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Abstract: WHO/UNICEF strongly discourages the traditional practice of pre-lacteal feeding unless medically indicated.
However, from clinical observation in KIUTH, this practice appeared to be very common. Hence, this study was aimed
at documenting for the first time, the rate of prelacteal feeding practice, associated factors and the effect of this practice
on the breastfeeding behaviour of the mothers attending KIUTH MCH clinic. This cross-sectional study included 403
mother-infant pairs. Mothers with children aged 2 years and below, who consecutively attended the MCH clinic of
KIUTH during the study period of 3 months (January to March, 2010), were enrolled on first-come-first-serve basis.
Ethical clearance was granted by the KIUTH research ethical committee and verbal consent was obtained from the
participants. Data was collected using structured, pretested questionnaires and analysed with SPSS 16 statistical software.
The rate of prelacteal feeding practice was 31.3%. The key proprelacteal factors were, delay in initiating breastfeeding
beyond the day of delivery (LR = 6.1, p<0.0005) and beyond the first hour postdelivery (LR = 0.4, p<0.0005), maternal
low level of information about breastfeeding (LR = 0.6, p<0.0005), the non-catholic Christians religion(LR = 0.8, p =
0.023) and village residence (LR = 0.7, p = 0.038). Prelacteal feeding was done mostly on the day of delivery with plain
water (in 95% of cases) and due to perceived insufficient breastmilk. Giving prelacteal feeds was also common amongst
mothers who attended ANC and those who delivered by caesarean section in the health facility. This traditional practice
however, had no significant effect on the rate and duration of EBF and full breastfeeding. The rate of prelacteal feeding
was high and delay in initiating breastfeeding beyond the day of delivery was the key determinant factor of prelacteal
feeding. Decline in emphasis or possibly prescription of prelacteal feeding by healthworkers could also be contributory.
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INTRODUCTION

Prelacteal feeding is defined as the act of giving any
liquid or food item (except breastmilk) to a newborn,
within the first 3 days after birth (Kramer and Kakuma,
2002; Ingunn et al., 2007; McKenna and Shankar, 2009).
Even though breastfeeding is practiced at a very high rate,
the use of pelacteal feeding is common and imbedded in
the culture of the Uganda population (Ingunn et al.,
2007). World Health Organization strongly recommends
early commencement of breastfeeding within 30minutes
after birth and discourages prelacteal feeding unless
medically indicated (Akuse and Obinya, 2002). 

According to the Uganda Demographic Health
Survey (2006), Infant feeding practice in Uganda
generally was not optimal, being characterised by a very
low timely breastfeeding initiation rate of 42% and 54%
of babies received pre-lacteal feeds (a decline from 64%

in 2000) and Exclusive breastfeeding rate from 0 up to 6
months was only 60% (Ministry of Health, 2009;
UNICEF, 2009). Prelacteal feeding is particularly high in
areas with high HIV burden (Ingunn et al., 2007;
Ssenyonga et al., 2004) and also varies in the different
regions of Uganda. A combined survey of 488 mothers in
Mulago (central Uganda) and Mbarara (western Uganda)
hospitals in 1994 documented a prelacteal feeding rate of
25.2% (Mukasa, 1994) and 43% was reported in a
household survey conducted in Hoima, western Uganda
(Wamani et al., 2005), whereas in Mbale, eastern Uganda,
prelacteal feeding was as high as 57% and EBF was very
low at 7 and 0% at 3 and 6 months respectively (Ingunn
et al., 2007). Pre-lacteal feeding rate was 26.8% in a
hospital based study in Nairobi (Lakati et al., 2010) and
between 17-25% in Tanzania community (Hussein, 2005).
Many healthworkers indiscriminately give prelacteal
feeds in Nairobi (Lakati et al., 2010) and Nigeria (Akuse
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and Obinya 2002; Adetunji et al., 2007) hospitals. Nurses
give mainly for perceived breast milk insufficiency,
doctors for prevention of dehydration, hypoglycaemia and
neonatal jaundice and non-medical staff to prepare the
gastrointestinal tract for digestion and to quench thirst.
Mothers give prelacteal feeds for the following reasons:
social custom, insufficient breast milk, to keep the mouth
and throat moist, to keep the body warm, rapid growth
and to clear the bowel (Lakati et al., 2010; Adetunji et al.,
2007).

Giving prelacteals to a newborn may be in the
context of a ritual (religious or cultural) or as a necessary
substitute for colostrums (McKenna and Shankar, 2009).
The muslims strongly believe in prelacteal feeding and
discard their colostrum because it is not considered to be
part of true breastmilk and is non-nutritious and dirty.
They often use salt and sugar or date fruit because it
enables the baby to urinate frequently and cleanses the
stomach among other perceived beliefs (McKenna and
Shankar, 2009). However the religion encourages
exclusive breastfeeding and prolonged breastfeeding
thereafter (McKenna and Shankar, 2009). 

The rate of prelacteal usage is higher in community
studies than in facility-based studies, with home deliveries
than in hospital deliveries and also in the rural places than
the urban areas, however some hospitals do not appear to
be adhering to international recommendations on infant
feeding (Akuse and Obinya, 2002; Lakati et al., 2010). 

Prelacteal feeding is very high amongst the Indians
(Ahmed FU et al., 1996; Banapurmath et al., 1996). In
one Indian village study (1996), timely first suckling rate
was 0.3%, prelacteal feeding was 100% and most reject
colostrum. EBF rate in this study progressively declined
to 26.8% at 6 months, however, the median duration of
breastfeeding was beyond 24 months (Ahmed FU et al.,
1996). Commonly Indians give ghee, honey as prelacteal
feeds(Ahmed FU et al., 1996; Banapurmath et al., 1996),
health workers prescribe infant formula, glucose water
(Akuse and Obinya, 2002; Adetunji et al., 2007),
Ugandans go for herbs, plain water, black tea, glucose
water, dilute cow milk (Ingunn et al., 2007). The
influence of the grandmothers, mothers in-law and other
members of the extended family set-up on prelacteal
feeding in the Ugandan community, cannot go
unmentioned (Ingunn et al., 2007). The common methods
of prelacteal feeding are by finger, spoon or direct force
feeding. Prelacteal can be given as a one-time or
continually as a supplement to breastmilk. The latter tend
to be the rule as soon as the mother decides to give
prelacteal feeds (McKenna and Shankar, 2009). 

The effects of prelacteal feeding have been well
documented. Prelacteal feeding delays initiation and
establishment of lactation, causes poor adherence to
exclusive breastfeeding and is a key determinant of early
cessation of full breastfeeding (Lakati et al., 2010). Water

can be particularly dangerous because it fills the baby's
stomach without providing the necessary nutrition and can
therefore lead to insufficient weight gain (McKenna and
Shankar, 2009). Using water also decreases the amount of
time the infant suckles at the breast, leading to decreased
milk supply. Infant consumption of water and the
simultaneous decrease in breast milk consumption
reduces the protective components of breast milk, making
the infant more susceptible to infection. Water from an
unsafe source can itself be a direct cause of infection.
Honey is a known source of the heat resistant organism
Clostridium botulinum, which can lead to infant botulism.
Other effects include diarrhea, convulsions (McKenna and
Shankar, 2009).

For a long time, clinical observation has indicated
that many Ugandan Mothers offer artificial feeds to their
newly delivered infants in the immediate post partum
period, contrary to the recommendation by the World
Health organisation and the practice appeared to be very
common in the hospital. We have experienced some of
the undesirable outcomes of this local practice in some of
the neonates admitted in our special care baby unit like
convulsions, lactating and feeding problems, diarrhea and
sepsis. To the best of our knowledge, no study on
prelacteal feeding has been carried out in this community.
This hospital-based study was intended to evaluate the
impact we have made on the community in terms of their
breastfeeding behaviour especially in the area of
prelacteal feeding practice amongst the mothers that
patronize our facility since its inception three years ago.
Through this research, the public will be further
enlightened about the harmful effects of this traditional
practice and discourage it. This study offers a feedback
from our clients for the first time, reveals the intervention
and research gaps yet to be filled. Hence, the objectives of
this study were to determine the prevalence and factors
associated with prelacteal feeding practice amongst the
mothers of children, 2 years of age and below, attending
our clinic and to evaluate the effect of prelacteal feeding
on their breastfeeding behaviour.

METHODOLOGY

This was a cross-sectional, hospital-based study
carried out in Kampala International University, Maternal
and child health clinic located in Bushenyi district of
western Uganda, from January to March 2010. KIUTH is
a refferal centre, about 38 months old, government-private
health facility of about 1,500 bed spaces, dedicated to the
teaching of various levels of health professionals and
provides comprehensive health care services to the
communities from the surrounding villages and towns.
Our MCH services are free like other health facilities in
the community and on the average immunises about 170
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children below the age of five years per month. However,
the clinic attendances fluctuates widely throughout the
year, peaks in the drier months and drops in the wet and
planting seasons, which is more prolonged. The beginning
of the year is relatively dry compared to the rest of the
year and Monday is the busiest day of the week in the
clinic. The clinic does not run on weekends. The study
population were mothers with their biological children, 2
years of age and below who attended the KIUTH MCH
clinic consecutively during the study period. Using the
Kirsh formula (Kirsh, 1965) and the prelacteal feeding
rate of 25.2% from the 1994 hospital based survey in
Mulago and Mbarara hospitals in Uganda (Mukasa,
1994), the minimum sample size was calculated to 254.
However, we enrolled and interviewed all the mothers
who attended the clinic, on first-come-first-serve basis,
throughout the study period. Structured questionnaires
were used to collect data and two research assistants
(from our records department) were trained to interview
the mothers and fill the questionnaires. A pilot study was
conducted with 10 mothers, to test the reliability of the
questions. Clearance from the ethical committee of
KIUTH was sought and permission was obtained from the
Head of the MCH clinic before commencing the study.
The mothers gave their verbal consent after being
adequately informed about the study. Moderate privacy
and confidentiality were also provided during the
interview. At the end of each clinic day the data were
edited, coded and entered into the computer using the
EPI-Info version 3.2.2. The questionnaires with more than
75% non-response (I don’t know or I cannot remember)
were excluded from the study.

The sociodemographic features of the mothers
documented included: Age of mother (to nearest year),
religion (Catholic, non-catholic Christian and Islam), tribe
(ankole, others), occupation (professional, middle class,
low skill, unemployed), residence (town,village), parity
(primiparous{1delivery}, multiparous {2-4deliveries}and
grandmultiparous { 4deliveries}), marital status (married,
not married), educational level (none, primary, secondary,
tertiary) and antenatal care. 

The mothers were also grouped into low, middle and
upper socioeconomic status using the Olusanya et al
classification (Olusanya et al., 1985). The Olusanya
classification uses the parents’ level of education and the
father’s occupation to categorise the families into upper,
lower and middle socioeconomic classes. They were
divided into age groups (up to 20 years-too young, 20-35
years-young and above 35 years-elderly). When she
commenced breast feeding {(within 1 h, after 1 h) and the
day of commencement (within the first 24 h, after the first
24 h)}, whether she gave prelacteal feeds or not, why she

gave prelacteal feeds (if she did) and the prelacteal feed
she gave were also documented. 

Level of information about breastfeeding was
assessed by asking these questions: when to commence
breastfeeding (correct answer-within the first hour post
delivery, wrong answer-anytime after the first hour post
delivery), if it was proper to give prelacteal feeds (correct
answer-no, wrong answer-yes), the best food for a child
after delivery(correct answer-breastmilk only, wrong
answer-any other response), what she understood by EBF
and its duration (correct answer-4-6months, wrong
answer-any other response) and total duration of
breastfeeding (correct answer-1 year and beyond, wrong
answer-below 1 year). Scores were defined by the
percentage of correct answers she supplied. The mother’s
level of information was then graded according to her
score, as follows: 

C Good: 75-100%
C Average: 50-74%
C Poor: 0-49%

Data was analyzed using the SPSS computer
software. Descriptive analysis was used on all variables.
Chi-test was used for univariate analysis. Logistic
regression analysis and OR were used to determine the
effect of the variables on pre-lacteal feeding and the effect
of prelacteal feeding on EBF and full breastfeeding.

RESULTS 

A total of 407 mothers attended the clinic during the
study period, 403 mothers were recruited into the study
and 4 questionaires were excluded due to scanty
information. The unknown data in the findings below
were due to non response from the mothers and language
problems. In Table 1, the majority of the mothers with
children 2 years of age and below, that utilised our MCH
facility during the study period were young (274/68%),
non-catholic christians (259/64.3%), ankole by tribe
(332/82.4%), lived in surrounding villages (294/73%), of
low socioeconomic status (244/60.5%), married
(337/83.6%), multiparous (186/46.2%), from nuclear
homes (303/75.2%), received antenatal care (382/94.8%),
delivered in health facilities (308/76.4%), delivered
vaginally (332/82.4%) and with male children
(237/58.8%). The general rate of prelacteal feeding was
(106/339) 31.3%, Table 2. The residence and religion of
the mothers produced a statistically significant difference
in the rate of prelacteal feeding amongst them (p = 0.038,
0.023 respectively), Table 4. 

In the residence domain, 105 out of 333(31.5%)
mothers gave prelacteal feeds. Out of these, 83 (79%)
reside  in  the  villages  and  22  (21%)  stay  in  towns,
Table 2. OR = 1.8(95% CI:1.0-3.1), Table 4. 
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Table 1: Sociodemographic and clinical characteristics of participants
Category Subcategory Frequency Percentage(%)
Age group Too young 79 19.6

Young 274 68
Elderly 26 6.5
Unknown 24 6.0

Religion Catholics 81 20.1
Non-catholic 259 64.3
Christian
Islam 41 10.2
Unknown 22 5.5

Residence Town 100 4.8
Village 294 73
Unknown 92 2.2

Marital status Married 337 3.6
Not married 63 15.6
Unknown 38 0.7

Tribe Ankole 332 82.4
Others 63 15.6
Unknown 8 2

Socioeconomic Upper 52 12.9
status

Middle 107 26.6
Lower 244 60.5

Type of family Nuclear 303 75.2
Extended 93 23.1
Unknown 7 1.7

Parity Primiparous 139 34.5
Multiparous 186 46.2
Grandmultiparous 74 18.4
Unknown 4 1

Receipt of ANC Yes 382 94.8
No 18 4.5
Unknown 3 0.7

Place of delivery Home 68 16.9
Health facility 308 76.4
Unknown 27 6.7

Type of delivery VD 332 82.4
CS 51 12.7
Unknown 20 5.0

Gender of child Male 237 58.8
Female 162 40.2
Unknown 4 1

For religion, 106 out of 327 mothers (32.4%) gave
prelacteal feeds. Out of these, 74(69.8%) were non-
catholic Christians, 27 (25.5%) were catholics and 5
(4.7%) were of Islamic religion, Table 2. 

In the breastfeeding awareness section, 98 out of 296
mothers (33.1%) gave prelacteal feeds, Table 3. Out of
these, 51(52%) had poor information, 36(36.7%) had
average level of information and 11(11.2%) had good
amount of information about breastfeeding, p<0.0001,
(Table 4).

For day of initiating breastfeeding, 102 out of
334(30.5%) mothers gave prelcateal feeds. Out of these,
mothers who commenced breastfeeding after the day of
delivery were 16(15.7%) in number, but mothers who
initiated breastfeeding on the day of delivery were
86(84.3%), Table 2, p<0.0005, OR = 21.4 (95% CI: 4.8-
95), Table 4. Two hundred and eighty-four (284/334,
85%) mothers initiated breastfeeding within 1 h after
delivery. 

Table 2: Rate of prelacteal feeding practice
Frequency of
prelacteal 

Category Subcategory feeding Percentage (%)
General rate Yes 106 26.3 (valid = 31.3)
of prelacteal Unknown 64
feeding
Total = 403
15.9
Type of Nuclear 78 75.7
family

Extended 25 24.3
Parity Primiparous 39 36.8

Multiparous 47 44.3
Grandmultiparou 20 18.9

Marital status Married 86 81.1
Not married 20 18.9

Tribe Ankole 93 87.7
Others 13 12.3

Residence Town 22 21
Village 83 79

Age group Too young 24 3.1
Young 74 71.2
Elderly 62 5.8

Religion Catholics 27 5.5
Non-catholic 74 69.8
Christian
Islam 52 4.7

Socioeconomic Upper 11 10.4
status

Middle 32 30.2
Low 63 59.4

Receipt of ANC Yes 101 6.2
No 49 3.8

Place of delivery Home 16 16.7
Health facility 80 83.3

Type of delivery VD 87 85.3
CS 15 14.7

Gender of child Male 64 60.4
Female 42 39.6

Table 3: Other factors associated with prelacteal feeding practice
Frequency of 
prelacteal 

Category Subcategory feeding Percentage (%)
Mother’s level Good 11 11.2
of information Average 36 36.7
of breastfeeding Poor 51 52
Initiating breastfeeding Within 1 h 42 50%
in day 1 after delivery After 1 h 42 50%
Day of commencing Day 1 86 84.3
breastfeeding after birth After day 1 16 15.7

Amongst mothers who initiated breastfeeding on the
day of delivery, 84 out of 314(26.8%) gave prelacteal
feeds. In this group, the number of mothers who initiated
breastfeeding within one hour after birth equaled those
who commenced later on the day of delivery (42/84, 50%
each). However, amongst those that did not give
prelacteal feeds and yet commenced breastfeeding on Day
1(230 in number), out of these 57(24.8%) commenced
after 1 h postdelivery, while 173(75.2%) commenced
within 1 h after birth (OR:3.0, 95% CI: 1.8-5.1, p =
<0.0005).
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Table 4: Multivariate logistic regression analysis 
Variables p-value Logistic regression analysis 95% confidence interval
Day of initiating breastfeeding <0.0005 6.1 6.1
Initiating breastfeeding in day 1 <0.0005 0.4 0.2-0.6
Level of information about breastfeeding <0.0005 0.6 0.4-0.9
Residence <0.05 0.7 0.4-1.3
Religion <0.05 0.8 0.5-1.2

The rate of prelacteal feeding was also higher (but
not statistically significant) in the extended home setting,
primiparous, not-married mothers, ankole tribe, too young
mothers, middle socioeconomic status, those who
received antenatal care, delivery at health facility,
ceasserean delivery and the male child, Table 2. 

Thirty-three out of 106(31.1%) mothers who gave
prelacteal feeds, exclusively breastfed for complete 6
months, whereas 95 out of 232 (40.9%) mothers who did
not give prelacteal feeds exclusively breastfed for
complete 6 months, however this difference was not
statistically significant, p = 0.084, OR: 0.7(95% CI: 0.4-
1.1). There was also no significant difference in the
duration of full breastfeeding amongst the mothers who
gave and those who did not give prelacteal feeds. The
mean duration of EBF and full breastfeeding was almost
the same in each group of mothers (EBF duration:
antiprelacteal-4.8 months, proprelacteal-4.9 months, t sig
= 0.9); (Full breastfeeding duration: antiprelacteal-14.4
months, proprelacteal-15.4 months, t sig = 0.4). Similarly,
amongst 72 mothers who gave prelacteal feeds,
38(52.8%) did not breastfeed beyond 1 year and
34(47.2%) continued to breastfeed beyond 1 year. Also
amongst the 132 mothers who did not give prelacteal
feeds, 69(52.3%) did not breastfeed beyond 1 year and
63(47.7%) continued to breastfeed beyond 1 year, p =
0.945.

DISCUSSION 

The mothers that mostly utilised our MCH facility
during the study period were young (age between 21-35
years), non-catholic christians, married, ankole by tribe,
from surrounding villages, of low socioeconomic status,
multiparous and from nuclear homes. This is a
representative variety of the ‘mother-population’ group in
the community. Moreover, the unmarried, adolescent and
Islamic mothers are less likely to utilise MCH services
generally as seen in other studies (Youth, 2005;
Pavalavalli and Ramesh, 1991).

The prelacteal feeding rate at 31.3% in this study was
higher than that which was documented in the 1994
survey conducted in Mbarara and Mulago hospitals
(25.2%, Mukasa, 1994), Tanzania community (17-25%,
2005) and the Nairobi hospital (26.8%, 2010) studies
(Lakati et al., 2010). However, it was lower than the rates
obtained from the household surveys in Hoima, Western

Uganda (43%, 2005), UDHS (64% in 2001, 54% in
2006), the community studies in India (62-100%) and
Egypt (60%, Moshaddeque et al., 2002). The mean age of
the mothers in the Nairobi study was similar to those in
our study (28.3±4.9 versus 25.56±5.85 years
respectively). From earlier review, prelacteal feeding rate
is usually higher in studies conducted in the communities
than those in health facilities. This is supported by the
significantly high rate of prelacteal feeding amongst the
villagers as compared to those living in town in this study,
hence, there may be need to carry out a community survey
in this region to get the real picture. 

Prelacteal feeding rate was significantly high
amongst the non-catholic Christians and uncommon with
the Islamic mothers. This is in contrast to the claim that
“it is customary in Muslim families that the first thing to
touch the baby's mouth should be something sweet
(McKenna and Shankar, 2009),” probably the Islamic sect
in the USA differ in their beliefs regarding infant feeding
compared to those in Uganda. However, the low
utilisation rate of MCH services amongst the Islamic
mothers might influence this result. Poor level of
information about breastfeeding also promoted prelacteal
feeding significantly (McKenna and Shankar, 2009). 

Delay in initiating breastfeeding was the key factor
promoting prelacteal feeding. The rate of timely initiation
of breastfeeding postdelivery was quite high in this study
(85%), in contrast to the 42% of Uganda Demographic
Health Survey (2006). Timely initiation of breastfeeding
has been known to reduce neonatal mortality. This is
achieved by increasing the chances of successful
establishment and sustainance of breastfeeding throughout
infancy. Also early human milk is rich in a variety of
immune and nonimmune components that may accelerate
intestinal maturation, resistance to infection and epithelial
recovery from infection. It also promotes warmth and
protection. However, prelacteal feeds disrupt normal
physiologic gut priming. 

Interestingly in this study, the prelacteal feeding was
done mostly on the day of delivery. This may be due to
the fact that lactation usually improves from the second
day of delivery. However, the chances of prelacteal
feeding increases significantly after the day of delivery.

The influence of extended family members on
prelacteal feeding can be seen in the study as the practice
was higher amongst the mothers from extended homes
than those from nuclear home settings.
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Contrary to the reports in previous studies that
prelacteal feeding discourages EBF and shortens the
duration of full breastfeeding, in fact in Nairobi, the
practice of giving pre-lacteal feeds was found to be a key
determinant of early cessation of full breastfeeding
(Lakati et al., 2010). However in this study, there was no
significant difference in the prevalence and duration of
EBF and full breastfeeding amongst the two groups of
mothers. Those that did not give prelacteal feeds more
frequently practiced complete 6months of EBF than those
who gave, however the mean duration of EBF and full
breastfeeding was longer with the mothers who gave
prelacteal feeds. From these reports, the local practice of
prelacteal feeding in this community had no significant
effect on their later breastfeeding practice. This could
mean that prelacteal feeds was probably used mostly to
supplement breastmilk early in the postnatal period when
lactation was still poor and the practice may not be deeply
embedded in any cultural belief. 

The higher rate of prelacteal usage among mothers
who delivered by caesarean section and those who
received antenatal care in this study suggests that
probably our healthworkers commonly prescribe
prelacteal feeds or there may be a decline of emphasis on
proper breastfeeding practices, especially early initiation
of breastfeeding in our hospitals. 

The prelacteal feeds given were mainly plain water in
95% of cases and glucose water. All the mothers denied
giving herbs. This differs from the findings in Eastern
Uganda, where the most common prelacteal feeds was
sugar water and others were salty liquid, honey, porridge
and milk-based feeds. The mothers denied using herbs in
this study, probably because they feared being
reprimanded by the health workers. The majority of the
mothers complained of poor lactation and after-birth
fatigue as the reasons for giving prelacteal feeds.

We did not document the source of prelacteal feeding
advice and breastfeeding information, nor whether
colustrum was discarded or not in the early postnatal
period. There is need to further investigate the
breastfeeding behaviour of our non-catholic and Islamic
mothers, the attitude of our healthworkers towards
prelacteal feeding practice and the rate of prelacteal
feeding in the community.

CONCLUSION AND RECOMMENDATIONS

The prelacteal feeding rate was high in the hospital
especially amongst the mothers who delayed in initiating
breastfeeding, the non-catholic christians, villagers and
mothers with poor level of information about
breastfeeding. The Islamic mothers, those residing in the
towns, early initiation of breastfeeding within the first

hour postdelivery and mothers with good level of
information about breastfeeding were factors negatively
associated with prelaceal feeding practice. Prelacteal
feeding did not adversely affect the rate and duration of
EBF and full breastfeeding. However, there was higher
rate of prelacteal usage among mothers that attend our
ANC and deliver by caesarean section in our hospitals,
suggesting a decline of emphasis on proper breastfeeding
practices amongst our healthworkers. Hence, there is need
to intensify and redirect efforts in our antenatal and MCH
clinics and labour suites to educate mothers to initiate
breastfeeding early, promote proper breastfeeding
practices and discourage prelacteal feeding. The public
also need to be informed more about the benefits of early
initiation of breastfeeding and dangers of prelacteal
feeding through mass media.
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