

Since the sampled facilities were designated as baby friendly, managers perceived some positive and negative changes at facilities as well as at community.

More than half (54%) of the managers and staff stated increased mothers= knowledge about breastfeeding (25%) adoption of rooming-in, in both the antenatal and children's wards (7), decreased  expenditure on infant formula (18%) some common ailments reported at facilities such as diarrhea, allergies, malnutrition had decreased (14%), improved patient/health worker relationships, there had been increased initiation of breastfeeding soon after delivery (3) and, establishment of baby friendly places for working mothers.

Since the introduction of the BFHI, changes such as reduction in rates of malnutrition and incidences of diseases like allergies and choking from eating porridge, rooming-in of mothers and babies in both postnatal and pediatric wards was cited as a positive change (7), wards had become quieter and mothers responded better, there were less quarrels between mothers and staff due to better trust of each other,  costs from purchases of  formula had decreased and there was no need for sterilizing bottles,  Also mentioned was the introduction of training of nurses on breastfeeding, skin to skin contact  and that staff were being given extra time to breastfeed at tea time.

The fact that Managers and Staff observed more changes at  facility level than at community level is consistent with the objectives and  implementation of the BFHI with its focus on improving practices in hospitals.

Although the establishment of Mother Support Groups was cited as a positive change by some Managers and Staff, there is evidence from the findings that staff are using the Mother Support Groups to provide breast feeding support and counseling to mothers at the facility rather than in the community. One clearly observes that there no clear understanding of the role of Mother Support Groups and the referral system does not work.

Also of interest was that facilities practice what they teach by introducing flexible breast feeding times. Macha hospital established breast feeding rooms for their breast feeding nurses, or had their babies brought at tea time to be breast fed in the tea room. Some of the facilities have even allowed staff on night duty to bring their babies with them. This positive attitude towards breastfeeding is commendable and worth promoting.  However, where facilities experience staff shortages, some Managers perceived this practice negatively. Thus, there is a  need to carefully review maternity leave conditions for staff to facilitate their practicing exclusive breastfeeding.

However, Kangaroo Mother Care was least understood and negatively projected.  This may be indicative of a lack of information and knowledge on the practice. Another unfortunate perception of negative changes due to the BFHI expressed by a manager was that profit  from sale of formula at the facility Tuck Shop had decreased.  Perhaps these problem areas could be addressed through sharing of appropriate literature on success stories elsewhere.. Research and practice in other countries have demonstrated the value of this practice.

3.3.2    Negative Changes at Facility Level
The majority of the managers observed no negative changes observed. However some stated negative changes at facility level as follows: none, maternity leave benefits and promotion of exclusive breastfeeding introduces a conflict of interest and duty when abused, especially when there is a shortage of staff, the introduction of Kangaroo Mother Care for pre-term babies was perceived as a negative change brought about by the BFHI, a clear indication of inadequate information. One practitioner in particular also mentioned as a negative change the loss of  profit from the sale of formula at the facility Tuck Shop. Again this is poor commitment at the highest level.

3.3.3
Positive Changes at Community Level

The existence of Mother Support Groups or trained Traditional Birth Attendance and Community Health Workers who are based in the communities was identified as a strong positive change by nearly all managers. Staff identified the following changes at community level: mothers knowledge and confidence had increased and that Mother Support Groups were in place.

Four (4) out of nine (9) MSG stated that they had been consulted and their advise to the above problems were more demand feeding, proper attachment, continued breast feeding and washing nipples with salty warm water.

It was important for this study to identify areas of support to the MSG.  The members stated that they would appreciate regular visits and encouragement from the facility staff.  Furthermore, the referral by facility staff to MSG of mothers with breast feeding problems was rare.  Such referrals would greatly improve the utilisation of the MSGs and also facilitate the dissemination of the information on the existence of their services.

Training was another area of concern to the MSGs.  Again 4 (four) of the 9 (nine) facilities/MSGs stated that they would like to be retrained or trained formally as opposed to in-house training without issuance of certificates.  Extending the duration of the training was also highlighted.  Starting a MSG is not difficult but the momentum soon drops due to lack of financial benefits and transport for out reach.  There are virtually no incentives.  Most MSG conduct their educational sessions at the health facility.  Some however, do sketches and weekly/monthly meetings, agreeing on convenient time for all was a problems.

The MSG were asked on the practice relating to surrogacy, 44% of the MSG stated that before the baby whose mother had died the baby would be given formula milk and bottle fed.  However, with more information on valuable benefits of breast milk, a close relative of the mother is given the responsibility to breast feed and this is initiated immediately. 

Another 33% were of the opposing view say that surrogate breast feeding is not being practiced widely because of >AIDS and the fear of cross infection.

3.3.4    Negative Changes at Community Level
Even though these changes are described as negative, they were rather constraints that limited breast feeding practices in the community. Those perceived to be negative changes were: working mothers'  inability to practice exclusive breastfeeding due to current maternity leave conditions (1), the contradiction between exclusive breastfeeding and some traditional practices such as giving herbs and water to newborn babies 

3.4
Knowledge 

 Facility staff  (managers, ward staff) were asked if they knew that their hospital was baby friendly and why they felt so. The majority  82% of Managers felt that their hospitals was designated as baby friendly, including a Manager from Chibombo Hospital according to the Global Criteria based on the Ten Steps. However, another  Manager from Chibombo indicated that his hospital was not yet declared baby friendly even though he correctly identified requirements of a BFHI.  Of the managers and ward staff interviewed,  14%  felt that  their hospitals were partially baby friendly. (Table 17).

Table 17:  Managers Knowledge of Own Hospital as Being Baby Friendly

	Is Hospital Baby Friendly?
	Number 
	Percent (%)

	Yes
	23
	83

	Partially
	4
	14

	No
	1
	 4

	Total
	28
	100


Knowledge on the BFHI status was high .   Over 76% of all staff in the sample were aware that their facility being baby friendly.  Nurses in ante- natal wards (87%) and maternity wards (83% ) were more likely to know that their facility was baby friendly.  Doctors in general were more aware than nurses in children’s' wards (71 % and  66% respectively). Overall 10 % of the staff felt the hospital was partially baby friendly and 14% had no idea that their facility is baby friendly.

3.4.1
Managers

On the question of why hospital facilities were recognised as baby friendly or partially so, a variety of reasons were given by managers, including those from Chibombo.

The  team also observed that some hospitals had adopted other policies and practices in excess of the Global Criteria based on the Ten Steps to Successful Breastfeeding. 

Of the 28 managers, 46% cited the provision of antenatal and postnatal care as a major reason. Only 39% cited practicing rooming-in , 29%  establishment of strong Mother Support Groups and 18% each gave practicing skin to skin contact, the existence of a hospital policy on breastfeeding, availability of trained health workers and, early initiation of breastfeeding  as some of the reasons.

Only one in about 14 respondents gave as a reason for successful breastfeeding the training of  mothers on how to position and attach babies correctly as well as the increase in mothers' knowledge  about breastfeeding.  Less than 10% of the training institutions had  cited inclusion of breastfeeding in the curricula of both Basic and Midwifery Nursing Schools .

One Manager had apparently missed the whole concept of the BFHI, cited the provision of immunizations to children as accounting for the baby friendly status of a hospital facility.  

Those who felt that their hospitals were partially baby friendly attributed this to the promotion of breastfeeding by a few trained health workers. They also felt  that less time was given to the counseling of mothers due to the shortage of staff.  This resulted  in some mothers not being taught the importance of exclusive breastfeeding. Another reason given was the disruption of rooming-in during visiting hours. A lack of involvement of fathers/men in the promotion of breastfeeding was also mentioned as a weakness. In-service training was said to require  constant supervision and in those facilities which lacked this supervision, hospitals were said not to be as baby friendly as would be expected.

3.4.2
Staff
Staff also gave reasons indicating knowledge of their hospitals' policy on the BFHI.

doctors felt that their hospitals were baby friendly for the following reasons: staff had been trained, as a result there was a lot of positive change, education on  antenatal and postnatal care was being given , more room or space had been created, rooming-in in both maternity and children's wards, the Ten steps have been supported, and Mother Support Groups were said to be effective.

The doctors who indicated that their hospitals were partially baby friendly said this was due  the interest shown by some nurses.

Mostly,  about 42% of the Nurses in the Maternity Ward felt that their hospitals were baby friendly for the following reasons: promotion of bonding through skin to skin mother/baby contact,  the  promotion of demand feeding ,  education of mothers on antenatal and postnatal care , practicing 24-hour rooming-in , positioning and attachment of baby to mother 17%,  and 8% each for early initiation of breastfeeding and the implementation of appropriate policies.

Another reason given was that mothers were taught rolling of nipples during antenatal care).

Nurses and Clinical Officers in the Children’s' Ward gave the following reasons: practicing 24-hour rooming-in , education and increased knowledge of  mothers, prohibition of the use of bottles and formula), encouragement of mothers to practice exclusive breastfeeding), improved reception), and shorter walking distances . 

One member of staff in the Children’s' Ward gave the provision of High Energy Diet for children as a reason for the facility being baby friendly.  

Of the 8 Nurses in the Antenatal Ward, 50%  gave similar reasons for their facilities being baby friendly such as  early initiation of breastfeeding and  promotion of bonding through skin to skin mother/baby contact. About 12% stated  education on antenatal care and 7% each for  prohibition of bottles and  formula except for orphans , teaching of mothers on exclusive breastfeeding  and encouraging of breastfeeding on demand.

At Chibombo (Liteta) staff were aware of the BFHI concept although the hospital was not officially declared as baby friendly. Some activities promoted are promotion of  skin to skin mother/baby contact , educating mothers during antenatal care  and  making check-ups during postnatal care.

Those who felt that their hospitals were partially baby friendly stated that although there was a need for everybody to know about the baby friendly concept (and not only those in maternity wards), but there was limited literature for all staff members especially those who are responsible for students.  

The majority of managers and staff stated that their facilities were Ababy friendly because they were implementing the Global Ten Steps to Successful Breastfeeding.  However, some managers and staff felt that their facilities were only partially Ababy friendly@ due to partial implementation of the relevant policy on breastfeeding. There is general awareness about facilities being baby friendly among all categories of staff interviewed (Table18).  In this regard, managers and staff at Chibombo, which has not yet been officially designated as a baby friendly hospital, responded in about the same way as their counterparts at the other facilities.

Managers and staff were able to identify virtually all reasons for their facilities being baby friendly, although there also a few incorrect reasons given, for instance, teaching mothers rolling of nipples during antenatal care.

There appear to be a greater awareness of the reasons among managers than the other categories of staff interviewed (Table 18).  A possible explanation is that staff in the different wards have a limited awareness probably largely influenced by their area of work. One of the suggested solutions to this problem was the need to train staff in other wards who come into contact with mothers, and not only those maternity wards since there is a lot of staff turn over and staff rotation between wards in any one facility. Staff turnover should however not affect the prescribed practices as new staff should be oriented to the concept or else the facility fails on step 2.

CHAPTER 4 :
INSTITUTIONAL  ARRANGEMENTS AND SUPPORT
 4.1
Available Policy to Promote, Protect and Support Breastfeeding and  BFHI
 4.1.1
 Managers

Over two-thirds (68%) of the managers acknowledged the existence of a policy to promote, protect and support breastfeeding in their facilities. Eighteen percent that their facility did not have a hospital policy on breastfeeding chibombo and Choma. Chibombo has not been officially declared baby friendly. Choma though without a hospital policy individual wards appear to implement breastfeeding policies.

However, some managers responded by saying that they neither knew nor were not sure (5).  Among those that were not sure were: a new Manager, a Nursing Officer and one acting Manager.

Table 18 : Knowledge of Existence of BFHI  Policy by Managers
	If Baby Friendly?
	Number
	Percent 

	Yes
	19
	69

	No
	5
	 
17.8

	Don’t Know/Not Sure
	4
	 
 14

	Total
	28
	100


 4.1.2
Staff
Facility Staff were asked to state what their hospital policies on BFHI covered. Further, they were asked to mention at least two of the Ten Global Steps on breastfeeding. A very high (81%) knowledge of the of the existence of hospital policy was shown by the staff. All  (100%) in maternity ward were knowledgeable of the policy content, followed by the antenatal ward nurses (88%), doctors (71%). The least knowledgeable were those nurses working in the children's wards ( 67%). Those who didn’t know were from Chibombo and Thomson.
Table 19 : Facility Staff and Knowledge of Policy Content
	Profession
	Response (%)

	Doctors
	71

	Nurses - maternity ward
	100

	Nurses -children’s ward
	67

	Nurses - antenatal ward
	88

	TOTAL
	81


4.2
Activities and Lessons learnt in the  BFHI Implementation.

 
4.2.1
Managers
A number of activities have been put in place to support, promote and protect breastfeeding. These are education of mothers on breastfeeding 78%, with rooming-in for 24 hours 39%, having mother support groups, traditional birth attendants and community health workers 39%, encouraging mother/baby skin to skin contact 39% and, orientation of new staff  32%. Only 14%  practicing unrestricted breastfeeding and giving support in the correct positioning and attachment of babies respectively.   The skill is still being imparted on a limited basis.

Five percent of the managers also mentioned that there was no night duty for breastfeeding staff within the first 6 months of giving birth.

Table 20 : Activities in Place to Support Breastfeeding and BFHI ( Managers)

	Activities in Place
	Number     
	Perecent (%)

	Rooming-in for 24 Hours
	11
	13

	Existence of Mother Support groups/TBA/CHW
	11
	13



	Existence of Posters
	 3
	4

	No Prelacteal Feeds
	 2
	2

	Unrestricted Breastfeeding
	 4
	5

	Skin Contact/Initiation/Kangaroo Care
	11


	13

	Education of Mothers
	22
	26

	Orientation for New Staff
	 9
	11

	Existence of Breastfeeding Team
	 3
	4

	Postnatal Support Given
	 4
	5

	No Night Duty for Breastfeeding Staff
	 2
	2

	Implementation of Hospital Policy/The Ten Steps
	 2
	2


 4.3
Perceived  Roles in Implementing BFHI
  
4.3.1
Managers
Various positive roles towards the implementation of the BFHI were identified by the managers (Table 20). These varied according to the type of manager. 

Overall managers
 (47%) in all categories perceived their roles as facilitative/supportive in the implementation of the policy. For instance sourcing of funds to implement plans, spot checks on staff performance and provision of information to midwives. Directors of Health Services perceive this as much of their role as compared to Directors of nursing and Tutors (37% Vs 25% and 5% respectively).

The category of Senior Nursing Officer/Matron also stated that their roles were: to support  their staff in the implementation of ward policies, to monitor activities and carry out spot check, to train staff, to observe if mothers are being taught and to  provide  health education periodically to mothers.

As expected, managers at schools and tutors perceived their roles as mainly training, ensuring that breastfeeding is incorporated in the curriculum  and, follow up students during clinical sessions.

Table 21: Perceived Roles by Managers in Implementing BFHI
	Role
	Number

n= 53 
	Percent ( %)



	Facilitate policy implementation
	20
	38

	Source funding
	 4
	 8

	Spot checks
	 6
	11

	Set up MSGs
	 1
	 2

	Training
	10
	19

	Follow up
	 6
	11

	Provide BF information
	 4
	 8

	Give Health Education
	 2
	4


4.3.2.
Staff

Most categories of staff mentioned giving health education (18), encouraging mothers to breastfeed(18) and following- up mothers during postnatal care (11).  Nurses in the maternity (4) in antenatal (4) and, childrens’ wards perceived as their main role follow-up of mothers during postnatal care. In addition, nurses in the maternity ward cited as some of their  roles the promotion of exclusive breastfeeding (4), practicing  mother/baby skin to skin contact  (2) and, showing breastfeeding skills to mothers.   Most doctors (5) mentioned that one of  their roles was to encourage mothers to breastfeed. The supportive role to staff was mentioned mainly by nurses  in maternity (3) and doctors (2).  The promotion of Mother Support Groups to teach mothers was mentioned in the childrens ward by a nurse (1).

Table 22: Perceived Role by Profession and Area of Operation in a Facility
	Perceived Roles
	Number

n = 70
	Percent %



	Practise Skin Contact
	2
	3

	Health Education
	18
	26

	Postnatal Follow-up
	11
	16

	Show Ski on BF
	1
	1

	Promote Exclusive BF/Advantages
	7
	10

	Psycho- ad Spiritual Support/Nurse/Patient Relationship
	3
	4

	Encourage Mothers to Breasted
	18
	26

	Supportive Role to Staff
	5
	7

	Educate/Teach Staff
	4
	6

	Promote MSG to Teach Mothers
	1
	1


Generally both Managers and Staff provided responses which indicated that their facilities had policies for the protection, promotion and support of the Baby Friendly Hospital Initiative. However, Choma hospital which declared Ababy friendly@ in 1996 failed on the step on availability of a comprehensive BFHI policy during the assessments but still had not corrected this step up to the time of the evaluation.

Roan Hospital provides a good example on how to implement a well developed institutional support. There is  need to intensify institutional support through health reforms. This is made easier as Managers are agreeable to  breastfeeding promotion, protection and support in the context of health reforms.  Further, implementation of exclusive breastfeeding was viewed as an activity that does not require significant additional financial resources. The various suggestions made by both Managers and Staff also indicate positive and encouraging attitudes towards the future of BFHI.

4.4
Staff  Turnover and Current Training  Program.

 
4.4.1
Managers
Managers in Training Schools have incorporated breast feeding and lactation management in basic and midwifery training, clinical training, public health training  and  the Safe Motherhood module. About 61% of  managers stated that there was a training program in place,  22% said no and another 22% were not  if such a program existed.

With regards to orientation of old staff i.e. those out of basic training, less than half (47%) said they did orient new staff, 38% did not and 16% were not sure. The re -orientation program appear to be closely relate to current training programs undertaken by the facility.

 
4.4.2
Staff 
Table 23 shows staff turnover. This is positive in that mobility allows for other staff not yet familiar with the BFHI to learn from new arrivals. High staff turnover also hinders progress as success in the BFHI has been shown to be linked to motivation and positive attitudes of some staff members. This disturbs continuation of programs and in most cases slackens progress.  However staff turn over can also be positive. In the context of breastfeeding, acquired knowledge can be spread to other facilities though staff from baby friendly institutions.  For, instance, in Chibombo, beacause of staff turnover, the facility practices most of the ten steps and only awaits to be assessed.

Table 23 : Length of Stay (Staff Turn-over)
	Period of Stay
	Profession
	Total

	
	Doctors
	Nurses  M* - Ward
	Nurses  C*   Ward
	Nurses A* Ward
	

	<3 months
	           0
	1
	3
	           0
	4

	>3 months
	7
	11
	12
	8
	38

	Total
	7
	12
	15
	8
	42


*M = maternity, C = children’s, A= ante natal

The results of staff turn over show that 90% of the staff had been at the facility for  3 months or more. In all facilities all doctors had been at the facilities for more than three months. Nurses in children’s ward were much more likely to stay longer than their counterparts in other wards. The report earlier revealed that this is also the least knowledgeable category of staff on general BFHI in the facilities.

Of the above staff who had been at the institution for 3 months or more, 63% have had some training from various sources such as basic training, breastfeeding courses offered by La leche League, Wellstart International and London School and  for some on-the-job training.

Staff were also asked to state who and how they wished the training to be done with regards to the PPS and breastfeeding in the facilities and the community. Staff from different profession were in agreement that all members should be trained including maids and orderlies

The training approaches suggested were the popular seminars, workshops and practicals followed by on-the - job training. Other training suggestions were use of visual aids/materials an, antenatal  care for mothers, mother models and groups. Lactation skills oriented training. A few however, suggested incorporation of breastfeeding into existing programmes such as Family Planning, Control of Diarrhoeal Diseases/Acute Respiratory Infections and Safe Motherhood  and a similar number felt reaching out to the community could be used. It was also felt  that attachments and exchange visits between facilities could be another approach to training as staff would also be motivated by learning from others .    

4.5
Suggestions for Improvement of the BFHI

 
4.5.1
Managers
Managers made some suggestions for the improvement of the BFHI concepts, approach and implementation which have implications on both Central, Facility and Community levels of implementation.

a)
Central Level
· Technical visits and wider dissemination of information to lower levels.

· Revision/improvement of maternity leave benefits/conditions up to 6 months to enable working mothers practice exclusive breastfeeding to be done at national level for uniformity

· Exchange visits to other facilities, other countries to be arranged and encouraged 

b)
Facility Level
· Train and retrain all health workers in lactation management.

· Stress on antenatal preparation and education since mother spent very short periods in the hospital postnatally.

· Exchange visits 

· Establishment of crèches at the workplace 

c)
Community Level
· Involvement of men/fathers


Target pressure groups 


· Use of models to educate other mothers and peer education 

 5.5.2
Staff
Staff too made some suggestions for the improvement of the BFHI concepts, approach and implementation which have implications on both Central, Facility and Community levels of implementation. These in most cases were similar to those by managers except that more of those made by staff were more on the practical side.

a)
Central Level
· Technical support from National level and wider dissemination of information to lower levels as soon as possible 

· Revision/improvement of maternity leave benefits/conditions up to 6 months to enable working mothers practice exclusive breastfeeding to be done at national level for uniformity 

· Exchange visits to other facilities, other countries to be arranged and encouraged Breastfeeding awareness should be continuous and then maximized during the Breastfeeding Week 

b)
Facility Level
· Train and retrain all health workers in lactation management especially those who deal with new mothers at antenatal, with initiation and at every visit

· Emphasis of messages to be on exclusive breastfeeding 

· Exchange visits

· Establishment of crèches at the workplace 

· Better consultations with mothers

· All health workers to participate actively on breastfeeding support and promotion .

· Breastfeeding awareness to be continuos and maximised during Breastfeeding Week )

· Health workers need to counsel mothers. 

· Increase awareness to mothers/community/schools on breastfeeding 

· Need hospital policy and not just ward policies 

· Start education when mother is at antenatal and before pregnancy 

· Extend the promotion of  exclusive breastfeeding to other provinces and at work places 

· More training of doctors should be emphasised 

c)  Community Level

·       Set up community information centers and involve men/fathers more


·      Extend breastfeeding to the rural areas and target working women


· Need to consult mothers instead of preaching to them

· Increase awareness to mothers/community/schools on breastfeeding

All staff agreed that all health workers including doctors, nurses, maids and orderlies should be trained in breastfeeding. This is also a positive attitude. The wide range of training approaches suggested by staff if utilised should go a long way to ensure that all health workers, community members and the support systems (TBAs, CHWS and MSG) are covered in training.

4.6
Institutional Framework: National Level

Brestfeeding activities at national level are implemented by the Ministry of Health under the coordination of the NFNC.  Since 1994, the National Breast feeding Program  has notably declared 40 health facilities baby friendly. In addition a Breast feeding Policy and National Code of Marketing for Breastmilk Substitutes has been developed. Even though promotion of breastfeeding has largely been undertaken by NFNC and  MOH, its support and protection has also been demonstrated by the existence of the laws (Maternity Leave) in the Ministry of labour and social services.  Collaborating patners such as UNICEF, WHO, USAID/BASICS and NGOs  such as La Leche League are some of the institutions that promote breastfeeding at national level.

CHAPTER 5 :INFORMATION, EDUCATION AND COMMUNICATION (IEC)

5.1 
Role of IEC In Breastfeeding.
In order to facilitate change of peoples attitudes and practices, it is important to develop a more effective Information, Education and Communication (IEC) system.  The system developed has to be appropriately designed to serve all its target groups with regards to information dissemination and education/training materials to enhance behavioral change.  Most importantly the communication system has to be flexible and ‘two-way’.  To design and develop the appropriate system, it is important to appreciate the target groups understanding and their social/cultural interpretation of the key messages.  Thereafter, identify the important learning points, modes of communication and change agents.

The employment of participatory techniques in information dissemination, education/training and communication has proved very effective in other sectors with regard to behavioral change.  During the survey, it was observed that even the facility staff had different levels of knowledge, attitudes and practices to the promotion, protection and support to successful breast feeding.  It is therefore, essential to develop an IEC system that will not only target some of the community (Mothers Support Group or breast feeding mothers) but should target the whole community.  Furthermore, inco-operating this in the training curriculum of all medical and para-medic staff.  However, the deliver messages or education at all levels has to differ depending on the target groups.

5.2.
Key Messages
This survey findings focused on the facility and its staff, Mothers Support Groups, mothers and fathers (as part of the community).  It was noted that most facilities do not display their breast feeding policy, sometimes not even in the maternity wards Table 24).  In cases where it is displayed, it is rarely translated into the local language for clients to read and understand.  Ideally, the translated policy has to be displayed in all wards to enhance information dissemination.  However, being able to display the policy is largely dependent on the management of the facility/hospital who have not been trained or oriented in the breast feeding policy and the BFHI.  It has been found that staff in management were lacking in the knowledge about breast feeding and therefore may be seen a constraint to practices that support breast feeding and more especially exclusive breast feeding.  The nursing staff and other support staff find it difficult to ‘aggressively’ support the policy on breast feeding and of course the practices.  How then do the junior staff effectively and aggressively support a policy that the supervisors are not so familiar with or even appreciate.

Table 24:  Hospital  Score on Display of Key Messages.

	Hospital
	Score (%)

	Roan
	70

	Matero
	67

	Macha
	57

	Chibombo
	50

	UTH
	30

	Thomson
	26

	Kanyama

Choma
	26

23


All the hospital staff need to be conversant with the Promotion, Protection and Support (PPS) of breastfeeding. The need for bonding, rooming-in attachment,  demand feeding and ways of expressing of breastmilk (and its storage) have to be familiar to all in order to best serve the clients.

The Mother Support Groups were found to be highly knowledgeable in PPS of breastfeeding. Unfortunately this resource is seen to being under - utilised by the community. These mothers usually wait to be approached by another mother. The members of the Mother Support Groups may need their  role as change agents and community educators. Their role in the PPS of breastfeeding can not be over emphasised as a very important role nationally and culturally.  The more they appreciate their role as not only benefiting their immediate clients but a whole chain of areas (less medical costs, time to tend the sick, happier and well growing children, happier parents etc.).  Members of the support group have a duty  to approach any new mother (not necessarily first time mothers) and discuss important areas of breastfeeding. The share of information is a basis of creating a certain relationship and the client will thereafter visit often to discuss problems encounter and also inform others about the service available at community level. The facility can also increase the efficiency of the mothers (Post-natal) to these members; especially those with breastfeeding problems like engorgement of abscess. The use of these groups as change agents can be further optimised. Their clear understanding of the society they live in makes them most effective. Some have adapted the teaching used in their training to educate mothers; these are very improved  feed-back mechanism or regular monitoring visits by facility staff would encourage them and such methods communicated to other groups.

Mothers, on the other hand sometimes do not take breast feeding messages very seriously as it is perceived to be a normal/natural role that does not really need orientation or education on.  It is seen to be instinctive - every woman knows how to breastfeed! Though  this may be the case there is lack of knowledge of the underlying reasons why certain  PPS practices of breastfeeding need to be done. For instance, the reasons for proper attachment and demand feeding are not well appreciated. Furthermore, bonding or rooming-in through practice  traditionally are also appreciated and are sometimes done for the sake of it: These are some of the issues that need to be addressed by an improved IEC system.

Breast feeding is the traditional way of feeding infants. Children are usually breastfed up to the age of 2 years. Traditionally complementary foods introduced at about 5 - 6  months (i.e. very light porridge) and this was mainly due to insufficient breastmilk. Today in the name of modernisation and being sophisticated supplementary milk (formulas) are introduced very early. To bottle feed a baby gives one a certain “class” in society. In addition, babies are made to sleep in cot beds away from  their  mothers (especially with the elite) and the maid or nanny has taken over the “bonding” by being the one always with the baby either on the back or being fed. Eventually, milk production drops because of not managing the lactation properly and the child is weaned off completely at a very early age of about 1 year.

Most mothers if they knew better would definitely revert to the traditional way of looking after the breastfeeding baby. Exclusive breastfeeding though seems to be slightly deviant to our traditional practices. To give only breastmilk to a baby without water seems to be ‘in human’ and unacceptable. Every human being needs water. Adults themselves still feel thirsty even after taking liquids so why not give a baby water.

The improved IEC system need to  demonstrate in a participatory manner that breastmilk contents a substantial amount  of water and how easily germs can be introduced into the baby by administering water from the tap (be it boiled or not). The cumbersome procedure of sterilising all utensils may discourage giving water to a baby under 6m. In fact mothers and fathers alike did not perceive giving a baby under 6m water or any other liquid (e.g. fruit juice) be  an introduction of complementary feeds.

In it important to include exercise or discussions of PPS of breastfeeding at every session of antenatal. Some messages need to be repeated everytime whilst others can be discussed at length over several sessions. Prima Gravies need good explanation on attachment, bonding and demand feeding with respect to milk production.

Working mothers, both in the formal and informal sector are seen to be at a greater disadvantage and are thus forced to introduced the complementary feeds much earlier. The maternity leave given to those in the formal sector is too short (3 months) for the recommended period of 6 months. The mother therefore has to introduce complementary foods at about 2 months so that  the baby gets used to these. The mother in the informal sector is greatly depended on the supplement the family income so she has to get back to work in certain instances even earlier. Because of the poor economic status most mothers cannot afford to have the baby brought to the office or work place to breastfeed (it maybe too tedious for the baby too) neither can they afford to go home to do this; so breastfeeding is interrupted at on early age.

The community as whole also needs to targeted in IEC programmes. It is important to make all stakeholders aware of their role in the Promotion, Protection and Support of breastfeeding. Fathers believe that providing their wives with nutritious food is their only role in the role of breastfeeding (other than abstaining from sexual intercourse). Husbands are not aware of the relationship between  the psychological or emotion state of a mother and breastmilk production. On the other hand the employer does not appreciate the need for a baby to be exclusively breastfed for 6 months and therefore demands that an employee returns to work at the end of the 3 months. With more public awareness the employer will be able  to give special consideration to maternity cases and facilitate longer leaves.

The IEC system should target the public as a whole. With better understanding of the aspects of Promotion, Protection and Support breastfeeding the community (father, relatives, hospital staff employers etc.) will appreciate their role in breastfeeding and therefore help create an enabling breastfeeding environment. 

5.3.
Attitude Towards Messages.
This chapter discusses, an assessment of people=s Knowledge, Attitudes and Practices (KAP), problems of breast feeding, Infant Feeding Practices, changes observed since the introduction of the BFHI.

5.3.1.
Staff

About 86% of all staff categories mentioned that breastfeeding was good and correctly stated the known advantages which  outlined either protective or convenient factors.

Some staff have breastfed  and those who do not have babies, have learnt about it from school, books or articles . Some 14 % felt that it was good to  full time house wives. 

Positive attitude on exclusive breastfeeding was low. Of the 42 staff in different facilities interviewed, 26% felt it prevents major ailments.  About 88% felt that it is not possible to exclusively breastfeed up to 6 months. Others felt that it is possible according to their observations and as long mothers are taught the advantages with simple messages and given all the necessary support 17%.  About 7% indicated that it is possible up to 6 months, only if working mothers could have more maternity leave days. Some 5%  believed in it but had failed to convince own wife. Another felt that it is possible in villages because people cannot afford anything else.

Some staff had negative perceptions on exclusive breastfeeding, and reflected it through their non convictions and stated that it is difficult to convince women to go up to 4 months and 6 months, that by 3 months babies should be supplemented, that sometimes it is not possible as some mothers have no sufficient milk and that if a mother is HIV-positive or has TB, she may need to give supplements to her baby.

5.3.2.
Community

Breast feeding is widely considered to be a normal and instinctive.  Every mother is able to successfully breast feed.  Traditionally, this was true.  Mothers breast fed babies for up to 3 - 4 years old.  Initiation ceremonies and traditional teachings before a woman delivers included some training in the way a mother can support, protect and promote breast feeding.  However, with the increase urbanisation and in the name of >modernisation= breast feeding periods were reduced greatly with the modern formula milk and bottle feeding became the in-thing.  As mothers started working both in the formal and informal sector, complementary feeds are introduced to the baby’s diet as early as two months of age.  The early introduction of complementary foods and bottle feeding has been documented to contributed greatly to the occurrence of diarrhea in babies under 6 months.  

The assessment of people's level of knowledge, existing attitudes and practices was conducted because communities surrounding institutions that have been declared baby friendly should have heard about the benefits of breastfeeding. Focus Group discussions were held in the community.  Across board, mothers expressed favorable levels of knowledge and attitudes towards breast feeding.  

5.4.
Knowledge, attitude and practices (KAP)

5.4.1
Community mothers

Even though mothers from the community especially those of child bearing age,  stated that breast milk is the BEST for the baby as it is nutritious and prevents illnesses such as diarrhea.  It was seen to have ‘anti-bodies’ that prevent diseases, they didnot exclusively breastfeed.

Mothers expressed very low levels of knowledge with regards to exclusives breast feeding.  They had not heard of it before the interview; not even from the facility during their antenatal visits.  Asked what they thought and how possible it would be to practice exclusive breast feeding, most mothers stated that it would be difficult to practice.  On average a baby is given water at 2 (two) weeks and other liquids such as fruit juice are introduced by the second month.  All liquids given to the baby are not perceived  as 'foods', similar to the practices of mothers in exemplary facilities  (Table 13) and  as such were only stated after probing.  Practicing exclusive breast feeding as per definition was perceived to be  difficult because it demands that not even water is introduced to the baby.  This mothers perceived to very un-natural; every human being needs water, even after taking another liquid e.g. milk.  The disadvantages of introducing water (water may be contaminated) is not well appreciated by the mothers.  Furthermore, mothers do not know that breast milk contains alot of water as compared to other milk (cows).  Because of lack of understanding in the composition of the human breast milk, the mother administers water because she perceives her baby to be thirsty!

For those women who passed through facilities, for instance antenatal mothers, only 53% will have heard about breastfeeding (Table 25 ). However for those who heard benefits were well cited.   The common sources were nurses (54 %) and the media (17%).

Table 25:
Information Sources on Breast feeding and its USEFULNESS among Ante natal Mothers in Hospital

Name of Hospital Facility

	
	Kitwe
	Thomson
	Roan
	UTH
	Matero
	Macha
	Choma
	TOT.

	
	
	
	
	
	
	
	
	

	Heard of B/F
	30
	71
	75
	45
	100
	43
	10
	53

	Useful
	85
	10
	88
	86
	70
	71
	30
	53


Common Sources of the Information
	Nurse
	35
	71
	75
	45
	90
	43
	20
	54

	Doctor
	0
	0
	0
	0
	0
	0
	0
	0

	Granny
	0
	0
	0
	0
	0
	0
	0
	0

	Relatives
	5
	14
	0
	55
	0
	0
	0
	11

	Media (TV)
	50
	14
	25
	0
	0
	14
	30
	19

	Books
	20
	0
	0
	0
	0
	0
	0
	3

	Clinic
	0
	0
	0
	0
	0
	43
	60
	15

	Friends/Neighbour
	20
	29
	13
	0
	10
	0
	0
	10

	None
	25
	29
	25
	0
	0
	43
	0
	17


The message to express milk for the baby while the mother is away is not widely practiced and not traditionally/culturally preached especially for well babies.  The practice of expressing milk  raised the following observations in the community which  showed lack of sufficient information.

C
amount of milk expressed:-  the amount expressed in the morning as the mother goes for work is not enough for the whole day, so why do it in the first place.

C
Storage of milk:- as the practice is traditionally breast feeding (baby sucks milk from the breast).  The mothers are apprehensive about the storage; the milk may get too hot or go bad if left at room temperature.  If put in the refrigerator  may get too cold and then over heated (which may destroy it) when being given to the baby.

C
Skill of expressing:- this is prevalent in mothers of pre-term babies.  Most mothers find this exercise painful and therefore do not want to do it.

C
Socio-economic status of mother/family:-  This greatly affects the mothers ability to get to the baby at least once during the day to breast feed.  Mothers can neither afford to have baby brought to her place of work nor can she afford traveling home when possible.

Breast feeding practices are influenced by a number of problems most of which can be dealt by providing more information.


5.4.2
Age to stop Breastfeeding

Consistent with all other groups interviewed,  all respondents stated that 2 (two) years old was appropriate  age to stop breastfeeding and this was mostly from experience.  The fathers groups stated that 2 years was the traditional age to stop breast feeding but working mothers (both in the formal and informal sector) stopped earlier.

5.4.3
Mothers Support Groups

In Contrast to communities mothers above,  Mothers Support Groups had very high levels of knowledge and positive attitude to breast feeding and especially exclusive breast feeding. In fact their knowledge superceded that of health providers especially in addressing breast feeding problems.  The  aspects of  breastfeeding including skills and benefits  were  well discussed and well linked to community set up.   These mothers were also able to highlight psychological and physiological advantages of breast feeding.  Some psychological attributes are the kangaroo/skin to skin delivery, rooming-in. The high level of knowledge, attitudes and practices of the members of the Mothers Support Group(MSG) can be attributed to the training received and accurately relating this to traditional understanding and practices of breast feeding.  The members of the MSG  strongly supported exclusive breast feeding and stated that it was possible to practice this for the first 6 months of the baby’s life.  This was unlike in the non-members of the MSG. Well informed mothers are more likely to be successful  in practicing breast feeding as demonstrated by MSG.

5.4.4
Community Fathers

Another key target group interviewed were fathers.  It was encouraging to note that fathers have favorable levels of knowledge and attitudes towards breast feeding.  These male interviews stated that breast milk is most nutritious, inexpensive and natural food that protects the baby against diseases (i.e. ‘contains anti-bodies’).  These advantages of breast feeding are similar to those stated by mothers (non-members of MSG) and includes an important aspect of family planning.  Both groups (fathers and mothers) stated that during breast feeding especially over the first 6 to 8 months sex is avoided as a way of giving the woman ‘enough recovery time’ and to avoid pregnancy during breast feeding.  Traditionally, absenting from sex during early months of breast feeding is encouraged because if the woman gets pregnant the breast feeding baby may die usually after a couple months of being sickly and loosing weight.  This is one strong belief strongly held by parents of all walks of life, including some health workers.

The greatest concern expressed by fathers interviewed across board was the ‘exclusiveness’ of breast feeding for 6 months; "nothing other than breast milk not even water".  This is was a strong general concern.  This therefore highlights the need for mass education on the underlying rationale and principles of exclusive breast feeding.  This would also ensure that the father and other family members support breast feeding.  

With regards to the role/support that all fathers give wives during  breast feeding , proper diet and avoiding sex was common in all communities.  The later is a way of family planning but often results in men seeking extra marital relationships. This sometimes cause emotional anxieties to women, the groups revealed.

In general the community though aware of breastfeeding,  were not aware on its specifics for optimal benefits.

CHAPTER 6:     HEALTH AND BREASTFEEDING
6.1
Health and Breastfeeding
Mothers will successfully breast feed if they are know the skill  and if they are of good health. Even though illness will not affect lactation, problems such sore nipples, engorged breasts and abscesses affecting the breast may influence the ability of the mother to breast feed. 

6.1.1.
Problems of Breast feeding

Breastfeeding has been associated with are several problems in the community. These are considered inherent.  This further demonstrates the poor breastfeeding  practices in the community.  During breast feeding, it is intended that the mother is comfortable and enjoying breast feeding the baby; just as much as the baby should be. Problems hinder mothers from effectively feeding their babies resulting in low milk flow and the consequent early  introduction of  complementary foods.

Table 26:
Breastfeeding Problems Experienced by Mothers (Percent)

Name of Hospital Facility

	
	Kitwe
	Thomson
	Roan
	UTH
	Matero
	Kanyama
	Macha
	Choma
	TOT.

	
	
	
	
	
	
	
	
	
	

	Sore Nipple
	15
	0
	0
	7
	10
	0
	10
	10
	7

	Engorgement
	0
	10
	0
	7
	0
	10
	0
	0
	3

	Insuff. Milk
	5
	20
	0
	14
	0
	0
	0
	0
	6

	Baby Refusal
	0
	0
	0
	0
	0
	0
	10
	10
	1

	Abscess
	5
	0
	0
	0
	0
	0
	0
	0
	2

	None
	0
	0
	0
	0
	0
	0
	0
	80
	10


Mothers stated Insufficient milk, sore/cracked nipples, breast engorgement and abscesses  as most common problems of breast feeding (Table 26).  Like mothers in the antenatal or postnatal group, some mothers who had these problems went to the clinic for attention/advice.  The advice given by the clinic/facility staff was often inappropriate.

The Lactation Management suggests that the above listed problems are attributed to incorrect positioning or attachment of the baby to the breast during feeds.  Attachment or positioning of the baby during feeds is normally not related directly by mothers to the flow of milk, stimulation of ducts or the continued lactation and breast feeding.  This is an indicator that mothers lack sufficient and correct messages on breastfeeding.

6.2
Correct Advice on Breastfeeding Problems given by Facility Staff
Staff were asked to explain what advice they would give to mothers with different breastfeeding problems. This was done in order to assess their lactation management skills. The correctness of the advise was also assessed to determine the extent mothers are likely to benefit if they sort advice from a health facility.

6.2.1
Sore Nipples
Correct advice such as continued breastfeeding 43%, application of Gentian Violet ointment on nipples and the baby's mouth if there are itchy e.g. in the case of a Candida spp. infection 10% and check the suckling position which the mother might have to improve 7%. Less than 5% staff mentioned the use of a drop of milk on the nipple in order to heal skin.  At Thompson and Choma  they  advised expressing milk and feeding by cup.

6.2.2
Engorged Breasts
Staff responses on appropriate advice for engorged breasts varied and the common five responses of correct advice were to continue with breastfeeding 54%. Other advice given was to express breastmilk and feed by  cup and use of a warm compressor/bottle or pump was mentioned  21%   About 5% of staff  Kitwe and UTH did not  know but would advise the mother to see somebody else.

6.2.3
Maintaining Lactation

Breastfeeding on demand was mentioned by 62% of staff at all facilities except at Thompson . Expressing milk for the baby while the mother is away was mentioned by 7% of  staff at  UTH, Macha and Chibombo.

6.2.4
Baby Crying a Lot 

In cases where the baby was crying alot appropriate answers were given as follows ruling  out illness  40%,  mother should feed baby frequently 29%. A few but correct responses such as continue breastfeeding was mentioned at UTH , check if baby is gaining weight was mentioned at  Kitwe 5% and UTH, finish breast feeding on one breast before offering the second breast was mentioned at Macha  and Choma,  use of lactogoues and support to the mother were mentioned.

6.2.5     Insufficient Milk/Not enough Milk

Regarding the problem of insufficient milk, staff at the different facilities correctly advised as follows, frequent feeding 31%, demand feeding 12% and assuring or building confidence in the mother and help improve her ejection reflex 5%.   Use of lactogoguses was suggested by 36% of the members of staff.

6.2.6
Working Mothers with a Baby less than 6 Months of Age

At least one of the three correct advice were mentioned at each of the hospital facilities.  Sixty percent of the staff  mentioned the need for a mother to express breastmilk before going to work and leave for the  carer to give to baby, some 24%  stated that a  mother should  either take baby to work, or go home to feed or carer to bring baby to work or teaching the mother the expression technique.

6.3
Inappropriate  Advice on Breastfeeding Problems  given by Facility Staff
Incorrect advise was also common and evident. It is presented in this report to allow for training of facility staff on correct advise. Some advise given to mothers was to express milk and throw it away 10% in order to deal with the problem of engorged breasts.  The throwing of milk is inappropriate.

Regarding the problem of insufficient milk), staff advised that the mother should resort to supplementation with formula or other foods 17%. Frequent feeding is appropriate solution.

With a working mother , it was suggested that a the mother should arrange that her baby be given formula substitutes while away at work  10%.

For the baby who is crying a lot  staff advised that the mother should eat a lot 5%, give the baby gripe water, and/or give food supplements.
In cases of sore nipples inappropriate advice was given as  follows: clean sore nipples with salt water  31%, apply Vaseline on nipples 17%, wash nipples daily with soap 2%, clean nipples with plain water 14% and stop breastfeeding for 24 hours while giving cows milk to baby or breastfeeding on one breast or pull nipples during antenatal care 36%. 

A disturbing observation made was that some health workers including some nurses stated that they would advise mothers to wash nipples with salt-water as well as apply Vaseline to lubricate the nipples. This observation calls for more training of health workers on breastfeeding with special emphasis on lactation management skills and  clearly suggests the need to update the curricula for training schools and also need to update the information. . Mothers in general, and especially prima-gravida mothers often dread breastfeeding  when experiencing  sore nipples which could result in insufficient milk production. 

6.4
Manual Expression, Positioning and Attachment  Skills.

Nursing staff were asked to demonstrate skills for manual expression, positioning and attachment of a baby during breastfeeding. The skill to perform the above is particularly important in order to address the above problems which are common (see table ). Correct positioning and attachment was demonstrated by 50% of Maternity Wards nurses. Only 20% could correctly do so in  Childrens' Wards as well as Antenatal Wards. This result show that the skills are not wide spread among the service providers. This limitation  affects the breastfeeding practices.

Observations on skills  for the manual expression of breast milk and positioning and attachment of babies on the mothers breasts showed that staff skills need regular upgrading.  Although these skills are taught during basic training, further on-the-job training would be of immense benefit especially for  new staff. Most primi-gravida mothers require training in the skills the most.

Staff skills and attitudes should be developed to enable them to give advice at a level well understood mothers on a variety of topics.  For example, when the composition of breast milk is explained to mothers, they can be convinced that there is no need to give babies water, as well as other benefits of exclusive breastfeeding to the mother and the family as a whole.  With these kind of skills, more and more mothers would be convinced about the benefits of exclusive breastfeeding.

6.5
 Problems in Promotion, Protection and Support for Breastfeeding

No major problems were encountered by 36% of the protection and support of breastfeeding. Failure to promote breastfeeding were the deep rooted beliefs by mothers to of the need to give water to children. In addition affluent  mothers do not want to breastfeed. Other mothers panicked if white milk flow did not come in 24 hours .Other problems were associated with the fact that most mothers needed to go work at markets or on streets.

6.6
Problems in Promotion, Protection and Support of Exclusive Breastfeeding
Problems although of a different nature seemed also to have been encountered in PPS of exclusive breastfeeding. Problems encountered included: only accepted and practiced up to 4 months and 6 months was a big challenge and found stressful, mothers were skeptical because babies feel thirsty and therefore agree reluctantly, educated mothers questioned more  abrupt weaning if mother fell pregnant for instance for a three months old baby the elderly people were used to giving herbs and water soon after birth, resistance based on previous experience of early introduction of solids/water, mothers had problems when traveling, went to fields as they believed babies should be given porridge .. In addition messages were said not to have filtered enough into the community as it is a new phenomenon, not always easy with working mothers, and that new mothers needed additional support as initiation of breastfeeding was not always successful in hospital , “not enough”  syndrome and “baby crying a lot” ,  sometimes mothers do not eat enough food, are sickly and poor, therefore babies become emaciated.  At Chibombo it was stated that because PPS on exclusive breastfeeding had not been tried, it was found difficult to assess whether mothers were actually exclusively breastfeeding or not. 

6.7
Views on Circumstances not to Breastfeed at All

6.7.1
HIV/AIDS

HIV/AIDS was commonly cited as circumstances in which a mother should not breastfeed by 43% of the managers. Less than 25% indicated illnesses such as TB, Malaria or when the mother is unconscious. In addition some managers 18% said severe mastitis, pregnancy 7%, puerperal psychosis or if the mother is on harmful drugs should not breastfeed.  However, a good number of Managers 39% of them felt that there were no circumstances for a mother not to breastfeed at all.

Less staff compared to managers (36% vs. 43%) felt HIV/AIDS was reason not to breastfeed at all. Other conditions such as malaria, meningitis, difficult in breathing and heart conditions were also stated by some staff (10%). Other reasons were  drugs which suppress milk production and, breast problems such as cancer and abscess 17% and 9% each for pueperal psychosis and milk insufficiency. Two (2%) percent felt that if a mother was to go back to school she should not breastfeed at all.

More managers than staff (39 %vs. 17%) felt that there were no circumstances for not breastfeeding.

A variety of circumstances were cited  for not breastfeeding at all, some of these have widely debated on, examples include  issues of HIV/AIDS, T.B. and Malaria infections.  However, some of the circumstances mentioned are suggestive of inadequate information or unfounded beliefs.

The issues of HIV/AIDS, T.B.and breastfeeding have been very contentious especially in the developing world. There has been deliberate misrepresentation of facts which may have misled some health workers and mothers instead of making informed choices. These issues were cited by most managers and staff  as reasons for mothers to either not breastfeed at all or stop breastfeeding. There is a definite need to allow more dialogue on these issues so as to enable the Government of Zambia to come up with firm policies and strategies for addressing  these issues.

Circumstances for stopping breastfeeding frequently mentioned by all categories of facility staff were similar to those mentioned for not breastfeeding at all such as a mother's illness.  Surprisingly 1 in every 10 nurses in all wards still feel that a pregnant woman should not continues to breastfeed.  This was a common belief for all mothers regardless of their educational and socio economic background.

6.8
Morbidity and Mortality.
6.8.1
Morbidity

Health or illness are the major causes of malnutrition. During illness appetite is reduced. In addition cases of fevers (malaria), metabolism is greatly increased further stressing the limited intake. Similarly, intake greatly lowered if the child is suffering from diarrhea. Other common childhood diseases include ARI/Coughs and vomiting.

In the sample, the commonest causes of morbidity were coughs (40%), malaria (19%) and diarrhea (12%)  (Table 27)

Table 27:
Morbidity and Mortality among Children 0-6 Months as Reported by Mothers

Name of Hospital Facility

	
	Kitwe
	Thomson
	Roan
	UTH
	Matero
	Kanyama
	Macha
	Choma
	TOT.

	Diarrhoea
	25
	0
	10
	14
	10
	0
	20
	1
	10

	Cough/ARI
	40
	50
	30
	57
	10
	100
	30
	4
	40

	Fever
	15
	30
	10
	7
	50
	0
	30
	2
	18

	Vomiting
	5
	0
	0
	7
	7
	0
	0
	1
	3

	Malaria
	0
	10
	0
	7
	13
	0
	10
	0
	5

	Others
	15
	10
	0
	8
	10
	0
	10
	0
	7


During the month preceding the evaluation, a similar prevalence was observed among children below the age of five for each of the following towns as shown in Table 28.

Table 28:
Prevalence of Common Childhood Diseases 

	Town
	Malaria
	Diarrhoea
	Measles

	
	
	
	

	Kabwe
	33
	11.4
	0.5

	Kitwe
	31
	10.6
	0.6

	Mufulira
	16.5
	6.6
	0.5

	Lusaka
	24
	20.8
	0.2


Source : FHANIS 1997
Malaria was more prevalent than any other disease. None of the children were reported to have had measles. Measles appear to peak in months of January (FHANIS 1997).
6.8.2
Mortality

Table 29:
Mortality and Its  Causes Among Children 0-6 Months as Reported by 

Mothers
Name of Hospital Facility

	
	Kitwe
	Thomson
	Roan
	UTH
	Matero
	Kanyama
	Macha
	Choma

	Deaths of  previous children below 12 months



	Yes
	10
	10
	20
	7
	10
	0
	20
	30

	Causes of Death

	Diarrhoea
	5
	0
	0
	0
	0
	0
	10
	0

	Malaria
	10
	10
	10
	0
	10
	0
	0
	0

	Vomiting
	5
	0
	0
	0
	0
	0
	0
	10

	Cough
	5
	0
	0
	10
	0
	0
	0
	20

	Others
	0
	0
	0
	0
	0
	0
	10
	10


 Risks associated with mortality are due to illnesses above. In fully breast fed children, research has shown that have less incidences of illness, hence reduced chances of death. Mothers were asked if they had experienced a death of their infant in the previous 12 months.  The result show that nearly 1 in every 10 mothers (13%) had experienced a death. (Table  29). The causes were similar to common  the causes of morbidity.

Morbidity and mortality has been demonstrated to be lower in well breastfed infants.
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Appendix I: Study Instruments

A: BACKGROUND INFORMATION
ZAMBIA: BABY FRIENDLY HOSPITAL INITIATIVE EVALUATION: AUGUST 1997

FORM IDENTIFICATION NUMBER__________________________

INTERVIEWERS IDENTIFICATION NUMBER_________________

PROVINCE_____________________DISTRICT/TOWN_______________

FACILITY______________________COMMUNITY/RESIDENCE_________

DATE OF INTERVIEW: DAY_______MONTH______YEAR_____________

TIME INTERVIEW STARTED_______TIME ENDED___________________

1.
Age of mother (years)_________2. Marital status

3.
Parity ___________________     4. Education level

5.
Occupation_______________

6.
Place of delivery___________

7.
Place of regular antenatal care_______________________

B: ANTENATAL MOTHERS
FORM 1D NUMBER____________________
INTERVIEWERS ID____________

DATE OF INTERVIEW_________________

1         Have you received information on breastfeeding from this facility?  Yes/No

b)
If yes, mention 2 most important information you have received on breastfeeding?

2.
From whom did you receive the information?

3.
Mention other sources of information

4.
a)
Is the information useful/or not?

b)
If not useful, why?

c)
If useful of what use do you make it (How useful is it?)

5.
How do you intend to feed your baby?

6.
How long do you feel/intend you can breastfeed your baby?

7.
a)
When will you introduce other foods or liquids in addition to breasmilk?

b)
How will you determine this?

8.
Have you ever heard of exclusive breastfeeding?

a)
yes/no

b)
If yes, is it possible (What are your feelings about it)?

Yes (positive) ask How?

No (negative) ask Why?

9
In what circumstances would you ( a mother) not/stop breastfeeding if HIV mentioned 
probe? a) Circumstances
 b)
Reasons not to breastfeed or to stop  
breastfeeding.

C: POSTNATAL MOTHERS

FORM 1D NUMBER______________
INTERVIEWERS 1D______________

DATE OF INTERVIEW____________

1.
a)
As soon as the head of the baby came out what happened (where was it put)

1.
Contact with mother

2.
No contact

3.
Don=t know

4.
Other specify

b)
How soon after delivery were you given your baby to breastfeed/hold

1.
Within 1 hour

2.
More than 1 hour

3.
Don=t know

2.
What were your experience/feelings when you first breastfed this baby?

3.
What are you feeding your baby on now?

a)
Food/liquid


Reasons(why)

How

4.
What will you give your baby before breasmilk flow/white milk?

a)
Food/liquid


Reasons(why)

How

5.
If breastfeeding, how often are you feeding yoour baby since it was born

1.
Whenever the baby is crying/cries

2.
When breasts are overfull

3.
When I work up the baby

4.
Don=t know

5.
Other specify

6.
How often are you allowed to be with your baby?

1.
Anytime/all the time

2.
Other specify

7.
Have you ever heard of exclusive breastfeeding: yes/no

8.
Do you intend (think you can) to exclusively breastfeed this baby?

a)
Yes - Why?

b)
Up to what age___________

c)
No-Why?

9.
a)
Have you received any breastfeeding information from this facility?  Yes/No

If yes, what information (to mention 2)

b)
Have you received any breastfeeding information form any other source? (Radio, club, mother support group, other health facilities)

Specify source(s)_______________________________

If yes, on what information (to mention 2)

10.
a)
When do you intend to stop breastfeeding all together?b)
Reasons

11.
In what circumstances would you stop breastfeeding your baby?(age to stop, child illness, pregnancy, separation, resume sexual relationship)

a)
Circumstances

b)
Reasons

D: MOTHERS ON INFANT LESS THAN 0 - 6 MONTHS OF AGE
FORM 1D NUMBER______________
INTERVIEWERS 1D_____________

DATE OF INTERVIEW____________

1.
Age of baby (months).................

2.
What have you been feeding your baby on?

Food/liquid
Reasons

How

Adviser

3.
 If  breastfeeding, how often are you feeding your baby since it was born?

1.
Whenever the bay is crying/cries

2.
When breasts are overfull

3.
When I wake up the baby

4.
Don=t know

5.
Other specify

4.
a)
Have you received any breastfeeding information from this facility?  Yes/No

If yes, what information(to mention 2)

b)
Have you received any breastfeeding information from any other source?(radio, club, mother support group, other health facilities)

Specify source(s)_________________________________

If yes, on what information (to mention 2)

5.
a)
How long do you intend to breastfeed your baby?

b)
Reasons

6.
a)
If breastfeeding only, when do you intend to introduce other foods?  (Write age  of introduction and type of food/liquid mentioned)

b)
Why?

7.
Have you heard of exclusive breastfeeding?  Yes/No

8.
What are your feelings about exclusive breastfeeding?

9.
In what circumstances would you stop breastfeeding?

10.
a)
Has your baby and any illnesses since birt: Yes/No

b)
If yes, list illnesses

11.
a)
Have you experienced any breastfeeding problems (breast, baby refusal etc.) since 
you delivered?

b)
If yes, explain

c)
If problems what did you do?

12.
Have you lost any children under 1 year of age?

13.
What was the cause of death?

THANK YOU FOR TAKING TIME TO ANSWER THESE QUESTIONS!!!

E:  FOCUS GROUP GUIDE
DATE:________PROVINCE_______DISTRICT____________COMMUNITY_________

TIME STARTED________________TIME ENDED__________________

GROUP TYPE:________mothers;
________fathers;
___________mother support groups_________other

Introduction (to be conducted in vernacular)

We are grateful that you were kind enough to come and help us in this discussion.  We are interested in the nutrition and health issues of people in ____________(mention area) and what is happening and how the health and of mothers and children can be improved.  It will be helpful to us to know your views on some nutrition and halth issues.  The best way to help is to let us know what you do and what you think.  There are no right or wrong answers.  We welcome all opinions.  Everybody=s views are important, if you disagree with something that is said, please feel free to state your views.

We will be taking notes so that we can remember your comments.  We would also like to have your permission to record the discussions on a tape recorder.  The tape would only be used to make sure that our written notes are complete.  Do you have any questions?

My name is __________________, just to make discussion easier, why don=t we go roound and give our names, and also say how many children we have and the age of the youngest.  Can we start here?  Your name is..?

REMARKS:

Attendance:
Age

#children
age youngest
ethnicity

F: DISCUSSION GUIDE FOR FATHERS WITH CHILDREN
1.
a)
Ask about knowledge and attitudes/feelings on:

(probe for benefits/advantages)

a)
breastfeeding

b)
exclusive breastfeeding

b)
Ever heard of exclusive breastfeeding?  b) From where/who? (Please explain if 

not heard of)

2.
a)
Would you support your baby to exclusively breastfed?

b)
What are you concerns about exclusive breastfeeding?

c)
Any of your children been exclusively breastfed?

d)
What do think are the advantages of and exclusive breastfeeding?

3.
a)When would you advise that other foods/liquids are given to the baby in addition to breastmilk?  (Probe for at what age should the baby be fed liquids, solids? And 

why? and what?

b)
When would you advise the baby stops breastfeeding all together?

4.
Role/support of fathers during breastfeeding period?  (Probe for other than financial e.g. 
moral, psychological)

5.
In which circumstances do you think a mother should: a (stop breasteeding; b) not breastfeed at all? (Probe for any reasons why a woman should not breastfeed.

6.
Advise given to wife on breastfeeding?

7.
What changes have you seen in Zambia on breastfeeding practices when you        compare the past and present?

THESE ARE ALL THE QUESTIONS WE HAVE.  WE HAVE LEARNED A LOT FROM YOU TODAY.  THANK YOU VERY MUCH FOR TAKING THE TIME TO TALK WITH US.

G: DISCUSSION GUIDE FOR MOTHERS FGD IN COMMUNITY

(MOBILISED MOTHERS AND MOTHER SUPPORT GROUPS* IN ADDITION)

1. Knowledge and attitudes/feeling on:a) breastfeeding b) exclusive breastfeeding  (explain)

2. Seen or experienced advantages to exclusive breastfeeding

3    a)Problem experienced during breastfeeding period (Probe for milk insufficiency, 
sore nipples, breast engorgement etc)

b)
Where did you go for help?

4.   At what age do you think a baby should be started (routinely) on liquids? Solids?  Why How do you know that the baby is ready for liquids?  Solids

5.When does a mother stop breastfeeding her baby altogether?

6. Do you know of any breastfeeding support group in the community?  (SKIP FOR              SUPPORT GROUP)

7.a)
Consulted in breastfeeding mothersb)
What advise did you give

8.  Did you hear of exclusive breastfeeding and promotion in health faciities?  If yes, from 
whom?

*9
What support do you receive from the health workers?

*10
Do you receive any referals from the health facility?

*11
a)
What do you think about the training you received as support group

(ADEQUACY/INADEQUACE)?

b)
What changes would you like to see take place/made?

*12.
What has been the experience in starting a mother support group?

*13.
Activities undertaken as a group

*14.
How long have you been in existence?

15.
Surrogacy - NOW AND PAST?  Changes in brestfeeding practices?

*16.
a)
What are some of the problems you have experienced in the promotion, protection  and support for exclusive breastfeeding? b) How have you tackled them?

H: INSTITUTIONAL FRAMEWORK/POLICY QUESTIONNAIRE

FORM ID NUMBER___________________________INTERVIEWERS 1D__________

DATE OF INTERVIEW_________________

1.
What is your policy on Protecting, Promoting and Supporting breastfeeding?

_____________________________________________________________

_____________________________________________________________

2.
What activities do you have in palce to Protecting, Promoting and Support              breastfeeding?________________________________________________________________________________________________________________

3.
What is your role/supporting the implementation of the Baby Freindly Hospital  Initiativeand breastfeeding programs?

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

4.
What is your general policy in your organisation that support working women with

babies?_______________________________________________________

_____________________________________________________________

5.
What commitment do you have for promotion of breastfeeding in the coming year?

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

6.     Are you familiar with the concepts of BFHI? What are the advantages and disadvantages

in your opinion_________________________________________________

7.
What is your view on promotion of breastfeeding/BFHI and Health Reforms?

_____________________________________________________________

8.
Do you have any suggestions for improvement on the concept, approach and 
        
implementation?________________________________________________
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Appendix III: Facilities Observation Score Criteria. (FORM 6)

ATTITUDES AND PRACTICES




MAXIMUM SCORE

1. Existence and use of well bay nurseries




15

2. Skill on Expressing milk






10

3. Presence of feeding bottles, formula, cups with spouts


10

4. Cesarean Section with bay





10

5. Rooming/Bedding in 






10

6. Scheduled feeds for pre-term babies and well babies


10

7. Help given to postnatal mums to breastfeed

POLICY

1 Display of key Messages in key areas




15

2 Translated policies and messages into languages understood by 


mothers and other staff





10

TOTAL POSSIBLE SCORE






100

Appendix IV: Ten  Steps To Successful Breastfeeding

Every facility providing maternity Services and care for new born infants should:

1. Have a written breast feeding policy that is routinely communicated to all health 
workers

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

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

4.  Help mothers to initiate breast feeding  within a half an hour of birth

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

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

7.  Practice rooming in, allow mothers and infants to remain together 24 hours a day.

8.  Encourage braestfeeding on demand

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

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

     �	The essentaial package emphasises on breastfeeding and exclusive breastfeeding, appropriate complementary feeding, adequate intake/supplementation of vit A, Iron, Iodine, Nutritional Management during and after illness and growth monitoring 


     	� 	Transmission is about 14% if mother is pre pregnant sero positive and 29% if mother acquires virus postnatally (Ziegleret al;1985, Dun et all 1992)


     �Director of nursing, senior nursing officer, director of health, Manager/tutor at school.


     � Groups of women trained to undertake community based breastfeeding promotion.
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