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In 1981, the World Health Organization (WHO) called on all 
member states (MS) in the World Health Assembly (WHA) 
to adopt the International Code of marketing of breast milk 

substitutes (MBMSs) [1]. A series of subsequent resolutions 
relevant to the code were also adopted by the WHA which were 
collectively included within the context of the code [2]. However, 
the code is not a constitution in itself and requires MS to legislate 
it as a law within its country [3]. MS are expected to use the 
code MBMS in its entirety when drafting their national legal 
constitution and monitor its implementation through the NetCode 
toolkit of the WHO [4]. A report by the WHO showed that 165 
countries (83%) out of 199 countries had made the code into a 
national legislation. Of these, 64% of the 165 countries adopted a 
law covering all provisions under the code [5]. Status of the code 
implementation in 2018 was updated in 2020 to cover all recently 
adopted national legal documents [5]. Furthermore, the guidance 
for implementation of the United Nations International Children’s 
Emergency Fund (UNICEF)/WHO Baby-friendly Hospital 

Initiative (BFHI) includes the revised 10 steps that emphasize 
breastfeeding protection by including the code in “Step 1,” as the 
basis for promotion and support of breastfeeding [6]. Although 
breastfeeding support is standard care in clinical practice, yet 
promotion of breastfeeding without full protection against 
misinformation and marketing tactics is a waste of effort and time 
and can be counterproductive [7].

The WHO, UNICEF, and many scientific societies recommend 
exclusive breastfeeding (EBF) for the first 6 months of life and 
continued breastfeeding (CBF) for 2 years or beyond [8,9] due to 
the proven benefits of these practices [10]. However, the counter 
effects of MBMS have undermined all promotional efforts for 
breastfeeding by many countries [7]. Hence, it is a mandate for MS 
to take action to control such unethical practices [11] to prevent 
malnutrition and mortality from not breastfeeding [12,13].

The global nutrition targets agreed by the WHA in 2012, which 
were included in the Global Non-communicable diseases (NCD) 
targets [14] and Framework for action in the Second International 
Conference on Nutrition [15], call on member states to eliminate 
all forms of malnutrition by 2030 [16]. MBMS has been shown 
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to have a considerable impact on breastfeeding practices [17]. A 
recent analysis of status implementation of the code at global level 
through national laws was conducted by the WHO and International 
Baby Food Action Network (IBFAN) [5]. The aim of this study was 
to examine the changing trends in EBF and CBF for 12 months 
in relation to the scores given to MS national laws that cover the 
provisions under the code in the East Mediterranean region (EMR).

METHODS

This study was based on review and reanalysis of global infant 
feeding data. Data included EBF and CBF for 12 months. EBF 
is defined as infants who received only breast milk (medications, 
vitamins, and minerals allowed) over the first 6 months of life. 
The source of data came from the UNICEF global databases for 
infant and young child feeding (IYCF) of EBF in 2019 [18]. CBF 
for 12 months is defined as infants who continued to receive 
breast milk with or without other foods and drinks up the age 
of 12-15 months. The data were derived from Global UNICEF 
Global Databases: IYCF for CBF in 2019 [19].

Data about the national legal measures were obtained by report 
of the WHO, UNICEF, and IBFAN for the status of implementing 
the international code of MBMS and subsequent relevant WHA 
resolutions including the guidance associated with WHA69.9 
“The Code.” These data were presented in the WHO report by a 
scoring algorithm, assigning point values for each code provision, 
with a possible total of 100 points for measures that reflect all 
provisions in the code [5].

Selection of Countries under Study

EBF rates were studied in 15 of the 22 EMR that had at least three 
serial estimates of EBF rates over the past 30 years derived from 
national surveys consistent with Demographic Health Surveys 
(DHS). They included Afghanistan, Bahrain, Djibouti, Egypt, 
Jordan, Iraq, Iran, Morocco, Oman, Pakistan, State of Palestine, 
Syrian Arab Republic (AR), Somalia, Tunisia, and Yemen. CBF 
(12 months) rates were studied in 11 of the 22 EMR that had 
serial estimates from national surveys consistent with DHS 
methodologies (Egypt, Jordan, Iraq, Morocco, Oman, Pakistan, 
State of Palestine, Syrian AR, Somalia, Tunisia, and Yemen).

Countries with scores for the national laws that cover 
provisions of the code are 18 out of 22 EMR countries, that is, 
four countries have no national laws that cover the code. Of the 
18 countries, 13 with code-related national laws had serial data 
for EBF or CBF rates were included in the study (Afghanistan, 
Bahrain, Djibouti, Egypt, Jordan, Iran, Iraq, Oman, State of 
Palestine, Pakistan, Syria AR, Tunisia, and Yemen). Trends in 
EBF were studied over a period of 30 years and divided according 
to the periods in which surveys were done from before the year 
1990–2000 and thence 5 yearly periods over the two decades that 
followed.

The scores for the national laws with provisions related to 
the code for all the EMR countries in this study were derived 
from the global data from the WHO report in 2020 on code 

implementation [5]. The State of Palestine was analyzed 
separately. This classification of countries and their legal 
measures were used to compare their effect on the changes (by 
percent increase or decrease) in EBF and CBF in the early half of 
the 3 decades, that is, 1990–2004 and 2005–2014 and between the 
last survey before 2019 and the previous survey. Countries were 
categorized by year of release of the law and the scores for the 
different articles under the code as to the extent of their inclusion 
of all the components under each article.

Statistical Analysis

Frequency distribution was used to compare the rates of EBF and 
CBF. Trends were presented by percent decrease or increase over 
a particular period using a mathematical formula for trends. The 
analysis of variance was used to compare the mean scores between 
country income groups by mean and standard deviation. The 
correlation coefficient was estimated by Spearman’s correlation 
for assessing relationships between non-parametric data. The 
cutoff of significance was p=0.05.

RESULTS

Table 1 demonstrates the scores given to national legal measures 
for provisions in the International Code of MBMS in EMR 
countries. There were four countries that had legal measures for 
the code before 2005 (30.77%) including Tunisia in 1983, Oman 
in 1998, Syria in 2000, and Yemen in 2002. There were nine 
countries of that had their legal measures enacted from 2009 and 
thereafter (69.23%).

Table 2 demonstrates percent changes for EBF and CBF 
rates for the EMR countries from the 1990s through to surveys 
conducted in the 2000s up to the year 2019. The surveys ranged 
2–5 surveys over the entire period. Table 3 presents correlative 
studies between percent change in EBF and CBF of the most 
recent survey with previous survey with the scores given to 
provisions under the code covered by the national laws.

Fig. 1 illustrates the percent change in EBF over the past 
decades in the countries of the EMR in relation to monitoring and 
enforcement of the code. Fig. 2 illustrates the percent change in 
EBF in the countries of the EMR with engagement of health staff 
and health systems.

DISCUSSION

The study demonstrated that national laws that were relatively 
well covered by over 80% of the EMR countries were for 
the articles related to the scope of the code, promotion to 
the general public, and promotion in health facilities. The 
provisions that were not well covered by the countries were 
the informational and educational material by industry, 
monitoring and enforcement of the laws, engagement of HWs 
and HS, and labeling instructions. At the global level, 136 
(70%) of 194 countries had national laws with provisions 
under the code. Of these, 25 countries had measures 
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Table 1: Scores for the provisions in the national laws that cover the international code by country income and year of legislation
Country (13) Year Scope  

(out of 20)
Monitoring and 

enforcement  
(out of 10)

Informational 
and educational 
materials (10)

Promotion 
to general 
public (20)

Promotion 
in health 

facilities (10)

Engagement 
with health 

workers and 
systems (15)

Labeling 
(15)

Total 
(100)

High-income countries (3)
Oman 1998 4 5 0 4 10 3 2 28
Bahrain 2018 20 8 9 17 0 0 4 58
Jordan 2015 8 3 2 20 10 5 1 49
Mean 10.7±8.3 5.3±2.5 5.5±4.9 12.3±10.7 4.7±5.0 5.0±5.0 2.7±1.5

Middle-income countries (6)
Tunisia 1983 16 8 0 20 10 4 6 64
Syria AR 2000 8 8 4 20 10 8 6 64
Iran 2010 10 8 4 9 0 4 0 35
Palestine 2012 20 8 9 20 10 15 10 92
Iraq 2015 14 0 4 0 10 2 7 37
Egypt 2018 16 0 8 10 0 0 2 36
Mean±SD 14.0±4.4 5.3±4.1 4.8±3.2 13.2±8.2 6.7±5.2 5.5±5.4 5.2±3.6

Low-income countries (4)
Yemen 2002 16 5 1 17 10 4 6 59
Afghanistan 2009 14 10 10 17 10 14 14 89
Djibouti 2010 10 5 0 20 10 7 0 52
Pakistan 2012 16 5 6 20 10 10 6 73
Mean±SD 14±2.8 6.25±2.5 4.25±4.6 18.5±1.7 10 8.75±4.3 5.7±2.9

AR: Arab Republic; Source of data: WHO/UNICEF/IBFAN, 2020

substantially aligned with the code; 42 MS had measures 
which are moderately aligned; 69 had only included some 
provisions; and 58 did not have any legal measures [5]. This 
calls for action in relation to strengthening of the legislative 
laws related to these provisions.

The percent increase in EBF or CBF rates before 2005 did not 
differ from those between 2005 up to 2014 and those calculated 
in the third period, that is, percent increase in EBF and CBF 
for the most recent survey with the previous survey. EBF rates 
were highest in Afghanistan (57.5%) with a positive trend and 
lowest in Djibouti (4.7%) and Somalia (9%), all of which are LIC. 
Seven countries showed negative trends in EBF (46.7%) while 
8 showed positive trends (53.3%). CBF for 1 year, on the other 
hand, showed an overall tendency for negative trends overtime 
with no significant differences between the mean values of the 
groups, p>0.05.

The overall EBF for the EMR countries is estimated to be 
41% [20] which is similar to the global estimated rates of EBF 
at 40% [21]. Data from 440 surveys of 140 countries in 2010 
showed that EBF trends in developing countries increased 
from 33% in 1995 to 39% in 2010. Studies have shown that 
EBF appeared to increase in developing countries with the 
biggest improvement in West and Central Africa from 1990 to 
2010 [22]. However, in Africa, trends in EBF have decreased in 
2017 to 37% [23]. Still, progress in EBF rates is far below that 
targeted by the WHOs nutrition target of 50% [21]. In the USA, 
EBF is 6% [21]. At subnational level, estimates were far below 
this target and only 23 countries worldwide have achieved 60% 
EBF rates [21].

In relation to income group, the majority of countries that 
had at least two breastfeeding point estimates over the entire 
period and laws covering the code came from MIC 6 (46.1%), 
4 from LIC (30.7%), and 3 from HIC (23.07%). There was an 
evident association of the total score for the national laws with 
the recent trends in EBF. On the whole, the national laws were 
above 75% in only 2 of the 13 countries. Furthermore, EBF was 
below 40% in 11 out of the 13 countries and trends for EBF 
declined in the recent years in 7 countries shown in this study. 
Partial implementation, that is, presence of some provisions in 
country laws, was associated with short-term improvements n 
EBF followed by a decline in EBF. Globally, trends in EBF are 
explained by weak or absent provisions in the national laws that 
enact the code [24].

The provisions for the Scope of the Code were not associated 
with changing trends in EBF and CBF score on scope. The issue 
with the “Scope of the Code” is that enforcement of the age limit 
and inclusion of the provisions for foods and beverages within 
the scope for up to 36 months of age has not been adopted by 
many MS. Scope is an important issue, especially when it goes 
beyond 6 months and well into 36 months to cover foods and 
beverages promoted for use by infants and young children [6]. 
This is particularly important not only to protect breastfeeding 
but also to prevent under and overnutrition which lead to wasting 
or obesity, respectively. This has been shown by a report that 
compared China and India. Whereas the Indian Code restricts 
marketing up to the age of two years, the Chinese Code applies 
only to infants under 6 months of age. India has a functioning 



Al-Jawaldeh et al. Exclusive breastfeeding and code legislation

Vol 8 | Issue 1 | January 2021 Indian J Child Health 15

code for implementation and monitoring mechanism, whereas 
China does not. The report found significant differences in EBF 
between both countries: EBF was 46% in India versus 28% in 
China and CBF beyond 12 months was 88% in India versus 37% 
in China [25]. However, the study could not ascertain trends in 
EBF [25]. In the USA [26], EBF rates through the first 6 months 

of life are 25.6% for infants born in 2017 and those who continue 
breastfeeding at 1 year are 35.3%. The US with highest rates 
of EBF is in Minnesota (38.7%) and CBF at 1 year, in Hawaii 
(55%) [26].

Provisions in the national laws that cover monitoring and 
enforcement were associated with change in EBF (r0.6) and 

Table 3: Correlation of percent change in exclusive and CBF, duration of national code, and scores for provisions under code of legal 
measures
Scores for national Laws Scope Monitoring 

and 
enforcement

Informational 
and 

educational

Promotion 
to general 

public

Promotion in 
health facility

Engagement 
of health 
workers

Labeling Total scores 
for each 
country

No 13 13 13 13 13 13 13 13
% change EBF# r0.3 r0.6* r0.3 r0.6* r0.3 r0.6* r0.6* r0.8**
p-value 0.37 0.025 0.316 0.023 0321.331 0.05 0.04 0.001
No 9 9 8 9 9 9 9 9
% change CBF# r0.6 r0.07 r0.3 r-0.25 r-0.2 r-0.5 r0.08 r-0.2
p-value 0.09 0.86 0.37 0.55 0.54 0.19 0.85 0.65
^Duration of national law r-0.17 r0.8* r-0.5 r0.2 r0.2 r0.38 r0.2 r0.06
p-value 0.67 0.015 0.18 0.625 0.635 0.32 0.66 0.89
*Correlation is significant at the 0.05 level (two tailed);**correlation is significant at the 0.01 level (two tailed); #EBF: Exclusive breastfeeding; CBF: Continued breastfeeding; 
correlations with percent change after 2010. ^Duration of national code

Table 2: Trends of exclusive and CBF rates categorized from 1990 to 1999 and 5 yearly thereafter up to 2019
Country (15) % EBF 

1990–1999
% EBF 

2000–2004
Percent 
change 

1990–2004

% EBF 
2005–2009

% EBF 
2010–2014

Percent 
change 

2005–2014

Previous 
national 
survey

Last 
national 
survey*

Percent change 
previous survey 
and last survey

Afghanistan 38.6 43.1 11.7 - - - 43.1 57.5 33.4
Bahrain 33.8 37.4 10.7 64.1 59.7 –13.7 59.7 55.3* –7.3
Djibouti 1.3 8 515.4 6.7 4.7 –29.85 6.7 4.7 –29.85
Egypt EBF 57 30.3 –46.8 38.3 53.2 38.9 53.2 39.7 –25.3
CBF 80.8 83.0 2.7 86.4 80.0 –7.4 86.4 80.0 –7.4
Iran - 44.1 - - 53.1 - 44.1 53.1 –20.4
Iraq EBF 12.3 - - 25.1 - - 25.1 19.6* –21.9
CBF - 58.6 15.4 67.6 –33.7 67.6 44.8 –33.7
Jordan EBF 10.9 26.3 141.3 21.8 22.7 4.1 22.7 25.4* 11.9
CBF 43.9 51.1 16.4 46 43.5 –21.3 46 36.2 –21.3
CBF
Oman EBF - 33.8 - - 23.2 - 33.8 23.2 –31.4
CBF - 95 - 72.2 80 10.8 72.2 80 10.8
Pakistan EBF 19 - - 37 37.7 1.9 37.7 47.5* 25.9
CBF 88 78.3 11.02 80.6 69.6 –13.7 69.6 48 –13.6
Palestine EBF - 37.1 - - 28.7 - 28.7 38.6* 34.5
CBF - - - 60.0 54.4 2.76 60.0 52.9 –11.8
Syria AR EBF 28.5 41.1 28.5 42.6 49.5
CBF 59.6 - - 63.9 55.8 –12.7 63.9 55.8 –12.7
Tunisia EBF 18 - - 6.2 8.5 37.1 8.5 13.5 58.8
CBF - 59.1 - 48.1 49.2 –8.1 48.1 45.2 –6.02
Yemen 17.8 - - 11.5 9.7 –15.65 11.5 9.7 –15.65
Morocco EBF 54.5 24.8 –54.5 31 27.8 –10.3 27.8 54.5* 96
CBF 56.9 56.5 0.7 66.5 64.9 –2.4 66.5 64.9 –2.4
Somalia EBF 9.0 - - 9.1 5.3 –41.8 5.3 9.0* 69.8
CBF - 26.6 - 50.2 60.8 21.1 50.2 60.8 21.1
Yemen CBF 63.7 64.5 6.7 - 71.2 10.4 64.5 71.2 10.4
AR: Arab Republic; CBF: Continued breastfeeding; EBF: Exclusive breastfeeding
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with the duration of the national code but not with CBF. Only 
two out of seven countries that had scores over 50% showed a 
positive trend for CBF in the more recent period (after 2005). 
Globally, only 73 countries have measures which clearly spell 
out the responsible body in the government for monitoring and 
compliance, and only 82 define sanctions for violations [5]. 
Therefore, legal measures must include clear provisions which 
enable and empower authorized agencies to take the corrective 
action needed. EBF needs to be supported by optimal monitoring 
and enforcement laws that are binding and deterrent. Monitoring 
and enforcement provisions require the presence of a responsible 
body for monitoring and the presence of effective sanctions and 
penalties.

Provisions in the national laws for informational and education 
material on infant feeding from industry were highest in five 
countries for EBF. The EBF trends were positive in the more 
recent years in three countries and negative in two. While the 
reported rates of CBF at 12 months of age for the EMR countries 
under study showed declining trends throughout the past 3 
decades in all the countries except in Somalia, Oman and Yemen 
that demonstrated a slight increase of around 10% between the 
last two surveys. Such findings are probably related to the fact 
that the laws in these countries were not implemented except late. 
In the global survey, none of the countries received full points 
on this provision [5]. Informational and educational material by 

manufacturers and distributors of products under the code can have 
a powerful effect on influencing mother’s decision to breastfeed 
and to give optimal complementary foods. Making bottle feeding 
a practice linked with modernity and easy child care, women 
independence, sleep, and rest at night and good appearance 
misguides women’s decision to breastfeed [27]. Evidence has 
shown that breastfeeding prevents obesity by helping the woman 
to regain her pre-pregnancy weight through burning more calories 
and is healthier to the mother as it prevents breast and ovarian 
cancer, type 2 diabetes, hypertension, and cardiovascular disease 
and would thereby prevent over 2000 women deaths annually 
in the USA from these conditions and the high economic cost 
of treating these conditions [28]. For instance, information by 
industry misleads mothers by encouraging replacement feeds 
in the evening and omitting night feeds “to allow mothers to 
have a restful night nap.” While contrary to this, studies have 
shown that night feeding is beneficial for both the baby and the 
mother [29,30,31] and that giving one bottle at nighttime can 
disrupt and decrease breastfeeding, increase the infant’s risk of 
exposure to allergies and diabetes mellitus later in life [32]. In 
addition, none of the information and education from industry 
cover the risks of not breastfeeding in their education material 
to mothers and the public or possible contamination by fatal 
pathogens [5].

Legal measures with provisions that cover promotion to 
the general public appear to be high; as 9 out of 12 (75%) had 
high scores and associated with trends in EBF in the recent 
years. Furthermore, trends in EBF increased in 57.1% in the 
early years and climbed up to 71.2% in the later years. This 
shows that the strength of the laws may be an important drive in 
promoting and sustaining EBF trends in the region and should 
be adopted within the context of the sustainable development 
goals for 2030.

The promotion of breast milk substitutes (BMSs) is 
aggressively and tactically directed to mothers and pregnant 
women through mass media, printed advertisements either 
directly or indirectly through incentives given to HWs, health 
facilities, retailers, and policy-makers [17]. Internet marketing 
through company sites and social media has become very popular 
and cost effective for these companies [33,34]. Television 
advertisements were found to be associated with 75% reduction 
of EBF in Thai. Thus, legislative action to restrict MBMS when 
not enforced properly can support counter promotion and result 
in backsliding in EBF [35].

Promotion in HF and engagement of HW and HS were 
associated with recent trends in EBF but not with CBF. The 
engagement of HW and HS is one of the prime targets for 
companies marketing products under the scope of the code. 
HWs and HS are unknowingly driven to prescribe and promote 
the products of these companies to repay them for sponsoring 
their scientific events. This interferes with their professional 
obligation to protect their clients and their professional oath 
of “Do NO Harm” [36]. Health professionals should be made 
aware that these practices represent a conflict of interest in 
their profession and they should not be trapped into them as 

Figure 1: Percent change in exclusive breastfeeding from 2005 to 
2014 and >2015 in relation to the strength of the score for provisions 
in national laws on monitoring and enforcement under the code

Figure 2: Percent change in exclusive breastfeeding from 2005 to 
2014 and 2015–2019 and score for provisions in national laws on 
engagement of health staff and health systems under the code
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the WHA58.32 resolution urges MS “to ensure that financial 
support and other incentives for programs and health 
professionals working in infant and young child health do not 
create conflicts of interest” [36]. Furthermore, the WHA69.9 
urges MS, manufacturers and distributors, HW, and the media 
to implement the WHO guidance on ending the inappropriate 
promotion of foods for infants and young children [6], still 
marketing drives the consumption of commercial foods fed 
to young infants, especially in LIC and MIC [37], where 
malnutrition is prevalent.

The global survey of the WHO found that of the 136 countries 
with legal measures in place, a total of 79 have an overall 
prohibition on the use of health facilities for promotion and 
30 have measures that call for a full prohibition of all gifts or 
incentives to HW [5]. When company representatives give gifts 
or incentives to HWs, they create a sense of obligation to them 
that can influence the judgment or attitudes of HWs toward their 
products. According to the code, HWs have a moral obligation 
not to accept gifts and other incentives from these companies. 
Research has shown that in-hospital formula use increases early 
breastfeeding cessation among the 1st time mothers intending to 
breastfeed [38]. In the USA, 19.2% are fed milk formula (MF) 
in the first 2 days of life and this has increased from 16.9% in 
2016 [21]. This has been emphasized in the revised 10 steps of 
the BFHI [39].

Other studies have shown that countries adopting legislations 
for the code provisions have demonstrated an overall increase in 
breastfeeding rates related to the timing of enacting of the code 
which coincides with the findings in the current study [40,41]. 
On the other hand, exposure to formula marketing has been 
associated with a decrease in EBF. A study by Zhang et al. [42] 
showed that mothers exposed to online or print formula are more 
likely to offer these products to their infants. The distribution of 
formula samples in hospitals was associated with a decrease in 
EBF [43].

Information on labels when incomplete can be a source of 
misinformation to mothers. Our study showed strong associations 
between trends in EBF and scores given to provisions in the 
national laws regarding labeling. Labeling information needs to 
warn mothers about the hazards of inappropriate preparation and 
the presence of pathogenic bacteria in some cases in the products. 
This is not mentioned in most of the national laws and hence none 
of this information exists on the labels of the products promoted 
under the scope of the code. The laws for the code do not prohibit 
MF use, but prohibit their marketing, especially when information 
reaching mothers is incomplete and does not include warnings 
of the hazards of inappropriate use of these products and their 
potential risks.

Literature review studies show that the global sale of BMS 
has increased from 2 billion to 40 billion US$ over the past 
30 years [17]. Growth in infant MF industry accounts for two-
thirds of all baby food sales. The rate of growth sales of these 
products increased by 10% on annual basis in many low and 
middle countries, but is stagnant in the HIC [17]. The global MF 
market is valued at 27,700 million USD in 2018 and is expected 

to increase to 35,000 million USD by the end of 2025, growing at 
a rate of 3.0% during 2019-2025 [44].

A study on the consumption of MF [25] reports that the 
biggest market for MF is the follow-up formula and this explains 
the low and decreasing CBF rates which are not supported by 
strong legislative provisions. Moreover the world, total MF 
sales have grown in 2008–2013 by 40.8% from 5.5 to 7.8 kg 
per infant/child/year. They report that sales volume per infant/
child is positively associated with country income level being 
mostly high in the high- and high-middle-income groups, which 
can explain the declining trends in these countries in the EMR. 
The global total MF sales value was $US 44·8 billion in 2014 
to $US 70·6 billion in 2019 of which 10% (around 5 billion) is 
spent on marketing.

Study Limitations

The small number of countries with serial estimates of EBF and 
CBF is one of the limitations and the study findings represent 
a pilot and can be reinforced with a larger study. Differences 
between LIC, MIC, and HIC were difficult to identify, again due 
to the small number of countries in HIC and LIC. The confounding 
effect of illiteracy prevailing in many of these countries and 
especially media literacy was not taken into consideration and 
could have explained the variations between countries in the EBF 
and CBF trends and their relationships with the score given to 
national laws.

CONCLUSION

This research highlights the power of the code when implemented 
in its entirety in national laws for the control of MBMS in raising 
EBF rates. There was an association between the score given to 
the national laws for provisions under the code and the recent 
trends in EBF. Marketing, when uncontrolled, is probably the 
leading drive behind the declines or improvements in EBF MS in 
the EMR. National laws that have high scores for monitoring and 
enforcement and engagement of HWs and HS can have positive 
effects on infant feeding trends.

RECOMMENDATIONS

Promotion of EBF in the first 6 months of life and CBF for 2 
years or more, adequate complementary feeding, and feeding 
young children under-five need to be protected from uncontrolled 
marketing of milk products and foods that replace breastfeeding 
and the natural foods children of their age. MS should make 
legislators and policy-makers aware of the importance of 
protecting breastfeeding by covering the code in its entirety 
and continuous monitoring using the NetCode tool kit of 
IBFAN [45,46]. MS need to strengthen their legal and regulatory 
frameworks of enforcement through powerful sanctions for 
violations to provisions under the national code. Sanctions and 
penalties should be binding and deterrent. The general public 
needs to be made aware of these laws by encouraged to report 
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violations to the code and place pressure on health professionals 
and health systems to implement them and protect themselves and 
their children’s rights to breastfeeding.
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