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Executive Summary

This is Nepal's 2008 report of the assessment of the stataplementation of the Global
Strategy for Infant and Young Child Feeding and accomplished undévahd Breast Feeding
Trends Initiatives (WBT) of IBFAN Asia.

The WBTI, which serves as a lens to find out gaps in policy and programmes, help natiates initi
action to bridge these gaps. This programme is already rummimgre than 50 countries. The
brain child of IBFAN Asia, WBT is an integrated part of two global projects jointly funded by
NORAD and SIDA.

Nepal Breastfeeding Promotion Forum co-ordinated the Nepal 200&sas3d. This report has
been developed after detail study and analysis of existing patidyprogramme documentation.
The core group that led this analysis also used pertinent irformtoat we received from
Government of Nepal through several key documents, websites anchpdihisormation. The
web based toolkit, according to WBduidelines, has rated the finding. Nepal score 80.5 Out of
total 150 and stands in YELLOW based in grid of Red, Yellow, Blue@mgen in ascending
order of performance or achievement.

The report has found glaring gaps in both policy and programme and hahavat much
improvement since 2005 when similar assessment was conducted.

Assessment findings were also discussed with larger group @mskrisus was achieved in
identification of gaps and recommendations for bridging them. Flipare the salient feature
of the report for indicators 1 — 5 we provide data to compaesitiation 2001 and 2006 for
indicator 6 — 15 which are related to policy and programme, gaps aochmendations are
highlighted. Details can be viewed in the following pages.

Key Finding Indicator 1 — 5

S. No. Indicator 2005 2008

1. Percentage of babies breastfed within a one hour o0f31.1% 35.4%
birth

2. Percentage of babies < 6 months of age exclusive68.3% 53%
breastfed in the last 2 yrs

3. Babies are breastfed for a median duration of ho®3 months 34 months
many month ?

4. Percentage of breastfed babies less than 6 month old 4% 4%
receiving other foods or drinks from bottle in the last
24 hours

5 Percentage  of breastfed babies receiying 66.2% 75%
complementary foods at 6 — 9 months of age




Indicator 6: National Policy, Programme & Co-ordination

1. Lack of effective co-ordination mechanism though committee do exist

2. Lack adequate policy strategy for National Guidelines on Infant and YoungReaglting
3. Guideline do not have clear plan with objectives and allocated budget

4. Lack of co-ordination with other sectors Health, Nutrition, Labour, Informaats et

Recommendations

o Proper implementation of National Nutrition Policy & Strategy
o Allocation of separate funding to protect, promote and support breastfeeding
0 Adequate mechanism to co-ordinate inter sectors (actiwtisapport breastfeeding with

effective monitoring)

Indicator 7: Baby Friendly Hospital Initiative (Ten steps to siccessful breastfeeding
in the maternity services)

Gaps
1. No sustained action to receive BFHI

2. Lack of adequate coverage of BFHI in National Health Poligye@ally with reference
to hospital & nursing homes that will be contracted for conducting deliveries

3. BFHI has not shown any progress in 2001 in any manner, whether qualities or quantity
4. No monitoring of the BFHI activities

Recommendations

o0 Immediate steps to be taken to receive BFHI programme

0 Under National Health Policy at least 25% of all hospgéalsuld attend BFHI states in 3
years time

0 BFHI should be prominently placed in all child health policies and programme

o0 Health MIS should include BFHI



Indicator 8: Implementation of the International Code

Gaps
1. Inadequate mechanism to enforce "The infant milk substitigeding bottle and infant
foods (Regulative of production supply and distribution Act 2049)
2. Inadequate mechanism for reporting violation of code at central & distvielt
3. District official are not trained in monitoring the implemtation of BMS Act 2049 as
well as their information about the provision of the BMS Act is very poor
Recommendations
o BMS Act should be enforced effectively, explicit monitoringahanism at central and
district level should be in place
o Enforcement of BMS Act to be made more effective
0 Reporting of violations of acts to be made more easy
0 Regional wise nomination of nodal officer for monitoring and implementatitmeofct

Indicator 9: Maternity Protection

Gapls. There is no policy framework for protecting and supporting breeditig in private
sector and informal sectors
2. There is no legislation that cover private sector and informal sectors
3. Maternity leave does not cover all sectors only the Government esepiy leave
4. Paternity leave covers only government employee not private sector
5. No monitoring mechanism for implementation for maternity protection a®ppdicy framework
Recommendations
o0 There should be policy framework for protection and supportingstiegaling mother
including working mother in the informal sector
0 This should translated to actual mechanism for implementation with addémyaaget allocation
o Contractual workers in public and private sectors should also bescofleermaternity leave
o An umbrella legislation for both formal and informal sector is reglir
o0 Six months maternity leave and paternity leave should be expaodsdbtgovernment
and private sectors
0 There should be strong monitoring mechanism for implementation fternity

protection as a part of the policy framework



Indicator 10: Health and Nutrition Care Systems
Gaps
1. There is no practical training given to doctors and nurses on IMCpre-service
education

2. Listening and counselling skills for IYCF not part of pre-gar\or in-service training of
H.A., C.M.A., A.N.M. Nursing

3. Health workers are not trained towards the code implementation asrgpkey

Recommendations

0 Adequate practical training should be given to doctors and nurses

o District level health authorities should be responsible fonitoring H.A., C.M.A,,
A.N.M. training

0o FCHV & VHW refresher course to contain IYCF training

Indicator 11: Mother support and community based support for the pre&nant and
breastfeeding mother

Gaps
1. Counselling mother for IYCF is not provided as a service totlagtaszomen in out reach
clinic
2. Lack of counselling and listening skill on IYCF in VHW, FCHV

3. Lack of créche facilities for government, private as well as unorgaminekers

Recommendations

o Proper implementation and monitoring of creches facilities

0 FCHV on VHW should be trained on IYCF and IYCF counselling shouldrbeided as
a service to lactating women

o Government, private as well unorganized worker should be provided with créititiegac

o Créche should be monitored specifically by WBJol as an important agency of support
to lactating mother and IYCF



Indicator 12: Information Support
Gaps
1. Lack of adequate strategy for IEC on IYCF

2. Lack of budget head for IEC on IYCF

3. Inadequate coverage on IYCF

Recommendations

0 Advocacy for comprehensive national IYCF policy that includes on IE@gya
0 Adequate budget allocation for IEC on IYCF at central/district level
0 Adequate coverage of IYCF in national programmes

Indicator 13: Infant Feeding and HIV

Gaps
1. Lack of proper implementation of national guidelines policy & strategy

2. BFHI does not include HIV related indicators
3. Inadequate counselling to HIV women regarding infant nutrition

4. Inadequate training for PMTCT at all levels

Recommendations

o0 Monitoring field studies to find out counselling practice in HIV and impact upeastfeeding
0 Inclusion of HIV related indicators in BFHI
o Further studies required on transmission through breastfeeding
o Comprehensive national policy including IYCF in HIV
0 Training for PMTCT should be given to all level health workers
Indicator 14: Infant Feeding During Emergencies

Gaps
1. Lack of policy on IYCF in contingency action plans

2. Lack of mechanism to monitor violations of BMS Act during relief operations
3. Lack of training for disaster management team on IYCF

4. Lack of appropriate material on IYCF in emergencies in pre-sendirerng



Recommendations

(0]

(0]

Inclusive of IYCF guidelines in care of disaster in national contingantign plan

Monitor / document use of infant milk substitute and support ¢adtfeeding during
disasters / emergencies

Monitor / document for violation of BMS act during disaster / emergencie

Training of Health Professionals in disaster management

Indicator 15: Mechanisms of Monitoring and Evaluation System

Gapls. Lack of proper monitoring and evaluation of I'YCF activities at centndl district level

2. Large time gap between two consecutive. NDHS surveys

3. Inadequate indicators on quality and quantity of complementary feeding

4. No age wise disaggregation for children between 1 — 2 years when manuigtiks
Recommendations

0 Annual reporting on IYCF indicators

o Improve indicators on complementary feeding quantity / quality

0 Age wise further disaggregation for under two (1yr, 2 yrs)

o Developing mechanism for regular monitoring and evaluation of IYCF atell le



Introduction

This document is the report of the assessment of the dtateptementation of the Global
Strategy for Infant and Young Child Feeding reflecting currenicpchnd programme that
support optimal infant and young child feeding (IYCF) practice inadNephe assessment was
conducted during August to December 2008 using the process of the WegikifBeding Trends
Initiatives (WBTI), an innovation developed by International Baby Food Activitiesvhidt Asia
(IBFAN Asia) as a system for Taking Assessing one Momitp(iTAM) the Global Strategy for
Infant and Young Child Feeding using web based toolkit. Nepal BredstfePromotion Forum
(NEBPROF) co-ordinated the Nepal assessment.

The World Breastfeeding Trends Initiative (WiBTis a global initiative to assess policy and
programme that support women for breastfeeding. It measure the ratetimiepo optimal infant
and young child feeding as well as the progress of nation on rthiedieators of policy and
programme based on the framework of activities in the Global Strategy fot amfd young child
feeding, an essential component of any strategy for metinggthteof the child, particularly the
child's right to survival, health and adequate nutrition. The Gl8baltegy was ratified at the
World Health Assembly in 2001 and subsequently adopted by UNICEF.

The WBTi serves as a lens to find out gaps in policy and programmesatatdevel and help
nations initiate action to bridge these gaps. WB3sessments are being implemented in more
than 50 countries now, and will be conducted in over a hundred count2@9®yThis will help
create one of the largest databases for information on pahdy programmes that support
breastfeeding women in the world.

The brainchild of IBFAN Asia, WBITis an integral part of the project "Global Breastfeeding
Initiative for Child Survival® (GBICS), in partnership WitNORAD, in line with Norway's
flagship programme, the 'Global Campaign for the Health MillemnDevelopment Goals'
launched in September 2007. The initiative is also receiving sufpportSida through a "Global
Proposal for Co-ordinated Action of IBFAN And WABA: Protecting, Prangpaaind Supporting
Breastfeeding through Human Rights and Gender Equality".

Thus far, the initiative has succeeded in not just involving, leaticlg a level of enthusiasm
seldom seen before, amongst several IBFAN and other abgiety groups as well as
governments across Asia, Latin America, and Africa.

In the region of South Asia all eight SAARC countries (Afgh@misBhutan, Bangladesh, India,
Nepal, Maldives, Pakistan, and Srilanka) participated in tBIM&nd presented the findings at
the South Asia Breastfeeding Partner's Forum 5 held at Bhitahese countries also took part
in a similar exercise in 2005 and compared what more needsdimnke The Nepal report 2008
provides in detail the feeding of the assessment, analysésagal offers some recommendations
to bridge them. This process has helped to build understanding antletwsen civil society
group belonging as many issues for advocacy on policy and progranuppsertglg to
breastfeeding.

The WBTI is just the beginning of the journey to pursue the genuine implenoeniattithe
national plans of action on infant and young child feeding. In South #h&grocess began with
training in August, is already showing positive impact as camtre working with multiple
stakeholders to look for ways to effectively implement the Global Syrateg

The WBTI involves reassessments every few years to fine tunenatcti universalize optimal
infant and young child feeding. Reassessments are being planned for 2011.



Background

In this section detailed description is given on status of chdthutrition and survival in South
Asia, and Nepal along with what are our global and national ¢onemts. South Asia, home to
about 1.4 billion people, has the highest number of under-five deaths amdivadhildren who
are underweight. More than 70 million out of total of 146 iomll under-five underweight
children are in South Asia (UNICEF SOWC2006).

These countries are struggling to attain the required pace of reducticifdanortality according

to the Child Survival Report Card (UNICEF 2004). South Asia hass persistently high rates
of infant mortality that has largely remained resilienthange. Current rates of annual reduction
are dismal in spite of significant improvement in the swaivand development of children over
decades. Lot more needs to be done as according to estimatadl (la Pacific 2006), the
region has annual estimated births put as about 37 million, and mor& Thaillion children
under the age of five are underdeveloped and undernourished, thus uwlikehieve their full
growth and potential development.

According to the WHO's 200Global Strategy for Infant and Young Child Feeditglnutrition
has been responsible, directly or indirectly, for 60% of 10.9 millieatlts annually among
children under five. Well over two-thirds of these deaths, wlinh often associated with
inappropriate feeding practices, occur during the first yedifeofNo more than 35% of infants
worldwide are exclusively breastfed during the first six mowthkfe; complementary feeding
frequently begins too early or too late, and foods are often nualifomadequate or unsafe.
Malnourished children who survive are more frequently sick affdrdife-long consequences of
impaired development. Raising incidences of overweight andtglyesihildren are also a matter
of serious concern. Because poor feeding practices are a tmagat to social and economic
development, they are among the most serious obstaclesitngt&nd maintaining health that
face this age group' (Global Strategy 2002). Optimal infantifigecbntributes significantly to
the overall development of those who survive, as its promotiais le&a prevention of child
malnutrition.

Nepal's Situation

Of the currently estimated 9.7 million under-five deaths glgbdB, 800 are in Nepal alone. 800,
000 births occur every year in Nepal out of which 38, 400 Children die before one ggaranfd
26, 400 newborn dies within one month of age. The under-five montatey(USMR) for Nepal
was estimated as 61 for the year 2006. Nepal has made progsaim the reduction of child
mortality with average annual rate of reduction in U5 mdytdlietween 1990 — 2006 being
around 3.8 percent

If Nepal is to reach MDG Goal of 39 by 2015, the average annualofateduction must be
higher. In Nepal 48.3 percent of children under age of five arerwedgt. The annual rate of
decline in IMR has been 2.0 points per year in the current delcdaiet mortality rate in 2006
was 48/1000 live births. 55% of under-five deaths continue to occur irirshenbnth of life.
75% of neonatal death occur in first week of life which meartsthilegoroportion of U5 deaths by
neonatal cause is disproportionately high.
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The primary cause of infant mortality are newborn infectiorarrdbea and Pneumonia.
Breastfeeding in the number one intervention for all these taeses. More recent data from
lancet 2008 revealed that suboptimal breastfeeding duringifirstonth is the leading factor for
high infant mortality.

Infant and young child feeding practice 38 percent of newborns in tledogeg countries start
breastfeeding within one hour of birth while in Nepal thisifegis 35.4 percent. In Nepal 53% of
infant under six months are exclusively breastfed however exclusive beststf rapidly decline
to about 10.1% by the time children are six month old. The pereemiaghildren aged 6-9
months who are given complementary food is 75%

Global and National Commitments

The World Health Assembly (WHA) adopted tdobal Strategy for Infant and Young Child
Feedingin May 2002 and the UNICEF Executive Board in September 2002 endibrdad
addition to four targets suggested by thaocenti Declaration(1990), theGlobal Strategy
provided five additional targets to achieve optimal infant asuhyg child feeding practices as a
means to prevent child malnutrition and reduce infant and young child moiéh#x. Resolution
58.32 urges Member States to protect, promote and support exclosastfeeding for six
months, as a global public health recommendation, taking into accouindimgs of the WHO
Expert Consulation on optimal duration of exclusive breastfeedingiocapibvide for continued
breastfeeding up to two years of age or beyond. It reiteralesnfilementation of theslobal
Strategy which encourages Member States, among many actions, to formwateprehensive
national policy, a legal framework to promote maternity leawk a supportive environment for
six months exclusive breastfeeding, a detailed plan of action tenmeplk, monitor and evaluate
the policy, and allocation of adequate resources for this process.

UN member countries, along with national and international patrtnesaffirmed their
commitment to further reduce infant and child mortality by adoptihng Millennium
Development Goals (MDGs) (UN 2001), which represent the widessible commitment in
history to address global poverty and ill health. The fourth go@GM), relates to reducing
US5MR by two-thirds between 1990 and 2015. Public health experts preditdii@ to reduce
under-5 mortality by two-thirds cannot be met unless neonatadlityit at least halved, which
will require greater emphasis on measures to improve newbort lasaltell as to increase the
reach to all. Recent commitments also includ®centi Declaration 200%n IYCF calling for
protection, promotion and support of breastfeeding urgently forahient of the Millennium
Development Goals by 2015 (UN 2005). World Health Assembly resol@ic20 adopted in
May of 2008 calls for heightened action on Infant and Young Child Feeidgreiterating
implementation of theGlobal Strategy for Infant and Young Child Feedirmnd Innocenti
declarations, as well as avoiding conflicts of interests in prageson child health.

About WBT
The WBTi: How it works?

It involves a three-phase process.

The first phase involves initiating a national assessment of the implementatf the Global
Strategy It guides countries and regions to document gaps in existingcesacpolicies and
programmes. This is done based on national documentation by involultiglenpartners. Their
analysis and the process itself bring governments and othérscorety partners together to
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analyse the situation in the country and find out gaps. The gapified are used for developing
recommendations for priority action for advocacy and action. TheTiWwBus helps in
establishment of a practical baseline demonstrating to progggstanners, policy makers where
improvements are needed to meet the aims and objectives Glidhal Strategy. It assists in
formulating plans of action that are effective to improvartfand young child feeding practices
and guide allocation of resources. It works as a consensus buildiresprand helps to prioritise
actions. The initiative thus can impact on policy at the countsel,léeading to action that would
result in better practices.

During thesecond phasgWBTi uses the findings of phase 1 to score, rate, grade and rdnk eac
country or region based dBFAN Asia's Guideline for WBTi thus building some healthy
competition among the countries in the region or among regions.

In thethird phase, WBTi calls for repetition of the assessment after 3-5 years to analyde ine
programmes and practices as well as overall breastfeeding in a country, to report on
programmes and identify areas still needing improvement. fEjpistition can be also used to
study the impact of a particular intervention over a period of time.

IBFAN groups and specialists can assist in planning proasgmcity building, analysis and
reporting.

WBTi is: (Gap Identification)

A: Action oriented
.
B: Brings people together

C: Consensus and commitment building

D: Demonstrates achievements and gaps

Practices change

E: Efficacy improving programme

Policy changes }

The 15 indicators of WBTI

The WBTIi focus is based on a wide range of indicators, which provide partia global view
of key factors.

The WBTI has identified 15 indicators. Each indicator has its spesifinificance. Part-l has 5
indicators, based on the WHO tool, dealing with infant feeding pesctand Part Il has 10
indicators dealing with policies and programmes. Once aseassingaps is carried out and data
verified, the data on 15 indicators is fed into the web-basedittoSkkoring, colour-rating and
grading is done for each individual indicator. The toolkit obyetyi quantifies the data to
provide a colour-rating and grading i'®ed' or 'Grade D', Yellow or 'Grade C', Blue or
‘Grade B' andGreen or 'GradeA'. The toolkit has the capacity to generate visual maps
or graphic charts to assist in advocacy at all levels e.g. nktioegional and
international.
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Each indicator has the following components:
The key question that needs to be investigated.
A list of key criteria as a subset of questions to considedentifying achievements and
areas needing improvement, with guidelines for scoring, ratiggaading how well the
country is doing.

Background on why the practice, policy or programme component is important.

Part I: Infant and Young Child Feeding practices in part | ask for specific numericatatch
practice based on data from random household survey that is national in scope.

Part Il: A set of criteria has been developed for each target based iomdicenti Declaration of
2005 which set 5 additional targets. It takes into consideratioat of the targets of
the Global StrategyFor each indicator, there is a subset of questions. Answérede
can lead to identifying achievements and gaps. This shows hewoomtry is doing in
a particular area of action on Infant and Young Child Feeding

Once information about the indicators is gathered and analyssdntered into the web-based
toolkit through the 'WBTQuestionnaire'. Further, the toolkit scores, colour-rates and gradies
individual indicator as per IBFAN Asia's Guidelines for WBT

13



Methodology

Coordination:
The coordination of the assessment was undertaken by Nepalf®&dagj Promotion Forum
(NEBPROF).

The Core Group:

A core group comprising of Prof. Prakash S. Shrestha, Presitiga) Breastfeeding Promotion
Forum, Mr. Raj Kumar Pokharel, Chief, Nutrition Section, Child HeBlivision, Department of
Health Sciences, Dr. Rameswor Man Shrestha, President, Neguih#ic Society, Dr. Dhan Raj
Aryal, President, Perinatal Society of Nepal, Dr. Laxman $fmesAssociate Professor,
Department of Child Health, Institute of Medicine and Mrs. Raammi Dhaubadel, Nursing
Supervisor, TU Teaching Hospital. The initial meeting wakl fwm 16" September 2008 at
Kathmandu. The process of the assessment was discussediaatbiador data collection was
assigned to each core group member as under:-

Indicator 1 — 5 Dr. Rameswor Man Shrestha
Indicator 6, 7, 8 Mr. Raj Kumar Pokharel

Prof. Prakash S. Shrestha
Indicator 9, 10, 11 Mrs. Ram Laxmi Dhaubadel
Indicator 12, 13 Dr. Laxman Shrestha
Indicator 14, 15 Dr. Dhan Raj Aryal

The core group had several meetings and electronic interactiprepare a draft assessment
document. For the individual indicator, available supporting documesres searched to answer
each subset of questionnaire. The supporting documents were procanedpiiblished
documents or relevant organization. Core group members worked handdyoastd analyse
several pieces of information that we collected from sources.

The National Workshop

On 14" December 2008, a national workshop for policy makers, professionalivaingociety
organization was held at Kathmandu. The workshop started with iiefluctory session. Mrs.
Ram Laxmi Dhaubadel welcomed the participants. Prof. PrakasBhfestha from Nepal
Breastfeeding Promotion Forum elaborated upon the concept ofi \MRT its larger role in
advocacy and programme implementation. He also summarized tliee coitlthe workshop
programme.

This was followed by power point presentation on world breeditfg trends initiative (WBi)
by Dr. Laxman Shrestha. He briefly highlighted the concept, relevance andt@s VBT and
inputs required to accomplish the assessment.
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Prof. Prakash S. Shrestha then made a power point presentation orABEgEEment findings
using WBTI. He dealt with the process followed to draft the presensss®nt document. This
was followed by a description of the assessment for eactatndiand the trends. During the post
lunch session participants undertook a group discussion to disadsdinalize the draft
assessment document after being briefed on the process by Prof. PrakasstBaSh

Dr. R. M. Shrestha, Dr. L. Shrestha, Mr. R. K. Pokharel, Dr. D. RalAand Mrs. R. L.
Dhaubadel co-ordinated the discussion.

The Group were arranged as follows:

Gropu 1 Indicators 1-5,6,7,8
Group 2 Indicators 9,10, 11
Group 3 Indicators 12, 13, 14, 15

Each group made presentation in a planary session, highlightingadbssary change in the draft
assessment as proposed by group. A consensus was thus achieved to agmgapsn the

Gaps and Development of Recommendations

Participants were once again divided into three groups thsaussion on how to bridge these
gaps, and each group after having deliberated it made a praseiathe plannary session so
that other participants also contribute as well. Finallgea of identified gaps for the each
indicators and the recommendations to bridge the gaps were [eidg the brain storming
session that followed participants discussed ways and meaf@ngf this over the next three
years.
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Sharing the Presentation at South Asia Breastfeeding PartnerBorum — 5

During the group presentation, the presentation made at South AsatfBeeing Partner's

Forum — 5 at Bhutan during the month of October 2008 regarding Nepal Action Plan for
2009 — 2011 was also discussed.
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Partner Organizations

. Nepal Breastfeeding Promotion Forum (NEBPROF)
. Nepal Paediatric Society (NEPAS)

. Perinatal Society of Nepal (PESON)

. Department of Child Health, IOM

. Maharajgunj Campus, IOM

. TU Teaching Hospital

. Nutrition Section, Child Health Division

. Kanti Children's Hospital

© 00 N O O A W N P

. Bhabisya Nepal

10. Terredes Homes

11. Democracy for Election Alliance

12. Stupa College of Nursing

13. Mother and Infant Research Activity (MIRA)

17



Assessment Findings

The WBT has identified 15 indicators in two parts, each indicator hawpgcific

significance.
1. Part— | deals with infant feeding practices (indicator 1 — 5)
2. Part — Il deals with policy and programmes (indicator 5 — 15)

Part I: Infant and Young Child Feeding Practices

The part | include specific numerical data on each infant andg/child feeding from a random
household survey that is national in scope. Part | assessimgingfis about infant and young
child feeding practices, which is the actual result of howcpaind programmes support these

practices to happen in the communities.

Five indicators 1 — 5 are dealt with separately. In the geguriof each indicator, there is a key
question addressing the indicator itself followed by its backgrouheén Tthe result of the

indicator is expressed in humeric value, with a percentage along with graph.

Then comes the rating and grading system as periW#itlielines. The indicator result is given
in first column, WHO's key to rating and WBTuidelines in the next column. WBToolkit

helps to provide this scoring as well as colour rating and grading.

Source of this result, year and its scope is mentioned next.

Summary comment is given in the end of each 1 — 5 indjcatach provides its progress, as

well as any other important related information.

The toolkit uses the data that is fed into it, and rates aadkgrit into colours i.e. Red or grade
'D', Yellow or grade 'C', Blue or grade 'B' and Green or gadd& he cut off points for each of
these levels of achievement were selected systenigticated on the WHO's "Infant and Young
Child Feeding: A tool for assessing national practices, polaidsprogrammes". WBTused the

key to rating as of WHO's tool.

Indicator 1 : Early Initiation of Breastfeeding

Key Question: Percentage of babies breastfed within one hour of birth

Background: Many mother, in the world, deliver their babies at hon
particularly in the developing countries and more so in thel rareas.
Breastfeeding is started late in many of these settinggaduoaltural or other
beliefs. According to the new guidelines in Baby Friendly Hospitdlative

(BFHI) "Step" 3 of theTen Steps of Successful Breastfeedimg baby should bg
placed "skin-to-skin" with the mother in the first half an hallofving delivery

and offered the breast within the first hour in all norgeliveries. If the mother
has had a cesarean section the baby should be offered breast wherigvaditee
to respond and it happens within few hours of the general anastiss.

Mothers who have undergone cesarean section need extra hdip
breastfeeding otherwise they initiate breastfeeding mudn. I&ptimally, the
baby should start to breastfeed before any routine procedure gsugéthing,

ne,

wit

Early Initiation
of Breastfeeding
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weighing, umbilical cord care, administration of eye medicati;m performed. Early
breastfeeding helps better temperature control of the newborn dathgnces bonding between
the mother and the baby, and also increases chances of estgl#istiusive breastfeeding early
and its success. Evidence from a large community study has establishédittin as a major
intervention to prevent neonatal mortality.

Indicator/Result: Early Initiation of Breastfeeding 35.4%
Score, Colour-rate and grade

Indicator 1 WHO's Key Existing IBFAN Asia Guideline for WBT i

to rating % Status%
Scores | Colour-rating | Grading
Initiation of 0-29 3 RED D
Breastfeeding 30-49 35.4% 6 YELLOW C
within 1 hour
( ) 50-89 9 BLUE B
90-100 10 GREEN A

Source: Nepal Demographic and Health Survey 2006

Summary Comments

Nepal's early initiation rate is bad as only one third are able to brehsittén one hour of birth,

in spite of the fact that it has huge implementation on theess of exclusive breastfeeding later
and also on newborn intervention & mortality according to the dilailevidence. Much more
needs to be done to reach out to all women locally with correstniation and to provide
practical support for breastfeeding at the time of birth. Mor@ intense support is required for
the low birth weight babies. Analysis has also shown thatritisdator has significant impact on
reducing child malnutrition.

Indicator 2 : Exclusive Breastfeeding for the FirstSix Months

Key Question: Percentage of babies 0 - <6 months of age exclusively breastfed in the lastZ4 hours

Background: Exclusive breastfeeding for the first six months is very crucial for
survival, growth and development of infants and young children. It lowers th
risk of iliness, particularly from diarrhoeal diseases. WHO comanissi a
systematic review of the published scientific literature abmibptimum
duration of exclusive breastfeeding and in March 2001, the findings were
submitted for technical review and scrutiny during a Expert Consultatias. Th
Expert Consultation recommended a changexusive breastfeeding for 6
monthsfrom earlier recommendation of 4 montiike World Health
Assembly (WHA) in May 2001 formally adopted this recommendation through a
Resolution 54.2 / 2001. The World Health Assembly in 2002 approved another
resolution 55.25 that adopted Gé&bal Strategy for Infant and Young Child )
Feeding Later the UNICEF Executive Board also adopted this resolution and théEXclusive

Global Strategy for Infant and Young Child Feeding in September 2002, brirjginreastfeeding for
the first six months

U
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a uniqgue consensus to this health recommendation. Further, in areas with\hjgievhlence
there is evidence that exclusive breastfeeding is more protedivértiixed feeding" against
risks of HIV transmission through breastmilk. New analysis publighéte Lancet clearly points
to the role of exclusive breastfeeding during first six months for Isfsumvival and
development.

Indicator/Result: Exclusive Breastfeeding for First Six Months — 53%
Score, Colour-rate and grade
Indicator 2 WHOQ's Key Existing IBFAN Asia Guideline for WBT i

to rating % Status%

Scores | Colour-rating | Grading
Exclusive 0-11 3 RED D
breastfeeding for 12-49 6 YELLOW C
the first six months 50-89 53% 9 BLUE 2]
90-100 10 GREEN A

Source: Nepal Demographic and Health Survey 2006

Summary Comments

Exclusive breastfeeding has declined in preceding five yeansediate steps should be taken to
stop this decline. Exclusive breastfeeding is much more a earbghaviour, it needs behaviour
change at many specific times. For example, giving nothing otharntother's milk right from
birth to six months is met with several challenges includmtu@al practices, lack of proper
information and above all strong interference by the commesgator that aggressively
promotes formula in the health systems. This is why not muchhzamgyed since 15 years, when
the benefits of exclusive breastfeeding started to bedoroen. It is clear that giving simple
information is not enough. This area needs a lot more attewiomen need counselling on
optimal practices on a continued basis, beginning from pregnancyelalso need support at
the workplace in the form of creches; informal sector needakle measure that would allow
mothers and babies to be together for six months of life. Improviniysixe breastfeeding
would be a critical input to check the rise of malnutrition.

Indicator 3 : Median Duration of Breastfeedinc

Key Question: Babies are breastfed for a median duration of how many months ?

Background: The Innocenti Declarationand theGlobal Strategy for Infant and Young Child
Feedingrecommend that babies continue to be breastfed for two yeaigeadr beyond along
with adequate and appropriate complementary foods starting iafteosths of age. Breastmilk
continues to be an important source of nutrition and fluids and immundIpgataction for the
infant and the young child. The continue closeness between mother dhdormhiided by
breastfeeding helps in optimal development of the infant and young child.
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Indicator/Result: Median Duration of Breastfeeding — 34 months

Score, Colour-rate and grade
Indicator 3 WHOQO's Key to Existing IBFAN Asia Guideline for WBT i

rating % Status%
Scores | Colour-rating | Grading
Median 0-17 Months 3 RED D
Duration of 18-20 Months 6 YELLOW C
Breastfeeding | 21-22 Months 9 BLUE B
23-24 Months 33 Months 10 GREEN A

Source: Nepal Demographic and Health Survey 2006

Summary Comments

Median duration of breastfeeding is excellent in Nepal, whims been traditionally a
breastfeeding nation. In fact what Nepal losing is value ofsHesding during second year of
life along with complementary feeding. It is important th@tuls is maintained on this indicator
so that no drop occurs.

Indicator 4 : Bottle Feedinc

Key Question: What percentage of breastfed babies less than 6 months old receives
other foods or drinks from bottles ?

Background: Babies should be breastfed exclusively for first 6 months of age
and they need not be given any other fluids, fresh or tinned milk formulas as
would cause more harm to babies and replace precious breastmilk. Siaftirl
six months babies should ideally receive mother's milk plus solid complamel
foods. If a baby cannot be fed the breastmilk from its mother's breast, it sho
be fed with a cup. (If unable to swallow, breastmilk can be provided by meat
an infant feeding tube.) After six months of age, any liquids given should be
by cup, rather than by bottle. Feeding bottles with artificial nipples andgracif
(teats or dummies) may cause 'nipple confusion' and infants' refusalboé#ss

after their use. Feeding bottles are more difficult to keep clean tipgrand the

ingestion of pathogens can lead to iliness and even death. Pacifiersalso ca
easily become contaminated and cause illness. Bottle-Feeding

Indicator/Result: Bottle Feeding 4%
Score, Colour-rate and grade
Indicator 4 WHO's Key Existing IBFAN Asia Guideline for WBT i

to rating % Status%

Scores | Colour-rating | Grading
_ 30-100% 3 RED D
Bottle Feeding 5-29% 6 YELLOW C
(<6 months)
0-2% 10 GREEN A

Source: Nepal Demographic and Health Survey 2006
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Summary Comments

Bottle-feeding rate is constant for last 5 years of syrugyanization and so-called development
may lead to risk in bottle feeding. One of the major reasoimaist is seen as a modern method
of feeding and is not perceived to be harmful. Communication isreeqwid create public
awareness about the harmful effects of formula feeding atié-fe¢ding. This would be a most
beneficial again at the local level.

Indicator 5 : Complementary Feedin¢

Key Question: Percentage of breastfed babies receiving complementary foods at 6-9
months of age ?

Background: As babies grows continuously and need additional nutrition
along with continued breastfeeding after they are 6 moths of age,
complementary feeding should begin with locally available, affordalle an
sustainable indigenous foods. Babies should be offered soft or mashed fopdg
small quantities, 3-5 times a day. Complementary feeding should gradually
increase in amount and frequency as the baby grows. Breastfeeding on
demands should continue for 2 years or beyond. Complementary feeding [s
also important from the care point of view: the caregiver shouldreenisly
interact with the baby and take care of hygiene to keep it safe.

The indicator proposed here measures only whether complementary foods are
provided in a timely manner, after 6 months of age along with breastfeedilg. COmplementary
Complementary feeds should also be adequate, safe and appropriately fed, but Feeding

indicators for these criteria are not included because data on tpesesasf

complementary feeding are not yet available in many countries. It id ts&how the median
age for introduction of complementary foods, what percentage of babies areasttededing at
6-9 months of age and also how many non-breastfeeding babies are recelaicgymept foods
in a timely manner. These figures can help in determining whethemipggtant to promote
longer breastfeeding and /or later or earlier introduction of complergdotals. This
information should be noted, if available, although it is not scored. Baspalssible to generate
more information as additional and help guide local program.

Indicator/Result: Complementary Feeding — 75%
Score, Colour-rate and grade
Indicator 5 WHOQO's Key Existing IBFAN Asia Guideline for WBT i

to rating % Status%

Scores | Colour-rating | Grading
Complementary 0-59% 3 RED D
Feeding 60-79% 75% 6 YELLOW C
6-9 months
( ) 80-94% 4% 9 BLUE B
95-100% 10 GREEN A

Source: Nepal Demographic and Health Survey 2006
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Summary Comments

This indicator is very important to Nepal, and the posifieint is that during the last five years
the complementary feeding rates have improved from 66.2% to 75%t M/meeded is to
enhance the quality of complementary feeding and sustain it. Age@mplex practice, optimal
complementary feeding needs accurate information and intenseetlimgng=or food insecure
population support to family is also required in procuring food. $kidleunselling is required
along with the learning to make adequate and appropriate foods at home.

COMPARISON WITH 200t ASSESSMENT

While the initiation of breastfeeding seems to have improved from NDHS 200Bir#mo 35%
the exclusive breastfeeding rate has dropped from 68.3% (NDHS 200B3%o and
complementary feeding initiation between 6-9 months has gone upsBd¥o to 75%, median
duration of breastfeeding from 33 months to 34 months, while bottinfgeemain same at 4%.
It seems that the most worrying factor is the declinexitiusive breastfeeding in past five years.
Existing status in all above mentioned indicators are determined on thebBEHS 2006 data.

Indicator Status in the_ Current
assessment in Status
2005 2008
1. Percentage of babies breastfed within one hour of birth 31.1% 35.4%
2. Percentage of babies 0<6 months of age exclusively 68.3% 53%
breastfed in the last 24 hours
3. Babies are breastfed for a median duration of how many 33 months 34 months
months
4. Percentage of breastfed babies less than 6 months old 4% 4%
receiving other foods or drink from bottles
5. Percentage of breastfed babies receiving complementary 66.2% 75%
foods at 6-9 months of age

Given the fact that each indicator 1-5 needs effective aptaom and unlikely to improve with
current level of activity, Nepal needed to think seriously toeh@oncrete plan of action with a
budgetary provision and a mechanism of accountability establishede this is in place

communication for people to know about these activities alongagitbuntability should be put
in place. Following indicators 6-15 would have to implemented &ffdg if at we wanted to

change the existing practices towards the GREEN rating.
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Part II: I'YCF Policies and Programmes

Part Il deals with policy and programmes. In fact it is a omprehensive study of the back
end support to achieve indicator 1-5.

The description of indicators 6-15 again begins with a key questidritarfackground. It is
followed by a result that is given in the table format angiale subset of questions that have
been answered using the available information, documentation canetisies observations.
Another column shows the relevant result checked in the column opposite sheduuestions.

This result is then scored and rated according to the iVWf8idelines. Each indicator has a
maximum score of ten. There are some subset of questionge¢hsulgective nature and have
been answered using available information and consensus among the core group.

Achievement is given a tick in the Results column. Restisfigit except in indicator 8 in which
it is progressive in nature. Total score of each indicatovengat the end of the table.

Next is the areas where gaps have been found and recommendatiamdgéo these gaps
developed in discussion with the national groups.

Sources of these findings provided altogether at the end of Part-1l finding

Summary comments in the end provide other relevant infanation and progress on these
indicators.

In part Il a set of criteria has been developed for ¢éacet based on tHanocenti Declaration
and beyond, i.e. considering most of the targets oBthbal StrategyFor each indicator there is
a subset of equations leading to key achievement, indicating howumtry is doing in a
particular area. Each question has possible score of 0-3 anditeantias a maximum score of
10. Once information about the indicators is entered, the achéeneom the particular target
indicator is then rated and graded i.e. Red or grade 'D', Yellovade ¢C', Blue or grade 'B' and
Green of grade 'A'. After the tool kit provides the scores, it usesioly guidelines for rating.

IBFAN Asia Guideline for WBT i

Scores Colour rating| Grading
0-3 RED
7-9 BLUE

More than 9
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Indicator 6 : National Policy, Programme and Cc-ordination

Key Question: Is there a national infant and young child feeding/breastfeedingypahiat
protects, promotes and supports optimal infant and young child feeding angotlty is
supported by a government programme ? Is there a mechanism to coordiedtational Infant
and Young Child Feeding Committee and Coordinator?

Background: The Innocenti Declarationwas adopted in 1990. It recommended that all
governments have national breastfeeding committees and coorsdinatestablished mechanism
to protect, promote and support breastfeeding in the country. Thel \Sorhmit for Children
(2000) recommended all governments to develop national breastfqealioggs. The Global
Strategy for Infant and Young Child Feeding calls for urgenbmadtom all member states to
develop, implement, monitor and evaluate a comprehensive policy on IYCF.

The table given below depicts the existing situation in Nepalatiohbl Policy, Programme and
Coordination.

Criteria of Indicator 6 Scoring Results
6.1 A national Infant and Young Child Feeding/ Breastfeeding
policy has been officially adopted/ approved by the
government
6.2 The policy promotes exclusive breastfeeding for the fixst si
months, complementary feeding to be started after six months2
and continued breastfeeding up to 2 years and beyond
6.3 A National Plan of Action has been developed with the policy o

6.4 The plan is adequately funded 1
6.5 There is a National Breastfeeding Committee 1

6.6 The National Breastfeeding (Infant and Young Child Feeding) 1
Committee meets and reviews on a regular basis
6.7 The National Breastfeeding (Infant and Young Child Feeding)
Committee links with all other sectors like health, nutritipn, 0.5
information etc., effectively
6.8 Breastfeeding Committee is headed by a coordinator |withy 5
clear terms of reference

Total Score m!:.

Indicator 6 deals with national policy, programmes and coordinatialeals with issues related
to national policy on IYCF, national plan of action based on the natiooiady, national
breastfeeding committee and financial allocations for I'YCF. D&onon the issue was based on
National Guidelines on IYCF, National Nutrition Policy.

Gaps
The group found that our country does have a very good document iortheoff National

Guidelines for IYCF, which is consistent witBlobal Strategy for Infant and Young Child
Feeding During the previous assessment, the document was considerécyapdhe condition

that action to strengthen it would be taken. As this has not happéeegrkoup agreed that the
National Guidelines should not be considered as a policy feragsessment. The group also
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observed that a plan of action was developed with a lot of effortasunot been put into practice
except doing ad hoc actions. Key gaps identified include:
1. Lack of effective coordination mechanisms though committee do exist.
2. Lack of adequate Policy strategy for National Guidelineslrdant and Young Child
Feeding.
3. Guidelines do not have a clear plan with objectives and allocated budget.
4. Lack of co-ordination with other sectors Health, Nutrition, Labour, Informatian e

Recommendations
National Breastfeeding Committee should be replaced by N&tibn@F/Breastfeeding
Committee to ensure budgeted plan of action and coordination eell from central to district
level. This will ensure moving away from ad hoc to more coordinated actions.
National Nutrition Plan of Action to adopted as a policy & Strategy
Separate funding to protect, promote and support breastfeeding fiofadr6 months
should be made available to ensure women are supported and are sthlg ¢lose to
babies
Adequate mechanism to co-ordinate inter sectors (activwitisapport breastfeeding with
effective monitoring)

Summary Comments

Policy issues on breastfeeding or infant and young child feeding bavfar been
neglected except having legislation in place, which will be dealfinother indicator.
Over the past three years there has been some discussiongpohcthessues; however
no action is taken so far to make this a priority among child healtihutrition
interventions. The national guidelines on Infant and Young Child Feedingasderful
document; if given the shape of policy and implemented, with an @lbdaudget, it
could move things in the right direction.
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Indicator 7 : Baby Friendly Hospital Initiative

(Ten Steps to Successful Breastfeeding)

Key Question:

7A) What percentage of hospitals and maternity faciliieg provide maternity services have
been designated "Baby Friendly" based on the global or national criteria?

7B) What is the skilled training inputs and sustainability of BFHI?

7C) What is the quality of BFHI programme implementation?

Background: Thelnnocenti Declaratiorcalls for all maternity services to fully practice diet
Ten Steps to Successful Breastfeeding set ouPriotecting, Promoting and Supporting
Breastfeeding: the special role of maternity services, axtJOWHO/UNICEF Statement
UNICEF's 1999 Progress Report on BFHI lists the total number of hospitaeiibafacilities in
each country and the total number designated "Baby Friendgcording to the Step 2 of ten
steps, all staff in maternity services should be trainethctation management. UNICEF and
WHO recommend that all staff should receive at least 18 hours of training ahibtiex level of
training is more desirable. Several countries initiaetibn on BFHI; however, progress made so
far has been in numbers mostly and reports suggest that dalhbapens if the skills of health
workers are not sufficiently enhanced. The Global Strategynfant and Young Child Feeding
indicates that revitalization of BFHI is necessary and aiésessment is also carried out
periodically to sustain this programme and contribute to increase exclusastfeeding.

The indicator focuses on both quantitative and qualitative aspelisks at the percentage of
hospitals and maternity facilities designated BFHI and alftegbrogramme quality, e.qg., skilled
training inputs in BFHI, which is key to sustaining it, and how it is monitored aaidaged.

The table below depict the existing situation in Nepal on BFHI.

7A) Quantitative

7.1)What percentage of hospitals and maternity facilities that provide mateenivices
have been designated "Baby Friendly" based on the global or national criteria?

Criteria Scoring Results
0-7% 1
8 —49% 2
50 — 89 3
90 — 100% 4
Rating on BFHI quantitative achievements. 1/4

7B) Qualitative

7.1)What is the skilled training inputs and sustainability of BFHI?
BFHI designated hospitals that have been certified after a minimum recommended
Training of18 hours for all its staff working in maternity services

Criteria Scoring Results
0-25% 1
26— 50% 15
57 — 75% 2.5
75% and more 3.5
Rating on BFHI quantitative achievements. 1/3.5
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Qualitative
7C) What is the quality of BFHI programme implementation?

Criteria of Indicator 6 Scoring Results
7.3 BFHI programme relies o training of health workers 0.5
7.4 A standard monitoring system is in place 0.5
7.5 An assessment system relies on interviews of mothers 0.5

7.6 Reassessment systems have been incorporated in natior@b
plans
7.7 There is a time-bound programme to increase the number d.5
BFHI institutions in the country
Total Score 0.5/2.5

Total Score 7A, 7B and 7C 2.5/10

Indicator 7 deals with quantitative issues related to the Baieydty Hospital Initiative (Ten
Steps to Successful Breastfeeding). The discussion was tagbd report of Nepal Paediatric
Society and documents published by Government of Nepal.

Gaps
The group agreed that the following gaps exist. In fact the status setressame.

1. No sustained action to revive BFHI

2. No mention of BFHI in policy documents specially with referebnoceHospital and
Nursing Homes

3. BFHI has not shown any progress from 2005 in any manner, whether gudintit
quality

4. No monitoring of the BFHI activities

Recommendations
- Immediate steps should be taken to revive the BFHI programme
At least 25% of all hospitals should move to attain BFHI status in 3 yieaes' t
BFHI should be prominently placed in all child health policy & programme
Health MIS should include BFHI

Summary Comments

Baby Friendly Hospital Initiative (BFHI) was aimed atpraving the standard of care in the
health facilities through improved early and exclusive breatitige The design also included
continued support in the community through fostering support groups. This elemerdateaey
attention. Whatever was implemented earlier also did not &ofuality inputs required to
provide skills to health workers who actually assist in dgjivia the health facility. Several
reasons account for lack of attention to this indicator, includingflopposition to the title of the
initiative and calling a facility baby friendly only on the Isasf breastfeeding. Attention also
shifted within agencies that have been supporting it. The GovatnofieNepal continued to
discuss the issue, but policy decisions could not be taken. Impiongagtfeeding intervention is
becoming more relevant now because more and more women delivealth institutions and
HIV is also making its inroads. This should be looked as a standard of ¢ealth facility.
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Indicator 8: Implementation of the International Code

Key Question: Are the International Code of Marketing of Breastmilk Substitutes and subsequent
WHA resolution given effect and implemented? Has any new actiantddem to give effect to
the provision of the code?

Background: TheInnocenti Declaratiorcalls for all governments to take action to implement
all the articles of the Internationalode of Marketing of Breastmilk Substitutand the
subsequent World Health Assembly resolutions. The aim of tite @G to contribute to the
provision of safe and adequate nutrition for infants, by thdegtion and promotion of
breastfeeding, and by ensuring the proper use of breastmilk stdsstivhen these are necessary,
on the basis of adequate information and through appropriate tingriead distribution. The
"State of the Code by Country" by the International Code Docunmmt&entre (ICDC) on
countries' progress in implementing the Code provides sufficient infiommat the action taken.

Nations are supposed to enact legislation as a follow-up $o $averal relevant subsequent
World Health Assembly resolutions, which strengthen Ititernational Code of Marketing of
Breastmilk Substitutbave been adopted since then and have the same status as th@dCode a
should be considered. Th@lobal Strategy for Infant and Young Child Feedioglls for
heightened action on this target. According to WHO, 162 out of 191hde®tates have taken
action to give effect of the Code, but the ICDC report brings aufabt that only 32 countries
have so far brought national legislation that fully coversGoee. The ICDC uses criteria to
evaluate the type of action.

The code has been reaffirmed by the World Health Assembly $divees while undertaking
resolutions regarding various issues related with infant and young ebdahg.

The table given below depicts the existing situation in Nepal Implementation of the
International Code.

Criteria Scoring Results
8.1 No action taken 0
8.2 The best approach is being studied 1
8.3 National breastfeeding policy incorporating the Code in full or 2
in part but not legally binding and therefore unenforceable
8.4 National measures (to take into account measures other thad
law), awaiting final approval
8.5 Administrative directive/circular implementing the Code in 4
full or in part in health facilities with administrative sanctions

8.6 Some articles of the Code as a voluntary measure b
8.7 Code as a voluntary measure 6
8.8 Some articles of the Code as law 7
8.9 All articles of the Code as law 8
8.10 | All articles of the Code as law, monitored and enforced 10

Total Score m :
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Indicator 8 deals with implementation of the International Codaddiresses issues related to
adoption of the Code as national legislation. The discussion was baseel published gazette
notifications and published text of the BMS Act. The group looked at contauirdties of baby
food industry in the health system and realized that this particulanasgls more attention.

Gaps
While the group acknowledged that the country has developed law on [2ig&d on the

International Code, the following gaps exist:

1. Inadequate mechanism to enforce "The Infant Milk Substitutes, rigedsbttles and
Infant Foods (Regulation of Production, Supply and Distribution) Act, 2049 (1994-1995)

2. Inadequate mechanisms for reporting violations at central and distits |

3. District officials are not trained in monitoring the implartaion of BMS Act 2049
(1994-1995) as well as their information about the provisions of M8 Bct is very
poor

Recommendations

- BMS Act should be enforced effectively, explicit monitoring heeusms at central and
district level should be in place
Enforcement of the BMS Act to be made more effective
Reporting of the violations of the Act to be made more essay
District wise nominations of the nodal officers for monitoringl amplementation of the

Act

Summary Comments

Nepal has been in the forefront for developing the Code, and was tme few in the world to
legislate as a follow up to the International Code. But proper monitooiaigl not be done due to
lack of identification of nodal point at the centre levemasl as district. Even though there is
clear clause to ban sponsorship of the medical personnel, companigsi€ to find way and
means to reach out to doctors to support their activities. Tédsreeeds effective enforcement of
the Infant milk substitutes, feeding bottles and infant foodgR&on of Production, supply and
distribution) Act 2049.

Indicator 9 : Maternity Protection

Key Question: Is there legislation and are there measures (policies, regulatjpastices) that
meet or go beyond the International Labour Organization (ILO) standandgrbtecting and
supporting breastfeeding for mothers, including those working mothers in thaatimn sector?

Background: The Innocenti Declaration(1999, 2005) and WH@lobal Strategy for IYCF
(2002) call for provision of imaginative legislation to protdwt breastfeeding rights for working
women and further monitoring of its application consistent Wit Maternity Protection
Convention No. 183, 2000MPC No. 183) and Recommendation 191. MPC No. 183 specifies
that women workers should receive:

Health protection, job protection and non-discrimination for pregnahtegastfeeding

workers

At least 14 weeks of paid maternity leave

One or more paid breastfeeding breaks daily or daily reductidmoofs of work to

breastfeed
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Furthermore, Recommendation 191 encourages facilities for feredisiy to be set up at or near
the workplace.

The concept of maternity protection involves 7 aspects: 1) the §odjeems of who is covered);

2) leave (length; when it is taken, before or after givinchbtompulsory leave); the amount of
paid leave and by whom it is paid employer or government; 3) aad medical benefits; 4)

breastfeeding breaks; 5) breastfeeding facilities; 6) Meadbtection for the pregnant and
lactating woman and her baby; 7) employment protection and non-discrimination.

Only a limited number of countries have ratified C183, but quitewadountries have ratified
C103 and /or have national legislation and practices which aregstrthan the provisions of any
of the ILO conventions.

Maternity protection for all women implies that women workimghe informal economy should
also be protected. Innocenti Declaration 2005 calls for urgemttiam to the special needs of
women in the non-formal sector.

Adequate maternity protection also recognizes the fattode'sir nurturing and thus the need for
paternity leave.

The table below depicts the existing situation in Nepal on Maternityd®imte

Criteria Scoring Results
9.1 Women covered by the national legislation are followed the
following weeks of paid maternity leave

a. Any leave less than 14 weeks 0.5
b. 14 to 17 weeks 1

c. 18 to 25 weeks 1.5

d. 26 weeks or more 2

9.2 Women covered by the national legislation are followed at 1
least one breastfeeding break or reduction of work hours daily.
a. Unpaid break 0.5
b. Paid break 1
9.3 Legislation obliges private sector employers of women in the
county to give at least 14 weeks paid maternity leave ad pai
nursing break.
9.4 There is provision in national legislation that provides| for
work site accommodation for breastfeeding and/or childcare in
work places in formal sector
9.5 Women in informal/unorganized and agriculture sector are: 1
a. Accorded some protective measures 0.5
b. Accorded the same protection as women working in| the 1
formal sector
9.6 a. Information about maternity protection laws, 0.5
regulations, or policies is made available to workers
b. There is a system for monitoring compliance and a
way for workers to complain if their entitlements are
not provided.
9.7 Paternity leave is granted in public sector for at least 3 days. 0.5

1

0.5
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Criteria Scoring Results
9.8 Paternity leave is granted in the private sector fdeast 3 0.5
days.
9.9 There is legislation providing health protection for pregnant
and breastfeeding workers and the legislation provides| that
they are informed about hazardous conditions in |the0.5
workplace and provided alternative work at the same wage
until they are no longer pregnant or breastfeeding.
9.10 | There is legislation prohibiting employment discrimination
and assuring job protection for women workers during 0.5
breastfeeding period.
9.11 | ILO MPC No 183 has been ratified, or the country has a0.5
national law equal to or stronger than C183.
9.12 | The ILO MPC No 183 has been enacted, or the country ha8.5
enacted provisions equal to or stronger than C183.
Total Score 2/10

Indicator 9 pertains to Maternity Protection. It includes duratianaiernity leave for the formal
and informal sector, inclusion of mother friendly work place itional legislation and country's
status on ratifying enacting ILO MPC 183.

The discussion acknowledge ILO MPC 183 that there has been notagnafice in this sector,
much remains to be done for women working in informal sector. Themitgteeave for women
working in Government sector has been extend to 60 days with pateanre for 7 days. But
this rule has still not been enforced in the private sectoisu¢h provision exists for the women
working in informal sector.

Gaps
In spite of the advances, the group identified the following gaps:

1. There is no policy framework for protecting and supporting breeditig in private
sector and informal sector

There is no legislation that covers private sector and informairsect

Maternity leave does not cover all sector, only the government eegdaet leave
Paternity leave cover only governments and not private sector

No monitoring mechanism for implementation of maternity proteci®mart of policy
framework

abown

Recommendations
- There should be policy framework for protecting and supporting bredstte mothers

including working mothers in the informal sector
This should translate to actual mechanism for implementatitin adequate budgetary
allocations
Contractual workers in public and private sector shouldlzdscovered for the maternity
leave
An umbrella legislation for both formal and informal sector is reglir
Six months maternity leave and paternity leave should be expaodsdbtgovernment
and private sector
There should be a strong monitoring mechanism for implementation &bermity
protection as a part of the policy framework
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Summary Comments

This indicator is critical for successful breastfeeding; unkssrother and the baby are together,
it would not be possible to enhance exclusive breastfeedimg itatget populations. However it
is also important to note that all other actions for promotionpaogkction must also be in place
to realize the benefits of maternity entitlements othermwismen may still fall out of exclusive
breastfeeding and adopt harmful artificial feeding practicé®ely don't have access to accurate
and unbiased information and counselling on breastfeeding and complementary feeding.

Indicator 1C: Health and Nutrition Car e System

Key Question: Do care providers in these systems undergo skills training, and do their
pre-service education curriculum support optimal infant and young chitdliig; do these
services support mother and breastfeeding friendly birth practitmethe policies of health care
services support mothers and children, and whether health workgwensibilities to Code are
in place?

Background: TheGlobal Strategy for Infant and Young Child Feedindicates clearly how to
achieve its targets and improving these services igaritdr this. It has been documented that
curriculum of providers is weak on this issue. And it is alsmdbat many of these health and
nutrition workers lack adequate skills in counselling for infaxdt woung child feeding which is
essential for the success of breastfeeding.

Ideally, new graduates of health provider programmes should beoapterhote optimal infant
and young child feeding practices from the outset of their careénsro&iders who interact with
mothers and their young children should attain the basic attitkii@s]edge and skills necessary
to integrated breastfeeding counselling, lactation managementjntard and young child
feeding into their care. The topics can be integrateca@bws levels during education and job.
Therefore the total programme should be reviewed to assess this.

The table given below depicts the existing situation in NepaHealth and Nutrition Care
System.

Criteria Results

No

Adequate | Inadequate | reoference

10.1 | A review of health providers schools and pre-
service education programmes in the country 2 1 0
indicates that infant and young child feeding
curricula or session plans are adequate /
inadequate

10.2 | Standards and guidelines for mother-friendly
childbirth procedures and support have been 2 1 0
developed and disseminated to all facilities and
personnel providing maternity care.
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Criteria Results Criteria
No
Adequate | Inadequate | Reoference
10.3 | There are in-service training programmes
providing knowledge and skills related to infant 2 1 0
and young child feeding for relevant
health/nutrition care providers.
10.4 | Health workers are trained with responsibility 1 0.5 0
towards Code implementation as a key input.
10.5 | Infant feeding-related content and skills are
integrated, as appropriate, into training
programmes focusing on relevant topics 1 0.5 0
(diahhroeal disease, acute respiratory infection
IMCI, well-child care, family planning, nutrition,
the Code, HIV/AIDS etc.)
10.6 | These in-service training programmes are bein 1 0.5 0
provided throughout the country.
10.7 | Child health policies provide for mothers and
babies to stay together when one of them is sick. 1 0.5 0
Total Score 4.5/10

The indicator 10 reviews school and pre-service education progsafomthe health providers,
standards and guidelines for mother-friendly childbirth procedare$ support, in-service
training programmes providing knowledge and skills related to infant & ydufayfeeding. etc.

Gaps

The group identified the following gaps:
There is no practical training given to doctors and nurses on IMCpre-service

1.

2.

3.

education

Listening and counselling skills for IYCF not part of pre-gawor in-service training of

AHW, Nursing, ANM, CMA

Health workers are not trained towards the Code implementation as a key input

Recommendations
- Adequate practical training on IYCF should be given to doctors during theinship
IYCF training of nursing staff during paediatric ward posting

IYCF to be included in practical training of AHW, ANM, CMA

FCHV & VHW refresher course to contain IYCF training
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Summary Comments

Universalising initiation and exclusive breastfeeding reguinat all health workers, from health
professionals in facilities to frontline workers in the commuaaite trained adequately in IYCF
and in listening and counselling skills. While there are sonwteffo include such skills in the
curriculum of medical colleges, this needs to be extended ta ebvenedical, nursing, and
ANM, HA, CMA training institutions. The time allotted to training on IYCF faontline workers
should be extended and the curricula should include not just informitibralso skills in
listening and counselling.

Indicator 11: Mother Support and Community Outreach —

Community-based support for the pregnant and breaseeding mother

Key Question: Do care providers in these systems undergo skills training, and dopteeir
service education curriculum support optimal infant and young childirfgedo these services
support mother and breastfeeding friendly birth practices, do the pobi€ibealth care service
support mothers and children, and whether health workers responsibilities to Cadeptaee?

Background: Community-based support for women is essential for succeeding imabpti
breastfeeding practices. Step 10 of BFHI and the Global Strd¢eghyy CF, which includes
mother support and peer support, recognizes this need. Mother Supporined lolethe Global
initiative for Mother Support (GIMS) is

"any support provided to mothers for the purpose of improving bredistfepractices
for both mother and infant and young child." Women need the support of exitdased
public health policies, health providers, employers, friends, yarfie community, and
particularly of other women and mothers."

Mother support is often seen as woman-to-woman (or more comrkonlyn as mother-to-
mother) but generally covers accurate and timely informatidretp a woman build confidence;
sound recommendations based up-to-date research; compassiondtef@areduring and after
childbirth; empathy and active listening, hands-on assistance aaticpl guidance. It also
includes support and counselling by health professionals and heaéhworkers. Various
community outreach services can also support women in optimal IYCF.

The activities in these context include woman-to-woman suppodividual or group
counselling, home visits or other locally relevant support mesisuré activities that ensure that
women have access to adequate, supportive and respectfuinatifor, assistance and
counselling services on infant and young child feeding. Mother suppleaiheed by community
outreach or community-based support has been found to be useful ettialfjssto ensure
exclusive breastfeeding for the first six months and continuedtigeding with appropriate and
local complementary foods for 2 years or more. There neeble t®view and evaluation of
existing community support systems, especially for the provisiotoohselling in infant and
young child feeding. Women who deliver in a hospital need continued supportiartteeand in
the community, with support for all members of the family, includivegfather and grandmother
of the baby.

Créches are an important community based system of offering support to moth&Hoin this
regard Nepal has not progressed at all.

35



The table below depicts the existing situation in Nepal on Moth@p&t and Community
Outreach.

Criteria Results

To some

Yes degree | NO
11.1 | All pregnant women have access to community-based
support systems and services on infant and young2 1 0
child feeding.
11.2 | All women have access to support for infant @and2 1 0
young child feeding after birth.
11.3 | Infant and young child feeding support services have2 1 0

national coverage.

11.4 | Community-based support services for the pregnant
and breastfeeding woman are integrated into| an2 1 0
overall infant and young child health and development
strategy (inter-sectoral and intra-sectoral).

11.5 | Community-based volunteers and health workers

possess correct information and are trained| in2 1 0
counselling and listening skills for infant and young
child feeding.

Total Score 4/10

The indicator 11 includes issues like access to counselliwicese on infant and young child
feeding in the community during pregnancy and after birth andsacto creche and childcare
facilities that will enable women to carry out exclusbreastfeeding. It also deals with status of
skilled training to the counsellors.

Gaps
1. Counselling of IYCF is not provided as service to lactating wonme community

outreach clinic.

2. Lack of counselling and listening skill on IYCF in VHW, FCHV.

3. Creche facilities are not available in most of the organigedors as well as in
unorganized sector.

Recommendations
- Proper implementation and monitoring of creches facilities.
VHW and FCHYV should be trained as IYCF counsellor and IYCF coumgedhould be
provided as a service to lactating women.
Unorganized workers also should be provided with creche facilities.
Créche facility should be monitored specially by the WBDI as an important agency
of support to lactating mothers on IYCF.
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Summary Comments

Access to skilled counselling and support for each woman withindimenanity is the key to
successful universalisation of optimal IYCF: Though health and child programmes pay lip
service to this, it is not practiced at the ground level. Suppditeastfeeding women includes
availability of community recognition of the need for exclusbreastfeeding for six months,
availability of créches at worksites with trained functioeario enable women, especially those
working in the unorganized sector, to maintain proximity with thalsies. Proper training needs
to include orientation on IYCF so that they can monitor provisisenfices to enable successful
exclusive breastfeeding in the community.

Indicator 12 : Information Support

Key Question: Are comprehensive Information, Education and Communication (IEC) strategie
for improving infant and young child feeding (breastfeeding and complemeeatatiyng) being
implemented?

Background: Information, education and communication (IEC) strategiesréieal aspects of
a comprehensive programme to improve infant and young child feedirgjicpsa IEC
approaches may include the use of electronic (TV, radio, vigeaa},(posters, counselling cards,
flip charts, manuals, newspapers, magazines) media, interpefsonaselling, group education,
support groups) and community activities to communicate important maf@m and
motivational material to mothers, families and the community.

Behaviour change is an important strategy, often used in cougsslissions, home visits,
action-oriented group discussions and dramas focused on problem sthgtrategies are
comprehensive when they use a wide variety of media and channesnvey concise,
consistent, appropriate, action-oriented messages to ddrgetdiences at national, facility,
community and family levels.

The table below depicts the existing situation in Nepal on Information Support.

Criteria Results
To some
Yes degree | NO
12.1 | There is comprehensive national IEC strategy| for
improving infant and young child feeding. 2 1 0

12.2 | IEC programmes (e.g. World Breastfeeding Week)
that include infant and young child feeding are being 2 1 0
actively implemented at local levels.

12.3 | Individual counselling and group education services
related to infant and young child feeding are available 2 1 0
within the health/nutrition care system or throygh
community outreach.
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Criteria RERTIS

To some NoO
degree
12.4 | The content of IEC messages is technically correct?2 1 0
sound, based on national or international guidelines.

Yes

12.5 | A national IEC campaign or programme using
electronic and print media and activities has channeled2 1 0
message on infant and young child feeding to targeted
audiences in the last 12 months.

Total Score 5/10

The indicator deals with Information Support. It asks for a cehgmsive national IEC strategy
and IEC programmes for improving infant and young child feeding. Itiatd in to the quality
of IEC material developed.

Gaps
The group undertook a general discussion on the subject. Some adventis were available

and many had heard and seen some advertisements on FM radio &gt Thése are sporadic,
even though they are by and large may not be technically correct. The group notieeréhigtno
IEC policy on infant and young child feeding available in our agyuat present. Gaps identified
include:

1. Lack of adequate strategy for IEC on IYCF

2. Lack of budget head for IEC on IYCF

3. Inadequate coverage on IYCF

Recommendation
Advocacy for comprehensive National I'YCF policy that includes an IECGgyrat
Adequate budget allocation for IEC on IYCF at central/district level
Adequate coverage of IYCF in national program

Summary Comments

The ban on promotion of formula feeding in the media has not beempanied by adequate
promotion of early and exclusive breastfeeding for six months and @eéeqamplementary
feeding with continued breastfeeding thereafter. Such promotianidshot be limited to the
World Breastfeeding Week as is the case currently. Pobeyls to be developed to communicate
and educate on optimal IYCF at all levels, using national medisedisas local village level
media and appropriate budget allocations needs to be made f@istiigets should get their own
budgets for IEC on IYCF.
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Indicator 13: Infant Feeding and HIV

Key Question: Are the policies and programmes in place to ensure that HIV — mosiothers
are informed about the risks and benefits of different infaedifg options and supported in
carrying out their infant feeding decisions?

Background: The Global Strategy for IYCF highlights the importance afrect policy and
programme work in this area for achieving the targets. The taih&work for priority action on
infant feeding and HIV activities lists:

1. Develop or revise (as appropriate) a comprehensive natiofaitiand young child
feeding policy, which includes HIV and infant feeding.

2. Implement and enforce the International Code of Marketing of Brdastotistitutes and
subsequent relevant WHA resolutions.

3. Intensify efforts to protect, promote and support appropriate irdadt young child
feeding practices in general, while recognizing HIV as onerafraber of exceptionally
difficult circumstances.

4. Provide adequate support to HIV-positive women to enable themldot sbe best
feeding option for themselves and their babies, and to sucdgssdtiyout their infant
feeding decisions.

5. Support research on HIV and infant feeding, including operations césdearning,
monitoring and evaluation at all levels, and disseminate findings.

The risk of HIV transmission through breastfeeding present®&ypahakers, infant feeding
counselors and mothers with a difficult dilemma. They must baldme risk of death due to
artificial feeding with the risk of HIV transmission throudineastfeeding. These risks are
dependent on the age of the infant and household conditions and areamelprknown. Other
factors must be considered at the same time, such as thef riglgmatization (e.g. if not
breastfeeding may signal the mother's HIV status), ttanéial costs of replacement feeding and
the risk of becoming pregnant again. Policies and programmes dbtme challenge should
provide access to HIV voluntary and confidential counselling astthte(VCCT) and, for HIV-
positive mothers, counselling and support for the chosen method dhdeexdich as safe
exclusive breastfeeding or exclusive artificial feedinge@aards should be in place to protect,
promote and support breastfeeding in the rest of the population.

The table given below depicts the existing situation in Nepal on HIV and fekding.

Criteria Results
To some
Yes degree | NO
13.1 | The country has a comprehensive policy on infant and
young child feeding that includes infant feeding and 2 1 0
HIV.
13.2 | The infant feeding and HIV policy gives effects to|the 1
International Code / National Legislation. 0.5 0
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Criteria RERTIS

To some
No

Yes degree

13.3 | Health staff and community workers receive training
on HIV and infant feeding policies, the risks 1 0.5 0
associated with various feeding options for infants of
HIV-positive mothers and how to provide counselling
and support.

13.4 | Voluntary and Confidential Counselling and Testing
(VCCT) is available and offered routinely to couples 1 0.5 0
who are considering pregnancy and to pregnant
women and their partners.

13.5 | Infant feeding counselling in line with current
international recommendations and locally approptiate 1 0.5 0
is provided to HIV positive mothers.

13.6 | Mothers are supported in making their infant feegling

decisions with further counselling and follow-up |{to 1 0.5 0
make implementation of these decisions as safg as
possible.
13.7 | Special efforts are made to encounter misinformation
on HIV and infant feeding and to promote, protect and 1 0.5 0

support 6 months to exclusive breastfeeding |and
continued breastfeeding in the general population.

13.8 | On-going monitoring is in place to determine (the
effects of interventions to prevent HIV transmissjon
through breastfeeding on infant feeding practices |andl 0.5 0
over health outcomes for mothers and infants,
including those who are HIV negative or of unknown
status.

13.9 | The Baby-friendly Hospital Initiative incorporated
provision of guidance to hospital administrators and
staff in settings with high HIV prevalence on how|to 1 0.5 0
assess the needs and provide support for HIV positive

mothers.
Total Score 4/10

Indicator 13 addresses HIV and Infant feeding, looking specificatl policy, training and
monitoring. The findings were based on following sources: Natguridelines on paediatric HIV
and AIDS 2006, preventing mother to child transmission of HIV in N@pa4 and National
Nutrition policy and strategy 2004.
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Gaps
The group agreed that while there is theoretically a poligod§, and some kind of training, the

practice differs in institutions and hospitals, including somey biziendly hospitals. Gaps
identified include:

1. Lack of proper implementation of National guidelines policy & strategy

2. BFHI does not include HIV-related indicators

3. Inadequate counselling to HIV women regarding infant nutrition

4. Inadequate training for PMTCT at all levels

Recommendations
- Monitoring/ field studies to find out counselling practices ifvHind impact upon
breastfeeding
Inclusion of HIV related indicators in BFHI
Further studies required on transmission through breastfeeding
Comprehensive national policy including IYCF and HIV
Training for PMTCT should be given to all level health workers

Summary Comments

As evidence in increasing about the dangers of mixed feeding in traismig HIV to the baby,
there is a concomitantly increasing need for intensive coumg@li infant feeding options. Such
counselling needs to take into account the cultural aspedtd\hfany stigma attached, the
difficulties associated with replacement feeding, thksrisf not being able to sustain exclusive
replacement feeding. The woman needs not just information but skillecoatinuous support in
practicing the chosen form of feeding. There is urgent need t@adgpgkills of counselors and
health workers in infant feeding options, make it a part of the tramdly hospital initiative and
strengthen implementation of the BMS Act and its monitoring.

Indicator 14 : Infant Feeding During Emergendes

Key Question: Are appropriate policies and programmes in place to ensure that mothtnsts
and children will be provided adequate protection and support for ap@@pfeeding during
emergencies?

Background: Infants and young children are among the most vulnerable groups igesties,
Interruption of breastfeeding and inappropriate complementarynfgadcrease the risks of
malnutrition, illness and mortality. In emergency and relief sitna the responsibility for
protecting, promoting and supporting optimal infant and young child feegliagtices and
minimizing harmful practices should be shared by the emergeffegtel host country and
responding agencies. Concise Operational guidance on how to epguopriate feeding in
emergency situations and comply with international emergency starderdmsen developed by
interagency Infant Feeding in Emergencies Core Group. Pradgtals on how to implement
the guidance are included in companion training materials, alsoged through interagency
collaboration.
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The table given below depicts the existing situation in Nepal rdanit Feeding during
Emergencies.
Criteria Results
To some
No

Yes degree

14.1 | The country has a comprehensive policy on infant and
young child feeding that includes infant feeding|in 2 1 0
emergencies.

14.2 | Person (s) tasked with responsibility for natignal
coordination with the UN, donors, military and NGOs 0
regarding infant and young child feeding |in 2
emergency situations have been appointed.

14.3 | An emergency preparedness plan to undertake
activities to ensure exclusive breastfeeding and
appropriate complementary feeding and to mininize 2 1 0
the risk of artificial feeding has been developed.

14.4 | Resources identified for implementation of the plan

during emergencies. 2 1 0

14.5 | Appropriate teaching material on infant and young
child feeding in emergencies has been integrated| into
pre-service and in-service training for emergency 2 1 0
management and relevant health care personnel.

Total Score 1/10

The indicator examines policies, training, nature of intereestiand monitoring of infant and
young child feeding during emergencies.

Gaps
The group agreed that while the National Guidelines stressetedtefor including Infant and
Young Child Feeding in Contingency Action Plans, this was not being. demes identified
included:

1. Lack of policy on IYCF in Contingency action plans

2. Lack of mechanism to monitor violations BMS Act during relief operations

3. Lack of training for disaster management teams on IYCF

4. Lack of appropriate materials on IYCF in emergencies in pre-seraicent

Recommendations
Inclusion of I'YCF guidelines in care of disaster in national contingectoyraplan
Monitor / document use of infant milk substitutes and support tastieding during
disaster / emergencies
Monitor / document for violations of BMS Act during disaster / emergesncie
Training of Health Professionals in 'disaster management
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Summary Comment

Correct IYCF during emergencies and disasters is cruciaeép klown morality and prevent
disease. Though the National Guidelines for Infant and Young €Ekgdling stress the need for
ensuring optimal breastfeeding in disasters and emergenégesottincluded in any contingency
plan. Women are neither counseled nor supported for correct IYCF. Dilisagiers, there is the
added danger of promotion of artificial feeding, especially foanfieeding, which can threaten
exclusive and continued breastfeeding. Thus violations of the BMS Act alstoneeanonitored
closely in such situations. Disaster management policy and centingplans for all kinds of
emergencies and disasters need to make IYCF support and cognaelgntral part of strategy,
and training of disaster managers should include this component.

Indicator 15: Mechanisms of Monitoring and Evaluation Syster

Key Question: Are monitoring and evaluation data routinely collected and used toowepr
infant and young child feeding practices?

Background: Monitoring and Evaluation (M&E) components should be built into aljoma
infant and young child feeding programme activities and collectiahata concerning feeding
practices integrated into national nutritional surveillancel &ealth monitoring systems or
surveys. Monitoring or management information system data sheutdlkected systematically
and considered by programme managers as part of the managacheldraing process. When
appropriate, both baseline and follow-up data should be collected tanmeagcomes. Use of
internationally agreed-upon indicators and data collection stratsigedd be considered, in an
effort to increase availability of comparable data. Itriportant that strategies be devised to help
insure that key decision-makers receive important evaluagisults and are encouraged to use
them.

The table given below depicts the existing situation in Nepal on Monitoring\sida&on .

Criteria Results

To some
Yes degree | NO
15.1 | Monitoring and evaluation components are built nto
major infant and young child feeding programme 2 1 0
activities.
15.2 | Monitoring or Management Information System
(MIS) data are considered by programme managers in2 1 0

the integrated management process.

15.3 | Baseline and follow-up data are collected to megsure
outcomes for major infant and young child feedjng 2 1 0
programme activities.

15.4 | Evaluation results related to major infant and ygung
child feeding programme activities are reported to key 2 1 0
decision-makers.

15.5 | Monitoring of key infant and young child feeding
practices is built into a boarder nutritional surveillance 2 1 0
and/or health monitoring system or peoriodic natignal

health surveys.
Total Score 5/10
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The indicator examines whether or not monitoring and evaluation compasentsuilt into
major infant and young child feeding programme activities, and their ublzat

Gaps
The group came to conclusion that NDHS data information of healtitsgidoes not include all

IYCF indicators. Gaps indentified including:
1. Lack of proper monitoring and evaluation of I'YCF activities at cegtrdilstrict level
2. Large time gap between two consecutive NDHS survey
3. Inadequate indicators on quality and quantity of complementary feeding
4. No age wise disaggregation for children between 1 — 2 years when manuigtiks

Recommendations
To include all indicators of IYCF in annual report
Improve indicator on complementary feeding quality/quantity
Age wise further disaggregation for under than 1 year & 2 years
Developing regular mechanism for monitoring and evaluation of IYCF atval |

Summary Comment

National Nutritional Surveillance should include all indicatofsYCF and should be conducted
at more frequently. They should become part of routine developrhantion plans at all levels,
central as well as district level. The findings should be usedlentify specially vulnerable
groups so that immediate supportive action can be discussed amwd &bkocal levels. As
malnutrition peaks within the first two years of life, the goveent needs to report annually on
I'YCF indicators to find true interventions needed.
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Sources of Information

Nepal Demographic and Health Survey 2001

Nepal Demographic and Health Survey 2006

National Nutrition Policy & Strategy 2004

National Neonatal Policy and Strategy 2004

National School Health and Nutrition Strategy 2004
National Plan for Action on Nutrition (NPAN) 2007
Nutrition Training Manual for VHW, HA, NAM, CMA — 2006
School Health and Nutrition Training Manual 2007

© ©® N o g~ wDdP

Newborn Care Training Guide for PCL Nursing Program 2005

=
o

. Newborn Care Training for MBBS Program 2005

IR
[N

. Survey Results for Community Based Maternal Neonatal Care 2007
. Curriculum for MBBS, Institute of Medicine 2008
. National Guideline on Paediatric HIV and AIDS 2006

. Maternal and Neonatal Care Protocol/Guidelines for Nurses oHT20D6

N
o b w N

. Anti Retroviral Drugs for Treating Pregnant Women and PrengritllVV Infection in
Infants 2004

16. National Policy on Skilled Birth Attendants 2005

17. Small Area Estimation of Poverty, Caloric Intake and Malnutrition ipal2006

18. Curriculum for MD (Paediatrics), Institute of Medicine 1996

19. Nepal Family Health Survey 1996

20. Neonatal and Infant Nutrition Training Manual for Health Workers 2007

21. National Maternity Care Guideline Nepal 2004

22. Tenth National Five Year Plan 2005

23. National Essential Maternal and Neonatal health Care Serviceadesaitk Nepal 2005

24. A Report of Nepal Maternal and Neonatal and Neonatal Forum 2005

25.

26.

27. SAARC Model Code for Protection of Breastfeeding and Young Child Nutrition 1996

28. National Breastfeeding Committee, Documents 1998

29. BFHI Activities, Nepal Paediatric Society 1998

30. International Code Document 1994

31. Civil Service Act 2000
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32.
33.
34.
35.
36.
37.
38.
39.
40.
41.
42.
43.
44,
45,
46.
47.
48.
49.
50.
51.
52.
53.
54.
55.

Maternity Benefit Act 2006

C183 Maternity Protection Convention (ILO) 2000 Document

CBIMCI Programme Health Sector Strategy 2004

Community Based Maternal Newborn Care Package (CBMNCP) 2007
Curriculum of Certificate Level Nursing, Institute of Medicine 2003
Curriculum of Certificate Level Nursing, Stupa Nursing College 2006
Annual Report Department of Health Services 2064 (2006/2007)

Annual Report Department of Health Services 2065 (2007/2008)
Statement published by Nepal Government during flood at Koshi Region 2008
Curriculum for MBBS, BPKIHS 2003

Curriculum for Certificate Nursing, BPKIHS 2003

Three year Interim Plan Government of Nepal 2064 — 2067 (2007 — 2010)
Curriculum for ANM, CTEVT 2000

Curriculum for CMA, CTEVT 2000

Curriculum for B.Sc. Nursing, Institute of Medicine 2005

Curriculum for M.Sc. Nursing, Women Health & Development, Institute of Medi2D03

Preventing Mother to Child Transmission of HIV in Nepal 2004
Curriculum for M.Sc. Nursing Paediatrics, Institute of Medicine 2003
Curriculum for MD (Paediatrics), BPKIHS 2000

Curriculum for MBBS, Kathmandu University 2000

National Safe Motherhood and Newborn Health Long Term Plan (2006-2017) 2006

National Neonatal Long Term Plan (2005-2017) 2006
Health Sector Strategy: An Agenda for Reform 2004
National Reproductive Health Strategy 1998
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Summary part I: Infant and Young Child Feeding (IYCF) Practices

I'YCF Practices Result Score
Indicator 1: Early Initiation of Breastfeeding 35.4% 6/10
Indicator 2: Exclusive breastfeeding for the first six months 53% 9/10
Indicator 3: Median duration of breastfeeding 34 months 10/10
Indicator 4: Bottle Feeding 4% 9/10
Indicator 5: Complementary Feeding 75% 6/10
Score (Part-I) 40/50
Guidelines
Scores (Total) Part-| Colour-rating Grading Existing Situation
0-15 RED D
16— 30 YELLOW C
31-45 B
46 — 50 GREEN A
Summary part Il: IYCF Policy and Programmes
Indicator 6: National Policy, Programme and Coordination 5.5/10
Indicator 7: Baby Friendly Hospital Initiatives (Ten steps to 2.5/10
successful breastfeeding)
Indicator 8: Implementation of the International Code 7/10
Indicator 9: Maternity Protection 2/10
Indicator10: Health and Nutrition Care System 4.5/10
Indicator 11: Mother Support and Community Outreach — Community based 4/10
Support for the pregnant and breastfeeding mother
Indicator 12: Information Support 5/10
Indicator 13: Infant Feeding and HIV 4/10
Indicator 14: Infant Feeding during Emergencies 1/10
Indicator 15: Mechanisms of Monitoring and Evaluation System 5/1(
| Score (Part—I1) | 40.5/10 |

Existing Situation

Guidelines
Scores (Total) Part-| Colour-rating Grading
0-30 RED D
31- 60 C
61-90 BLUE B
91 - 100 GREEN A
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Total of Part | and Part Il (Indicator 1 — 15):
IYCF Practices and Policies and Programmes

Total score of infant and young child feeding practices; policies and prowa (indicators
1 - 15) are calculated out of 150

Guidelines
Scores (Total) Part-| Colour-rating Grading Existing Situation
0-45 RED D
46 - 90 C 805/150
91-135 BLUE B
136 — 150 GREEN A
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Concluding Remarks and the Way Forward

The 2008 Nepal Report reveals glaring gaps in both policy and progsrtirat
support breastfeeding and infant and young child feeding. It is euident that not
much has significantly changed over the past three years in tly paWironment
except that maternity benefits have been increased for womekingoin the
government; such benefits are not available to women working in theepamd the
informal sectors. There has also been no progress in the ackigewlent of creches
as a support to breastfeeding and the number of creches to supph working in
the informal sector continues to be woefully inadequate. Prografoces on
breastfeeding and complementary feeding is just a lip sers@ous inputs are
needed to increase early and exclusive breastfeeding. Newfroaiahe districts
suggest that early breastfeeding is increasing; however, itisiease is not
commensurate with the increase in institutional deliverieBerathere has been not
much changing first hour breastfeeding where institutional deliveries loaeeugp. In
the last 5 years the rate of exclusive breastfeeding has beesaslag due to
urbanization and many women joining the services in formal & infos@etior. This
is a worrying point. These gaps can only be bridge through aatpementation of
the comprehensive recommendations being made in the report. Theske skaled
support to women at the time of birth and later to supportbreastfeeding. Policy
on maternity entittements must be announced for the priva sector, informal
sector, including self-employed women and agricultural laboers. The requisite
numbers of creches need to be set up with quality. Thesequire trained human
power and adequate resources. Laws regulating the presence afeches on
worksites need to be strictly implementedAlong with programmes that actively
promote and support breastfeeding, it could make tremendous diffécetice lives
of both women and children.

Over past 10 years NDHS 1996, 2001, 2006 we have seen that initiation of
breastfeeding has increased just about 3% each year. Exdsastfeeding has in

fact declined from 68.2% in 2001 to 53% in 2006 and complementary feeding has
improved from 66.2% in 2001 to 75% in 2006. There are some lessons torie lear
from the few studies and implementation models to enhance earlgxahasive
breastfeeding. These should be considered in next programmeTdyelapcoming

Child Health Policy should be an excellent opportunity to addess the gaps.
However, the Ministry of Health has to assume some responsibility in thiregard

too.

To find ways and means to achieve what is needed to bridge theogags &n action
plan was developed for civil society groups at the South AsissBeeaing Partner's
Forum 5 at Bhutan; this includes advocacy and work with the government
departments. Further, breastfeeding happens at home when in a codale affter
women deliver in institutions, and 81% deliveries continue to deliver atthom
therefore some kind of responsibility for implementing tke required
interventions and improving the outreach needs to be place.
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Areas that have not given due importance to breastfeeding or fe&ding include
the HIV and Emergencies and Disaster Managenfemparedness to meet the
needs of women and children during disasters must recogmizbreastfeeding
support as an "emergency response” and include "establishg breastfeeding
support” in the supply chains. Government has to make more serious steps to
ensure thainfant feeding options are available and supported through skidd
training of workers and that its policies are translated into action at ground level.

Protection of breastfeeding from commercial sector continues todegious issue.
Though the Nepal government has passed the Breastmilk SubstituB®4 The
BMS Act is our obligation to protect women and children, statedsimbjects and
reasons; however implementing the Act does not figure in the baswofeshe
government programmes either at centre or at district levetemhe action lies. The
health system, including health professionals and providers agvallsl are often
ignorant about this Act; there is no system for monitoring violati@mmmercial
sector continues to flout the law through offering support to health veotkes
undermining breastfeedingflechanisms to implement the Act need to be put in
place. Ministry of Health, and the Foods Standards Authority should include it in
their plans of action. New challenges are emerging in tha fofr public private
partnership wherein international organizations are pushing towards pfoddcts”
for the poor peoplelo control public private partnership a legislation needs to be
developed to clearly regulate and protect consumers from conflicts ofterests.

Finally, Nepal has National Nutrition Policy and Strategy, boé that is neither
respected nor implemented. A "Plan of Action on Infant and Young Childirkege
based on the Guidelines, was developed by several professionalvdnsbciety
organizations and government organizations working togeties. Plan of Action
needs to budgeted and adopted as policy along with the Guidelines.

The REAL issue that will transform nutrition in Nepal breasiieg — really
exclusive for the first six months and prolonged breastfeedingwioryears and
beyond. But the problem is — we have no product, no gimmick, and no maigic

Decision makers need to understand that changing the paratligiiant feeding is
worth a huge investment. We know that the economic benefits of fleextiag to a
family and a nation are of exceptional value even in the terrhardfcurrency. We
also know what works for enhancing breastfeeding practices; tloiseigo one or
group skilled counselling along with the requisite systemic support.

In spite of decades of studies and data showing that breastfegdivgsingle most
important intervention for survival and nutrition, it is deplorable NM@THING has
been done except for a few posters, a little training, and MiceeBreastfeeding, to
succeed, needs investment and a clear policy backed by money and clearcasi

At the policy level, breastfeeding interventions must be seen msegral and central
part of preventive care approach in the new Child Health Policy, hatangwn
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budget line, just as other interventions that are curative in natuee e fact that
exclusive breastfeeding for the first six months can reduce daraad pneumonia
by more than twice justifies this actioMoreover, besides having its own budget
line, breastfeeding interventions must be coordinated at aigjhest level, both at

the level of Ministries and at National Policy Level.

We hope that next three years would result in bridging these gapshannext
assessment in 2011 would reveal many more positive changes, amdoais Nepal

to a better colour. Nepal was in the YELLOW band in 2005, Nepal contiauesin

the YELLOW band in 2008. The country should move to BLUE and than aspire to
reach the GREEN as defined in the WBT order to ensure child born meets its right
to survival with health.
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Annexure — 1

The World Breastfeeding Trends Initiative (WBTi): Nepal Country
Assessment Workshop
Hotel Shanker, Kathmandu, Nepal
14" December 2008

Agenda for Workshop
Time Topic Resource Person
09:00-09:30 AM Registration
09:30-10:00 AM Welcome Mrs. Ram Laxmi Dhaubadel
Introduction Prof. Prakash S. Shrestha

10:00-11:00 AM

World Breastfeeding Trends Initiative
(WBTI)

sDr. Laxman Shrestha

11:00-11:30 AM

TEA

11:30 AM - 12:30 PM

WBTNepal Assessment Finding

Prof. Prakash S. Shrestha

12:30 — 13:30 PM

LUNCH

13:30 — 15:00 PM

Group Discussion to Finalize the Draft Co-ordinators

Group 1 — Indicator 1-5, 6, 7, 8
Group 2 — Indicator 9, 10, 11
Group 3 — Indicator 12, 13, 14, 15

Dr. R. M. Shrestha/Mr. R. K. Popkharel
Dr. D. R. Aryal/Mrs. R. L. Dhaubadel
Dr. L. Shrestha/Prof. P. S. Shrestha

15:00 — 16:00 PM

Group Presentation

Group 1
Group 2
Group 3

16:00 — 16:30 PM

Concluding Remarks

16:30 — 17:00 PM

TEA
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Annexure — 2

The World Breastfeeding Trends Initiative (WBTI)
Nepal
Country Assessment Workshop
Hotel Shanker, Kathmandu, Nepal
14" December 2008

List of Participants

S. No. Name Organization
1. Mr. R. K. Pokjharel Child Nutrition Section, Child Health Division
2. Dr. R. M. Shrestha President, Nepal Paediatric Society
3. Dr. D. R. Aryal President, Perinatal Society of Nepal
4, Dr. L. Shrestha Associate Prof., Dept. of Paediatrics, IOM
5. Mrs. R. L. Dhaubadel Supervisor, TU Teaching Hospital
6. Mrs. T. Pokharel Campus Chief, Maharajgunj Nursing Campus
7. Mrs. Sharmila K. C. NEBPROF
8. Mrs. S. Bhattarai NEBPROF
9. Mrs. S. Shrestha NEBPROF
10. Dr. A. Pande NEBPROF
11. Prof. R. K. Adhikari Department of Child Health, Institute of Medicine
12. Dr. Sudha Basnet Department of Child Health, Institute of Medicine
13. Dr. Srijana Basnet Department of Child Health, Institute of Medicine
14. Dr. Merina Shrestha TU Teaching Hospital
15. Dr. Arun Sharma TU Teaching Hospital
16. Dr. S. B. Thapa TU Teaching Hospital
17. Prof. P. S. Shrestha NEBPROF
18. Dr. R. S. Shrestha Consultant, Kanti Children's Hospital
19. Dr. U. R. Upadhya Consultant, Kanti Children's Hospital
20. Mrs. S. pandey Bhabisya Nepal
21. Dr. K. Tiwari Stupa Nursing Campus
22. Mrs. S. Shrestha Terredes Homes
23. Prof. S. Shrestha Maharajgunj Nursing Campus
24. Ms. S. Shrestha Democracy for Election Alliance
25. Ms. J. P. Poudel Democracy for Election Alliance
26. Ms. S. Parajuli Democracy for Election Alliance
27. Mrs. P. Shivakoti TU Teaching Hospital
28. Mrs. S. Rai TU Teaching Hospital
29. Mrs. N. Shakya Bahbisya Nepal
30. Dr. J. R. Dhakhwa Kanti Children's Hospital
31. Mr. G. Giri NEBPROF
32. Mr. G. B. K. C. NEBPROF
33. Mrs. G. Giri NEBPROF
34. Prof. P. R. Sharma Department of Child Health
35. Prof. F. C. Gami Department of Child Health
36. Prof. D. S. Manandhar Mother and Infant Research Activity (MIRA)

54




Annexure — 3
The World Breastfeeding Trends Initiative (WBTI)
(Dr. L. Shrestha)

55



56



57



Annexure — 4
The World Breastfeeding Trends Initiative (WBTI)
Nepal Assessment
(Prof. P. S. Shrestha)
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Annexure — 5
Country Plan of Action
Nepal (2009 — 2011)
Presented at South Asia Breastfeeding Partners Fomi— 5
Thimpu, Bhutan
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