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The importance of breast feeding in infant nutrition, health and survival has long been 
recognized. The recognition that lactation may have profound effects on maternal 
nutrition and fertility is of more recent origin. It is now well established that over 
millennia, breast feeding has been the major determinant of infant growth, health and 
survival and the contraceptive effect of lactation has been the principal regulator of 
human fertility.  

 

The first half of the present century witnessed a profound decline in breast feeding in 
industrialized countries, so that in the sixties most women in these countries were not 
breast feeding their infants; bottle feeding had .become the convenient norm and the 
symbol of sophistication. Luckily the tradition of universal prolonged lactation 
remained essentially unaltered during this period in developing countries like India.  

 

Research studies carried out in the sixties and seventies in developed and developing 
countries brought out unique advantages of breast feeding and showed that irrespective 
of the socioeconomic status and standards of environmental hygiene, breast feeding is 
the best for the other infant dyad. There was a global movement to promote breast 
feeding in areas where it had declined and protect it in areas where it is still widely 
prevalent.  

 

In India the traditional practice of near universal breast feeding continues both in urban 
and in rural areas; however,some recent data indicate that there has been a reduction in 
the duration for which the infant is exclusively breast fed. Early introduction of 
supplements to infants could result in increased morbidity due to infections and 
consequent growth faltering, as well as faster return of fertility in the mother.  

 

The present decade is witnessing marked changes in the life-style, nutritional status, 
morbidity profile, fertility pattern and contraceptives use in Indian women; some of 
these may directly or indirectly have an impact on breast feeding practices. There is 
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increasing employment of women outside the home and consequent reduction in 
"demand feeding" and earlier introduction of supplements to the infant. Health 
education, appropriate contraceptive care and food supplements to lactating women 
could result in improvement in maternal nutritional status, more rapid return of fertility 
and faster advent of the next pregnancy if contraceptive care is not provided. With the 
advent of the HIV epidemic, conflicting advice from different agencies regarding breast 
feeding in seropositive women has raised some doubts in the minds of both 
professionals and the general public regarding the continued advocacy for breast 
feeding in all segments of population.  

 

Currently efforts are underway to provide clear guidelines to medical and paramedical 
personnel on these issues and inform and empower women so that they understand the 
unique advantages of breast feeding and therefore strive to achieve near universal 
practice of breast feeding in spite of the pressures due to the rapidly changing socio-
economic milieu and life-styles. The present write-up briefly reviews the current 
concepts and concerns on lactation - nutrition - infection - fertility interactions and the 
interventions required to sustain and support the beneficial trends and remedial steps 
to minimize if not eliminate adverse interactions.  

 

Changing Trends in Lactation  

 

Studies carried out in the fifties and sixties have shown that both in urban and rural 
areas in India breast feeding was nearly universal; there were no marked differences 
between states or between different income groups. Two major areas of concern were 
that colostrum feeding was uncommon, and in rural areas there was a delay in. 
introduction of supplements. Efforts were therefore directed to inform women about 
the need to change these practices. In the seventies the debate among professionals 
regarding the energy needs for growth in infancy, led to conflicting advice regarding 
the appropriate time for introduction of supplements to breast fed infants, reaching the 
women especially the urban middle income group. Studies carried out in both the 
developed and developing countries have now clearly shown that breast milk alone is 
sufficient to meet all the nutrient, water and electrolytic needs of infants upto 6 months 
of age irrespective of maternal nutritional status and climatic conditions.  

 

Data from the National family Health Survey [1] indicate that breast feeding is nearly 
universal with over 98 per cent of infants being breast fed. There were no urban rural or 
interstate differences regarding initiation of lactation. This trend should be protected by 
emphasising the unique benefits conferred by breast feeding to infants belonging to all 
segments of the population.  
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Contrary to current recommendation that infants may be exclusively breast fed upto 6 
months and that there is no need to introduce supplements and provide water earlier, 
only 50 per cent of infants were exclusively breast fed even in the 0-3 months age group; 
22 percent of infants received water and 23 percent milk or other fluids. In urban areas 
only one third of infants were exclusively breast fed in the 0-3 months age group; in 
rural areas the figure was 55.4 percent. There were substantial interstate differences 
also; in Punjab only 3.3 percent were exclusively breast fed at 0-3 months age, while 70.5 
percent were exclusively breast fed in Andhra Pradesh. Too early introduction of 
supplements is likely to result in increased morbidity due to infections and hence 
should be discouraged.  

 

It is essential that supplements preferably semisolids are introduced to breast fed 
infants at 6 months of age so that the nutrient requirement for growth is met; this 
message is being given as a part of health education in all maternal and child health 
(MCH) programmes. In spite of this, nearly a third of infants were not receiving 
additional nutrients either as semisolids or as other liquids even when they were 6-9 
months of age. Delay in introduction of supplements was reported more often (nearly 
30%) in rural than in urban (20%) areas. There were substantial differences between 
states; in Rajasthan only 9 per cent of those in the 6-9 months age group received 
semisolid supplements while nearly 70 per cent in Kerala were given semisolid 
supplements. In all major states except West Bengal, Kerala and Tamil Nadu, more than 
50 per cent of infants in the 6-9 months age did not receive semisolid supplements. 
Delay in introduction of supplements will result in growth retardation and hence the 
need for timely introduction of supplements should be stressed as a part of MCH care 
especially in rural areas in states where delay in introduction of supplements is 
reported.  

 

It is, however, noteworthy that the practice of prolonged breast feeding is still widely 
prevalent, 88 per cent of children in the age group 12-15 months and 67 per cent of 
children in the 20-23 months are breast fed. There were marked interstate variations in 
breast feeding at 20-23 months with West Bengal (84%) and Tamil Nadu (36%) at two 
ends of the spectrum.  

 

The near universal initiation of breast feeding and the long duration of lactation need to 
be protected and promoted; efforts to reverse the tendency to introduce supplements 
too early in infancy have to be vigorously continued to ensure that infants do not 
unnecessarily get exposed to the risk of infections.  
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Lactation and Maternal Nutrition  

 

Diet surveys indicate that most lactating women from the poorer segments of 
population subsist on diets which provide 1,200-1,800 Kcal/day; there is no increase in 
dietary intake during lactation. Successful prolonged breast feeding for 18-24 months is 
the traditional practice among the poorer segments of the Indian population. The 
estimated calorie expenditure in milk secretion was between 400-700 Kcal/day. The net 
energy thus available for a moderately active lactating mother is only 800-11 00 
Kcal/day. Under normal circumstances such a large energy deficit is likely to result in 
weight loss of about 1.5-2.0 kg/month.  

 

In spite of continued low dietary intake, lactating women lose only about 1-2 kg of 
weight during the first year of lactation. With waning lactation, these women tend to 
regain their body weight over the next year or two, provided they do not become 
pregnant during this period.[2] Obviously adaptive changes have been evolved over 
millennia to ensure that lactation does not result in deterioration of maternal nutritional 
status. It would appear that because o£ these adaptive changes, the habitual dietary 
intake is just sufficient to maintain body weight in non-lactating women; and to prevent 
marked weight loss in spite of added expenditure of about 500 Kcal/day during the 
first year of lactation. It is also sufficient to cause a weight gain during the later months 
of lactation when energy loss in milk production decreases. But with the cessation of 
lactation it is again no more than adequate for maintenance of body weight.  

 

An important concept regarding energy utilisation is that only a portion (maximum of 
30-40%) of the total energy is converted into ATP or similar high energy compounds 
and is available for physical work or anabolic processes. It has been suggested that 
efficiency of utilisation might be higher when dietary intakes are lower. It is also 
possible that efficiency of energy utilisation may be modified by physiological changes 
known to occur during lactation. Ample data exist to indicate that plasma prolactin 
levels are higher and remain at the elevated level throughout the period of lactation in 
undernourished women. It is possible that elevated prolactin levels may have an 
anabolic role and result in more efficient utilisation of available nutrients by the mether. 
Obviously some ill understood but sensitive adaptive changes occur in lactating women 
on fixed energy intakes, so that the energy balance is maintained in spite of marked 
variations in energy expenditure.  

 

Factors Associated with Deterioration of Maternal Nutritional Status  

 

Stress of pregnancy and lactation  
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Among the traditional low income group of women, prolonged lactation for 20-30 
months is common; contraceptive use is not widespread in these women. Under these 
circumstances about a third of all pregnancies occur in lactating women. Early advent 
of the next pregnancy is more common in working women and in those who introduce 
supplements to breast fed infants by the third or fourth month of lactation. A 
substantial number of these women continue to breast feed their infants during 
pregnancy and face the concurrent dual stress of pregnancy and lactation. Diet surveys 
undertaken among women who had conceived during lactation have shown that their 
food intake is essentially similar to that of non-pregnant women. Women who 
continued lactating during pregnancy had lower body weights, delivered infants of 
lower birth weight,the elder sibling often showing growth retardation . [3], [4] These 
studies have demonstrated that a short interpregnancy interval and conception during 
lactation have an adverse effect on maternal and infant nutrition, birth weight and 
infant survival. Ensuring adequate contraceptive care at the appropriate time to 
lactating women might therefore constitute an important non-nutritional intervention 
for reducing the magnitude of maternal and infant undernutrition among the poorer 
segments of the population in India.  

 

Reduction in dietary intake  

 

Studies from Gambia [5] have demonstrated that a further fall in dietary intake below 
the habitual level - especially when coupled with increase in physical activity as in the 
preharvest season - resulted in deterioration in maternal nutritional status and 
lactational performance. In India a situation akin to this might be present in drought 
prone areas in the preharvest season or in women who are participating in food for 
work programmes in periods of drought. These situations and at risk women can 
readily be identified by the local anganwadi worker or the auxillary nurse midwife 
(ANM). These identified "at risk" women should be given adequate food supplements 
from the existing food supplementation programmes.  

 

Women working outside home  

 

Women's participation in economically productive activities outside the home is not a 
new phenomenon. Over the last few decades, socioeconomic pressures, increasing 
urbanization and alterations in agricultural activities have resulted in urban and rural 
women seeking employment outside the home in nontraditional activities.[4], [5] Some 
recent studies have shown that the dual stress of work in and outside the home has had 
an adverse effect on maternal nutritional status, reproductive performance, lactation 
and infant health. It is, however, possible that employment outside the home might 
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benefit working women and her family by increasing their purchasing power. Women 
from poorer segments of the population have to continue to work outside the home in 
order to ensure that there is no further deterioration in the purchasing power of the 
family. However, imaginative intervention programmes if effectively implemented 
might go a long way in reducing the physical work done at home and at work and help 
in improvement of maternal nutritional status. Non-nutritional strategies for preventing 
deterioration in the nutritional status of lactating women include facilities to reduce 
physical activity and energy output such as provision of biogas plants and water in the 
vicinity of the house.  

 

Effect of Food Supplementation during Lactation  

 

Lactating women had been considered a nutritionally vulnerable group because of the 
obvious nutrient loss in milk production; therefore they have been one of the target 
groups for all food supplementation programmes in India. Available data suggest that 
there is no substantial improvement in maternal nutritional status even in carefully 
supervised food supplementation studies in which there was substantial increase in 
maternal dietary intake. [5] Food supplementation did not result in any increase in 
quantity of milk secreted or improvement in quality of milk produced. It has been 
suggested that the additional food intake might have been utilized for reversal of 
adaptive changes and hence there is no improvement in maternal body weight. Weight 
gain is one of the parameters widely used for evaluation of the food supplementation 
programmes. Data from Gambia and elsewhere suggest that at least in lactating 
women, weight gain may not follow improvement in dietary intakes and so should not 
be used as a parameter to evaluate the success of food supplementation. [4], [6]  

 

Studies from Gambia [5] have shown that food supplementation and improvement in 
maternal nutritional status results in faster return of fertility in lactating women . 
Studies in India have demonstrated that return of fertility is more rapid in lactating 
women with higher body weight.[4], [6]These findings emphasize the need for 
providing concurrent contraceptive care as a part of the programmes aimed to improve 
maternal nutritional status to ensure that early advent of the next pregnancy does not 
undo the benefits of the food supplementation.  

 

Impact of ongoing food supplementation Programmes  

 

Many developing countries including India have initiated massive food 
supplementation programmes aimed at improvement of maternal and child nutritional 
status among poorer segments of the population. Very few of these programmes have 
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been formally evaluated. However, there is an impression among professionals that by 
and large these programmes have not produced any significant improvement in 
maternal and child nutritional status. This might be due to the fact that administrative 
bottlenecks and logistic problems come in the way of food reaching the target women. 
Even if this was achieved, food sharing and food substitution are so common that the 
net increase in dietary intake may be no more than 100-150 kcal/day. There is also a 
growing awareness that unless coupled with health care, increasing food intake alone 
might not result in improved nutritional and health status of the individual. The 
Integrated Child Development Scheme attempts to achieve an integration of food 
supplementation, health care and health education.  

 

Many developing countries including India are facing a resource crunch and therefore 
there might be a need for better targeting of the existing programmes. Efforts may have 
to be directed towards identifying individuals who need the supplements most (such as 
women who are pregnant and lactating, those in whom fall in dietary intake or increase 
in physical activity is occurring) and ensure that they receive adequate food 
supplements through these food supplementation programmes.  

 

Effect of Maternal Nutrition on Lactation  

 

Duration of lactation  

 

Studies undertaken during the fifties in India showed that undernourished rural 
women successfully initiate lactation and continue to breast feed their offsprings for 
periods up to 24 months. Several global studies and studies from India have confirmed 
these observations. These data suggest that maternal undernutrition does not have any 
adverse effect either on initiation of lactation or duration of lactation.[4] Prolonged 
successful lactation appears to be nature's protective evolutionary step to look after the 
nutritional needs of the vulnerable young infant in conununities where poverty and 
undernutrition are common.  

 

Volume of breast milk  

 

Studies conducted at the National Institute of Nutrition (NIN), Hyderabad, during the 
early sixties had shown that undernourished Indian women secrete 500-800 ml 
milk/day. More recent studies using electronic balances for measurement of milk intake 
of infants have confirmed these findings. Report from the developed countries indicate 
that milk intake of infants in these countries range from 600- 1,000 ml/day but milk 
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intake of infants born to undernourished women was lower. The data suggest that 
quantity of milk produced by undernourished women from developing countries is less 
than that of well nourished women from developed countries. [7]  

 

In recent years the concept that the infant modulates maternal milk yield has gained 
wide acceptance. Infants of undernourished women weigh less at birth and during 
infancy compared to infants born to well nourished women. The nutrient needs for 
these smaller infants are likely to be lower and this may at least be one of the reasons 
for the lower volume of milk ingested by these infants. Data from some of the WHO 
collaborative studies (unpublished data) have shown that when infants of similar birth 
weight and body weight were investigated, there were no significant differences in 
volumes of milk produced between undernourished and well nourished mothers, 
supporting the hypothesis that infant size is one of the determinants of the volume of 
breast milk produced.  

 

Composition of breast milk  

 

Efforts to investigate the effect, if any, of maternal nutritional status on composition of 
breast milk began in the fifties. These studies showed that milk secreted by 
malnourished women had a somewhat lower fat content, protein levels were similar to 
those reported in well nourished women. In spite of these differences in composition, 
there were no significant differences in the calorie content of milk secreted by 
undernourished and well nourished women because in the former group the lactose 
content was higher. [4] Subsequent studies in India and global studies have confirmed 
these observations. [4], [7] Most of the available data suggest that food supplementation 
to undernourished women does not have any significant impact on macro-nutrient 
composition of breast milk. [4]Available data suggest that differences in the macro-
nutrient composition of breast milk in undernourished women do not have any impact 
on infant growth and development. It is possible that nature has ensured that the 
calorie content of breast milk remains unaltered by maternal undernutrition, so that 
infant growth is safeguarded. It is also possible that infants can adapt and thrive even 
when the composition of their diet varies substantially. In this context it is worth 
recalling that infant food formulae in the forties and fifties had low fat, high protein and 
high sugar content. Infants fed on these grew well and have reached middle age 
without showing any abnormalities attributable to their diet during infancy.  

 

Studies on mineral and trace element content of breast milk have shown that there are 
no significant differences between milk secreted by well nourished and undernourished 
mothers. [4] However, levels of almost all vitamins, appear to be lower in milk secreted 
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by undernourished women.[4] Majority of undernourished women from the low 
income group in India show biochemical evidence of vitamin deficiencies. It is therefore 
hardly surprising to note that their breast milk contains lower concentration of these 
vitamins. The nutritional consequences of this on breast fed infants are still not clearly 
understood and need to be investigated. Supplementation of vitamins to the lactating 
women led to improvement in vitamin content of milk.  

 

Infant Nutrition and Growth  

 

It is now well accepted that breast feeding is the best form of infant feeding for all 
segments of the population in all countries. Breast milk provides appropriate nutrients 
in adequate quantities to ensure optimal growth in early infancy. Presence of anti-
infective factors in breast milk and the fact that breast milk reaches the infant without 
any contamination ensures minimal morbidity due to infection in breast fed infants. 
Available global and Indian data from all segments of the population suggest that up to 
6 months of age solely breast fed infants grow as well as those who receive 
supplements. [4]It would therefore appear that, contrary to the earlier theoretical 
predictions based on recommended dietary allowances during infancy, breast milk 
alone might be sufficient to support the growth of infants up to 6 months of age.  

 

Appropriate time for introduction of supplements  

 

Studies from India [4], [8] have shown that solely breast fed infants grow well during 
the first three months of life; their growth during this period is comparable to that 
observed among infants born to well nourished mothers. Solely breast fed infants from 
low income groups double their birth weight by six months of age indicating that breast 
milk alone is adequate to support infant growth in early infancy. However, after six 
months, growth faltering is common. [8] Delay in introduction of supplementary foods 
to infants beyond six months of age results in growth retardation as the infants do not 
get adequate nutrients to support growth.  

 

It is essential that the current knowledge that -breast milk alone is sufficient to meet the 
nutritional needs of most infants in the first six months of life is communicated to all 
medical and paramedical personnel so that they in turn reassure women and counteract 
the existing tendency for too early introduction of supplements and its adverse 
consequences. Wherever possible, growth of infants should be monitored by monthly 
weighing. In communities where weighing is not possible, if a solely breast fed infant 
below six months of age is not thriving, or is crying due to hunger, soon after breast 
feeds, the infant should be referred to the Primary Health Centre (PHC) for examination 
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and appropriate advice . In the absence of any of these problems all women should be 
advised not to introduce supplements prior to 6 months of age because under the 
existing conditions of poor environmental sanitation such a practice is associated with 
increased risk of morbidity due to infection. [4], [8] Women should also be made aware 
that too early introduction of supplements will also result in faster return of fertility.  

 

Appropriate type of supplements  

 

A variety of processed cereal-pulse based supplements are available in the market. They 
are widely used by the urban mothers belonging to middle and high income groups 
because they are convenient and are affordable . These segments of population should 
be informed about the need to give the infant vegetables and fruits in addition to these 
cereal pulse based supplements, so that the micronutrient requirements of the infants 
are met.  

 

Recipes for a large variety of low cost infant food supplements prepared from locally 
available cereal, pulse, sugar and jaggery have been published by several institutions in 
India. However, community based studies have shown that very few women are able to 
prepare the special foods daily. Even when prepared these weaning foods become 
heavily contaminated with bacteria and if fed a few hours after preparation can cause 
diarrhoea.[4] It would therefore appear that giving freshly cooked unseasoned rice or 
pulse and vegetables from the family meal twice a day might be the most feasible 
method of introducing supplements to breast fed infants under the existing conditions 
in India. It. is important that between 6 and 12 months of age the infant gets used to 
eating almost the whole range of adult food when it is freshly cooked. Studies from the 
NIN, Hyderabad, have shown that this practice was associated with a tripling of birth 
weight by the first year, relatively low morbidity due to infection and a reasonably long 
interpregnancy interval even in the absence of contraceptive care.[4], [8]  

 

Delay in introduction of supplements beyond six months of age is associated with 
growth faltering and increased susceptibility to infection due to undernutrition. It is 
essential to ensure that health education messages advocating introduction of freshly 
cooked cereal, pulse and vegetable based semisolid supplements to infants by six 
months of age, reach and are followed by urban and rural women from low income 
groups in India .  
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HIV Infection and Breast Feeding  

 

HIV infection has no adverse effect on lactation and lactation has no adverse effect on 
the course and outcome of HIV infection. Both HIV and antibodies to HIV are present in 
breast milk; presence of antibodies to HIV may provide some protection against 
transmission of HIV infection through breast milk. Research studies indicate that 
transmission of HIV through breast milk accounts for 1-3 percent of all mother to infant 
transmissions. Isolation of HIV from breast milk and the reported instances of HIV 
transmission through breast milk have led to the public apprehension and debate about 
advantages of breast feeding in the era of the HIV pandemic. The concern has been 
heightened by the apparently conflicting recommendations of the advisory panels on 
breast feeding in seropositive women.  

 

Breast feeding offers protection against a wide variety of infection and hence is crucial 
for survival for the high risk HIV infected neonates who might also be pre-term and 
have low birth weight. There are no tests by which HIV infected infants could be 
identified at birth. Unless all infants born to seropositive mothers are breast fed, HIV 
infected infants will be denied the benefit of breast feeding. The advantages of breast 
feeding by far out weigh the small potential risk of HIV infection through breast 
feeding. Therefore, in the Indian context, breast feeding by the biological mother is to be 
advocated in all infants born to seropositive women.  

 

In India very few of the infected mothers can be detected because universal HIV testing 
is not possible. Breast feeding is essential for infant survival and growth especially 
among the poorer segments of the population, because infant food formulae are neither 
affordable nor safe. Hence breast feeding by the biological mother should continue 
irrespective of the HIV infection status of the mother or infant, known or unknown. 
Promotion of breast feeding by all mothers will therefore continue to be the national 
policy.[9]  

 

Lactation and Fertility  

 

Lactation prolongs post partum amenorrhoea and provides some protection against 
pregnancy. Suckling-induced endocrine changes result in relative infertility during 
lactation. It is estimated that in India universal and prolonged breast feeding prevents 
more pregnancies than all other reversible contraceptives currently in use. However, it 
should be clearly understood that lactation provides reliable and effective protection 
against pregnancy only during the first few months of lactation when the woman is 
solely breast feeding her offspring and is amenorrhoeic. Increasing duration of lactation 
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beyond six months, introduction of supplements to breast fed infants or return of 
menstruation should all be taken as indications that lactating women should seek 
contraceptive care to prevent too early advent of an unwanted pregnancy.[3] This 
advice should be given along with the health education message regarding the 
appropriate time for introduction of supplements to the breast fed infant, so that 
women understand the linkage between the infant feeding practice, morbidity in infants 
and return of fertility and refrain from starting supplements too early.  

 

Effect of maternal nutritional status on lactational infertility  

 

Available data from developed and developing countries indicate that lactational 
amenorrhoea is shorter among well nourished women from developed countries and 
among socio-economically better-off segments of the population in developing 
countries. However, it has been suggested that the shorter duration of lactational 
amenorrhoca might, at least in part, be attributable to confounding variables such as the 
earlier introduction of supplements and schedule feeding among well nourished 
women, rather than a better nutritional status per se. In the last decade, two studies[3], 
[5] have attempted to define the role of maternal nutritional status on duration of 
lactational amenorrhoea. One of these studies was undertaken among urban low 
income group women with similar breast feeding practices who did not receive any 
health and/or nutritional intervention. The mean durations of lactation and lactational 
amenorrhoea were significantly shorter in women whose body weights were over 55 
kg.[3] The other evidence came from studies in Gambian women; [5] data from the 
study showed that prolactin levels were higher and the duration of lactational 
amenorrhoca was longer during the rainy season, when calorie intakes were lower. 
Food supplementation to lactating mothers resulted in a fall in prolactin levels and a 
reduction in the duration of lactational amenorrhoea. Average birth intervals were also 
shorter in women receiving supplements. [5]  

 

Obviously, under conditions of food scarcity and consequent undernutrition, nature 
and evolution have ensured a longer inter-birth interval so that the advent of the next 
pregnancy does not cause further deterioration in both maternal and infant nutritional 
status. Currently several programmes aimed at improving maternal nutritional status 
are underway. It is essential to ensure that efforts to improve maternal nutritional status 
are linked to programmes aimed at providing contraceptive care, so that the advent of 
the next pregnancy does not undo the benefits of food supplementation. Contraceptives 
given to lactating women should be carefully chosen so that they do not have any 
adverse effect on lactation, the breast fed infant or the mother. [3]  
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SUMMARY  

 

Surveys carried out in the country during the nineties indicate that universal initiation 
of lactation and prolonged breast feeding continue to be the rule in India both in urban 
and rural areas.There is a tendency for too early introduction of supplements to breast 
fed infants especially in urban areas; this practice may have adverse consequences such 
as increased morbidity in breast fed infants and faster return of fertility in the mother 
and hence need to be countered through health education. Advent of the HIV epidemic 
has provided one more reason to protect the existing practice of universal and 
prolonged breast feeding.  

 

Available data suggest that lactation does not have an adverse effect on maternal 
nutrition in undernourished women subsisting on habitual low calorie diets. Chronic, 
mild and moderate maternal undernutrition does not have any adverse effect on 
initiation of lactation, duration of lactation, quantity and quality of milk secreted and 
the growth of the breast fed infant. However, further reduction in dietary intake, advent 
of the next pregnancy or increase in energy expenditure result in deterioration in 
maternal nutritional status and lactational performance. Food supplements given to 
these women prevent these adverse consequences.  

 

Lactation provides reliable protection against pregnancy in the first few months when 
the infant is solely breast fed; this effect is more marked in undernourished women. 
Improvement in maternal nutritional status is associated with faster return of fertility in 
lactating women; therefore efforts to improve maternal nutritional status should always 
be coupled with adequate provision for contraceptive care so that the too early advent 
of the next pregnancy does not result in deterioration in maternal nutritional status.  

 

Early introduction of supplements to infants is likely to result in faster return of fertility 
in lactating women. Health education that solely breast fed infants grow and thrive 
normally during the first six months and in them the risk of infection is lower should be 
linked with advice that once supplements are introduced all lactating women should 
seek contraceptive care. Contraceptives should be chosen with care so that they have no 
effect on lactation, maternal or infant nutrition.  
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