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ARTICLE INFO ABSTRACT

Background: The COVID-19 pandemic and lockdown has restricted the pregnant or 

lactating mothers to seek regular health care services due to which, there were lack of 

knowledge and family support, fear of transmission of infection to babies. Aims & 

Objectives: The objective is to deduce the practices, barriers and promoters for 

breastfeeding during the pandemic by mothers with children within 2 years Methodology: 

A cross-sectional study among 100 breastfeeding mothers (50 each in urban and rural) with 

children ≤ 2 years, enrolled in randomly selected Anganwadi centres in Bangalore were 

conducted, using a pre-tested semi-structured questionnaire. Focussed group discussions 

were conducted among participants to obtain data on barriers and promoters. Results: 

Among 100 participants, only 72% practiced exclusive breastfeeding, 70% initiated 

breastfeeding within 4 hours, 5% didn't feed colostrum, 37% fed pre-lacteal feeds, 

42%practised handwashing before lactating. Out of 15 COVID-19-positive mothers, 53.3% 

continued breastfeeding, 60% were separated from their babies. Lack of family support, 

healthcare inaccessibility, and lack of awareness on breastfeeding during pandemic were 

identied as the barriers, while good health-seeking behaviour and COVID-appropriate 

behaviour were the promoters. Conclusions: Though the proportion practicing EBF during 

pandemic peaked compared to NFHS-5 except in rural, there is an urgent need to bridge the 

“practice gap” of mothers from rural and lower socio-economic strata of the community.
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INTRODUCTION

In a developing country like India, undernutrition is the primary 

factor for high incidence of infant mortality rate (IMR) and under 5 

death rates. National Family Health Survey (NFHS-5) mentioned 

that neonatal mortality rate was 25 deaths per 1000 live births, IMR 

was 42 deaths per 1000 live births, stunting was 36%[1]. Rural 

areas have a higher under-5 mortality rate than urban areas (46 

deaths per 1000 live births versus 32 deaths per 1000 live births[2].

The practice of exclusive breastfeeding is one of the measures taken 

for the reduction of infant mortality and also improves the growth 

and development of the child. The World Health Organization 

(WHO) and the Government of India (GOI) guidelines 

recommends exclusive breastfeeding(EBF) for rst 6 months of 

life. As per the reports of NFHS-5 in the state of Karnataka, 94,6% 

of children were breastfed, 48.5%were breastfed within one hour of 

birth, 88.8% breastfed within a day, 135 received pre-lacteal feeds. 

A woman needs emotional and physical support from family mem-
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-bers, health care providers and the community to practice 

exclusive breastfeeding. However, the SARS COVID-19 pandemic 

impacted all aspects of life in the form of lockdown, which lead to 

decreased accessibility to health care services. 

During the initial periods of pandemic, there was no information 

regarding precautions to be taken by the new mothers to avoid 

vertical transmission[3].

The WHO revised its interim recommendations for the clinical 

management of COVID-19 on May 27, 2020, taking into 

consideration the maternal benets of breastfeeding and the mild 

range of symptoms observed in infants[4]. that COVID-19 positive 

mothers should practice exclusive breastfeeding, then alternate 

breastfeeding with the administration of complementary feeds 

while taking the necessary precautions to prevent infection. 

Despite this, many were apprehensive about disease transmission 

through breastmilk. Pregnancy by itself is a stressful state to which  
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added the dilemma of disease transmission which fuelled the 

need for study on the breastfeeding practices adopted during 

the pandemic. 

OBJECTIVES 

To study the breastfeeding practices during COVID 19 

pandemic by mothers with children in age group of 0-2years 

To Determine the barriers and promoters for breastfeeding 

during COVID 19 pandemic by breastfeeding mothers

MATERIALS  AND  METHODS

Ethical clearance was obtained from the institutional review 

board, and a cross-sectional study was conducted among the 

lactating mothers with children up to 2 years, residing in 

urban and rural eld practice area of M S Ramaiah medical 

college, Bangalore. A sequential explanatory type of mixed 

method approach was used. The study was conducted for a 

period of one-year duration (December 2021- May 2022) in 

the Urban eld practice area - of Mathikere (under Mathikere 

UPHC) and the rural eld practice area - of Avathi (under 

Avathi PHC). 4 Anganwadi centres in rural and 3 in urban 

were randomly selected (among 20 Anganwadi centres in 

rural areas and 7 in urban respectively).  

An informed consent was obtained from the participants in 

the line list available at Anganwadi, following which a house-

to-house survey was conducted. A pre-tested questionnaire 

was administered to collect data with regard to socio-

demographic prole of study participants, breastfeeding 

practices of study participants as well as among COVID-19-

positive mothers.

Attempts were made to contact all the mothers who were 

enrolled under these Anganwadi centres till the sample size 

was met (50 each in urban and rural). Convenient sampling of 

houses where mothers of babies up to 2 years, who were 

available at the time of visit were surveyed.

Inclusion Criteria: All mothers with children up to 2 years, 

from the Anganwadi line-list

Exclusion Criteria: Those mothers who were not available 

for more than 3 times during the time of visit

               

Ref. no.

All Anganwadi centres (Rural 20 & Urban 7)

Random Sampling

Rural 

(Avathi)

Urban (B.K Nagar and Nethaji Cricle)

4AWC 3AWC*
CXCXC

Figure 1: Flowchart  Showing  Sampling  Method  Adopted 

In order to determine the barriers and promoters for 

breastfeeding during COVID-19 pandemic, a qualitative- 

sequential exploratory study using focus groups with 

breastfeeding mothers was conducted, in urban and rural 

eld practice each.

The questions in the Focussed group discussion (FGD) 

guide, derived from the aims of the study and relevant 

literature, were used to facilitate each group. To probe into 

specic issues and sustain the discussion, an open-ended 

questionnaire was developed. Using the FGD guide, two 

FGDs were conducted at the Anganwadi centres and 

condentiality was maintained. For conducting each FGD, 6 

mothers with children up to 2 years were selected from the 

Anganwadi line-list. The notes transcribed from the local 

language to English. Each group was audio-taped and 

moderated by the same two researchers, one to facilitate the 

discussion and the other to make eld notes. 

Before the initiation of FGD, consent forms and information 

sheets were distributed to the participants. The participants 

were allowed to ask questions regarding the study. The 

recordings of the discussions were listened by both 

researchers, transcribed with noting the frequency and 

content and analysed for common themes and issues. In this 

way, themes and sub themes regarding barriers and 

promoters with respect to breastfeeding were highlighted. 

Condentiality was maintained during the focus group 

discussion. The names of the study participants were not 

attached to the transcripts or any reports or publications.

Sample Size Calculation:
1,As per National Family Health Survey 5(2019-2020)  63.7% 

practised exclusive breastfeeding in Karnataka. In the 

present study, expecting similar results during COVID 19 

Pandemic with 95% condence limits and 15% relative 

precision, study required a minimum of 97 subjects (50 each 

in rural and urban) 

Statistical Analysis:

Statistical analysis was done using SPSS version 25

Descriptive statistics of breastfeeding practices were analys-

*AWC: Anganwadi centre
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  Frequency Percent 

Co-morbidities HTN 35 35% 

COPD 26 26% 

IHD 4 4% 

NIL 35 35% 

 Viral markers Non-reactive (NR) 78 78.0% 

Hepatitis C Virus 

(HCV) 

6 6.0% 

Hepatitis B Virus 

(HBV) 

14 14.0% 

HBV, HCV 1 1.0% 

HIV 1 1.0% 

Alcohol consumption Alcoholic 42 42.0% 

Non-Alcoholic 58 58.0% 

CPT Score Mild (A) 9 9.0% 

Moderate (B) 29 29.0% 

Severe (C) 62 62.0% 

MELD Grading Mild liver disease 62 62.0% 

Moderate liver disease 29 29.0% 

Severe liver disease 9 9.0% 

 MELD Na Grading Mild liver disease 80 80.0% 

Moderate liver disease 11 11.0% 

Severe liver disease 9 9.0% 
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Risk Factor  Cases  Control P value **OR- 

Odds 

ratio 

(95% 

CI) 

N % N % 

 

Nutritional 

status 

Normal 10 14.3 28 40  

<0.0010 

4.00 

(1.76-

9.11) 

Under 

nourished 

60 85.7 42 60 

Irrational 

Antibiotic 

use 

Present 51 72.86 39 55.71 
 

 

<0.0357 

2.13 

(1.05-

4.33) 

 

-ed, and summarized in proportions. Chi square test was used 

to nd the association between exclusive breastfeeding 

practices and sociodemographic factors.

RESULTS

Mean age of the mother: 24.5 Years

Mean age of child :9.9 months

Variables  Groups  Urban n(%) Rural n(%) Total (%) 

Age of mothers 19-23 
24-28 
29-33 

21(45.7) 
22(56.4) 
07(46.7) 

25(54.3) 
17(43.6) 
08(53.3) 

46 
39 
15 

Age of children 0-6 months 
6m-12m* 
12m-24m 

24(64.9) 
20(47.7) 
06(28.6) 

13(35.1) 
22(52.3) 
15(71.4) 

37 
42 
21 

Educational status of 
mothers 

Literate  50(51) 48(49) 98 

Type of family Nuclear 
Non-Nuclear 

23(62.1) 
27(42.9) 

14(37.9) 
36(57.1) 

37 
63 

Socio-economic status 
(Modified BG 
Prasad’s) 

Class I 
Class II 
Class III 

32(84.2) 
14(37.8) 
04(16) 

06(15.8) 
23(62.2) 
21(84) 

38 
37 
25 

Birth order 1st  
2nd   
3rd  

33(57.9) 
16(41) 
01(25) 

24(42.1) 
23(59) 
03(75) 

57 
39 
04 

COVID-19 +ve 
(RT-PCR/RAT 
positive) 

Yes  
No  
 

8(53.3) 
42(49.4) 

7(46.7) 
43(50.6) 

15 
85 
 

 

Table 1: Socio-Demographic Prole of Study Participants (N=100)

According to socio-demographic prole of the study 

participants, 46% of mothers belonged to 19-23 years and 

42% of the children belonged to the age group of 6-

12months. Among the study participants, 98% were literate, 

*M-Months 

Table 2: Breastfeeding Practices of Study Participants(N=100)

Variables  Groups  Urban n(%) Rural n(%) Total n(%) 
Breastfeeding 
initiated  

≤4hrs 
>4hrs 

38(54.2) 
12(40) 

32(45.8) 
18(60) 

70 
30 

Baby fed 
colostrum 

Yes  
No  

50(52.7) 
00 

45(47.3) 
5(100) 

95 
5 

Pre-lacteal feeds Yes  
No  

17(46) 
33(52.4) 

20(54) 
30(47.6) 

37 
63 

Pre-lacteal feeds 
given 

Honey 
Ghee & Honey 
Plain water 

11(64.7) 
04(23.5) 
02(11.7) 

13(65) 
05(25) 
02(10) 

24(64.8) 
9(24.3) 
4(10.8) 

Demand feeding Yes  
No  

50(50) 
00 

50(50) 
00 

100 
00 

Exclusive 
breastfeeding 
(EBF) 

Yes  
No 

42(58.3) 
08 (28.6) 

30(41.7) 
20(71.4) 

72 
28 

Complimentary 
feeding started 

Within 6 months 
After 6 months 

07(17) 
43(72.9) 

34(83) 
16(27.1) 

41 
59 

Handwashing 
practised before 
breastfeeding 

Never  
Sometimes (at least 
before 2 or 3 
feeds/day) 
Always 
 

03(75) 
31(57.4) 
16(38) 
 

01(25) 
23(42.6) 
26(62) 
 

4 
54 
42 
 

 

belonged to non-nuclear families. Among 100 study 

participants, 15% of the mothers were COVID-19 positive 

53.3% in urban and 46.7% in rural (Table 1)
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Table 3: Breastfeeding Among COVID -19 Positive Mothers(N=15)

Regarding breastfeeding practices, it was found that 70% of 

mothers-initiated breastfeeding within the rst 4 hours of 

birth (urban -54.2%, rural -45.8%). The delay in initiation of 

breastfeeding was due to delayed reporting of COVID RT-

PCR test status of the mothers thereby delaying rooming in 

and subsequently initiating breastfeeding.

Colostrum was fed by 95% of the mothers while 5% who did 

not were from rural areas. Pre-lacteal feeds were given for 

37% of babies (17(46%) in urban, 20(54%) in rural). The 

commonest pre-lacteal feed given were honey both in urban 

and rural (64.7% and 65% respectively), followed by ghee 

and honey (23.5% in urban and 25% in rural), and plain 

water (11.7% in urban and 10% in rural).

Exclusive breastfeeding was practiced by 72% (58.3% in 

urban and 41.7% in rural) of the study participants. 

Complementary feeding was initiated within 6 months 

among 41% (17% in urban and 83% in rural) of 

breastfeeding mothers.

Hygienic practice of handwashing before breastfeeding was 

practised always by 42%, sometimes by 54%. (Table 2)

Among the 15 mothers who were found to be COVID -19 

positive 12(80%) were home-isolated and 3 (20%) were 

hospitalized, 8 (53.3%) of the mothers continued to 

breastfeed (50% each in urban and rural).

Among the 9(60%) babies separated from mothers, 

breast milk was fed to 8(88.8%) and 1(11.1%) was started on 

formula feeds. Additional protective measures adopted 

while feeding, 4(50%) of the mothers responded that they 

practiced handwashing and used masks while feeding. 

(Table3)

Table 4: Association Between Socio-Demographic Factors and Exclusive Breastfeeding Practices

Socio-
demographic 
factors  

Groups  Exclusively breastfed P value 
Yes  (n%) No  (n%) 

Socio-economic 
status 

I 
II 
III 

32(84.2) 
26(70.2) 
14(56) 

6(15.8) 
11(29.8) 
11(44) 

0.049 
 

Place of residence Urban  
Rural  

42(84) 
30(60) 

8(16) 
20(40) 

0.008 

Educational 
status of mother 

Not literate 
Literate  

0(0) 
72(73.5%) 

2(100) 
26(26.5%) 

0.076* 

Covid 19 positive 
mothers 

Yes  
No  

10(66.6%) 
62(72.9%) 

5(33.3%) 
23(27.0%) 

0.618 

 

Socio-economic status (P value -0.049) and place of 

residence (P value-0.008) have a signicant association with 

exclusive breastfeeding practices. Association between Birth 

order, type of family, and religion were found to be 

statistically non-signicant. It was found that COVID-19 did 

not have a signicant association with the practice of 

*Fischer's Exact P Value

exclusive breastfeeding. (Table 4)

Qualitative 

Focus group discussions were carried out to deduce the 

promoters and barriers for breast feeding during the 

pandemic. In general, it was found that lack of awareness 

regarding COVID -19 transmission and breastfeeding, lack 

Variables  Groups  Urban n(%) Rural n(%) Total n(%) 
Age of children 6 months 

>6m-12m 
>12m-23m 

04(80) 
02(33.3) 
02(50) 

01(20) 
04(66.7) 
02(50) 

05(33.3) 
06(40) 
04(26.7) 

Breastfeeding 
continued 

Yes  
No  

04(50) 
03(42.9) 

04(50) 
04(57.1) 

08(53.3) 
07(46.7) 

Type of isolation Home 
Hospital  

07(87.5) 
01(12.5) 

05(71.4) 
02(28.5) 

12(80) 
3(20) 

Separated from baby Yes  
No  

06(66.7) 
02(33.3) 

03(33.3) 
04(66.7) 

09(60) 
06(40) 

Feed given for 
separated babies: 
expressed breastmilk 

Yes  
No 

06(75) 
00 

02(25) 
01(100) 

8(88.8) 
1(11.1) 

Additional protective 
measure adopted while 
feeding 

HW#+Mask 
Mask + 
Gloves 
No measures 
adopted 

02(50) 
02(100) 
00 

02(50) 
00 
02(100) 

04(50) 
02(25) 
02(25) 
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BreastfeedingWhile COVID-19 Positive:

During the initial part of the pandemic no guidelines for 

lactating mothers were issued. There was a general fear of 

transmission of the disease to others including newborns. 

However, in the focus group discussion we found that 

women continued to breastfeed their children despite the fear 

and confusion that existed regarding the disease. Mothers 

who turned COVID -19 positive also continued 

breastfeeding but 1 mother was positive in rural FGD. The 

participant 2 in rural FGD who was COVID-19 positive 

mentioned that 

“Yes, I was tested positive. As there was nobody else other 

than my husband and baby at my house, I isolated in a room 

but I was breastfeeding as my baby was just 2.5 months. 

Later ASHA worker informed through phone that I can 

continue breastfeeding my child wearing a mask”

One of the participants 1 in rural FGD, said that she was 

positive before delivery, hence she took all precautions while 

feeding baby so that she can prevent getting the infection 

again. 

The logistic issue to continue breastfeeding was the 

separation of the child from the mother if the mother turned 

COVID 19 positive during the rst wave. Some mothers 

continued to feed expressed breast milk and some switched 

to formula feeds. However, in the second and the third wave 

of the pandemic in India home isolation was encouraged and 

hence the mothers could continue to breast feed their 

children by taking adequate precautions to prevent the 

infection spreading to the child. 

Accessibility of Health Care Services:

From the FGD, it was understood that accessibility to health 

care was a difculty during the pandemic both in urban and 

rural, in the initial part of the pandemic due to lockdown. 

During the initial part of the pandemic even the medical 

stores were also closed down and had to depend on 

government hospitals for accessing health care, however, the 

found to be promoters of breastfeeding. 

GH were treating centres for COVID patients, the fear of 

contractinginfection restricted the access to health care even 

in the GH. In rural area lack of transportation facilities added 

to the already compromised access to health care. 

Factors That Stirred Fear in View of COVID 19 

Pandemic:

The most common factors that stirred fear among the 

participants in view of COVID-19 Pandemic were the fear of 

transmitting the disease to baby and other family members if 

it's a joint family, lack of awareness on breastfeeding the 

baby if they turn positive, which all are indicative of lack of 

awareness on COVID-19 transmission. But participant 1 in 

rural FDG mentioned

“I was worried about what my in-laws would say when I turn 

positive, and will they take care of my baby. Also I was not 

aware initially that should I continue breastfeeding if I turn 

positive but few months later, in radio I heard that mothers 

should continue breastfeeding their child so that doubt was 

claried”

The next common factor was lack of family support for 

catering to baby or child needs (like feeding of the baby or 

child) especially in nuclear families. Though there was lack 

of family support in joint family, participant 5 in rural FGD 

was not worried about feeding the child.

“Mine is a joint family, if I turn positive, all others will be also 

infected. I was not worried about breastfeeding as I started 

my baby with formula feeds which can be even given by 

other family members”

Another participant in rural area was worried about losing of 

wages which was their only source of income, if her husband 

gets affected from her.

Promoters 

COVID Appropriate Behaviour

Both rural and urban focus group discussion revealed that 

most participants followed COVID appropriate behaviour in 

terms of using masks and avoiding crowded areas. Extra 

precautions were taken while breastfeeding the child. Masks 

of family support, accessibility to health care were barriers 

and good family support, and health seeking behaviour were 

Figure 2: Flowchart Depicting Promoters and Barriers in Breastfeeding Following a FGD
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all of them practices hand washing always. 

What Would have been Done if COVID-19 Positive After 

Delivery:

Almost all the participants said that they will follow COVID 

appropriate behaviour as mandated by the state rules. 

Participant 6 in urban FGD replied that “I will inform ASHA 

and isolate myself”. Others mentioned of isolating 

themselves to a particular room, house, shifting husband to 

his home, etc.

Participant 2 in rural FGD mentioned “Isolate myself but 

without separating the baby”. Others mentioned that they will 

isolate themselves in a room, house, ask the other household 

members to shift out.

Your Practice of Breastfeeding if You would have Turned 

COVID-19 Positive:

Almost same points were evolved from both urban and rural 

FGD's. three participants each in urban and rural replied that 

they would continue breastfeeding but few answered they are 

still unaware and would clarify with a HCW as they are 

scared of transmitting the infection to their babies.

Family Support

Thought on Family and Community Support Necessary 

for a Mother to breastfeed her Child:

Both the FGD's revealed that family support is inevitable 

factor supporting breastfeeding. But simultaneously they 

added that family seems to be busy to provide support. 

Participant 2 in rural FGD: “Yes of course. Whenever the 

baby cries, even when I'm working, she let me go feed”

Participant 1 in rural FGD mentioned: “Yes. At Night when 

I'm tired and I doze off, my husband wakes me up and 

reminds me to feed the baby”

Method of Family Dupport in Breast Feeding: 

In the urban FGD

Participant 6: “Nothing like that. They take care of the baby 

when I go for a bath”   

Participant 2: “They don't do anything to support 

breastfeeding, but my husband plays with the babies”   

The rural FGD revealed that they receive some form of 

family support which ease them to breastfeed their babies.   

Participant 2: “As I have mentioned, whenever I want to 

breastfeed, mother-in-law will look after the household 

chores.”

Participant 1: “As I had less milk production, my father-in-

law brings home the galactagogues like drumstick leaves, 

etc”

OTHERS 

The focus group discussions revealed that most of the 

participants-initiated breastfeeding within 2hours of 

delivery, though some of the mothers in rural area had fed the 

new born with pre-lacteal feeds, colostrum was also given to 

the children. Some mothers abstained from feeding 

colostrum as their family members insisted that colostrum 

would not be digested by the child. Most participants were 

encouraged by the health workers to feed colostrum. Many 
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mothers were counselled by the health workers regarding  

exclusive breastfeeding. 

One participant initiated complimentary feed before 6 

months of age claiming less production of milk. 

COVID-19 Vaccination Status:

It was found that in Urban, 3 of the participants were fully 

vaccinated, 2 were partially and 1 did not. While in rural, 2 

were fully vaccinated, 3 partially vaccinated and 1 didn't. the 

reason mentioned was 

“Not vaccinated as Government rules advised not to get 
stvaccinated till 1  year of baby. Now I'm planning to get 

vaccinated”

Continued Breastfeeding After Vaccination:

It was found from the urban FGD that all participants 

continued to breastfeed their child even after vaccination, 

after seeking advice from health care worker, indicative of 

good health seeking behaviour.

The participants in rural also breastfed their babies after 

seeking advice but 1 participant added that her neighbour 

advised not to breastfeed for the initial 1 or 2 days and she fed 

the baby with formula feeds.

DISCUSSION

The study was carried out to assess the promoters and barriers 

for breastfeeding during pandemic. The authors wanted to 

study if the pandemic, lockdown, fear of infection, would 

affect the breastfeeding practices among mothers residing in 

the rural and urban eld practices area of a Medical College.  

The mean age of the mothers was 24.4 years and children 

were 9.9 months the demographic prole of the mothers and 

children were similar in the study by Sarkar et al, on 55 

children in an urban slum, it was 3.9 months. In the same 

study, its observed that among the study participants, 50.9% 

belong to the age group 18 to 24 years, 38.2% belonged to 25 

to 30 years, and 5.45% each in the age groups 31 to 35 years 

and more than 35 years which was similar to the current study 

where 46% belonged to 19 to 23 years,39% 24 to 28 years, 

15%29 to 33 years[5].

In the current study, 72% of the mothers practised exclusive 

breastfeeding and initiated breastfeeding on time (70%) 

which are more than the NFHS-5 values of 63.7% and 49.1% 

respectively. However, some studies have stated that there 

has been a delay in initiation of breastfeeding among positive 

mothers, in the current study it was noted that a delay in 

reporting of the RTPCR caused a delay in rooming in 

eventually initiation of breast feeding[6,7].  

Redirection of the health workforce for the activities to 

prevention and control of the pandemic and social distancing, 

use of protective equipment robbed the newly delivered 

mothers from the counselling, social and emotional support 

for breastfeeding[8]. 

In a study by Aneja B, et al on malnutrition among children in 

urban area (Delhi) stated only 20% of children were 

exclusively breastfed (EBF) where 42% of urban children 
 were EBF[9].  in the present studywhile in a study done by 
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sarkar et al in an urban slum in Bhopal, it was observed that 

76.4% of mothers practised exclusive breastfeeding[5]. In a 

study done by Patel S, et al (2020) 73.1% of mothers 

practiceticed  EBF in rural areas, where in this study, only 

30% of the mothers from rural practised EBF[10].

Reena Rani, (2020) et al in their study mentioned that,64% of 

covid infected mothers exclusive breastfed, similar to current 

study - 67% of covid infected mothers exclusively 

breastfed[11]. A study done in Pune, Maharashtra of the 126 

mothers studied the rate of exclusive breastfeeding was 

found to be 62.7% and 16.6% of the COVID positive mothers 

discontinued exclusive breastfeeding whereas in the current 

study 33.3% of the mothers who were COVID positive did 

not practice exclusive breastfeeding[12]. 

Mothers with secondary and higher level of education were 

less likely to exclusively breastfeed their infants compared to 

those with no education, in Southern India as mentioned in 

study on regional prevalence and determinants of exclusive 

breastfeeding in India by Akpojene F, Vijaybhai MD, 

Akorede O et al which is similar to the present study were 

almost 26.5% of literate mothers didn't exclusively 

breastfeed their babies[13].

In the current study 37% of the babies were fed with pre-

lacteal feeds and the most common was honey followed by 

ghee and honey, similar to a study where 56.4% were fed with 

pre-lacteal feeds but the most common pre-lacteal feed 
5provided was milk from animal sources  which in turn was 

similar to a study done by Das et al, in Bihar where 26.2% 

babies were provided pre-lacteal feeds which was some form 

of milk other than breastmilk[14]. But in the study by Sarkar 

et al, it was found that 45.5% of 55 mothers, initiated 

breastfeeding within 1 hour post-delivery, 72.7% fed 

colostrum to their babies[5]. which was similar to the current 

study where 70% of 100 mothers initiated breastfeeding 

early and 95% fed colostrum to their babies. Similar ndings 

were also observed in a study by Sultania P et al, where 45% 

of the study participants-initiated breastfeeding within one 

hour after birth of the baby[15]. In a study by Ekambaram et 

al, only 56% of the babies were fed colostrum[16].

In the current study type of family is not showing a signicant 

association with exclusive breastfeeding practices in contrast 

to a study by Sarker et al where appropriate breastfeeding 

practices are most common in third generation families 11 

(78.57%), followed by extended families 23 (76.66) and least 

in nuclear families 8 (72.72%)[5]. It's found in this study that 

educational status of the mother is not having a signicant 

association with exclusive breastfeeding practiced which is 

in contrast to a study by Dasgupta done in a slum in Kolkata, 

where it was found that mothers with better educational 

status practised appropriate feeding practices[17]. It was 

observed that family size and type of family are the major 

determinants of Infant and Young Child Feeding Practices 

(IYCF) practices in rural India as mentioned in Kogade p et 

al[18]. In a study by Liu et al on social determinants of breast-

-feeding in China, it was found that mother's with high 

educational status and occupational status were less likely to 

breastfeed but those with high socio-economic status are to 

initiate breastfeeding at the right time[19].

On doing the FGD it was under stood that one of the barriers 

in breastfeeding during COVID -19 was lack of family 

support which was in contrast to a study done by Vazques et 

al in London where the question on who is the most 

inuential person with infant feeding, highest proportion of 

women responded that their partner (38%), followed by  

health professionals (20%), friends and family (19%), 

support groups (19%) and online groups (20%) as 

inuencers on breastfeeding[20].

A study done by Okinarum in Indonesia, it was mentioned 

that maternal affection to baby, support system from family 

and community, having adaptive coping strategy as the 

enablers[21].

In present study, it was found that lack of healthcare 

accessibility, lack of awareness on transmission of COVID-

19 and breastfeeding practices in addition to lack of family 

support as the barriers. In a qualitative study done by Arti in 

Delhi, it was observed that anxiety among mothers  

regarding breastfeeding practices during COVID-19, 

separation of the COVID-positive mother from her newborn 

at birth, compromised counselling on breastfeeding, logistic 

difculties in expression and transportation of COVID-

positive mother's milk to her baby in the nursery, COVID 

restrictions, unavailable family support in wards and nursery, 

and inadequate infrastructure were identied as major 

barriers. 

Awareness on COVID appropriate behaviour and good 

health seeking behaviour are the promoters/ enablers 

identied in the present study which was similar to the 

ndings mentioned in a study by Arti ae al, where keeping the 

mother-newborn duo together, mobilization of resources, 

optimization of human resources, risk triaging, leveraging 

technology, and leadership-in-crisis-situations were notable 

enablers[7].

A qualitative study revealed that the pandemic highlighted 

the gaps that were already existent in the health care services 

and the struggles of motherhood. The participants insisted to 

create a community based or health care system based 

special services during pregnancy and postpartum period to 

support their physical, emotional and psychological needs, 

whether during pandemic situation or not[22]. 

Separation of mothers and infants due to COVID-19 

infection or prevention measures. Lack of skin-to-skin 

contact between mothers and infants, which is important for 

bonding and breastfeeding initiation. Insufcient support 

from health care providers, family members, and peers due to 

physical distancing and limited resources. Online 

breastfeeding support as an alternative to face-to-face 

support, which had some benets but also some limitations 

and challenges. The impact of the pandemic on breastfeeding 
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rates and experiences, which varied depending on the context 

and the individual situation of each mother and infant. The 

ndings are very similar to our current study[23].

Though ICMR, WHO guidelines suggested no separation of 

mother and infant and exclusive breastfeeding however, 

misinformation, fear of infection, infodemic, lockdown, ever 

evolving health guidelines created confusion among the 

mothers as well as the health care providers compromising 

breastfeeding initiation, exclusive breastfeeding practices in 

our country. The lockdown has both advantage as well as 

disadvantages.

The online support systems offered relief to some mothers 

however it was not accessible to all specially the women in 

the low socio-economic strata. 

CONCLUSION

In the present study 72% of the participants exclusively 

breastfed their children. There is an increase in proportion 

practicing exclusive breastfeeding during COVID-19 

comparing NFHS-5 except in rural. Though its commendable 

to see that the breastfeeding practices have improved over the 

years there exists a need to bridge the “practice gap” of 

mothers from rural and lower socio-economic strata of the 

community. The counselling to mothers is an opportunity to 

sensitize the mothers on the health of mother-baby duo and 

preferred to be continued after the delivery of the baby for 

continuous education on proper care of newborn, exclusive 

breastfeeding and advantages, the importance of colostrum 

feeding and the timing of weaning. The most important 

determinant of breastfeeding especially in a pandemic, was 

family support. All this can be achieved by conducting 

outreach programs by ASHA workers or community health 

workers.

RECOMMENDATION 

1. Counselling to mothers in each antenatal visit and post-

partum: continuous education on proper care of newborn, 

exclusive breastfeeding and advantages, the importance of 

colostrum feeding, the timing of weaning.

2. Family and social support to enhance breastfeeding and 

mental support of mothers

3. Promotion of milk bank
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