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Foreword 
 
This report summarises the findings of an assessment of infant feeding in Lebanon by Save the Children 
immediately after the end of the month long conflict between Israel and Hezbollah, which ended 14 
August 2006.  The assessment highlighted a range of problems relating to infant feeding in an emergency, 
some of which are specific to the context of a developed country. These findings are likely to be of 
interest to many humanitarian organisations, including NGOs, governmental agencies and UN bodies.  
Save the Children UK hopes that by disseminating this report lessons will be learnt which will improve 
emergency responses for the benefit of very young children. 
 
Among the key findings are: 
• Lack of awareness of the ‘Operational Guidance for Infant and Young Child Feeding in 

Emergencies’ and the ‘International Code of  Marketing of Breastmilk Substitutes’ led to 
violations including the inappropriate distribution of infant formula. 

• Donor agencies, including INGOs and UN agencies, did not always ensure that the International 
Code and the Operational Guidance were followed by their partners in Lebanon and their own 
field staff. 

• In practice, the Operational Guidance was not sufficiently clear in relation to the distribution of 
breastmilk substitutes through hospitals and clinics    

• Mothers were not adequately supported to continue breastfeeding during and immediately after 
the conflict. 

• Infant feeding was not always treated as a priority issue by key agencies 
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Abbreviations and Acronyms 

 
 

BMS Breastmilk Substitute MOSA Ministry of Social Affairs 
The Code The International Code of Marketing of 

Breastmilk Substitutes (includes all 
subsequent resolutions) 

NFI Non-Food Item 

ECHO European Commission 
Humanitarian Aid department 

NGO Non-Governmental Organisation 

ENN Emergency Nutrition Network Operational 
Guidance 

Infant and Young Child Feeding in 
Emergencies: Operational Guidance for 
Emergency Relief Staff  and Programme 
Managers 

GoL Government of Lebanon PHC Primary Health Care  
IDP Internally Displaced Person SC Save the Children 
IFE Infant Feeding in Emergencies UNICEF United Nations Children’s Fund 
INGO International Non-Governmental 

Organisation 
UXO Unexploded Ordnance  

IYC Infant and Young Child WATSAN Water and Sanitation 
IYCF Infant and Young Child Feeding  WHA World Health Assembly 
MOH/MOPH Ministry of Health/Ministry of 

Public Health 
WHO World Health Organization 

 
National/local NGOs in Lebanon  
 
AMEL Local NGO which has worked in health issues for some time. It runs fixed and mobile clinics, and 

has received and given training on breastfeeding in the past. 
ANERA American Near East Refugee Aid 
CRL Lebanese Red Cross 
LABA 
 

Lebanese Alliance for Breastfeeding Action (LABA) is now part of the Lebanese Association for 
Early Childhood Development (LAECD). It (i) is working to update the ‘International Code of the 
Marketing of Breast-milk Substitutes’ in Lebanese law; (ii) is involved in advocacy for a national 
policy on breastfeeding, complementary feeding and infant feeding; (iii) provides free breastfeeding 
counselling; (iv) provides training to medical establishments and health workers; (v) publishes 
materials on infant feeding; and (vi) works on the Baby Friendly Hospital Initiative. 

DPNA Development for People and Nature Association (DPNA) is a local Lebanese NGO mainly involved 
in youth and vocational training. 

Imam Sadr 
Foundation  

Lebanese NGO working primarily in health and education. Post-conflict Save the Children worked 
in partnership with the Foundation in six of its clinics in south Lebanon.  

Hariri Foundation Rafik Hariri Foundation is a humanitarian organisation, established in 1979, and involved in a 
variety of activities, including education, throughout Lebanon. 

Lana Al 
Mostakbal 

An NGO based in Saida and South Lebanon; specialises in programmes for people with disabilities.  

NABA’A Developmental Action Without Borders (NABA’A) is a Lebanese organisation, established in 2001, 
that works to build and support social participation of children, parents, social authorities and 
volunteers. 

Higher Relief 
Commission  
(HRC) 

The HRC is the only official government organisation responsible for handling humanitarian crises 
and disasters in the country. It is responsible for co-ordinating all local, regional and international 
donations received by the GoL. Its duties include setting up distribution channels and it has powers 
to use resources from other government ministries and agencies. The President of the HRC is the 
Prime Minister and other active members include the Minister of Health and the Minister of Social 
Affairs.  



 
 
 

I: INTRODUCTION 
 
1. Background 
 
The conflict 
 
On 12 July 2006, a skirmish occurred between Hizbollah combatants and Israeli troops near the ‘blue 
line’ between Israel and Hezbollah. During this two Israeli solders were reported to be kidnapped. Israel 
reacted with a huge military offensive, bombing southern Beirut and towns in east and south Lebanon and 
then carrying out a ground assault.  
 
During the conflict up to 900,000 people (approximately 25 per cent of the populationi,ii) were internally 
displacediii (200,000 of these were under 18 years and 50,000 under 1 year). The majority of these 
internally displaced persons (IDPs) fled the south and moved to the towns further north. Many people 
took shelter in schools (approximately 40,000 people in over 70 schools; approximately 50 per cent of 
these were childreniv,v) and in the homes of relatives and friends.  
 
The ceasefire was announced on 14 August and the IDPs began returning south to their homes 
immediately. However, during the conflict over 30,000 houses had been completely or partially 
destroyedvi and the infrastructure was reportedly severely damaged. Also at the end of the conflict Israel 
was delivering up to 6,000 bombs, rockets and artillery rounds daily, leaving unexploded ordnance 
(UXO) and cluster bombs littering the area.vii As homes had been destroyed and people were still moving 
around, it was quite difficult to have an accurate figure at any one time of the number of people residing 
in villages. 
 
Save the Children’s response  
 
Save the Children Sweden had been working in Lebanon before the conflict. When the conflict occurred, 
they were joined by members from Save the Children US and UK to form the Save the Children Alliance, 
which began assessing the situation, especially in terms of the conditions of the IDPs in the schools. 
During this assessment, they identified three problems relating to infant feeding: 
• First, women were saying that owing to stress and displacement they were not producing 

breastmilk.  
• Second, in Lebanon exclusive breastfeeding rates were low before the conflict (27 per cent up to 

4 monthsviii), so a reliance on infant formula already existed. However, there were substantial 
concerns about the water quality and quantity, sanitation and the general unhygienic conditions of 
the sites visited, and the risk of infants and young children (IYC) developing gastrointestinal 
problems (including diarrhoea), which can ultimately lead to death. There were also concerns that 
normal access to the formula was disrupted.  

• Third, many non-governmental organisations (NGOs) were reportedly distributing infant formula 
with apparent disregard for the International Code of Marketing of Breastmilk Substitutesix 
(hereafter referred to as the ‘Code’; see Appendix 1) and to the appropriate type of formula 
needed by each particular age group. In addition, it had also been reported that powdered milk 
was being used as a breastmilk substitute (BMS), with potentially serious consequences for the 
health and nutritional status of babies.  
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Infant feeding in general was also of concern to Save the Children, as past experience has shown that in 
sudden-onset disasters mothers who had been breastfeeding have had difficulty in continuing to 
breastfeed, as a result of the trauma they have undergone. While this is often not immediately apparent 
(this is a private matter that mothers can be fearful of discussing), later analysis in Kosovo (1999) and 
after the earthquakes in Pakistan and Java showed that: (a) an absence of a suitable environment for 
breastfeeding led to abrupt weaning; (b) many mothers complained of stress and illness resulting in 
insufficient breastmilk; and (c) many infants lost their parents – most notably their mothers, from whom 
they were breastfeeding.  
 
Against this background, a proposal was submitted to the European Community Humanitarian Aid 
Department (ECHO), and others, with a section on supporting safe infant feeding practices and an infant 
feeding consultant was sent out by Save the Children UK to work for the Save the Children Alliance. 
Save the Children’s objectives were: to encourage exclusive breastfeeding, by undertaking promotional 
activities, providing safe private spaces for breastfeeding, as well as one-to-one mother counselling and to 
provide information on safe infant formula preparation and consumption. Save the Children UK has 
traditionally had a strong role and reputation in promoting appropriate infant feeding practices, especially 
in terms of monitoring and advocating for the implementation of the Code. Therefore, the role of the 
consultant was also to maintain an ongoing analysis of the situation (including recording any evidence of 
distribution of BMS, and of violationsx of the Code) and to advocate for appropriate feeding practices and 
BMS distribution, according to the Code and the updated ‘Infant and Young Child Feeding in 
Emergencies, Operational Guidance for Emergency Relief Staff and Programme Managers’xi (hereafter 
referred to as the ‘Operational Guidance’; see Appendix 2).  
 
However, with the end of the hostilities and the IDPs’ return to the south, the element of the programme 
providing support to carers of infants sheltering in schools was no longer required, although the analysis 
and advocacy continued. Save the Children followed the people back south and established a base in the 
town of Tyr (Soar) and started a new assessment of needs in southern Lebanon. 
 
 
2. The need for a new infant feeding assessment after the end of the 
conflict 
 
The reasons for undertaking a new post-conflict assessment of infant feeding requirements are listed 
below: 
• An assessment was required to ensure that the infant feeding programme would be culturally 

acceptable 
 
• A precise analysis of infant feeding practices in the south had not previously been undertaken. The 27 

per cent exclusive breastfeeding rate quoted by UNICEFxii was a figure for the whole of Lebanon. 
 
• The conditions and living situations of the mothers and babies returning to their home areas were not 

known. While it could be surmised that there were unhygienic conditions such as poor water and 
sanitation, a potential lack of access to infant formula and so on, without an analysis of the situation 
the actual risks for the infants were unknown. Moreover, it was also not known at that time whether 
people returning south would form IDP camps, such as those found in the schools during the conflict, 
and thus whether the same type of programme as that suggested to ECHO would be required.  

 
• It was known that there had been distribution of infant formula and bottles during the conflict, but not 

whether this distribution was continuing in the south.  
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• The effect of the conflict and distribution of formula on infant feeding/breastfeeding practices in the 

south was not known. 
 
• If mothers had changed to formula feeding during the conflict, it was not known whether they had the 

knowledge and support to continue to do this safely when they returned home.  
 
 
3. Assessment methodology  
 
A post-conflict infant feeding assessment was undertaken by the Save the Children Alliance infant 
feeding consultant from 19 August to 19 September 2006. This was primarily undertaken in villages in 
southern Lebanon with some key informant interviews undertaken in Beirut, and included: 
 
• interviews with international and local NGOs that were believed to have been or were still involved 

with infant feeding issues 
• meetings with key UN informants, including UNICEF and WHO 
• interviews with Ministry of Public Health (MOPH) officials: Dr Ali Jaba (Regional representative of 

MOPH in Tyr and the south) and Rabeha Zureik  
• meetings with health workers in the six main clinics (called dispensaries) that Save the Children 

(health programme) worked with along with the Imam Sadr Foundation: Saddiqine, Chehabeya, 
Derdghaya, Deir Siriane, Aita el Chaab and El Hanniye (referred to as ‘Foundation’s clinics’ from 
now on). Also an interview with the health staff at Sirifa clinic (run by the Municipality) 

• interviews with doctors at clinics mentioned above, pharmacies and Bachour hospital, Tyr 
• questionnaire with 20 mothers of children under two years old regarding their infant feeding practices 

pre-conflict, during the conflict and subsequently (a more in-depth assessment was not possible due to 
security and access constraints). All available mothers were interviewed. Mothers were from 11 
towns/villages in southern Lebanon and interviewed at fixed/mobile clinics and on the street. All 
available mothers with young children were questioned. When circumstances allowed the full 
questionnaire was used however, if this was not possible, due for example to time constraints, 
informal interviews were undertaken in order to obtain any further information and back up the data 
obtained from the questionnaires (numerous informal interviews were undertaken).  

• access to the internal Action Contre le Faim (ACF) IFE assessments during and post-conflict 
• interviews with officials from the municipalities of: Qana, Saddiqine, Bint Jbeil, Zebqine, Jbal Al 

Botm, Chehabeya, Derdghaya, Sirifa, Deir Siriane, Aita el Chaab and El Hanniye. (Note: The 
municipality (council) is the elected administrative body of each village/town; hence it is aware of the 
needs and issues of its local people. It is also consulted before any action/programming/distribution is 
undertaken in that village/area). 

• attendance at Nutrition, Health and General Co-ordination Cluster meetings. 
 
 
 



II: FINDINGS OF THE ASSESSMENT 
 
 
4. General situation 
 

A family (including a baby) living 
in their ruined house

The conflict lasted a month (12th July – 14th August) and while some 
places escaped relatively unscathed, in other villages 80–85 per cent of 
the homes had been damaged or destroyed. UNDP damage assessment 
of  Tyre kada (district) estimated that out of 24,000 homes 8 percent 
were destroyed and 23 percent damaged; the other three southern 
Lebanon kadas of Nabatiyeh, Binet Jbeil and Marjayoun, had similar 
levels of damage.xiii In these villages (and surroundings), there was a 
lack of water (in terms of both quantity and quality), poor sanitation (the 
sewerage system had been destroyed and there was uncollected rubbish), 
there was no electricity, little Calor gas for cooking and few cooking 
facilities, the environment was dusty and dirty as a result of the 
collapsed buildings and there were a lack of adequate clean storage facilities for food or utensils. People 
were living in the ruins of their houses or in other people’s houses that had not been destroyed, or else 
they were renting in other areas, making frequent return trips to their own villages.  
 
5. Issues relating to infant feeding before the conflict 
 
Health infrastructure 
 
Health services (hospitals and clinics) are run by the Ministry of Social Affairs (MOSA) and MOPH, as 
well as the private and NGO sectors. The balance of power and responsibilities between the two 
ministries is complicated: while MOPH governs all governmental hospitals and primary healthcare (PHC) 
facilities and has the overall responsibility for health policies of the whole country, MOSA provides 
social services and PHC services through social development centres and clinics (it runs 60 per cent of 
PHC clinics), as well as being responsible for reproductive and maternity health. ‘Mother and child’ 
clinics do not exist and PHC is recognised, even by MOPH and MOSA, as being very poor. 
 
The clinic nurses do some health education occasionally, including on breastfeeding. There are no 
community workers or health workers. Social workers do carry out health education and community 
work, but there are few of them; moreover, their qualification is obtained via a degree course and they are 
not nurses. Midwives work in clinics but, like the doctors, tend to go from one clinic to another and do 
mainly technical work rather than education. 
 
Government regulations on infant feeding 
 
The sole government regulation on infant feeding is Legislative Decree No. 1983/110, ‘Marketing of 
Breastmilk Substitutes’ (issued on 16 September 1983). This is a watered-down version of the 
international Code and is little known even by the regional MOPH representatives, never mind any local 
health workers. In an effort to update it and make it at least as strong as the Code, it has been rewritten 
and submitted to the legislative process (mainly through the support of the Lebanese Alliance for 
Breastfeeding Action – LABA).xiv Unfortunately, this is taking a long time and it is not known when the 
law will be amended. 
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d rural area.  

Traditional infant feeding practices 
 
According to UNICEF 27 per cent of mothers exclusively breastfeed for 4 months in Lebanonxv, 
however, this is a national figure and does not show regional variations. In contrast to this finding, during 
discussions with people in the south, many said that only one generation ago ‘all’ women exclusively 
breastfedxvi in south Lebanon.  As there was no available secondary data on IYCF practices in the south 
the actual figures on infant feeding practices in south Lebanon before the conflict were very difficult to 
determine. 
 
Exclusive breastfeeding 
ACF did a small-scale assessment in the south and determined that 52 per cent of infants aged under six 
months were exclusively breastfed before the crisis.xvii The Save the Children questionnaire of 20 
mothers found that pre-crisis 43.8 per cent of infants that were aged between 0-6 months had been 
exclusively breastfed (see Appendix 3). The difference between these figures and those from UNICEF 
may be due to regional variations as south Lebanon is a traditional an
 
All the nurses interviewed were aware that women can and should breastfeed exclusively for six months 
and knew the major breastfeeding principles. However, with further probing, some underlying incorrect 
facts and mistaken beliefs surfaced; for example, like the doctors, the majority of the nurses believed 
wrongly that ‘exclusive breastfeeding’ means breastfeeding with water.  
 
 
Mixed feeding 
According to local sources, mixed feeding (breast and formula) was becoming increasingly common – 
and most new mothers did this - either from birth or after a couple of months (although many mothers 
will then carry on breastfeeding for a year or more). Indeed, even some exclusively breastfeeding mothers 
reported that they would have liked to give their infants formula but could not afford it. Reasons given for 
mothers mix-feeding included: (i) they think it is ‘easier’ to give the baby formula rather than spend time 
breastfeeding, and other people can then feed the baby; (ii) ‘they want to be glamorous’; (iii) mothers 
believe that a ‘fat’ baby is healthier and believe that breastmilk alone is not enough to achieve this; (iv) 
they do not have enough breastmilk; (v) they have to go to work and leave the child at home (although the 
Foundation’s social worker said that this was not such an issue in the south, others said that mothers have 
to work in the tobacco fields and olive groves); (vi) it was the advice received from healthcare 
professionals. 
 
Many doctors advised mothers to start giving their babies formula, along with breast milk, at around two 
to three months of age. There appeared to be the common misconception that mixed feeding is best for 
infants and, indeed that it is impossible for an infant to be fed by breastmilk alone, especially for six 
months. Also, like the mothers, many doctors wanted to make the babies ‘fat and healthy’ and believed 
that mixed feeding is the way to achieve this.  
 
Infant formula and bottles were bought from pharmacies; they were not available in shops. Pharmacies 
tended to have a doctor available who would provide advice to mothers. 
 
 
Feeding bottles and dummies 
Bottles are commonly used to feed infants formula, water and watered-down complementary porridges 
(e.g. Cerelac). They are often used in preference to cups well into childhood. Dummies are used to pacify 
babies.  
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Water for making up formula 
Before the conflict, bottled water was commonly used to make up the formula.  (Note: The use of bottled 
mineral or spring water to make infant formula can be problematic, as the sodium levels can be too high 
for infants, especially if the water is boiled extensively, thereby increasing its solute load. Sodium levels 
of up to 20 mg/l are acceptable; during the assessment, bottles were checked at various locations, and all 
had sodium levels below this amount.)  
 
Sources of breastfeeding information  
 
Mothers in general appeared to have poor knowledge on breastfeeding and its management, e.g. about 
how to maintain and increase milk supply. Grandmothers were the traditional source of information on 
breastfeeding; however, they had little experience regarding the potential problems that can occur when 
bottles and formula are introduced. Information could also be sought from healthcare professionals, but 
this appeared to happen quite rarely and, as described above, the advice given was not always accurate 
with both doctors and nurses appearing to have poor understanding and knowledge about breastfeeding 
and how to overcome common difficulties. For example, mothers were commonly told it is necessary to 
put creams on their nipples to get them ready for breastfeeding.  Moreover, there was also a lack of 
knowledge of the potential risks of BMSs when conditions are poor. Social workers could be a good 
source of information as they tend to have much more specialised training; however, there are only a few 
of them in the country (the Foundation had one to cover its ten clinics). LABA was another resource, 
providing free breastfeeding advice via the telephonexviii. 
 
 
6. Infant feeding practices after the conflict 
 
Increased use of infant formula 
 
Evidence was found during the assessment that women had changed their infant feeding practices as a 
result of the conflict and that there was now greater use of infant formula.  
 
The evidence 
Interviews with mothers 
During the assessment, a questionnaire on infant feeding practices was conducted with 20 mothers (see 
main results in Appendix 3). While the survey does not attempt to be statistically representative it 
provides some interesting data.  Numerous informal interviews were also conducted in order to back up 
the data. The results show that breastfeeding practice had been adversely affected by the conflict for 65 
per cent of mothers; five had stopped breastfeeding completely (25 per cent), and eight mothers had 
started mix-feeding and/or reducing breastfeeding (40 per cent).  
 
This finding is confirmed by a comparison between the feeding practices post-conflict of the infants in the 
questionnaire and those of their older siblings when they were below 6 months of age (i.e. pre-conflict 
practices) (see Table 1). The table indicates that the conflict caused a sharp decline in exclusive 
breastfeeding and an increase in mothers not breastfeeding at all, as well as an increase in mixed feeding.  
 
 
 
 
 



Table 1: An overall comparison of post-conflict infant feeding practices and those (pre-conflict) 
relating to their siblings  
 Pre-conflict: Infant feeding method for 

siblings of infant in questionnaire up to 
6 months of age 
(Denominator total number of ‘other’ 
children N=47) 

Post-conflict: Infant feeding method for 
infant in questionnaire  
(Denominator total number of infants in 
questionnaire aged up to and including 6 
months of age N=13) 

Exclusively 
breastfed  
(for 4-6 
months) 

28 59.6% 1  7.7% 

Mixed feeding  15  31.9%  7  53.8% 
Formula only  1  2.1%  5  38.5% 
Unknown 3 6.4%   

 
Note: These figures should be interpreted with caution due to the small sample sizes and potential recall bias. 
Moreover, the pre-conflict results are based on the infant feeding method used for the whole time period, while the 
post-conflict results include infants below the age of 6 months whose method of feeding may change over time. 
However, even with these limitations in mind, this table still provides an interesting comparison.  
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

Case study 1:  
This mother lived in Zebqine, a village that was 85 per cent destroyed during the conflict. Her child is four 
months old (pictured bottom middle) and is her third (her other two children were breastfed exclusively). When 
the conflict started, they stayed in their house for 14 days and then fled to an IDP camp in a school. Before the 
conflict she had exclusively breastfed, but during the war her milk dried up; she believes this was caused by 
stress and lack of food. At the school, she was provided with two cans of Nan 1 (pictured bottom left) by a 
Lebanese organisation – she is still using it and breastfeeding as well. They had just returned to Zebqine to find 
that their house had been totally destroyed, so they were living in a squat (pictured bottom right) with 26 other 
families. When asked how she fed the formula, she initially said that she used a feeding bottle, but when probed 
further she reluctantly admitted that she didn’t have one, as she couldn’t afford one, but had been using a cup. 
She uses bottled water to make up the formula, but the water observed by the Save the Children consultant did 
not look clean. She said that she boils the water to make the formula and clean the cup. When pressed to explain 
how she did this, she said that she had a little Calor gas and used that. Unfortunately, because of Save the 
Children regulations regarding going into uncleared areas (because of UXO danger), it was not possible for the 
consultant to go to the building to cross-check this information or assess the cleanliness of the preparation area. 
The tin of formula, however, did adhere to the Code. The child had had diarrhoea in the previous seven days and 
had been treated with medicine from the doctor. The Save the Children consultant spoke to her about the 
benefits of breastfeeding, especially in such a poor environment, and she was very interested to learn that it was 
possible (and how) to increase her breastmilk supply and stop using formula. However, her husband said, “You 
want the baby to go and feed in nature”, implying that he regarded breastfeeding as inferior to the formula. 
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Interviews with health workers 
Nurses in the clinics confirmed that more mothers were using infant formula post-conflict and that fewer 
women were exclusively breastfeeding. In response to this, they were asking NGOs for infant formula to 
distribute to mothers because they were being asked for it by mothers “all the time”.  
 
Interviews with pharmacies 
Investigation at various pharmacies (Tyr, El Hanniye, Saddiqine) confirmed that much more formula was 
being used post-conflict than pre-conflict.  
 
Evidence from ACF 
ACF conducted an assessment pre-conflict and post-conflict. As can be seen in Table 2, the assessments 
appear to provide further evidence that women changed their infant feeding practices as a result of the 
conflict, and that this trend was continuing after the conflict.  
 
Table 2: The results of the ACF internal assessments on infant feeding practices during and after 
the conflict 
 ACF assessment 

of infant feeding 
during the conflict 
of infants under 6 
months old 
(number 
interviewed not 
known) 

ACF post-conflict assessment, 25 August 2006, in 
IDP centres in Saida, Borj Qalaoulye and Sirifa  
(< 6 months N=12; 6 months < 1 year N=2; > 1 
year < 2 years N=33) 

Exclusive breastfeeding 
(Note: The ACF assessment 
determined that pre-conflict 52% 
of children under 6 months were 
breastfed exclusively) 

13% < 6 months = 8.3% (n=1)  
>1 year < 2 years = 3% (n=1) (breastmilk and 
complementary foods) 

Mixed feeding  63% (formula or 
powdered milk) 

< 6 months = 66.6% (n=8) 
6 months < 1 year 100% (n=2) 

Formula only 26% < 6 months = 16.7% (n=2)  
 > 1 year < 2 years with formula = 21.2% (n=7)  
 > 1 year < 2 years with powdered milk = 75.8%  
(n=25) 

Percentage of mothers who said 
that they changed their infant 
feeding practices during the 
conflict 

68% No figure obtained but mothers were recorded as 
saying that they did change practice 

 
Response from other NGOs 
The findings of the Save the Children assessment that breastfeeding had been negatively affected by the 
conflict were confirmed by other local NGOs, e.g. AMEL, Lana Al Mostakbal, American Near East 
Refugee Aid (ANERA) and LABA.  
 
Reasons for these findings 
The effects of the conflict on breastfeeding 
When mothers were asked in the questionnaire why they increased their use of infant formula during the 
conflict, the answers were: stress (50 per cent), lack of food (in terms of quantity, but especially quality) 
(40 per cent), and being too busy (see Appendix 3). ACF also found trauma (57 per cent) and lack of 
nutrition (71 per cent) as the main explanations (some mothers gave multiple answers). Other reasons 
found by Save the Children and/or ACF were: doctors recommended that the mother stop breastfeeding 



because of maternal medication for stress; mothers were too embarrassed to breastfeed in front of others 
in crowded conditions at IDP centres or in houses; children were sick; babies refused to breastfeed during 
the conflict. (No mother mentioned that the formula donations forced or encouraged her to switch to or 
use more infant formula than she would have otherwise used). 
 
The effects of stress and poor nutrition on breastfeeding 
During previous emergencies in developed countries, e.g. Iraq, and former Yugoslavia, it was also found 
that certain beliefs were held concerning the effect of stress and poor nutrition on breastmilk production, 
although these are mainly untrue.xix,xx,xxi     
 
• Myth: “Stress prevents mothers from producing milk.” Truth: Stress has no effect on the milk-

making hormone (prolactin), but it can have a temporary effect on oxytocin, the hormone that releases 
milk from the breast.xxii But this does not happen to all mothersxxiii (see case study below). When it 
does happen, the baby should suckle freely to stimulate the oxytocin to resume milk-flow quickly; 
breastfeeding also helps to relax the mother.xxiv    

 
• Myth: “Malnourished mothers cannot breastfeed.” Truth: Other than in severe cases, lack of food (in 

terms of either quality or quantity) has little or no effect on milk production. In fact, the mother will 
continue to produce milk, even to the detriment of her own wellbeing.xxv   

 
 
 
 
 
 
 
 
 
 
 
 
 

Case study 2:  
This mother has exclusively breastfed this child – as she did with her other five children. She has had 
no problems with breastfeeding and her milk supply was not affected by the conflict. 
 

 

 
Lack of organised breastfeeding support 
There was no organised or widespread breastfeeding promotion or support during the conflict. There were 
two main reasons for this: 
 
• LABA found a lack of acceptance and support. Without materials or the requested back-up from the 

UN, LABA was unable to undertake breastfeeding promotion work 
• lack of audience and time: it was felt by some (e.g. the local NGO AMEL) that mothers did not have 

time to receive support on breastfeeding. There was also a sense among some organisations of 
needing to be seen distributing goods, which included infant formula. 

 
Formula, complementary food and bottles distributed during emergency 
Infant formula, infant complementary food and bottles were distributed to mothers, regardless of the way 
that they were already feeding their infant, by various actors during the emergency. Although mothers did 
not say that the reason for stopping or reducing breastfeeding was that they received infant formula, it 
stands to reason that if a mother is having difficulties with breastfeeding and/or has other problems 
affecting her ability to breastfeed successfully, then she is likely to use formula if it is freely available. 
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Case study 3:  
Fatima Balhass (pictured bottom left) is a 29-year-old mother of six children. Married at the age of 14, she has 
lived in Saddiqine her whole life. She exclusively breastfed all of her previous five children for five months. 
However, her latest boy, Abed Al Hussein (pictured bottom right), now three-and-a-half months old, was born 
just before the conflict started on 12 July 2006. They fled to Saida and stayed in an IDP camp in a school run by 
the Hariri Foundation. She found that when she put her boy to her breast, her milk had suddenly stopped. She 
did not know what to do, or who to get advice from, about breastfeeding. By chance, hidden among other items 
she had brought was the tin of formula given to her as a present by the hospital when the baby was born, so she 
initially used that as well as other formula that was donated to her in the school. However, the baby became sick 
with diarrhoea and vomiting, so she had to buy special formula for him. She has not breastfed since. After the 
end of the conflict, she returned to Saddiqine, only to find her house destroyed, so she is now renting in a nearby 
village. She buys water and has a little gas to sterilise the feeding bottle. The baby is often sick. She says that she 
liked breastfeeding and would like to start again, but did not know that this was possible. 

 

 
 
 
7. NGOs and governments contravening the Code and Operational 
Guidance 
 
Evidence was found that NGOs had distributed BMS and other items, in contravention of the Code and 
the Operational Guidance (see Appendix 4 for a summary of the agencies involved in the distribution of 
products covered by the Code and violations of the Code and the Operational Guidance). This distribution 
was carried out in various ways, as described below. 
 
Direct donations made by international NGOs (INGOs)  
 
Médecins sans Frontières - Belgium 
During the conflict, MSF-Belgium was located in the south. As shown in Table 3, during that time and 
subsequently they donated non-food items (NFI) and food to families and to hospitals. When asked in the 
field why they gave out formula, they replied that “you have to” and “because they need it”. They 
explained that during the conflict, people were shut in their houses or buildings and couldn’t move, shops 
were closed and mothers had to have something to feed their infants. During the interview the MSF staff 
member said that it was “routine practice” for MSF to give out baby kits including infant formula during 
emergencies, however subsequently MSF-Belgium have stated that this is exceptional practice and “done 
only in developed countries where formula feeding was common before (the) emergency”.   
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Table 3: MSF-Belgium’s distributions of items (related to infants) during and after the conflict 
Item (for infant) 
distributed  

Number Consisting of: Distributed to: 

Baby kits  
(made in Beirut) 

1500 Infant formula (tins labelled in 
Arabic), feeding bottles, nappies, 
soap and shampoo 

During conflict distributed 
to: (i) hospitals;  
(ii) municipalities, which 
then distributed the items; 
(iii) directly to IDPs 

Boxes of infant formula 
and feeding bottles 

Unknown, 
but 
“many” 

Infant formula (boxes labelled in 
English and French only. Boxes 
also had diagrams)  

During conflict distributed 
to: (i) hospitals;  
(ii) municipalities, which 
then distributed the items; 
(iii) directly to IDPs 

Village kits (one given to 
each village) 

Unknown Infant formula = 25 boxes x 24 
cans; baby food = 80 units; 
kitchen sets = 250, hygiene kits 
= 500; bottled water = 150; 
blanket = 250; bed sheets = 250; 
tents = 30 

Given to the municipality 
to distribute post–conflict 
(which then distributes it 
directly to mothers 
according to economic 
need) 

 
Main violations of the Code 
• Article 6.6 of the Code states that supplies of BMS should only be distributed to infants who have to 

be fed on them. However, when asked about provision of the baby kits to exclusively breastfeeding 
mothers, the MSF-Belgium field staff replied that all mothers – regardless of their method of infant 
feeding – would still get the formula; they did not know of any mother refusing. 

 
• Article 9 states that the label should be in an “appropriate language” and should be “understandable”. 

The boxes of infant formula violate this as the labels were in English or French only, not Arabic 
 
According to the 1994 Resolution, “there should be no free or subsidised supplies of breastmilk 
substitutes or other products covered by the Code in any part of the health care system”. MSF-Belgium 
did distribute formula through the hospitals; however, as the agency purchased the formula (as opposed to 
receiving free donations of formula) and became part of the healthcare system through working at the 
hospital, this Resolution has not been violated (see Section 12 below for further discussion on this issue). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Pictures of the boxes of infant formula that had been shipped into Lebanon. The labels were in English 
and French (violation of Article 9.2). The formula inside the box was packed in a water and airtight 
aluminium sachet, however once opened there may have been problems with keeping the formula 
fresh, hygienic and dry, particularly in a hot, humid country as they are not re-sealable.   
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During clarification with MSF-Belgium (HQ) the following additional information was provided: 
The decision to send formula was taken after the “evaluation of needs” and “based on the fact that 
artificial feeding prevalence was high in that population, that normal supply lines were cut, and it had 
been identified as a need by the medical staff of the hospitals.” They did not think that people who were 
still being bombed would “be receptive to behaviour changes and start relactation if they bottle fed 
before.” Hence they thought “that the risk of inappropriate feeding and starving was higher if they 
suddenly had nothing to give to their babies.”  With regard to the way in which BMS were distributed, 
HQ replied “We considered that the staff was used to managing that before, so that they could determine 
which mothers would need formula.”  The “distribution objective was just to fill in a gap in procurement 
line and would stop as soon as normal procurement system would work again. Distribution through health 
care system was a way to have some control.” 
 
Direct donations made by national NGOs 
 
Hariri Foundation 
During the conflict, the Hariri Foundation’s volunteers provided IDP mothers in the schools with boxes, 
each of which included two tins of infant formula. When asked why they put infant formula in all the 
boxes, they answered it was “essential to put formula in it”. They did not provide any leaflets or advice 
on sterilisation. When asked whether some mothers did not accept the formula because they were 
breastfeeding, the answer was, “ No, their milk had stopped. No one handed back formula.” There is no 
record of the number of boxes given out during the conflict or subsequently, although as they were 
donated all over Lebanon it is likely to be in the thousands; no records were taken of which families 
received the boxes and there was no systematic monitoring of the infants. No advice was given on 
breastfeeding, as it was “not possible to do it or give programmes. Just to save lives.” Boxes were also 
given out in the southern villages for a few weeks after the conflict. 
 
During clarification the Hariri Foundation (HQ) stated that the distribution of formula for babies less than 
one year old was provided after an initial consultation with a paediatrician and for infants over one 
formula was provided through their social worker. However, when this issue was followed-up with the 
Hariri Foundation field workers they stated that this process had not been undertaken as it was not 
possible due to the conflict.   
 
Main violation of the Code 
• Article 6.6 of the Code states that supplies of BMS should be targeted only to infants who have to be 

fed on them. However, in practice all mothers were given formula regardless of their feeding method.  
 
 
Lana Al Mostakbal 
On the first day of the conflict, the president of the Saida Municipality held a meeting with local NGOs 
and Lana Al Mostakbal became responsible for compiling statistics, including those on people’s 
requirements. The organisation realised that no one was taking a lead in the feeding of infants and so took 
on this responsibility in Saida distributing infant formula and milk powder (0-1 year and 1-7 years), 
porridge(Cerelac) and other items. It had conversations with Fondation Terre des hommes (Tdh) and 
Oxfam Quebec about funding for infant feeding programmes. Tdh signed an memorandum of 
understanding with Lana Al Mostakbal which stipulated that funding was conditional upon adherence to 
the Ops Guidance but due to a misinterpretation of the Guidance by the Tdh emergency department in 
Switzerland they initially provided funding for milk powder for children over 1 year. However, after 
studying the Ops Guidance and being provided with extra information from Tdh Lana Al Mostakbal 
decided that this milk powder (Nido) would only be given to children between 2 to 7 years. Oxfam 
Quebec gave funding to Lana Al Mostakbal, which was used to provide milk to infants and young 



children. Oxfam Quebec discussed milk provision with Lana Al Mostakbal and ‘were satisfied that 
(Lana) would implement this component in the best possible manner under the circumstances’.  
 
Lana Al Mostakbal said that during the conflict, exclusive breastfeeding was promoted, mothers were 
given diapers if they continued breastfeeding and “many” people refused formula. Mothers were also told 
that the formula supply might stop and so it was better to continue breastfeeding. Every mother was 
checked to ensure that the baby had been receiving formula pre-conflict. Formula was signed for by the 
mothers, who were given a new tin every 15 days. Mothers living in homes received a card from Lana Al 
Mostakbal and took it to the pharmacy, where the amount and type of formula given was controlled, on 
the recommendation of the pharmacy doctor. Bottles were not given out. Sterilisation equipment/advice 
was not given out. Post–conflict, Lana Al Mostakbal worked in 45 villages and continued to distribute 
formula along the same guidelines. It had its own volunteer in each village encouraging mothers to 
breastfeed and also provided infant formula. 
 

Case study 4:  
A mother was interviewed at a mobile clinic in southern Lebanon. She had a seven-month-old child, her 
seventh (pictured below left). All the others had been exclusively breastfed. However, with this child the 
conflict started and her milk stopped as a result of stress; she has not breastfed again. They evacuated to an 
IDP camp in a school where the Hariri Foundation gave her eight tins of Fabimilk 1 (pictured below right - 
front and back). The formula violates Article 9.2 of the Code, as the Important Notice states: “Breastfeeding is 
best for your baby, but if, for any reason this is not possible or not sufficient Fabimilk 1 is a nourishing 
substitute. It contains all vitamins and minerals known to be essential for the healthy development of the infant 
and is based on the same formula as mother’s milk”. This violates the Code as it idealises the use of infant 
formula. Moreover, it does not advise that it should be used only on the advice of a health worker. An 
additional concern is that the mother was given Fabimilk 1 when her child was at that time six months old and 
should have got Fabimilk 2. Coincidentally, another mother (pictured below second left) questioned on her 
infant feeding practices said that although her child was only two-and-a-half months, she was given Fabimilk 
2 by the Hariri Foundation to give to her child while she was an IDP at a school; luckily, she read the label on 
the tin and did not give it to her child. (During the confirmation process the Hariri Foundation (HQ) stated that 
the mothers must have taken formula off the shelves, without the knowledge of the Hariri Foundation workers, 
as they were aware of the health consequences as a result of providing the wrong formula and were very strict 
about distributing them correctly.)  
 

 
 
 

 
 
DPNA 
(For details, see the section on ‘Financial donations by INGOs to local NGOs’ below). 
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Donations of goods by INGOs to health care facilities  
 
International Medical Corps (IMC) 
During the conflict and subsequently, IMC was located in various areas of Lebanon, including the south. 
It distributed 72 tins of infant formula to two health centres: Omatiye Dispensary in Alley-Chouf, which 
is a private facility, and Karageuzian Child Welfare Centre whose doctors dispensed the formula “based 
on individual consultations.”  Initially IMC field staff implied that they distributed infant formula as a 
matter of course, but it subsequently appeared that the formula had been ordered in error.  
At one stage IMC also looked into purchasing 2,000 tins of infant formula and including them in their 
‘baby kits’ to be given to clinics and distributed to mothers and IMC got these ‘precautionary prepared, in 
case of UNICEF confirmation and recognition of cases of infant malnutrition supporting these concerns. 
However, IMC terminated this purchase process’. In the field at the time, it appeared that the arrival of a 
new IMC health adviser in mid-August was very important in determining IMCs response to IYCF in 
Lebanon, as she was a midwife and aware of some of the issues surrounding the distribution of infant 
formula. She sought guidance from the Save the Children consultant about what to do with the formula 
and bottles that IMC had in storexxvi and the consultant explained that donating them to the healthcare 
system was against the Code (see Section 12 for more details on this issue).  
 
The health adviser did not have access to the Code or Operational Guidance, nor was she aware of any 
policy or training by IMC on infant feeding issues (Operational Guidance, Section 1). This became an 
issue when that health adviser left and a new person took over who did not have any background 
knowledge on IFE issues or reference to an organisational policy for IMC. Despite firm evidence to the 
contrary his view, given to the SC consultant, was that the infants “must have malnutrition”, and that it 
was important to distribute formula, despite the Code and the Operational Guidance. The SC consultant 
discussed this with him and suggested places he could get further information. [Note: It is accepted that 
this quote may not accurately reflect the view of IMC as a whole. It is included to highlight the potential 
difficulties that changes of staff, with different experience and different ideas can bring, especially when 
there is not a clear and widely distributed IFE policy.] 
 
Main violation of the Code 
According to the 1994 Resolution, there should be no free supplies of BMS in any part of the health care 
system, hence IMC’s donation of infant formula violates the Code. 
 
Donations of goods by INGOs to local NGOs  
 
Première Urgence to AMEL 
During the conflict, Première Urgence (PU) donated various goods including BMS and complementary 
foods to the local NGO AMEL for distribution (see Table 5).  
 
 
 
 
 
 
 
 
 
 
 
 



Table 5: Goods donated by Première Urgence to AMEL to distribute to mothers 
Goods for IYC provided by 
Première Urgence to AMEL 
 

Labels written in: Number of tins distributed 
to mothers (by beginning of 
Sept 2006) 

Aptimal 1 English and Greek 
Frisolac All in Greek 
Humana Follow-on 2 English and Greek 
Nan 2 All in Greek 
S26 Gold 2 All in Greek 
Progress S26 3 All in Greek; AMEL was told it 

was for use from 1–3 years but 
this is not clear 

0–6 months = 98 
6–12 months = 154 
1–3 years = 187 
 

Nido (full-cream powdered milk) 
for children 1–3 years 

Not known Nido = 608 
 

Cerelac and Bledin cereal for 
infant complementary feeding 

Not known Not known 

 
AMEL has worked in health (fixed and mobile clinics) for some time and the programme director said 
that PU gave the BMS to her organisation to distribute because it “knows a lot about children”. She did 
not know about the Operational Guidance was given no written information or advice from PU about 
distributing the BMS or the need to monitor children, however she was told orally that tins which carry 
number 1 are for ages 0-6 months, tins carrying number 2 are for ages 6 months-1 year and tins with the 
number 3 are for ages from 1-3 years. During confirmation AMEL stated that during the conflict someone 
from PU would sometimes accompany them while distributing, while after the conflict distribution 
continued without PU accompaniment. The interview included the following elements: 
 
• The perceived need for infant formula: When AMEL first started distributing during the conflict, it 

did ask mothers whether they wanted the formula (it also gave out Nido powdered milk, 
Cerelac/Bledin, bottles of water and other items). According to AMEL “None of the mothers … 
refused the formula. In fact they were always asking for it”. There was also a problem with “new-born 
babies and babies not feeding from the breast because no milk”; ten women gave birth in the schools 
and these mothers, and especially those with infants under one month, “really wanted formula”. The 
programme director did not think that women were just saying that they did not have milk in order to 
get the formula.  

 

Tins of formula donated to 
AMEL by PU that violate the 
Code, as labels are in English 
and/or Greek, not Arabic. 

• Monitoring of infant formula distribution: At the start of the conflict, AMEL did take the address 
of the person to whom it was giving the formula, but when it started mobile clinics it was impossible 
to do this. Also, people were on the move and did not have a fixed abode, so any contact details 
provided would not be useful. AMEL does not have the staff to follow up infants and the conflict 
meant that travelling was difficult.  

 
• Maintaining supplies of infant formula: Previously, as the infant formula was 

used up the mothers would be given a new tin; however, at the time of writing the 
report AMEL was running out of infant formula and was seeking to obtain new 
supplies.  

 
Main violation of the Code: Article 9.2 
The tins of formula were not labelled in Arabic (see Table 5 and photograph). When 
asked about the labels, AMEL said that the women are “used to” making formula so 
they do not need to read it, and there are diagrams. 
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Donations of goods by INGOs to the municipality  
 
Save the Children  
The Tyr Municipality reported that Save the Children provided them with “milk (for 0–9 months) and 
diapers” during the conflict. However, this has been denied by the Save the Children Alliance staff who 
were present at the time. The confusion may have arisen because the Save the Children vehicle was used 
by DPNA to transport goods (including formula) to the municipality during the conflict, and so it may 
have interpreted the formula as coming from Save the Children. Another possible explanation is that 
DPNA may have told the municipality that the formula was from Save the Children, as DPNA said that it 
received funding from Save the Children UK (although this is not confirmed; see the section on 
‘Financial donations by INGOs to local NGOs’ below). 
 
Financial donations by INGOs to local NGOs  
 
It was found that INGOs made financial donations during the conflict to local NGOs, which then used the 
money to purchase BMS, bottles, etc. For example, as described above, Lana Al Mostakbal obtained 
funding from Oxfam Quebec to procure and distribute infant formula directly to mothers. 
 
Save the Children 
In terms of funding by Save the Children to local NGOs, it has been very hard to ascertain retrospectively 
what funding was provided by which Alliance member, what the funding was used for, and whether any 
restrictions or guidelines about infant feeding were attached to that funding. Early on during enquiries, 
the local partners realised that they were being questioned on this issue for a reason and so may have 
provided the ‘correct’ answers rather than describing what actually happened. Overall, it appears that the 
Save the Children Alliance did not procure infant formula, although unilateral funding by Alliance 
members was provided for this purpose, including to the following local NGOs: 
 
(i) NABA’A  
Save the Children Sweden gave funding (US$10,000) to its local partner NABA’A during the conflict. 
Part of this funding was designated for the procurement of infant formula (Table 6), which was 
“distributed to those mothers suffering who can’t feed their babies” in IDP centres, including schools, 
religious centres, clubs and warehouses, and to some families staying in houses. NABA’A also reportedly 
had “advocacy and social activities with mothers” on breastfeeding. 
 
Table 6: Number and types of tins of BMS distributed by NABA’A 
Total number of tins of infant formula 
distributed 

Type and quantity of formula distributed 

Total number of tins: 1,620   
1,520 tins to displaced families in Saida area 
100 tins distributed to families in Teir Hirfa 
village after the end of the conflict 

< 6 months = 870 cans for 435 children 
> 6 months = 750 cans for 375 children 
400 cans of Nido milk were distributed for children 
aged 5–15 years in five IDP centres in Saida area 

 
Save the Children UK also gave funding (US$20,000) to NABA’A, but it was not used for the 
procurement of infant formula or bottles. However, it was used to purchase and distribute powdered milk; 
it is not known whether this was used as a BMS, but it still contravenes Operational Guidance 6.4.1 
which states that milk products should never be part of a general distribution. 
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(ii) DPNA 
During the conflict, volunteers of DPNA distributed milk and diapers to (a) 71 centres where 75,000 IDPs 
were living; (b) IDP centres in villages between Saida and Jezine; and (c) the blockaded families at Tyr. 
During the interview, DPNA said it obtained funding for diapers and milk from Save the Children UK, 
possibly through the Save the Children offices in Jordan, but the Jordan office denies this. However, it did 
receive the sum of US$40,000 from Save the Children US, a unilateral donation to support a longstanding 
partner in the region. (Other funds were received from SPF, Mennonite, MECC, Catholic Relief Services 
(CRS) and also the Karim Rida Said Foundation (KRSF) who stipulated that the funding could be used by 
the DPNA’s emergency programme for babies’ milk and other items (such as bottles) if required. 
 
DPNA’s programme: DPNA states that the formula distribution was targeted and signed for by mothers. 
It was not distributed for infants under one year old unless a doctor assessed the mother and said that she 
required formula due to stress. The formula was prepared in a kitchen in the school. The volunteers had 
received some training on breastfeeding before the conflict. All children over one year old were given 
Nido (powdered whole milk, which can be used for babies over one year) and families were given 
powdered milk for food.  
 
Guidance: A Save the Children situation report of 26 July states that “DPNA is aware of SC policies 
regarding formula milk for infants and they themselves have adopted the same policy”. However, during 
the interview, DPNA said that CRS was the only agency to provide any guidance on infant feeding issues.  
  
Donations of infant formula by governments to the Higher Relief Commission (HRC) 
 
An unknown number of foreign governments donated infant formula to the Lebanese government’s 
(GoL’s) aid agency, the HRC, to distribute to mothers. The HRC was responsible for co-ordinating and 
distributing all local, regional and international donations received by the GoL. According to its website, 
27,039 children’s food baskets a week had been distributed. A meeting was held with its Director, an 
engineer, who was asked at the start of the conflict to organise the HRC’s distributions. He explained that 
in the 1996 conflict a child’s basket contained, among other things, three small tins of formula milk, two 
cans of Cerelac and one baby bottle. When the 2006 conflict started, he used this list as a basis and then 
obtained additional advice from a doctor, two large pharmacies and his own wife (as they had children), 
and decided to make up five different kits (Table 7), the main difference between them being the size of 
diapers provided.  
 
Table 7: The range of child kits developed by the HRC and the contents relevant to infants 
Child kits Formula bought by the HRC early in the crisis 

and provided in kits (initially 1 tin per basket, 
subsequently 2) 

Bottle 
included in 
kit? 

New-born New-born formula Yes 
1–3 months Nan 1 or SMA 1 Yes 
3–6 months Nan 1 or SMA 1 Yes 
6–12 months Nan 2 or SMA 2 Yes 
12 months–2 years Nan 2 or SMA 2 Yes 

 
At first, the formula was purchased through the two large pharmacies that were still working; they also 
donated items. As the conflict progressed, governments worldwide contacted the GoL and offered 
assistance in terms of money or goods. Since the country’s production had come to a halt, the HRC asked 
for goods, and various countries provided infant formula (the Director was reluctant to disclose the names 
of the countries, but examples of tins seen appeared to be written in Greek). When asked about brands, 
he said that a range of brands of infant formula had been provided (e.g. Almiron Nutricia AR, Nestlé Neslac) 



and that the labels were mainly in English or French, which the HRC regarded as  acceptable. However, it
did reject some formula as it was ‘medicated’ and the sell-by date on some tins was only a month away.  
 
Discussions were held with the Director on whether they had thought of an alternative box for 
breastfeeding mothers, or whether any mothers had rejected the formula, and he replied in the negative on 
both counts. His main concern was ensuring that goods, including infant formula and bottles, were 
distributed to mothers, and although WHO had tried to inform him of the issues related to IFE, he did not 
believe that the distribution of BMS would have a detrimental effect on infants’ health. He had no 
knowledge of the Joint Statement (a document by UN bodies and GoL ministries which setting out the 
issues relating to IFE, protection of breastfeeding and asking for a stop to general distribution of BMS; 
see Appendix 7) despite the fact that the HRC is the GoL’s own aid agency.  
  
At the time of interview (September 2006) the HRC was still distributing the child kits to municipalities 
(who then distributed it according to need) once every two weeks; in the following two days, it was going 
to distribute a total of 924 kits. The Director envisaged that this distribution would need to continue for 
about four to five months because people had lost their harvests as a result of the conflict, and so did not 
have money to buy these things.  
 
(Note: After this meeting, the findings were reported to the Higher Council for Childhood, LABA and 
UNICEF, which all promised to act to ensure that the general distribution of infant formula and bottles 
was stopped. Later, when the Save the Children consultant spoke to the HRC, it emphasised that it was 
trying to protect breastfeeding and was not encouraging mothers to formula feed). 
 
Violations of the Code 
• The formula donated by foreign governments was not in Arabic and hence violated Article 9.2 of the 

Code. 
• The BMS and bottles were not targeted at infants that needed it; this is a violation of Article 6.6 and 

the 1994 Resolution as BMS was given out without adhering to all the conditions that are necessary. 
 
Donations of follow-on formula and complementary foods 
 
The Imam Sadr Foundation  

 21

Complementary food, including a strawberry drinkxxvii and tins 
of liquid milk (pictured right), were donated to the 
Foundation’s clinics to distribute. The clinic nurses did not 
know who they were from. The label on the tins of milk 
appeared to be written in Greek, and it was therefore 
impossible to determine what they were and whether there was 
a warning not to use it as a BMS or how to modify it (potential 
Code violation of Article 9.3). The Foundation was also 
distributing follow-on formula donated by an individual to the 
clinics for distribution to “poor mothers” – a violation of the 
1994 Resolution and Operational Guidance 6.4.2.                                                                                                            
 
International Committee of the Red Cross (ICRC) 
ICRC did not distribute infant formula (this is its policy) but did give complementary foods for babies 
from four to six months of age. 
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8. Other NGOs interviewed with infant feeding programmes 
 
- ACF considered providing formula during the crisis and was given some tins by MSF; however, it did 
not do this. Post-conflict, it employed health workers, who were working in the schools during the 
conflict, to talk to families about breastfeeding 
- ANERA: Post-conflict, ANERA provided its partners’ volunteers with training on IFE and gave them 
the Save the Children IFE leaflets (Appendix 5). It also developed flashcards. 
- CARE: Post-conflict, CARE developed a programme specifically on infant feeding and support for 
pregnant and lactating women; this programme involved provision of fresh food, breastfeeding advice, 
targeting BMS and complementary foods. 
 
 
9. The role of UNICEF and WHO 
 
UNICEF 
According to the Operational Guidance, UNICEF has very important roles to play in terms of infant 
feeding (see Appendix 2; ‘Operational Guidance’ issues specifically related to UNICEF are underlined 
and in italics). However, it failed to fulfil its role in Lebanonxxviii. The primary difficulty was that 
according to the Guidance, UNICEF should be the co-ordinating agency in the field on infant feeding 
issues. In reality, though, both during and after the conflict, UNICEF appeared to many agencies to be 
unable to provide the leadership needed on infant feeding issues. The head of the UNICEF nutrition 
programme and cluster lead lacked technical experience on infant feeding during emergencies. He felt 
that an emergency was an inappropriate time to address infant feeding issues and also believed that any 
monitoring or regulation of BMS distribution was not possible at such a time. Under his leadership of the 
Nutrition Cluster, infant feeding was not given priority until late. UNICEF declared the closure of the 
Nutrition Cluster on 28 August, which was considered premature by the Cluster members as there was no 
means to follow-up the action points. 
  
The effect of the above was that, contrary to the description of its role given in the Operational Guidance, 
UNICEF failed to: 
 
• co-ordinate or distribute agency policies on infant feeding (Operational Guidance 3.1) 
• provide any capacity-building or technical support (Operational Guidance 3.2) – Save the Children 

had to provide technical support to other agencies, e.g. ACF, LABA, IMC and AMEL. 
• co-ordinate assessments or ensure that results were shared (Operational Guidance 4.1); this was only 

done among some agencies, as a courtesy 
• consult with any agencies on the decision to accept, procure, use or distribute BMS (Section 6) – Save 

the Children and WHO did this where possible 
• train, and support agencies in training, staff and mothers on how to safely prepare and use the BMS 

(Operational Guidance 6.2.4) – Save the Children did this locally without the support of UNICEF 
• guide the collection and storage of any donations of BMS, bottles and teats, and any commercial baby 

foods that were not prevented from entering Lebanon. Nor did it develop a plan for their safe use 
(monitored and under supervision), or their eventual destruction, to prevent indiscriminate distribution 
(Operational Guidance 6.3.4.) (see discussion on this issue in section 12 of this report). 

 
Moreover: 
 
• Many INGOs and local NGOs did not even know of the existence of the Operational Guidance and 

the Code, nor were they provided with that information by UNICEF. Save the Children took on this 
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.  

responsibility and also widely distributed its leaflets (see Appendices 5 and 6) as a general guide to 
agencies on the issues concerning IYCF during/after an emergency. 

• There was little intersectoral co-ordination by UNICEF; the issue of IFE, the Operational Guidance, 
the Code and the existence of the Joint Statementxxix (Appendix 7) were not brought up by UNICEF 
at the other sector cluster meetings, but by the Save the Children consultant

• No leaflets or posters in Arabic on breastfeeding for mothers or health workers were available. 
UNICEF’s support in obtaining or producing these would have been very useful.  

• Significant delays occurred in dealing with any infant feeding issues and programmes. For example:  
– LABA submitted to UNICEF and WHO a proposal for breastfeeding training that was due to start 

in August; at time of writing this had still not been approved. 
– On 15 August, it was minuted that UNICEF/WHO/MOPH were working on a Joint Statement on 

the Promotion of Breastfeeding and Infant and Young Child Feeding practices.xxx However, it 
took weeks for it to be finalised,xxxi and subsequently weeks longer for the Lebanese government 
ministries to sign the document and return it to UNICEF (this was finally done at the end of 
September). This meant that, in the absence of a policy paper that could be quickly distributed to 
all NGOs (and to the media), agencies continued with their practices, which in many cases were in 
violation of the Code and not in accordance with the Operational Guidance. 

 
The role played by UNICEF in infant feeding took a positive turn in mid-September, when an action 
plan was drawn up and a steering group established. The plan included: the distribution of the Joint 
Statement to international and local NGOs (including the HRC) and the media, along with a campaign 
on breastfeeding and infant feeding issues (incorporating World Breastfeeding Week); a variety of 
infant feeding trainings consisting of ‘Training of Trainers’, training for local NGOs and health 
workers and seminars for doctors/consultants and other groups e.g. Imams; revitalisation of the Baby-
Friendly Hospital Initiative; the development of national policies on breastfeeding and 
complementary feeding (as well as infant nutrition); and advocacy for extending maternity leave 
(currently one month). Also, following advice from Save the Children, UNICEF and the steering 
group were urged to advocate for the Joint Statement to be incorporated into the Lebanon Disaster 
Management Plan (that was due to be finalised in a meeting in Beirut in December 2006).  

 
WHO 
Although WHO is not mentioned in the Operational Guidance, it did play a key role in IYCF issues, 
including:  
 
• WHO was the only agency (apart from, latterly, Save the Children) to provide a press release on 

infant feeding.xxxii (There are no details on the impact of this press release in terms of either agencies’ 
or public reaction.)   

• WHO attempted to draw the HRC’s attention to the Code, the risks of freely distributing BMS and 
IYCF best practices in emergencies.  

 
 
10. Save the Children Alliance’s decision not to donate or provide funding 
for infant formula after the conflict 
 
Save the Children Alliance members were often asked by municipalities, nurses and mothers in general 
for infant formula. However, formula was not procured or distributed directly by the Save the Children 
Alliance during or after the Lebanon conflict. Many reasons for this have already been discussed when 
describing the activities of other NGOs that did distribute BMS. These and other contributory factors 



behind the decision not to donate or provide funding for infant formula post-conflict are summarised 
below. 
 
Good availability of infant formula in the south 
Infant formula can only be bought in pharmacies (along with feeding 
bottles). Pharmacies were opening as people were returning south and all 
pharmacies assessed had a large selection of types of formula at the 
same price as before the conflict, which would indicate that there was 
not a shortage. People also had access to transport and were freely 
moving on the UXO-cleared roads from village to village, and therefore 
access to a pharmacy was not a problem. 
 

Infant formula displayed in a pharmacy  
Infant formula was affordable to most people 
Although the price of formula had not increased, it could have been argued that, as people’s livelihoods 
and homes had been destroyed, they did not have the finances to afford the infant formula. However, the 
Save the Children livelihood assessmentxxxiii showed that people appeared to have “a strong economic 
capacity to cope… Many families [were] able to use savings, to receive support from relatives and the 
wider community, and to manage by cutting expenditure on non-essential items…”. 
 
Requirements of the Operational Guidance 
The Guidance is quite extensive and meeting its requirements takes dedication, proper programming, 
long-term commitment and funding. For example, it states that BMS should be targeted at infants only 
after they have been assessed; there should be education on safe preparation of BMS and follow-up of 
this at home; infants given BMS should be monitored and weighed at least twice a month; and the supply 
of BMS should continue for as long as the infant needs it (potentially up to 12 months of age). There are 
also training and programming requirements on breastfeeding that go alongside any distribution. The 
Save the Children Alliance was not in a position to provide the necessary resources to ensure that the 
programme adhered to the Operational Guidance.       
 
Local NGOs lacked capacity to follow the Guidelines 
During the post-conflict phase, it was also decided not to give funding to local NGOs or provide them 
with the formula to distribute. In addition to the reasons detailed above, it was clear during meetings with 
partners that they did not have the capacity, expertise or time to follow the Operational Guidance when 
distributing formula. The mandate of the Operational Guidance is to assist “decision-makers, planners 
and donors to meet their responsibilities”; the Save the Children Alliance therefore has a duty to ensure 
that a partner can and will follow the Operational Guidance if it has provided the funding or BMS; this 
could not be achieved. 
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III: FOLLOW-UP TO THE ASSESSMENT 
 
 

11. Infant feeding consultant’s activities 
 
Revised objectives 
 
Following the assessment, the consultant’s objectives were revised as follows:   
 
• Advocate for appropriate feeding practices and BMS distribution, according to the Code and the 

Operational Guidance. 
• Maintain ongoing records and analysis of the situation with regard to IYCF feeding practices, BMS 

distribution, Code violations and adherence to the Operational Guidance. 
• Ensure that carers/mothers and infants from areas affected by the conflict have access to accurate 

infant feeding advice and support.  
• Ensure, in areas where Save the Children and the local partners are working, that this information and 

support can be obtained in a safe, protected place. 
• Ensure that accurate infant feeding information is available on the ground for any future emergency in 

Lebanon, and identify ways to ensure that an appropriate and correct infant feeding strategy is 
encompassed in future Lebanese emergency preparation planning.  

 
Activities undertaken in light of revised objectives 
 
This report has already highlighted the main issues and Save the Children’s response in terms of the first 
and second objectives. In order to fulfil the other objectives, the activities listed below were undertaken. 
 
Leaflets 
Leaflets were produced for mothers and health workers, and distributed locally and nationally. Leaflets 
are an effective way of providing accurate information quickly to a large number of people. However, 
despite exhaustive searches, the only existing leaflets found were a few sample leaflets on infant feeding 
in Arabic (produced by LABA; they were out of print). Save the Children therefore produced two leaflets 
(one for mothers, the other for health workers) on infant feeding during and after emergencies (see 
Appendix 5), had them translated into Arabic and then photocopied (1,800 leaflets for mothers and 800 
for health workers). These were then distributed to the Foundation’s clinics, where Save the Children was 
working, to local and international NGOs, through cluster meetings, displayed on websites and given out 
during infant feeding training (see Appendix 6 for distribution details). Flashcards were produced by 
ANERA and LABA with technical assistance from Save the Children, who committed to ordering 10,000 
cards: 2,000 to be distributed through the Foundation’s clinics, and 8,000 through LABA, which was to 
distribute them through its network of local NGOs, hospitals and clinics. Copies of the Code, the 
Operational Guidance and the ENN modules were also widely distributed. 
 
Training  
National training 
According to the minutes of an earlier Nutrition Cluster meeting, breastfeeding training was due to start 
around 17 August; however, at time of writing this had still not started. The Nutrition Cluster asked 
LABA to produce a breastfeeding training proposal, which it submitted to UNICEF and WHO.xxxiv In 
essence, the aim was to train 25 health professionals on infant feeding in nine regions over a three-month 
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period, using UNICEF’s 20-hour coursexxxv and Emergency Nutrition Network (ENN) Modules 1 and 
2.xxxvi   
 
Local training 
Unfortunately, it was not possible to find an available Lebanese infant feeding trainer. Therefore, the 
consultant (along with an interpreter) provided infant feeding training to the nurses and staff in all six of  
the Foundation’s clinics where Save the Children was working; to the Foundation’s Maternity School and 
staff in Tyr; to the Hariri Foundation’s volunteers; and to DPNA’s volunteers – a total of 84 people. Also 
included in the final training were local Save the Children staff.  
 
Cups 
There was some debate about whether women in Lebanon would or would not cup-feed, which is a safer 
method of formula feeding, as it can be cleaned easily whereas bottles need to be sterilised. Although the 
leaflet had information on this and training was given to nurses, it was thought that a cup distribution 
might further encourage some mothers. This was therefore carried out, alongside a diaper distribution, 
following a breastfeeding/infant feeding talk provided by the clinic nurses (in order to ensure that mothers 
had the correct information and also to empower the nurses); the Save the Children nurses provided 
support and additional help as required. 
  
Breastfeeding support groups  
Clinic nurses were in principle in favour of breastfeeding support groups. Save the Children provided 
clinics with toys to keep young children occupied so that mothers could participate in talks given on 
appropriate infant feeding practices, and form groups. It is hoped that this will spread through the 
Foundation’s clinics if found to be successful. 
 
Radio press release 
Mothers and the public need to know the facts about breastfeeding, the risks of formula feeding and the 
use of bottles, especially during such a vulnerable time. Early on, radio was identified as a way of 
accessing a large number of mothers. However, with the promised release of the Joint Statement together 
with a media campaign, this activity was put on hold. Eventually, it became evident that it was taking too 
long for the Joint Statement to be released and that the need to provide information to mothers and 
agencies was pressing. The press release (see Appendix 8) was developed, translated into Arabic and 
emailed to all licensed radio stations in Lebanon on 19 September.  
 
 
12. Contingency planning for any future conflict 
 
The points of the UNICEF/WHO action plan (see Section 9, above) should be regarded as part of the 
Lebanese contingency planning, as they will provide awareness, trained personnel and resources on infant 
feeding. However, it is also vitally important that Lebanon develops a disaster management plan. The 
assessment conducted by Save the Children indicates that the following issues should be included in the 
Lebanese emergency plans: 
 
• The Joint Statement: This is an extremely important document, which has now been signed by the 

GoL and should form the basis of any contingency plans on infant feeding. This issue was raised by 
Save the Children with UNICEF, and is now part of the UNICEF/WHO action plan, and UNICEF 
committed to advocate for any contingency plans to be based on the Joint Statement. WHO was also 
supportive of this initiative.  
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• Municipalities: All NGOs and agencies have to introduce themselves to the relevant municipality 
before starting any programming activities, and as such they are in an ideal position to provide 
guidelines and lay down restrictions to local and international NGOs on the distribution of BMS and 
bottles during an emergency. For the municipalities to be able to do this, the GoL must educate and 
provide guidelines to them on accepting and distributing infant formula and bottles – this could be 
done through the provision of a copy of the Code, Operational Guidance and the Joint Statement, 
although a specific document for municipalities may be more effective.  

 
• The Higher Relief Commission: One of the main general distributors of infant formula during the 

conflict and subsequently was the HRC, the GoL’s own aid body. Any contingency plans relating to 
appropriate infant feeding practices must include the HRC in their development and include its 
workers in the target audience. It is also important that items to be incorporated in any future ‘child’s 
basket’ are determined before a crisis happens so that members of the HRC do not feel pressurised by 
the situation. Moreover, there should be an in-built information distribution structure whereby, during 
or after the crisis, key members of the HRC are informed immediately of any GoL policy decisions, 
e.g. on infant formula distribution.  

 
During the mission, it became clear that while a formal contingency plan was necessary, this would take 
time to develop and would not automatically involve all the relevant issues concerning IFE. Rather than 
just advocating for contingency plans to be set up, the activities listed below were designed to ensure that 
Lebanon has trained personnel, information and resources in place if another crisis were to happen.  
 
• Training on infant feeding in emergencies: The training of the nurses in the clinics, local NGO 

volunteers, and students at the Tyr nursing school (including the staff, who were also given 
documents on infant feeding in emergencies to be used in future courses) all helps to ensure that if the 
conflict happens again, there will be people in-country who know about the issues and how to give 
mothers practical help. 

 
• Breastfeeding/infant feeding education sessions: These sessions, to be provided in the Foundation’s 

clinics by the nurses, are important. They will provide mothers with information on increasing milk 
supply, relactation, safe formula preparation, cup feeding and so on, information which the women 
will take with them into any future emergency. During these sessions, as well as fundamental 
breastfeeding knowledge, mothers are also taught the truth about common myths such as those about 
the effects of stress and poor nutrition, and it is hoped that this will ensure that in any future conflict 
women will continue to breastfeed. Cup feeding was also a new idea to many and, although women 
may not use that information immediately, they will have that knowledge in case they need it in the 
future. 

 
• Distribution of infant feeding leaflets: The widespread distribution of the infant feeding leaflets in 

English and Arabic means that in a future emergency, groups and individuals will be more aware of 
the relevant issues and appropriate advice. Moreover, this leaflet can, at the start of any crisis, be 
photocopied and distributed so that problems are prevented. Save the Children also widely distributed 
copies of the Operational Guidance, the Code and the ENN modules as resources to be used in 
training on infant feeding and in case of a crisis. 

 
• Raising awareness: Raising awareness on infant feeding issues, the Operational Guidance, the Code 

and policies during individual and cluster meetings with local and international NGOs was important 
in that it made people aware that IFE is an important issue and that guidelines exist. Again, while 
people may not use this information immediately, hopefully they will remember it when needed. This 
is an important element in contingency planning because it raises awareness both among groups 
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resident in Lebanon and also among aid workers, who will then move to other emergencies with this 
knowledge about infant feeding issues. 

 
 
 
13. Changes to the Operational Guidance 
This study highlighted some of the practical problems that can arise when dealing with infant feeding in 
an emergency.  One issue that caused particular difficulties for field based staff was whether or not it was 
possible to donate formula to hospitals and clinics without violating the Code.  Similarly the Code and 
Operational Guidance were found not to be sufficiently clear on what should be done with excess supplies 
of BMS which had already entered the country.  These concerns were raised at the IFE Strategy Meeting 
November 2006 and discussed in Field Exchange December 2006 Issue 26.  The IFE Core Group and SC 
Consultant Nutritionist addressed these areas of concern and as a result the Operational Guidance has 
been amended; version 2.1 is now available on the ENN website.  The relevant sections of the revised 
Operational Guidance are given below: 
 

Operational Guidance 6.4.1: 
Where criteria for the use of BMS are met, infant formula purchased by agencies working 
as a part of the nutrition and health emergency response may be used in or distributed by 
the healthcare system.  However, distribution should be carried out in a discrete manner 
and not as a part of the general food aid to prevent spillover. 
 
Operational Guidance 6.1.3 
Any donations of BMS, milk products, bottles and teats that have not been prevented should 
be collected by a designated agency, preferably from points of entry to the emergency area, 
under the guidance of the co-ordinating body.  These should be stored until UNICEF or the  
designated nutrition co-ordinating agency,  together with the government if functional,  
develops a plan for their safe use or their eventual destruction. 

 
 
14. Recommendations 
 
In Lebanon 
 
Agencies working in the area of infant feeding should consider undertaking a partnership with LABA. 
This organisation is involved in advocacy, Lebanese policy and practical infant feeding issues. LABA 
would provide an in-country information resource on infant feeding issues (including the Code), and 
training programmes. 
 
General 
 
• As UNICEF is the co-ordinating body set out in the Operational Guidance, it is vital that its field staff 

have the capacity to undertake this role. 
 
• During an emergency, infant feeding should be an integral part of the business of the Nutrition/Health 

Cluster e.g. as malnutrition is, and as such it should be mentioned in feedback to the General Co-
ordination Cluster. This is important, as matters concerning infant feeding may relate to issues 
discussed in other cluster meetings. For example, Water and Sanitation (WATSAN) needs to be aware 
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of the water requirements for the preparation of BMS, and if bottled water is distributed, its sodium 
content needs to be regulated.   

 
• An advocacy and awareness campaign on the Code and the Operational Guidance is required for 

NGOs, particularly those that tend to be on the ground early during emergencies. 
 
• INGOs are increasingly working with partners rather than employing their own staff and 

implementing their own programmes. This means that they may not be directly associated with the 
distribution of BMS, even if they purchased it or provided the funds for its purchase. This can 
distance them from responsibility for a partner’s actions. However, all donor agencies must be 
accountable for full Code compliance by their partners and ensure that the Operational Guidance is 
followed. 

 
• Donor agencies should first assess a partner’s capacity to comply with the Code and Operational 

Guidance before entering into an agreement with them. 
 
• The ENN modulesxxxvii on IFE should include an extra section on infant feeding issues in developed 

countries, where the majority of mothers formula- and bottle-fed pre-crisis. It is especially important 
to have a full explanation as to why infant feeding issues and the promotion of breastfeeding is 
essential at the emergency stage of programming, rather than delaying these to post-emergency 
programming.  

 
• There is a need to develop and field-test a range of questionnaires on IYCF practices for use in 

emergencies for different stakeholders, e.g. mothers, health workers, NGOs, local authorities.  
 

• A standard questionnaire for NGOs to establish their involvement with infant feeding issues, 
including any purchase, donation and distribution of infant formula and/or powdered milks, bottles, 
complementary foods etc, should be developed and field tested for use in emergencies. It is suggested 
that UNICEF (as IFE co-ordinator as set out in the Ops Guidance) develop this questionnaire and as 
Nutrition Cluster lead sends it out at various stages during an emergency to develop a profile of what 
is happening in the field.  

- The questionnaire should be distributed via the health and nutrition clusters but not 
exclusively so, as other agencies may be involved in this issue in a particular emergency. 

- It is very important that the questionnaires are not seen as the end of the process. For those 
agencies involved with BMS, bottles, complementary foods and so on, follow-up by interview 
will be necessary to elicit some more detailed information about how the BMS was obtained, 
its distribution, targeting, monitoring and any education being undertaken.  For those agencies 
who do not respond to the questionnaire interviews will have to be conducted. There should 
also be cross-checks to ensure that the information being provided is correct, for example, if a 
local NGO states that an INGO provided them with BMS, the response of the INGO to the 
questionnaire should be checked.  

 
• There is a need to ensure that the importance of IFE is more widely recognised by all agencies, both at 

head office and field levels. When head office has a policy on IFE (and/or the agency supports the 
Ops Guidance) this should be disseminated to all departments including procurement and funding, as 
well as to field staff and partners. Short talks on the relevant issues to all departments and briefing 
papers for field staff would both assist in this matter. 

 
   
 



15. Conclusion 
 
This study illustrates how inappropriate infant feeding activities can become part of an emergency 
response.  Many of those interviewed said that there was not time during the conflict to implement the 
recommended activities, such as monitoring agencies, setting up guidelines, co-ordinating the distribution 
of BMS, or supporting women to breastfeed because other activities had to take priority.  Others simply 
did not know what the recommended best practice was.  All actors involved in infant feeding must not 
lose sight of the fact that if the Code and the Operational Guidance are not followed, then the health of 
babies will be put at risk. 
 
Save the Children UK hopes that by producing this report the steps that have already been taken to train 
and inform mothers, medical staff and others about the safest ways to feed infants will continue and that 
the other recommendations will be undertaken.  The Code and the Operational Guidance together provide 
a comprehensive basis for protecting infants’ health through appropriate feeding methods.  There is no 
reason why these crucial documents should not be made available to everyone involved in this issue.  All 
agencies implementing or funding infant feeding programmes must be responsible for ensuring that these 
guidelines are complied with fully. 
 
By building on the work already initiated and implementing the recommendations set out in this report, 
Lebanon will be better prepared to protect the well-being of its infants in any future emergency, and those 
personnel who move on to work in emergencies elsewhere will have the knowledge to implement 
programmes for optimal infant feeding.  
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Appendix 1:  Summary of ‘The International Code of Marketing of 
Breastmilk Substitutes’ (the ‘Code’) and subsequent resolutions with 
particular relevance to emergencies  
 
The Code was developed by a collective group, including NGOs and with representation from the infant 
food industry. It was finally endorsed by the World Health Assembly (WHA) in 1981 (WHA 34.22).   
 
The Code sets out the responsibilities of the different actors including the infant food industry, health 
workers, national governments and concerned organisations in relation to the marketing of breastmilk 
substitutes, bottles and teats as well as information in relation to the use of these products. Since it was 
introduced, various resolutions have also been passed that have the same authority as the full Code. The 
Code is a minimum requirement to be enacted in its entirety by all countries. 
 
The Code has 11 articles: 
1. Aim of the Code 
2. Scope of the Code 
3. Definitions 
4. Information and education 
5. The general public and mothers 
6. Health care systems 
7. Health workers 
8. Persons employed by manufacturers and distributors 
9. Labelling 
10. Quality (the food products should adhere to the Codex Alimentarius standards) 
11. Implementation and monitoring 
 
The most important parts of the Code relating to infant feeding in emergencies are: 
a. The aim: “The aim of the Code is to contribute to the provision of safe and adequate nutrition for 

infants, by the protection and promotion of breastfeeding, and by ensuring the proper use of 
breastmilk substitutes, when they are necessary, on the basis of adequate information and through 
appropriate marketing and distribution.”xxxviii  

b. The scope: The Code applies to any product which is marketed or otherwise represented as a partial 
or total replacement for breastmilk, and to feeding bottles and teats. 

c. Advertising - no advertising of the above products to the public.  
d. Samples - no free samples to mothers, their families or health workers (‘Sample’ means ‘single or 

small quantities of a product provided without cost’.  
 
 Health Care facilities (Article 6): 

- No promotion of products i.e. no product displays, posters or distribution of promotional material.  
- Article 6.5: ‘Feeding with infant formula… should be demonstrated only by health workers, or other 

community workers if necessary; and only to the mothers or family members who need to use it; and 
the information should include a clear explanation of the hazards of improper use’.  

- According to Article 6.6. of the 1981 Code: ‘Donations or low-price sales to institutions or 
organizations of supplies of infant formula or other products within the scope of this Code, whether 
for use in the institutions or for distribution outside them may be made. Such supplies should only be 
used or distributed for infants who have to be fed on breast-milk substitutes. If these supplies are 
distributed for use outside the institutions, this should be done only by the institutions or 
organizations concerned. Such donations or low-price sales should not be used by manufacturers or 
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distributors as a sales inducement.’ However, the 1994 Resolution (WHA 47.50) states that ‘There 
should be no free or subsidised supplies of breastmilk substitutes or other products covered by the 
Code in any part of the health care system’. 

- Article 6.7: Where donated supplies of infant formula or other products within the scope of this Code 
are distributed outside an institution, the institution or organisation should take steps to ensure that 
supplies can be continued as long as the infants concerned need them. Donors, as well as institutions 
or organisations concerned, should bear in mind this responsibility. 

 
 Health care workers (Article 7): No gifts or samples should be given to health care workers by 

manufacturers unless for the ‘purpose of professional evaluation or research at the institutional level’. 
Article 7.7: ‘Health workers should not give samples of infant formula to pregnant women, mothers 
of infants and young children, or members of their families.’ 

 
 Supplies – No free or low cost supplies of breastmilk substitutes to maternity wards and hospitals 

(The 1994 WHA Resolution (WHA 47.50) states that they should not be in any part of the health care 
system) (‘Supplies’ means ‘quantities of a product provided for use over an extended period, free or at 
a low price, for social purposes, including those provided to families in need’. 

 
 Information – Governments have responsibility to ensure that there is objective and consistent 

information on IYCF, explaining the benefits and superiority of breastmilk, and costs and hazards 
associated with artificial feeding. Manufacturers should provide only scientific and factual 
information to health workers and should never seek contact with mothers. 

 
 Labels (Article 9):  

Article 9.2: 
- The label must be ‘in an appropriate language’, it should also be ‘easily readable and understandable’;  
- must state ‘Important Notice’ or the equivalent;  
- must clearly state superiority of breastmilk;  
- include a statement that the product should only be used on the advice of a health worker ‘as to its use 

and the proper method of use’  
- include instructions for appropriate preparation, and a warning against the health hazards of 

inappropriate preparation. 
- There must be no pictures of infants, nor ‘pictures or text which may idealise the use of infant 

formula’. The terms ‘humanized’ ‘materialized’ or similar terms should not be used. 
Article 9.4: 

- The label should also state the following (a) the ingredients use; (b) the composition/analysis of the 
product; (c) the storage conditions required; and (d) the batch number and the date before which the 
product is to be consumed, taking into account the climatic and storage conditions of the country 
concerned. 
 Products – Unsuitable products should not be promoted for infants such as powdered or sweetened 

milk. All products of high quality. Manufacturers and distributors should comply with the Code 
independently of government action to implement it. NGOs have a responsibility to report any 
violations to governments and to manufacturers. 

 
The WHA resolutions most relevant to emergencies are: 
◙ The 1981 Resolution (WHA 34.22) stresses that the Code is a ‘minimum requirement’ to be enacted 
‘in its entirety’ by all countries, that it should be translated into ‘national legislation’ and that it should be 
monitored. 
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◙ The 1986 Resolution (WHA 39.28) state that any food or drink given before complementary food is 
required may interfere with breastfeeding (<6 months of age) 
 
‘Ensure the small amounts of breastmilk substitutes needed for the minority of infants who require them 
in maternity wards and hospitals are made available through the normal procurement process and not 
through free or subsidised supplies.’ 
 
The practice being introduced in some countries of providing ‘follow-up milks’ for older children is not 
necessary. 
 
◙ The 1992 Resolution (WHA 45.34) reaffirms that during the first 4–6 months no other foods or fluids 
(even water) except breastmilk are required. 
 
◙ The 1994 Resolution (WHA 47.50) states that: 
- mothers should be supported in their choice to breastfeed, obstacles should be removed and 

interference prevented in health services, the workplace or the community  
- complementary feeding should be introduced from about 6 months of age 
-  There should be no free or subsidised supplies of breastmilk substitutes or other products covered by 

the Code in any part of the health care system 
- ‘To exercise extreme caution when planning, implementing or supporting emergency relief 

operations, by protecting, promoting and supporting breast-feeding for infants, and ensuring that 
donated supplies of breast-milk substitutes or other products covered by the scope of the International 
Code be given only if all the following conditions apply: 

 (a) Infants have to be fed on breast-milk substitutes…. 
 (b) The supply is continued for as long as the infants concerned need it; 
 (c) The supply is not used as a sales inducement’ 
 
◙ The 2001 Resolution (WHA 55.2) states that exclusive breastfeeding should be promoted, protected 
and supported for 6 months as a global public health recommendation, taking into account the findings of 
the WHO expert consultation on optimal duration of exclusive breastfeeding, [as formulated in the 
conclusions and recommendations of the expert consultation (Geneva, 28 to 30 March 2001) that 
completed the systematic review of the optimal duration of exclusive breastfeeding (see document 
A54/INF.DOC./4)] and to provide safe and appropriate complementary foods, with continued 
breastfeeding for up to two years of age or beyond. 
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Appendix 2: Summary of ‘Infant and Young Child Feeding in 
Emergencies: Operational Guidance for Emergency Relief Staff and 
Programme Managers’; Version 2.0, May 2006 
 
First produced by the Interagency Working Group on Infant and Young Child Feeding in Emergencies in 
2001. Version 2 has been produced by current members of the IFE Core Group – UNICEF, WHO, 
UNHCR, WFP, International Baby Feeding Action Network – Geneva Infant Feeding Association 
(IBFAN-GIFA), CARE USA, Fondation Terre des hommes and the Emergency Nutrition Network 
(ENN). 
 
Note: Those items with particular reference to UNICEF are underlined and in italics.  

 
Mandate: “This document assists with the practical application of the Guiding Principles for Feeding 
Infants and Young Children in Emergencies (WHO, 2004), the Policy and Strategy Statement on Infant 
Feeding in Emergencies (ENN, 1999), and the International Code of Marketing of Breastmilk Substitutes 
(WHO, 1981) and subsequent relevant World Health Assembly (WHA) resolutions. It complies with the 
Sphere Project (2004) and other international emergency standards. It is also a contribution that aims to 
assist decision-makers, planners and donors to meet their responsibilities set out in the 
UNICEF/WHO Global Strategy on Infant and Young Child Feeding (WHO, 2003), in Article 24 of the 
Convention of the Rights of the Child (A/RES/44/25. 20 November 1989) and the Call for Action 
contained in Innocenti Declaration 2005 on Infant and Young Child Feeding welcomed unanimously by 
the 2006 WHA (A59/13).” 
 
Aim: “The aim of this document is to provide concise, practical (but non-technical) guidance on how to 
ensure appropriate infant and young child feeding in emergencies. A number of elements are also 
applicable in non-emergency settings.” 
 
KEY POINTS 
1. Appropriate and timely support of infant and young child feeding in emergencies (IFE) saves 
lives. 
 
2. Every agency should endorse or develop a policy on IFE. The policy should be widely 
disseminated to all staff, agency procedures adapted accordingly and policy implementation 
enforced (Section 1). 
 
3. Agencies should ensure the training and orientation of their technical and non-technical staff in 
IFE, using available training materials (Section 2). 
 
4. Within the United Nations (UN) Inter-agency Standing Committee (IASC) cluster approach to 
humanitarian response, UNICEF is likely [to be] the UN agency responsible for co-ordination of IFE 
in the field. Also, other UN agencies and NGOs have key roles to play in close collaboration with the 
government (Section 3). 
3.1 “In an emergency operation, the following level of co-ordination is required: 
• policy co-ordination: individual agency policies and national policies should provide the basis for 
agreeing the specific policy to be adopted for the emergency operation 
• intersectoral co-ordination: agencies should contribute to relevant sectoral co-ordination meetings 
(health/nutrition, food aid, water and sanitation and social services) to ensure the application of the 
policy 
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• development of an action plan for the emergency operation that identifies agency responsibilities and 
mechanisms for accountability 
• dissemination of the policy and action plan to operational and non-operational agencies including 
donors and the media (e.g. to ensure that aid shipments and donations are in compliance with the 
International Code). 
• evaluation of the success of infant and young child feeding interventions once the emergency operation 
is over.” 
 
3.2 “Capacity building and technical support requirements among operational partners should be 
evaluated and addressed by the coordinating body. Unless additional funding can be secured to meet 
these identified requirements, co-ordination and quality of infant and young child feeding interventions 
will be severely compromised.” 
 
5. Key information on infant and young child feeding needs to be integrated into routine rapid 
assessment procedures. If necessary, more systematic assessment using recommended 
methodologies could be conducted (Section 4).  
4.1 “Assessments should be co-ordinated and results shared through the co-ordinating body.” 
 
6. Simple measures should be put in place to ensure the needs of mothers, infants and young 
children are addressed in the early stages of an emergency. Support for other caregivers and those 
with special needs, e.g. orphans and unaccompanied children, must also be established at the outset 
(Section 5). 
 
7. Breastfeeding and infant and young child feeding support should be integrated into other 
services for mothers, infants and young children (Section 5).  
5.2.2 Integrate breastfeeding and infant and young child feeding training and support at all levels of 
health care – reproductive health services, family planning, maternity services (including the Baby 
Friendly 10 Steps to Successful Breastfeeding, which should be an integral part of maternity services in 
emergencies), immunization, growing monitoring, curative services, selective feeding programmes 
(supplementary and therapeutic) and community health services. This may involve working with all local 
agencies to make sure they are doing this. 
 
8. Foods suitable to meet the nutrient needs of older infants and young children must be included in 
the general ration for food aid dependent populations (Section 5).  
5.1.5 “Before distributing commercial baby foods in an emergency, the cost compared to local foods of 
similar nutritional value and the risk of undermining traditional complementary feeding practices should 
be considered. As a rule, relatively expensive commercial baby foods have no place in emergency 
relief.” 
 
Other elements in Section 5: 
5.2.1 “Train health/nutrition/community workers to promote, protect and support optimal infant and 
young child feeding as soon as possible after emergency onset….to maintain, enhance or re-establish 
breastfeeding.” 
5.2.3 Set up areas for mothers/caregivers requiring individual support with breastfeeding. “Ensure that 
support for artificial feeding is provided in an area distinct from support for breastfeeding.” 
 
9. Donated (free) or subsidised supplies* of breastmilk substitutes (e.g. infant formula) should be 
avoided unless recognised strict criteria are met.** Donations of bottles and teats should be refused 
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in emergency situations. Any well-meant but ill-advised donations of breastmilk substitutes, bottles 
and teats should be placed under the control of a single designated agency (see 6.3.4) (Section 6). 
* Definition of ‘supplies’: “In the context of the International Code, supplies means quantities of a 
product provided for use over an extended period, free or at a low price, for social purposes, including 
those provided to families in need. In the emergency context, the term supplies is used generally to 
describe quantities of a product irrespective of whether they have been purchased, subsidised or obtained 
free of charge.” 
** 6.3.3 All the following three conditions stipulated in WHA resolution 47.5 (1994) must apply: 
(a) infants have to be fed on BMS, as outlined in the guidelines concerning the main health and 
socioeconomic circumstances in which infants have to be fed on BMS (e.g. absent or dead mother, very 
ill mother, relactating mother, HIV+ mother who chooses not to breastfeed, infant artificially fed prior to 
the emergency, etc) 
(b) the supply is continued for as long as the infants concerned need it [6.3.5 “until breastfeeding is re-
established or until at least 6 months and a maximum of 12 months of age”] 
(c) the supply is not used as a sales inducement. 
This information may need to be provided to well-meaning potential donors and the media. 
6.3.4. Any well-meant but ill-advised donations of BMS, bottles and teats, and commercial baby foods 
that have not been prevented, should be collected from all ports of entry by recipient agencies and stored 
centrally under the control of a single agency and under the guidance of the co-ordinating body. A plan 
for their safe use (monitored and under supervision), or their eventual destruction, will be developed by 
UNICEF to prevent indiscriminate distribution. 
6.4.1 “BMS, milk products, bottles and teats should never be part of a general or blanket distribution.” 
6.4.2 “Where criteria for the use of BMS are met, BMS purchased by agencies may be used within the 
healthcare system. In accordance with the International Code, donated (free) or subsidized supplies of 
BMS should not be supplied to the healthcare system.” 
6.4.3 “To protect against the spillover of infant formula in emergency contexts, infant formula should 
only be distributed to caregivers who need it, through a separate and discrete distribution channel 
from that of general food aid and the healthcare system, and directly linked to the assessment by a 
qualified health or nutrition worker.” 
 
10. The decision to accept, procure, use or distribute infant formula in an emergency must be made by 
informed, technical personnel in consultation with the co-ordinating agency, lead technical agencies 
and governed by strict criteria (Section 6). 
6.1 All issues surrounding BMS, milk products, bottles and teats must comply with the International 
Code and all relevant WHA Resolutions. 
6.2.1 Infant formula should only be targeted to infants requiring it, as determined from assessment by a 
qualified health or nutrition worker trained in breastfeeding and infant feeding issues. 
6.2.3 “Distribution of infant formula to an individual caregiver should always be linked to education, 
one-to-one demonstrations and practical training about safe preparation, and to follow-up at the 
distribution site and at home by skilled health workers. Follow-up should include regular 
monitoring of infant weight at the time of distribution (no less than twice a month).” 
6.2.4 “When the use of infant formula is indicated, UNICEF will train, and support agencies in training, 
staff and mothers on how to prepare and use the infant formula safely in a given context.” 
6.3.1 Generic (unbranded) formula is recommended as first choice. In refugee settings UNHCR will 
source infant formula according to UNHCR policy and HQ approval. UNICEF does not supply generic 
infant formula. 
6.3.2 Commercial infant formula should be manufactured and packaged according to the Codex 
Alimentarius standards and have a shelf-life of at least 6 months at time of arrival in country. 
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6.3.6 Labels should be in an appropriate language and adhere to the specific labelling requirements of 
the International Code. 
 
11. Breastmilk substitutes, other milk products, bottles and teats must never be included in a 

 general ration distribution. Breastmilk substitutes and other milk products must only be 
distributed according to recognised strict criteria*** and only provided to mothers or caregivers 
for those infants who need them. The use of bottles and teats in emergency contexts should be 
actively avoided (Section 6). 

 *** As per 6.4.3 above. 
6.3.7 “The use of bottles and teats should be actively discouraged in emergency contexts, due to the high 
risk of contamination and difficulty cleaning. Use of cups (without spouts) should be actively 
promoted.” 
6.4.1 Dried milk products should be distributed only when pre-mixed with a milled staple food and 
should not be given as a single commodity. 
6.4.5 “Availability of fuel, water and equipment for safe preparation of BMS should always be carefully 
considered prior to distribution. In circumstances where these items are unavailable and where safe 
preparation and use of infant formula cannot be assured, an on-site ‘wet’ feeding programme should be 
initiated.” 
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Appendix 3: Summary of the answers provided by mothers during the 
Save the Children questionnaire on their infant feeding practices 
  
Question Number Percentage 

Total number of mothers interviews 20  
Age of children (at time of interview) 
0–4 months 
5–6 months 
>7 months 

 
10 
3 
7 

 
50% 
15% 
35% 

During conflict where did they go? 
School 
House 
Don’t know 

 
12 
7 
1 

 
60% 
35% 
5% 

Currently breastfeeding 
Yes – exclusively 
Yes – Mixed with formula 
Yes – Mixed with milk powder and complementary food 
(TOTAL – yes) 
No – formula only  

 
1 
9 
1 
(11) 
9 

 
5% 
45% 
5% 
(55%) 
45% 

Ever breastfed 20 100% 
Pre-conflict feeding patterns (infants aged between 0-6 
inclusive months before conflict) 
Only breastmilk 
Infant formula (on its own or with breastmilk) 
Powdered milk (on its own or with breastmilk) 

 
 
7 
8 
1 

 
 
43.8% 
50% 
6.2% 

Breastfeeding affected by conflict (infants aged between 3 – 
7 months) 
Stopped completely  
Started mix feeding/reduced breastfeeding 
Increased breastfeeding  

 
14 
5 
8 
1 

 
70% 
25% 
40% 
5% 

Breastfeeding not affected by conflict (infants aged between 
1 ½ months – 1 year 2 months) 
Lack of milk so gave up breastfeeding 
Twins (and milk dried up) 
Continued exclusive breastfeeding 
Continued mix/complementary feeding as child older 

 
6 
2 
1 
1 
2 

 
30% 
10% 
5% 
5% 
10% 

Reasons stopped/reduced breastfeeding during conflict  
(some gave more than one answer) 
Stress 
Lack of food/Food poor affecting amount/quality of milk 
(including not eating due to stress) 
Milk dried up (reason not mentioned) 
Too busy to breastfeed/formula easier 

 
 
10 
8 
 
1 
1 

 
 
50% 
40% 
 
5% 
5% 

Donations received during/after conflict  
(more than one answer could be given) 
 

 
 
 

(Denominator, 
number of 
mothers = 20) 
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Infant formula 
Powdered milk  
Bottles 
 
Porridge (complementary food) 
Didn’t answer 
Nothing received  

13 
8 
9 (always 
with formula) 
3 
2 
1 

65% 
40% 
45% 
 
15% 
10% 
5% 

Donations of formula/powdered milk received from (if 
known) (may be more than one answer given): [Note: one 
mother said that she received 8 tins of formula (from the 
Hariri Foundation) but most got 1 and some 2 tins] 
Hariri Foundation (Two mothers said that they were given the 
wrong type of formula for the age of their child, see Section 7, 
Case study 4) 
Municipality (One mother child >1 yr, given 1 can of 
powdered milk by municipality for child but saw that milk was 
for >4-5 yr olds so didn’t use  it) 
The Higher Relief Commission 
AMEL (Lebanese organisation) 
Serrifund (Lebanese organisation) 
Local political party 
DPNA (Lebanese organisation) 
Army (Mother given 2 tins but didn’t use them as were for 
infants >6 months & her child is 5 months) 

 
 
 
 
3 
 
 
3 
 
 
2 
1 
1 
1 
1 
1 

(Denominator, 
number of 
mothers = 20) 
 
15% 
 
 
15% 
 
 
10% 
5% 
5% 
5% 
5% 
5% 

Formula/powdered milk using at the moment: 
Bought from pharmacy 
*(cost of formula 7,500–12,000 LL depending on type; same 
as pre-conflict) 
Mothers still using supplies donated during conflict 
Don’t know 
(Mothers not using formula/powdered milk) 

 
15*  
 
 
2 
1 
(2) 

 
75% 
 
 
10% 
5% 
(10%) 

Source of water for infant formula/powdered milk 
- Bottled (bought) 
- Tap at home 
(Breastfed exclusively/older child not fed with formula or 
powdered milk) 

 
17 
1 
(2) 

 
85% 
5% 

Was the water for infant formula/powdered milk given to 
infants, boiled? 
- No  
- No but warmed 

(TOTAL NOT BOILED) 
- Yes 
- Sometimes 

(Breastfed exclusively/older child not fed with formula or 
powdered milk) 

 
 
8 
5 
(13) 
4 
1 
(2) 

 
 
40% 
25% 
(65%) 
20% 
5% 
(10%) 

Bottle/cup used in last 24 hours? (for formula/powdered 
milk/water) 
Yes  

 
 
18 

 
 
90% 
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No 
Cup 

1 
1 

5% 
5% 

Stated method of cleaning bottle/cup (may be more than one 
answer) 
Boiled 
Water and soap 
Water 
Salt  
Sterilisation tablets 
Dettol 
Lemon 
Brush 
(Before conflict used freezer to “kill bacteria”) 

 
 
10 
6 
2 
2 
1 
1 
1 
1 
(3) 

 
 
50% 
30% 
10% 
10% 
5% 
5% 
5% 
5% 
(15%) 

Breastfeeding questions to mothers who are breastfeeding at 
all: 
Can the baby suckle well? 
Yes 
No 
Any difficulties with breastfeeding? 
Yes (total) 

- Milk not good 
- Not enough milk 
- Baby stays hungry 

No 
(Mothers reporting that breastmilk has ‘come back’ since 
conflict stopped)  

 
 
 
11 
0 
 
(3) 
1 
1 
1 
8 
(2) 

 
 
 
55% 
0% 
 
(15%) 
5% 
5% 
5% 
40% 
(10%) 

Child had diarrhoea in last 7 days 
Yes  
No 
No, but did during conflict 

 
11 
8 
1 

 
55% 
40% 
5% 

Child healthy? 
Yes 
No 
 
 
 
Reasons (More than one reason given):  
Diarrhoea 
Cough/Nose 
Temperature 
Sore eyes 
Ear infection 
Skin rash 
Teething problems 

 
8 
12 
 
 
 
 
6 
5 
4 
1 
1 
1 
1 

 
40% 
60% 
 
(Denominator, 
total number of 
children = 20) 
30% 
25% 
20% 
5% 
5% 
5% 
5% 
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Child visibly thin? (observation) 
Yes 
No  
Didn’t see child 
 

 
3 
16 
1 

 
15% 
80% 
5% 

Other children: 
Number of mothers with one child 
Number of mothers with other children 
Total number of other children had by the mothers questioned  

 
4 
16 
47 

 
20% 
80% 

Methods of feeding the mother’s other children: 
 
 
 
Breastfed exclusively  
Exclusively breastfed for 4–6 months then  

- mixed with formula 
- mixed with complementary foods  

(TOTAL Exclusive breastfeeding for 4-6 months) 
Exclusively breastfed for very short time then 

- mixed with formula 
- only formula 
- gave formula but unsure whether mixed or only gave 

formula 
Mix fed only 
Formula only 

 
 
 
 
20 
 
5 
3 
(28) 
12 
1 
3 
 
2 
1 

(Denominator, 
total number of 
‘other’ children 
= 47) 
42.6% 
 
10.6% 
6.4% 
(59.6%) 
25.5% 
2.1% 
6.4% 
 
4.3% 
2.1% 

Reasons given that affected infant feeding decision (for 
‘other’ children): 
Work 
Lack of milk 
Give formula to make them grow more  
A “mistake”’  
Sickness child/mother 
Because a girl 
Other people can help with feeding 

(Number of 
children)  
4 
2 
2 
1 
1 
1 
1 

Note: This was 
not a formal 
question and 
not all mothers 
were asked 
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Appendix 4: Adherence to the Code and the Operational Guidance during and after the conflict in 
Lebanon 
 
Key: √ = yes;  ⁄  = likely; × = no; ± = unlikely; ? = Answer unknown; n/a = Question non-applicable; V = Violation of the Code and/or the 
Operational Guidance (violations are highlighted in bold; see note x)  
 
 
MAIN ISSUES RELATING TO THE CODE AND OPERATIONAL 
GUIDANCE: 

MSF-B IMC Hariri Lana  PU & 
AMEL 

Naba’a DPNA  HRC Imam 
Sadr  

Donated (free) supplies of BMS should not be supplied to hospitals or 
clinics; where they? (V=√) 
Code: The 1994 Resolution (WHA 47.50) states “There should be no free or 
subsidised supplies of breastmilk substitutes or other products covered by the 
Code in any part of the health care system.” 
Operational Guidance, 6.4.2: “Where criteria for the use of BMS are met, BMS 
purchased by agencies may be used within the healthcare system. In accordance 
with the International Code, donated (free) or subsidized supplies of BMS 
should not be supplied to the healthcare system.” 

 
±i 
 
 

 
√ 
 

 
× 

 
× 

 
√ 
 

 
× 

 
× 

 
× 

 
√ii 

 

Was distribution of BMS linked to education, demonstrations, training on 
safe preparation and home follow-up (by health workers only to families 
who need it), as well as regular monitoring of the infant’s weight?  (V=×) 
Code, Article 6.5: “Feeding with infant formula… should be demonstrated only 
by health workers, or other community workers if necessary; and only to the 
mothers or family members who need to use it; and the information should 
include a clear explanation of the hazards of improper use.”  
Operational Guidance, 6.2.3: “Distribution of infant formula to an individual 
caregiver should always be linked to education, one-to-one demonstrations and 
practical training about safe preparation, and to follow-up at the distribution site 
and at home by skilled health workers. Follow-up should include regular 
monitoring of infant weight at the time of distribution (no less than twice a 
month).” 

 
× 

 
n/aiii  

 
× 

 
× 

 
× 

 
± 

 
× 

 
× 

 
× 
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MAIN ISSUES RELATING TO THE CODE AND OPERATIONAL 
GUIDANCE: 

MSF-B IMC Hariri Lana  PU & 
AMEL 

Naba’a DPNA  HRC Imam 
Sadr  

Supplies of BMS should be targeted (through assessment by a qualified 
health/nutrition worker) and given only to those infants that require it; did 
this always happen?  (V=×) 
Code, Article 6.6: “Supplies should only be used or distributed for infants who 
have to be fed on breast-milk substitutes.”  
1994 Resolution says supplies of BMS should ONLY be given out if certain 
conditions are met. 
Operational Guidance, 6.2.1. Infant formula should only be targeted to infants 
requiring it, as determined from assessment by a qualified health or nutrition 
worker trained in breastfeeding and infant feeding issues. 
6.3.3. Donated formula should be avoided unless infants have to be fed on BMS 
(as determined by criteria) 
6.4.1: “BMS, milk products, bottles and teats should never be part of a general 
or blanket distribution.” 

 
× 

 
n/aiii 

 
× 

 
√ 
 

 
× 

 
± 

 
√ 
 

 
× 

 
√ 
 

Supplies of the BMS should continue for as long as the infant concerned 
needs it; were steps put in place for this? (V=×) 
Code, Article 6.7: Where donated supplies of infant formula or other products 
within the scope of this Code are distributed outside an institution, the 
institution or organisation should take steps to ensure that supplies can be 
continued as long as the infants concerned need them. Donors, as well as 
institutions or organisations concerned, should bear in mind this responsibility. 
Operational Guidance, 6.3.5. For targeted infants requiring BMS “supply 
should be continued for as long as the infants concerned need it (until 
breastfeeding is re-established or until at least 6 months and a maximum of 12 
months of age.” 

 
× 

 
× 

 
× 

 
√ 
 

 
√iv 
 
 

 
? 

 
? 

 
× 

 
× 

Labels: Are the labels ‘in an appropriate language’ and ‘easily readable 
and understandable’? (V=×)  (Article 9.2)  (see below) 

× ? ?  ⁄ × ⁄ ⁄ × √  
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MAIN ISSUES RELATING TO THE CODE AND OPERATIONAL 
GUIDANCE: 

MSF-B IMC Hariri Lana  PU & 
AMEL 

Naba’a DPNA  HRC Imam 
Sadr  

Labels: Do the labels follow the requirements as set out in the Code 
(excluding language, see above)? (V=×) 
Code, Article 9.2. In addition to the requirement on language above the label: 
(i) must state ‘Important Notice’ or the equivalent;  
(ii) must clearly state superiority of breastmilk;  

(iii) include a statement that the product should only be used on the advice of a 
health worker “as to its use and the proper method of use”;  
(iv) include instructions for appropriate preparation, and a warning against the 
health hazards of inappropriate preparation; 
(v) there must be no pictures of infants, nor “pictures or text which may 
idealize the use of infant formula”. The terms ‘humanized’ ‘materialized’ or 
similar terms should not be used. 
Operational Guidance, 6.3.6. Labels should be in an appropriate language and 
adhere to the specific labelling requirements of the International Code. 

 
√ 
 

 
? 

 
? 
 

 
? 

 
?v  

 
? 

 
? 

 
?v  

 
√ 
 

In any emergency relief operation there should be systems/programmes 
designed to protect, promote and support breastfeeding (including 
separate areas to give breastfeeding mothers individual support and BMS 
advice); did the agency have any of these programmes or areas? (V=×) 
Code, The 1994 Resolution: Exercise extreme caution when planning, 
implementing or supporting emergency relief operations, by protecting, 
promoting and supporting breastfeeding for infants. 
Operational Guidance, 5.2.3. Set up areas for mothers/caregivers requiring 
individual support with breastfeeding. “Ensure that support for artificial feeding 
is provided in an area distinct from support for breastfeeding.” 

 
× 

 
× 

 
× 

 
√ 
 

 
×vi 

 
√ 
 

 
×vi   
 

 
× 

 
×vi 
 

Other issues mentioned only in the Code or the Operational Guidance:  
MSF-B IMC Hariri Lana  PU & 

AMEL 
Naba’a DPNA  HRC Imam 

Sadr  

Health workers should not give a single tin of BMS to a mother as it is seen 
as a ‘sample’; did they? (V=√) vii 
Code, Article 7.7: “Health workers should not give samples of infant formula to 
pregnant women, mothers of infants and young children, or members of their 
families.” (According to the Code ‘Sample’ means ‘single or small quantities of 
a product provided without cost’.) 

 
? 

 
? 

 
n/a 

 
n/a 

 
√vii 
 

 
n/a 

 
?viii  
 

 
n/a 

 
√ 
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Other issues mentioned only in the Code or the Operational Guidance:  
MSF-B IMC Hariri Lana  PU & 

AMEL 
Naba’a DPNA  HRC Imam 

Sadr  

All staff should be aware of a policy of IFE; were they? (V=×) 
Operational Guidance, Key point 2. Every agency should endorse or develop a 
policy on IFE. The policy should be widely disseminated to all staff, agency 
procedures adapted accordingly and policy implementation enforced. 

 
× 

 
× 

 
× 

 
√ 
 

 
× 

 
? 

 
⁄ 

 
× 

 
× 

Commercial baby foods should not be distributed; were they? (V=√) 
Operational Guidance, 5.1.5. As a rule, relatively expensive commercial baby 
foods have no place in emergency relief. 

 
√ 
 

 
× 

 
? 

 
√ 
 

 
√ 
 

 
× 

 
? 

 
√ 
 

 
√ 
 

Were health/community workers trained in breastfeeding issues? (V=×) 
Operational Guidance, 5.2.1: “Train health/nutrition/community workers to 
promote, protect and support optimal infant and young child feeding as soon as 
possible after emergency onset… to maintain, enhance or re-establish 
breastfeeding.” 

 
× 

 
× 

 
× 

 
? 

 
× 

 
? 

 
× 

 
n/a 

 
×ix 
 

Did the BMS have a shelf-life of at least 6 months at time of arrival in 
country? (V=×)  
Operational Guidance, 6.3.2. Commercial infant formula should be 
manufactured and packaged according to the Codex Alimentarius standards and 
have a shelf-life of at least 6 months at time of arrival in country. 

 
? 

 
? 

 
? 

 
n/ax  

 
?xi 
 

 
n/ax 

 
n/ax 

 
× 

 
n/ax  

Bottles are teats should not be donated to mothers during an emergency; 
were they? (V=√) 
Operational Guidance, Key point 9: “Donations of bottles and teats should be 
refused in emergency situations.” 
Operational Guidance, 6.3.7: “The use of bottles and teats should be actively 
discouraged in emergency contexts, due to the high risk of contamination and 
difficulty cleaning. Use of cups (without spouts) should be actively promoted.” 

 
√ 
 

 
× 

 
× 

 
× 

 
× 

 
× 

 
⁄ 

 
√ 
 

 
× 

Dried milk products should not be given out unless mixed with other foods; 
was it? (V=√) 
Operational Guidance, 6.4.1. Dried milk products should be distributed only 
when pre-mixed with a milled staple food and should not be given as a single 
commodity. 
 

 
? 

 
? 
 

 
? 

 
√ 
 

 
√ 
 

 
√ 
 

 
√ 
 

 
? 

 
? 
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Other issues mentioned only in the Code or the Operational Guidance:  
MSF-B IMC Hariri Lana  PU & 

AMEL 
Naba’a DPNA  HRC Imam 

Sadr  

The formula should be provided through a separate system that food or 
health care; was it? (V=×) 
Operational Guidance, 6.4.3: “To protect against the spillover of infant formula 
in emergency contexts, infant formula should only be distributed to caregivers 
who need it, through a separate and discrete distribution channel from that of 
general food aid and the healthcare system, and directly linked to the 
assessment by a qualified health or nutrition worker.” 

 
× 

 
× 

 
√ 
 

 
√ 
 

 
× 

 
√ 
 

 
√ 
 

 
√ 
 

 
× 

 

i MSF-Belgium is known to have procured BMS and worked in at least one hospital where it distributed the formula, and as such became part of that 
healthcare system and so did not violate the 1994 Resolution there. However, it is unknown whether it donated free infant formula to other 
clinics/hospitals.  
ii Follow-up milk had been given to the Foundation’s clinics by an unknown Lebanese individual (a few boxes to each clinic); it was being 
distributed according to the mother’s economic situation. 
iii IMC donated its formula and therefore was not involved directly with this. 
iv As a mother ran out of formula, AMEL would give her a new tin; however, in September they say that their stocks were getting low and they were 
looking for new supplies.  
v As the tins were labelled in a foreign language, it was not possible to ascertain whether they followed the (additional) requirements as set out in 
Article 9.2 or Operational Guidance 6.3.6. 
vi The volunteers (from AMEL and DPNA) and the nurses at the Foundation had knowledge about breastfeeding which they had learned pre-crisis, 
and they had also taken part in breastfeeding promotion programmes. However, these did not continue and no additional initiative started during the 
crisis. 
vii  During the conflict AMEL could not distribute tins regularly because people were on the move. When they started distributing through the mobile clinics 
mothers were given tins regularly and hence were provided with a supply. It is likely that other NGOs had the same problem during the conflict. 
viii  DPNA had doctors in the schools where it worked and used them as part of their BMS targeting system however, it is not known whether they 
gave mothers single tins of formula. 
ix The nurses were already trained pre-crisis, but no additional training on IFE was arranged. 
x This guideline refers to BMS brought into the country; it is unlikely that these agencies obtained supplies from abroad, but this is not known for 
certain as AMEL received donations from Première Urgence, the HRC obtained BMS from foreign governments and there may well have been 
some donating of supplies between agencies depending on needs and programming issues. 
xi The tins’ labels were written in a foreign language. 
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Appendix 5: Save the Children infant feeding leaflets 
 

 
Supporting families to feed infants and young children during and after the conflict 

An important guide for health and relief workers 
 

The conflict has made the environment particularly hazardous for small children. Children under five are more likely 
to become ill and die from malnutrition and disease than anyone else. In general, the younger children are, the more 
vulnerable they are. Inappropriate feeding increases their risks of death and disease. 
 

Appropriate infant and young child feeding includes: Exclusive 
breastfeeding means 

giving only 
breastmilk. No other 

fluids. Not even 
water. 

o Initiation of breastfeeding within the first hour of birth 
o Exclusive breastfeeding for the first six months  
o Continued breastfeeding, in addition to complementary feeding, for two 

years or longer. 
o Complementary feeding from six months with adequate and appropriate 

complementary foods 
 

Breastfeeding in emergencies 
Protecting, promoting and supporting breastfeeding, especially exclusive breastfeeding, in emergency situations is 
particularly important because: 

1. The risks of illness are higher. Continued exclusive breastfeeding is therefore even more important as 
breastfeeding protects against disease, infections and allergies 

2. Breastfeeding must be protected and encouraged in emergency situations because stress, lack of privacy 
and over crowding, may temporarily disrupt breastfeeding or make it more difficult. 

3. Breastmilk substitutes carry risks of increased illness and mortality even when conditions are good. 
Where there is poor hygiene; lack of access to clean water; uncertain supplies of substitutes etc, the 
use of breastmilk substitutes becomes even more dangerous. Also, once breastmilk substitutes are given 
breastmilk production will decrease, as the mother is receiving less stimulation to produce milk. 

 

Common myths in emergencies: 
Many myths abound about breastfeeding in emergencies that can undermine both a mother’s confidence and the 
support that she receives. The five most common myths are: 
 

Myth 1: “Stress makes the milk dry up”  
STRESS DOES NOT NECESSARILY PREVENT A MOTHER FROM PRODUCING MILK 
While extreme stress or fear may cause milk to momentarily stop flowing (but the milk is still produced), this 
response, like many other physiological responses to anxiety, is temporary and can be overcome with stress reduction 
and counselling. Breastfeeding produces hormones that reduce tension, calm the mother and the baby and create a 
loving bond. 
 

Myth 2: “Malnourished mothers cannot breastfeed” 
OTHER THAN IN SEVERE CASES, MALNOURISHED MOTHERS CAN BREASTFEED. 
Moderate malnutrition has little or no effect on milk production. The mother will continue to produce milk, from her 
own body stores. 
 

Myth 3: “Mother doesn’t produce enough milk to feed her baby” 
A MOTHER DOES PRODUCE ENOUGH MILK TO FEED HER BABY 
The misconception may arise from a mother’s perception (e.g. a breastfed babies growth is slower in the first few 
weeks than for a bottle-fed baby) or it may be real. If real, it is probably a result of poor attachment to the breast and 
once corrected, milk supply will resume.  Milk production works on a supply-and-demand basis: as long as the 
baby is put to the breast, is well attached and is allowed to suckle as often as it demands, supply will meet all 
the baby’s needs. 
 

Myth 4: “Babies with diarrhoea need water or tea” 
DO NOT STOP FEEDING IF THE BABY HAS DIARRHOEA. 
Breastmilk contains water, it also supplies important minerals and vitamins to prevent dehydration, as well as proteins 
to help strengthen the immune system of the baby. Increase the frequency of breastfeeding. (Note: If severe diarrhoea, 
oral rehydration therapy (administered by cup, using SAFE water) may be required.)  
 
 



 
Myth 5: “Once breastfeeding has stopped, it cannot be resumed” 
IF A MOTHER STOPS BREASTFEEDING SHE CAN USUALLY RESTART AGAIN (called relactation). 
This is particularly true when breastfeeding has stopped because of stress or because bottle feeding was started or 
because the use of substitutes has reduced the milk production.  If the child is still breastfeeding sometimes, 
breastmilk supply should increase in a few days.  If the child has stopped breastfeeding completely it may take 1-2 
weeks or more before much breastmilk is produced. 
 Develop the motivation of the mother by explaining the importance of breastfeeding and the dangers of formula 

feeding, especially in emergency situations when access to breastmilk substitutes may not be assured and where 
the risk of disease and poor access to water and sanitation make feeding with breastmilk substitutes very risky. 
 Support the mother. 
 Encourage the mother to keep the child with her as much as possible and to have frequent skin-to-skin contact.  It 

is preferable for mother and baby to sleep together so that breastfeeding is easier during the night, but this is up to 
the mother. 
 Advise the mother to encourage the baby to suckle as often as possible and whenever he/she appears interested.  

The baby should suckle every 1-2 hours, at least 8-12 times within a 24 hour period.  
The baby should suckle from both breasts.  In particular encourage the baby to 
breastfeed at night. (The mother can also express milk to increase milk production 
between feeds) 
 Show the mother how to give the baby formula (baby milk) while waiting for the 

breastmilk to come in.  These feeds would preferably be fed with a cup after suckling 
the breast.  If the baby will not suckle at the breast, help the mother give the baby milk 
while suckling by dropping milk onto the breast or use of a supplementer (a tube is 
attached to the breast and gives milk to the baby while he/she sucks at the breast). 
 Feeding with baby milk (formula) can be given on a diminishing scale while relactation is taking place. 

 

Reducing the risks associated with artificial feeding 

  

Breastfeeding should be promoted, however, when it is not practiced then formula 
feeding should be made as safe as possible: 
 Bottles and teats (and beakers with a spout) should never be distributed and their 

use should be discouraged.  Easily cleaned cups should be used for giving the 
breastmilk substitute to the child. (Cups should be washed and scrubbed in hot 
soapy water each time it is used. If possible, dip the cup into boiling water or pour 
boiling water over it just before use.) Method: Hold the baby upright, or semi-
upright in your lap, use a small cup, tip the cup so the milk just reaches the babies lips, 
the cup should rest lightly on the baby’s lower lip and the edges of the cup should 
touch the outer part of the baby’s upper lip. A full-term baby will suck or sip the milk 
spilling some of it.  Do NOT pour the milk into the baby’s mouth, just let the baby take 
it.  When the baby has had enough the baby will close their mouth and refuse to take 
anymore. If the baby has not taken enough they may take more next time or it may be 
necessary to increase the frequency of feeding. Measure the baby’s intake over a 24-
hour period rather than at each feed.  
 

Dealing with donations: Do not accept donations of breast-milk substitutes (e.g. formula) or other powdered 
milks. Donations are easily mis-used and could undermine breastfeeding leading to infant morbidity and 
mortality. Baby milks should only be in health centres for use in relactation. 
 

Complementary Feeding: From six months, infants need energy and micronutrient dense, soft foods to complement 
breastmilk 2-3 times a day, increasing to 3-5 times a day by age 12-24 months, while continuing a high frequency of 
breastfeeding or feeding of a BMS.  Complementary foods should be provided with a cup and spoon, not a bottle, 
because of the difficulties of cleaning bottles. 
∞Health workers and mothers wanting free breastfeeding advice can call the Lebanese Association for Early Childhood Development. Iman El-Zei El-Salah: 
03824100 or 01646729.  ∞ Useful guides: Infant Feeding in Emergencies, Training Modules: www.ennonline.net (English), Guiding Principles for feeding infants 
and young children during emergencies. www.who.int (English)   

 Leaflet Produced by Save the Children. alimaclaine@btinternet.com Please feel free to copy and distribute widely. 
 

Poor Attachment 

 
Good Attachment  
- More areola visible above the mouth 
- Mouth wide open 
- Lower lip turned out 
- Chin touching or nearly touching the 

breast 

 

http://www.ennonline.net/
http://www.who.int/


 

  

 
Information on feeding your baby during and after the conflict: An important guide for mothers 
 
Keeping your young child safe after the conflict: 
The conflict has made the environment particularly hazardous for small children. The destruction of homes has made the 
surroundings very dusty and dirty. The normal house with a cooking stove and washing facilities is no-longer available for many 
people. Water is scarce and can be of bad quality, sanitation has also been affected. People either have very little gas to heat 
things or none at all, which means that it is hard to heat food sufficiently or boil water. Food storage facilities are not as good. In 
these circumstances there is a high risk that small children and babies can get sick especially with vomiting or diarrhoea.   
 

Making up milk and milk products such as infant and young child milk is particularly dangerous in this environment. The water 
needs to be boiled and cooled, but it can easily become contaminated then the milk will also be contaminated, also the bottles and 
teats need to be sterilised before each feed and this is very difficult in these circumstances, hence the baby may well get sick with 
diarrhoea or vomiting.   
 

To help keep your baby or young child safe it is important that:  
 All new born babies start to breast-feed within one hour after delivery (including the first milk called colostrums). The baby 

should only get breastmilk, no infant formula or water should be given to newborn babies. The mothers supply of breastmilk 
is sufficient 

 Breastfeed infant exclusively for six months. This means that the baby receives nothing else except breast-milk. The infant 
should not receive water, juices, porridge or any other foods. Feed the baby frequently, and allow the baby to feed until 
satisfied. The baby may pause from feeding but continue to offer the breast as it is important that the baby takes the “hind 
milk”, which comes later during a feed, as this milk is high in fat content, full of energy, which helps the infant gain weight 
and grow.  

 From six months introduce complementary foods such as porridge, fruit, small amounts of meat/fish and vegetables. You can 
add a little oil to food to increase the energy content. Complementary foods should be very soft, semi-liquid especially for the 
younger children. 

 Continue breastfeeding up to two years or beyond. 
 

Benefits of Breast-milk / How to breastfeed: 
 The first milk after delivery called “colostrum” is very important. It is rich in factors that protect the child from infection. 

Therefore it is important to get the baby to breastfeed as soon as possible after delivery, ideally within an hour. 
 Breastfeed on demand. This means breastfeed as often as the baby demands milk.  

 
 
 

 Breast-feed exclusively which means give only breastmilk. By introducing other foods/fluids too early the infant is not as 
hungry for breastmilk and therefore does not demand as much. This in turn means the mothers breastmilk supply reduces. A 
small infant’s stomach is not developed enough to take foods such as porridge, it can cause diarrhoea in young infants. 

Breastmilk is produced on a demand/supply basis. The more the infant demands food the more milk the 
mother will supply. The suckling action of the baby on the breast stimulates breastmilk production.

 Breast-milk is safe as it comes directly from the mothers breast  
 Breast-milk is like a special ‘medicine’ as it contains properties to protect the child against illnesses (baby milk (formula) 

does not have this) 
 It is readily available, therefore the mother does not need to spend time boiling water, or preparing other foods for her infant 
 No cost: as the mother produces the milk herself therefore it is free of charge 
 Helps in mother child bonding and contains all the requirements needed for the best development of the child. (Baby milk 

(formula) can NEVER be made as good as breast-milk) 
 

Complementary foods: Start complementary food at six months increasing the consistency gradually as the infant gets older. 
Initially the food should be pureed, mashed or semi-solid. It is important that the mother continues to breast-feed frequently 
especially for the younger infants. Do not give any other milk product, breastmilk is the best and safest. 
 

Frequently Asked Questions or Thoughts: 
1. Is my baby getting enough breastmilk? 
A MOTHER DOES PRODUCE ENOUGH MILK TO FEED HER BABY 
If the baby is hungry and feeding frequently, does not look visibly thin and is producing pale urine about 6 times a day they are 
getting enough milk. A baby should be gaining weight slowly and steadily, exclusively breastfed babies grow at a slower rate 
than formula fed babies, but this is healthier for the baby. A baby should gain about 500gms every month.  Remember: milk 
production works on a supply-and-demand basis: as long as the baby is put to the breast, is well attached and is allowed to 
suckle as often and as long as he/she demands, supply will meet all the baby’s needs. 
 

 



 

  

 
 
 

 
 
 

Poor Attachment

Good Attachment  
- More areola visible above the mouth 
- Mouth wide open 
- Lower lip turned out 
- Chin touching or nearly touching the breast 

2. Will stress make my milk dry up?  
NO, STRESS DOES NOT NECESSARILY PREVENT A MOTHER FROM PRODUCING MILK 
While extreme stress or fear may cause milk to momentarily stop flowing, this response is temporary and can be overcome with 
stress reduction and counselling. Breastfeeding produces hormones that reduce tension, calm the mother and the baby and create a 
loving bond. 

 

3. I’m not getting enough food / the type of food I am eating is not good so I am not producing milk.  
OTHER THAN IN SEVERE CASES, MALNOURISHED MOTHERS CAN BREASTFEED. 
A woman has plenty stores in her body to produce good quality and quantity of breast-milk even if her diet has been poor for 
some time. Quantity of breast-milk only reduces when a small baby is receiving other foods and does not demand as much 
breastmilk. Even moderately malnourished women (very thin) can produce enough breastmilk. Continue to breastfeed the infant 
exclusively if they are under 6 months of age and try to improve your diet.                   
 

4. My baby has diarrhoea should I stop breastfeeding?  
NO, DO NOT STOP FEEDING IF THE BABY HAS DIARRHOEA. 
Breastmilk contains water, it also supplies important minerals and vitamins to prevent dehydration, as well as proteins to help 
strengthen the immune system of the baby. Increase the frequency of breastfeeding. (Note: If severe diarrhoea, oral rehydration 
therapy, given by cup, using SAFE water may be required.)  

 

5. It is too late now my milk is very little / my milk has stopped, so I have to give my baby formula. 
IF A MOTHER STOPS BREASTFEEDING SHE CAN USUALLY RESTART AGAIN. 
This is particularly true when breastfeeding has stopped because of stress or because bottle feeding was started or because the use 
of substitutes has reduced the milk production.  If the child is still breastfeeding sometimes, breastmilk supply should increase in 
a few days.  If the child has stopped breastfeeding completely it may take 1-2 weeks or more before much breastmilk is produced. 
 Be motivated. Remember breastfeeding is important and formula feeding can be dangerous, especially in emergency 

situations when formula may not always be available, there is the risk of disease, and poor access to water and poor 
sanitation make feeding with formula very risky. 

 Get support from your family, friends and health workers. 
 Keep your child with you as much as possible, have frequent skin-to-skin contact and if possible sleep together, so that 

breastfeeding is easier during the night, but this is up to the mother. 
 Encourage the baby to suckle as often as possible, whenever he/she appears interested.  The baby should suckle ever 1-2 

hours, at least 8-12 times within a 24 hour period.  The baby should suckle from both breasts.  In particular encourage the 
baby to breastfeed at night. (You can also express milk to increase milk production between feeds) 

 While waiting for the milk to come in you need to feed the baby other milks.  These feeds should preferably be fed with a 
cup AFTER suckling the breast.  If the baby will not suckle at the breast the baby can be encouraged by dropping baby milk 
onto the breast while he/she is suckling, or a supplementer can be used (ask at your clinic/health worker). 

 Always breastfeed first and then provide formula.  The amount of formula that is given to the child should be reduced over a 
period of time.  

 

Reducing the risks associated with artificial feeding 
Breastfeeding is important, however, when it is not practiced or formula is given along with 
breastmilk then it is important that formula feeding should be made as safe as possible: 
 Bottles and teats (and beakers with a spout) should not be used in an emergency situation as 

they are very difficult to sterilise, which then increases the risk of the baby getting sick with 
diarrhoea and vomiting, which can lead to a child’s death. Easily cleaned cups should be used 
for giving the breastmilk substitute to the child. (To clean cups: Wash and scrub them in hot 
soapy water each time it is used. If possible, dip the cup into boiling water or pour boiling water 
over it just before use.)  

How to cup feed: Hold the baby upright, or semi-upright in your lap. Use a small cup. Tip the cup so 
that the milk just reaches the babies lips, the cup should rest lightly on the baby’s lower lip and the 
edges of the cup should touch the outer part of the baby’s upper lip. A baby will suck or sip the milk 
spilling some of it.  Do NOT pour the milk into the baby’s mouth, just let the baby take it.  When the 
baby has had enough the baby will close their mouth and refuse to take anymore. If the baby has not 
taken enough they may take more next time or it may be necessary to increase the frequency of feeding. Measure the baby’s 
intake over a 24-hour period rather than at each feed. 
 Health workers and mothers wanting free breastfeeding advice can call the Lebanese Association for Early Childhood Development.  Iman El-Zei El-Salah 

on 03824100 or 01646729 
 Produced by Save the Children, alimaclaine@btinternet.com. Please feel free to copy and distribute widely 
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Appendix 6:  Save the Children distribution of leaflets on issues 
concerning infant feeding in emergencies in Lebanon 

 
LEAFLETS (both Mother and 
Health worker) distributed to: 

Further details 

The Foundation’s clinics that Save 
the Children was working in: 
Saddiqine, Chehabeya, Derdghaya, 
Deir Siriane, Aita el Chaab and El 
Hanniye 
 

- Arabic versions of both leaflets were put on the notice 
boards. 

- Each health worker was given a copy. 
- Mothers’ leaflets were left out for people to take, and 

receptionists and nurses were also asked to give them to 
mothers. 

- They were part of the ‘Hygiene kit’ and each family that 
got a kit also received the Mothers’ infant feeding leaflet. 

Hospitals in Tyr and mobile clinics - Arabic versions of both leaflets were distributed by local 
Save the Children nurses. 

It was essential to provide information on infant feeding to local and international agencies 
that were working in the field (especially in the absence of a lead by UNICEF), as well as to 
provide them with a ‘ready-made’ leaflet that they could use and distribute to their health 
staff and mothers in their operating areas. To this end, it was distributed to:  

Health Cluster meetings 
- 9 September (Tyr) 
- 15 September (Beirut) 

Leaflets distributed at the end of the meetings to all 
participants. 

Mobile clinic meeting 
- 4 September (Tyr)  

Leaflets distributed to all participants: AMEL, Islamic 
Health Society, the Foundation, Alkayan, Hariri Foundation, 
CRL, Merlin, Ministry of Health (Dr Khalid Farah). Leaflets 
sent to co-ordinator of training Dr Sulaiman to forward – 
Arabic. Training offered. 

Health Cluster Bulletin 
- 8 September  

Save the Children was mentioned as providing information 
on infant feeding including training and cup distribution. The 
leaflets were also mentioned and consultant’s email address 
given for obtaining these.  

Sent via email to all 
health/nutrition and general co-
ordination cluster contacts  

Emails obtained from contact lists from cluster meetings in 
Beirut and Tyr. 

Put on the following websites: 
- Virtual Hic  
- Higher Council for Childhood  
 
 
 
Also provided to: 
Higher Relief Commission’s 
website 
Ministry of Public Health website 

 
www.virtualhic.org  
http://www.atfalouna.gov.lb/moodle It has a ‘professional’ 
and a ‘general’ area on its website, and issues concerning 
infant feeding during emergencies and the leaflets were 
highlighted in both.   
 
 
www.lebanonundersiege.gov.lb 
www.public-health.gov.lb 

http://www.virtualhic.org/
http://www.atfalouna.gov.lb/moodle
http://www.lebanonundersiege.gov.lb/
http://www.public-health.gov.lb/
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LEAFLETS (both Mother and 
Health worker) distributed to: 

Further details 

Given out during or following 
meetings with NGOs 

For example, to LABA, Lana Al Mostakbal, AMEL. 
AMEL subsequently distributed the Save the Children’s 
leaflets to their staff and ANERA used them in its training of 
workers/volunteers in south Lebanon and also disseminated 
them to all their partners. 

Nurses and volunteers after 
training on infant feeding issues 

The Foundation’s clinic nurses and staff, the trainee nurses 
from the nursing school in Tyr and the staff, together with 
volunteers from DPNA and the Hariri Foundation were all 
provided with leaflets to take home. Extra leaflets were also 
provided to the local NGOs so that they could distribute 
them to other members who were not present at the training 
and/or to mothers.  
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Appendix 7: Joint statement on feeding of infants and young children 
during the crisis in Lebanon 

 
 

Ensuring optimal feeding of Infants and young children during  
the crisis in Lebanon  

 
August 2006 

 
A joint statement  

[MOH, MOSA, WHO, UNICEF, WFP and UNFPA] 
 

During emergencies, disease and death rates among infants and young children are generally higher than 
any other group. Children under five are most affected by poor availability of appropriate food and water 
due to their nutritional needs for growth and maintenance. The fundamental means of preventing 
malnutrition among infants and young children is to ensure their optimal feeding and care.  
 
Usually, no other food or drink other than breast milk, not even water, is needed to meet nutritional 
requirements of infants during the first six months of life.  After this period, infants should begin to receive 
adequate and safe complementary foods, in addition to breast milk, to meet their changing nutritional 
requirements. Breast milk confers valuable protection from infection and its consequences, which is all the 
more important in environments with inadequate water supply and sanitation.  
 
Recommendations 
       
1.  BREASTFEEDING 
Rationale  
Protecting, promoting and supporting breastfeeding, especially exclusive breastfeeding, in both normal 
and emergency situations is particularly important because: 
 
• The risks of illness are higher.  Exclusive breastfeeding is therefore even more important as a 

protective measure; 
• Breastfeeding must be protected and encouraged in emergencies, which may temporarily disrupt 

breastfeeding or make it more difficult because of stress,  
 lack of privacy and over crowding; 
• Breast-milk substitutes carry risks of increased illness and mortality in the best of circumstances.  

Where there is poor hygiene; lack of access to clean water; and uncertain supplies of substitutes, the 
use becomes even more dangerous. 

 
Therefore: 
To protect breastfeeding 
• Encourage and support mothers to continue breastfeeding. 
• Provide 'safe havens' for pregnant and lactating women to help reduce stress and provide them with 

special rations, water and supplements, and provide re-lactation support if needed.  
• Identify, if culturally acceptable, willing wet-nurses within the community for orphans or 

unaccompanied children  
 
To restore breastfeeding – 
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• Help mothers return to exclusive breastfeeding by increasing frequency of feeds.  
• Return to breastfeeding: re-lactation support includes increasing the frequency of breastfeeds, and 

offering alternative foods only after a full breastfeed. 
 
Replacement feeding (in exceptional circumstances) 
 
There are a few situations when breastfeeding is not possible.  These include: 
• Orphans who have lost their mothers, and where wet-nursing is not possible or culturally is 

unacceptable. 
• Children who are temporarily or permanently separated from their mothers. 
• Mothers who are very sick. 
• When mothers have stopped breastfeeding for some time and re-lactation efforts have failed. 

    
In these situations – 
• There should be NO GENERAL DISTRIBUTION OF BREAST-MILK SUBSTITUTES: Breast-

milk substitutes or other powdered milks should never be part of a general distribution.  They should 
be used only when breastfeeding is not possible.  Careful assessment of the number of infants needing 
breast-milk substitutes should be quickly made in order to ensure adequate supplies and no over-
supply. 

• A nutritionally adequate breast-milk substitutes (BMS) should be made available for as long as the 
infants concerned need it.  

• The product should conform to relevant Codex Alimentarius standards, and bear only a generic label 
that includes all labeling provisions of the International Code of Marketing of Breast-milk Substitutes. 

• Those who are responsible for feeding a breast-milk substitutes should be adequately informed and 
equipped to ensure its safe preparation and use. 

• Feeding a BMS to a minority of children should in no way interfere with protecting and promoting 
breastfeeding to the majority.  

• The use of infant feeding bottles and artificial teats in emergency settings should be actively 
discouraged.   

 
2. COMPLEMENTARY FOODS  
 
Rationale  
To meet infants' changing nutritional requirements at six months of age, infants should start to receive 
complementary foods in addition to breast milk. These foods should be safely prepared from locally 
available foods that are rich in energy and micronutrients. 
 
In an emergency, appropriate foods and/or cooking facilities may not be readily available.  Available foods 
may be difficult to prepare in soft, semi-solid form.  Environmental conditions may hinder safe food 
preparation and feeding.  Traditional ingredients that were normally used to prepare complementary foods 
may not be available.  Furthermore, basic food aid commodities – cereals, pulses and oil – do not by 
themselves readily meet the nutritional needs of young children.  Fortified blended food, animal protein 
(meat, chicken, fish, egg) or supplements should be considered.  These should be appropriate texture for 
infants when prepared. 
 
Dependence on commercial foods should be avoided.  Under emergency/post-conflict conditions, supplies 
may be unreliable and as food aid is phased out, local people will be unable to afford costly manufactured 
items.  
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STATEMENT 
• Infants older than six months need hygienically prepared foods that are easy to eat and digest and that 

nutritionally complement breastmilk. 
• Caregivers need secure uninterrupted access to appropriate ingredients with which to prepare and feed 

nutrient-dense foods to older infants and young children. 
• All agencies should encourage the use of local products, suitability prepared for infants older than 

six months rather than creating a dependency on expensive specialized manufactured 
complementary feeding products. 
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Appendix 8: Save the Children press release 
 

 
 

PRESS RELEASE – 17th September 2006 
 
Please feel free to broadcast this important health information on your station.   
If you require further information on this issue please contact Juomana Zabaneh on: 03 736331 or e-mail: 
jammoun@hotmail.com We would also appreciate if you would inform us if you do use this press release for our 
records. 
 

Children suffer from inappropriate milk formula use 
 
The aftermath of this conflict has revealed that once again, it is the youngest children who suffer the most 
in any crisis.  
 
Children under the age of five are the most vulnerable and are more likely to become seriously ill and die 
than anyone else - in general the younger they are the more vulnerable. Inappropriate feeding increases 
their risk of death and disease. Without following proper guidelines, milk formula can be extremely 
dangerous for babies.  
 
There are Lebanese and international guidelines on the use of infant formula (Breast-Milk Substitutes). In 
an emergency, sometimes these guidelines are forgotten.  
 
But in an emergency it is even more important to use infant formula in the correct way. Around the world, 
even in non-emergency situations two-thirds of under 5 year old deaths occur in the first 12 months of life; 
even in the best, most hygienic conditions artificially-fed babies are 5 times more likely to suffer from 
diarrhoeal disease.  Where there is poor hygiene, lack of access to clean water and uncertain supplies of 
formula, the use of milk formula becomes even more dangerous.  Studies world-wide show that when 
water and fuel supplies are disrupted, infections spread rapidly and artificially-fed babies are 14 times 
more likely to die from diarrhoeal diseases and 3 times more likely to die from respiratory diseases than 
breastfed babies.  
 
Exclusive breastfeeding is always the safest method to feed babies. Exclusive means that nothing, not even 
water, is given to the baby except breastmilk. Mothers are encouraged to breastfeed exclusively for 6 
months.  
 
However, if you are using milk formula, then it is important to remember the following two things: 
• Using bottles can be dangerous, because they are hard to clean and sterilise, especially now, post-

conflict: cup feeding is very simple and much safer.  Keep the baby up-right, use a small cup, tip the 
cup so that the milk touches the baby’s lips, the baby will lick and suck the milk, spilling some. 

• You must follow the formula preparation instructions carefully, use boiled and cooled water. 
 
Remember if you are breastfeeding and giving formula, it is possible to increase your breastmilk supply so 
that you do not need to give formula.  Also, even if you have stopped breastfeeding it is possible to start 
breastfeeding again!  
 

mailto:jammoun@hotmail.com
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With perseverance, you can increase your flow of milk and give your child as much milk as they need.  Put 
your baby to your breast as often as possible, let him/her suckle for as long as they want, if necessary drip 
formula milk onto the breast so that the baby will suckle more. 
 
Save the Children encourages mothers to breastfeed exclusively for 6 months. We encourage mothers who 
are giving breastmilk and formula to increase their breastmilk supply and stop giving formula and those 
mothers have stopped breastfeeding to start again.   
   
Save the Children calls on: 
ALL organisations working in Lebanon to immediately stop the general distribution of milk formula. 
 
Mothers and health workers to take the utmost care if using milk formula, and if at all possible, to 
breastfeed as a safer option for all children.  
 
Save the Children looks forward to: the fast public release of the Joint Statement by the Ministry of 
Health, Ministry of Social Affairs, WHO, UNICEF and others, encouraging breastfeeding and asking local 
and international NGOs not to generally distribute infant formula. 
 

If mothers want further advice or help on breastfeeding they can call Lebanese Alliance for Breastfeeding Action 
(LABA) free on 03824100 or 01646729. 
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